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Abstract: 

Meckel’s diverticulum (MD) is a congenital outpouching or bulge in the lower part of the small intestine. It is the most 
common congenital defect of the gastrointestinal tract. MD is usually asymptomatic but when symptomatic, typically 
presents in childhood. Meckel’s diverticulum is the most common congenital anomaly of the gastrointestinal system. It 
originates from failure of the vitelline duct to obliterate completely, which is usually located on the antimesenteric border 
of the ileum. Its incidence is between 1% and 3%. Meckel’s diverticulum occurs with equal frequency in both sexes, but 
symptoms from complications are more common in male patients. Most of the Meckel’s diverticula are discovered 
incidentally during a surgical procedure performed for other reasons. Hemorrhage, small bowel obstruction, and 

diverticulitis are the most frequent complications. 

This case was a 75 years old male with abdominal pain and signs and symptoms of acute appendicitis that in surgery has a 
complicated Meckel's diverticulum that resected and anastomosis of small intestine was done and discharge with no 
complication and healthy. 

In summary, although Meckel’s diverticulum is the most prevalent congenital abnormality of the gastrointestinal tract ; it 
is often difficult to diagnose. The complications of Meckel’s diverticulum should be taken into account in the differential 
diagnosis of small bowel obstruction. Surgical resection has always been the treatment of choice in symptomatic MD. 
However, there has been debate about the proper management of asymptomatic MD if incidentally discovered during 

laparotomy or laparoscopy. Fewer studies discouraged the prophylactic removal of MD. 

keywords: Meckel’s diverticulum 

Introduction 

Meckel’s diverticulum (MD) is a congenital outpouching or bulge in the 

lower part of the small intestine. It is the most common congenital defect 

of the gastrointestinal tract. MD is usually asymptomatic but when 

symptomatic, typically presents in childhood [1]. Meckel's diverticulum 

(MD) is the most common congenital anomaly of the gastrointestinal 

tract. Most cases are asymptomatic and when symptomatic, preoperative 

diagnosis of MD is poor. Intestinal obstruction, Malena or hematochezia, 

and inflammation are major symptoms [2]. Meckel's diverticulum (MD) 

is the most common congenital anomaly of the gastrointestinal tract that 

ensues as a result of partial closure and persistence of the vitelline, or the 

omphalomesenteric duct during embryogenesis [3]. It is a true 

diverticulum containing all the layers of the small intestine and is known 

to contain ectopic gastric mucosa [4]. The reported prevalence of MD is 

between 0.3% and 2.9% of the general population and its frequency is 

higher in male patients than in females with a ratio of 1.5:1–4:1 [5,6]. 

Meckel’s diverticulum is the most common congenital anomaly of the 

gastrointestinal system. It originates from failure of the vitelline duct to 

obliterate completely, which is usually located on the antimesenteric 

border of the ileum. Its incidence is between 1% and 3%. Meckel’s 

diverticulum occurs with equal frequency in both sexes, but symptoms 
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from complications are more common in male patients. Most of the 

Meckel’s diverticula are discovered incidentally during a surgical 

procedure performed for other reasons. Hemorrhage, small bowel 

obstruction, and diverticulitis are the most frequent complications [7]. 

Histologically, heterotopic gastric and pancreatic mucosas are frequently 

observed in the diverticula of symptomatic patients. Involvement of the 

mesodiverticular band of the diverticulum is rarely seen. This case report 

presents the diagnosis and management of a small bowel obstruction due 

to mesodiverticular band of a Meckel’s diverticulum [8]. 

Key words: Adult meckel’s diverticulum, acute intestinal obstruction, 

diverticulectomy, Meckel's diverticulum, Gastroenterology, Congenital 

diverticulum. 

Case presentation: 

This case is a 75 years old male with abdominal pain that referred to 

surgery part with abdominal pain. We admit him and start examination 

that has low grade fever, RLQ tenderness, leukocytosis, nausea and 

vomiting but no evidence of peritonitis. Ultrasonography shows evidence 

of The acute appendicitis and surgery perform for him with diagnosis of 

acute appendicitis that in surgery we face with complicated Meckel’s 

diverticulum (MD) (figure1,2). We resect small bowel part contains 

complicated Meckel’s diverticulum (figure3), and anastomosis did. After 

surgery we follow and observe he and he tolerate PO on third days after 

surgery and we discharge him 5 days after admission healthy. 

 

Figure 1: complicated Meckel’s diverticulum (MD). 

 

Figure 2: complicated Meckel’s diverticulum (MD). 
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Figure 3: Resected complicated Meckel’s diverticulum (MD). 

Discussion: 

Meckel’s diverticulum was originally described by Fabricius Hildanus in 

1598. However, it is named after Johann Friedrich Meckel, who 

established its embryonic origin in 1809. Meckel’s diverticulum is the 

most common congenital anomaly of the small intestine, with a 

prevalence of approximately 1-3%, and is a true diverticulum containing 

all layers of the bowel wall. The average length of a Meckel’s 

diverticulum is 3 cm, with 90% ranging between 1 cm and 10 cm, and the 

longest being 100 cm. This diverticulum is usually found within 100 cm 

of the ileocaecal valve on the antimesenteric border of the ileum. The 

mean distance from the ileocaecal valve seems to vary with age, and the 

average distance for children under 2 years of age is known to be 34 cm. 

For adults, the average distance of the Meckel’s diverticulum from the 

ileocaecal valve is 67 cm. Most cases of Meckel’s diverticulum are 

asymptomatic, and the estimated risk of developing lifetime 

complications of Meckel’s diverticulum is around 4% (9). Most patients 

are asymptomatic and the diagnosis is difficult to confirm preoperatively. 

Among the symptomatic patients, two types of heterotopic mucosa 

(gastric and pancreatic) are found histologically within the diverticula. 

The frequent complications of Meckel’s diverticulum are hemorrhage, 

intestinal obstruction and diverticulitis. Intestinal obstruction is the 

second most common complication of Meckel’s diverticulum [10]. There 

are plenty of mechanisms for bowel obstruction arising from a Meckel’s 

diverticulum. Obstruction can be caused by trapping of a bowel loop by a 

mesodiverticular band, a volvulus of the diverticulum around a 

mesodiverticular band, and intussusception, as well as by an extension 

into a hernia sac (Littre’s hernia) [11]. Similarly, as in our case; 

obstruction can be caused by trapping of a bowel loop by a 

mesodiverticular band. The important aspect of our case is clear 

demonstration of the mesodiverticular band of a Meckel’s diverticulum. 

Various imaging modalities have been used for diagnosing Meckel’s 

diverticulum. Conventional radiographic examination is of limited value. 

Although of limited value, sonography has been used for the investigation 

of Meckel’s diverticulum. High-resolution sonography usually shows a 

fluid-filled structure in the right lower quadrant having the appearance of 

a blind-ending, thick-walled loop of bowel [12]. On computed 

tomography (CT), Meckel’s diverticulum is difficult to distinguish from 

normal small bowel in uncomplicated cases. However, a blind-ending 

fluid or gas-filled structure in continuity with the small bowel may be 

revealed [13]. Abdominal CT is used for complicated cases such as 

intussusceptions. CT can help to confirm the presence of intussusception 

and distinguish between lead point and non-lead point intussusceptions 

[14]. In asymptomatic patients; whether all cases of incidental Meckel’s 

diverticula should be resected or not is an unresolved question. On the 

other hand, for the symptomatic patients; treatment should always include 

resection of the diverticulum or the segment of the bowel affected by the 

pathology [15]. MD can present with various complication spectrums, 

including small-bowel obstruction, peritonitis, and severe iron-deficiency 

anemia, which may cause difficulty in definitive diagnosis, particularly in 

children. Segmental small-bowel resection and primary anastomosis are 

effective surgical approaches and show good outcomes for MD patients 

[17]. 

Conclusion: 

In summary, although Meckel’s diverticulum is the most prevalent 

congenital abnormality of the gastrointestinal tract; it is often difficult to 

diagnose. The complications of Meckel’s diverticulum should be taken 

into account in the differential diagnosis of small bowel obstruction. 

Surgical resection has always been the treatment of choice in symptomatic 

MD. However, there has been debate about the proper management of 

asymptomatic MD if incidentally discovered during laparotomy or 

laparoscopy. Fewer studies discouraged the prophylactic removal of MD 

(16). Most of the MD are asymptomatic but when clinical manifestations 

arise from complications like obstruction, bleeding, or diverticulitis, MD 

must be included in the differential diagnosis. Young patients with small 

bowel obstruction are rarely diagnosed prior to surgery because of its 

indistinguishable features from other intraabdominal pathologies. The 

standard treatment of MD is definitive surgery, including 

diverticulectomy or ileal resection. Early surgery is required in order to 

prevent strangulation or gangrene. Significant morbidity and mortality 

can be prevented when clinicians promptly act to diagnose MD and 

manage it on time. There are several surgical approaches for MD, such as 

segmental small-bowel resection including MD and diverticulectomy 

only [18]. Some surgeons prefer to perform segmental small-bowel 

resection, including MD, because they want to include any possible 

intestinal ulceration within the resection samples, while other surgeons 
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choose the latter because they consider that the ulcerated ileum is close to 

the ectopic gastric mucosa [18]. In conclusion, MD can present as various 

complication spectrums, including small-bowel obstruction, peritonitis, 

and severe iron-deficiency anemia, which may cause difficulty in 

definitive diagnosis, particularly in children. Segmental small-bowel 

resection with primary anastomosis are effective surgical approaches and 

show good outcomes for patients with MD. The diagnosis should be 

considered in any patient with abdominal discomfort without other 

explanation, nausea and vomiting or gastrointestinal bleeding. Treatment 

of symptomatic Meckel’s diverticulum is definitive surgery including 

diverticulectomy, wedge resection and segmental resection; the procedure 

depends on the integrity of diverticulum base and adjacent ileum [19]. In 

addition, it is also important to always try to expand the cavity inventory 

in the intraoperative period, especially in the absence of explanations for 

the previous clinical findings, with mandatory assessment of the small 

intestine from the ileocecal valve for, at least, the first 100 cm, in order to 

find a MD and its possible complications [20, 21, 22]. Although rare, its 

clinical presentation might be similar to acute appendicitis, which restate 

the importance of collecting a detailed clinical history and examining the 

small bowel in order to investigate a possible Meckel’s diverticulum 

complication in the differential diagnosis [23]. Although relatively rare in 

adults, MD should be considered in the list of differentials in patients with 

intussusception leading to SBO, especially on a background history 

unremarkable for the most common etiologies causing SBO including 

post-operative adhesions and hernias [24]. Laparoscopy can be useful in 

the diagnosis and treatment of Meckel’s diverticula. In addition, the 

laparoscope can be used to remove incidentally discovered diverticula 

[25].: Meckel’s diverticulum can be difficult to diagnose and require a 

higher level of suspicion. Although Meckel’s diverticulum is uncommon 

in adults, it should be considered a cause of small bowel obstruction [26]. 

Declarations: 

Ethical Approval and Consent to participate: 

The content of this manuscript is in accordance with the declaration of 

Helsinki for Ethics. No committee approval was required. Oral and 

written consent to participate was granted by her Family. 

Consent for publication:   

 “Written informed consent was obtained from the patient's legal guardian 

for publication of this case report and any accompanying images. A copy 

of the written consent is available for review by the Editor-in-Chief of this 

journal.” 

Availability of supporting data 

It is available. 

Competing interests: 

The author declares that they have no competing financial interests and 

nothing to disclose. 

Funding: There is no funding. 

Acknowledgements 

Surgical resection has always been the treatment of choice in symptomatic 

MD. However, there has been debate about the proper management of 

asymptomatic MD if incidentally discovered during laparotomy or 

laparoscopy. Fewer studies discouraged the prophylactic removal of MD. 

References: 

1. Uwandu Q, Akpoviroro O. (2024). Adult Presentation of 

Meckel’s diverticulum – A Case Report. CRCP;8(4):150-154. 

2. Bhattarai HB, Bhattarai M, Shah S, Singh A, Yadav SK, et al. 

(2022). Meckel's diverticulum causing acute intestinal 

obstruction: A case series. Clin Case Rep.;10(11): e6518. 

3. Almas T, Alsubai AK, Ahmed D, et al. (2022). Meckel's 

diverticulum causing acute intestinal obstruction: a case report 

and comprehensive review of the literature. Ann Med Surg; 

78:103734. 

4. Tenreiro N, Moreira H, Silva S, Madureira L, Gaspar J, et al. 

(2015). Unusual presentation of a Meckel's diverticulum: a case 

report. Int J Surg Case Rep; 16:48‐51. 

5. Ruscher KA, Fisher JN, Hughes CD, et al. (2011). National 

trends in the surgical management of Meckel's diverticulum. J 

Pediatr Surg;46(5):893‐896. 

6. Hansen CC, Søreide K. (2018). Systematic review of 

epidemiology, presentation, and management of Meckel's 

diverticulum in the 21st century. Medicine;97(35): e12154. 

7. Gamblin TC, Glenn J, Herring D, McKinney WB. (2003). 

Bowel obstruction caused by a Meckel’s diverticulum 

enterolith: a case report and review of the literature. Curr 

Surg;60(1):63-64. 

8. Al Jabri KA, El Sherbini A. (2012).  Small Bowel Obstruction 

due to Meckel's Diverticulum: A Case Report. Oman Med 

J.;27(1): e029. 

9. Whang EE, Ashley SW, Zimmer MJ. Small intestine. In: F. 

Charles Brunicardi, editor. Schwart’s Principles of Surgery. 

McGraw-Hill 2005; pp.1017-1054. 

10. Nath DS, Morris TA. (2004). Small bowel obstruction in an 

adolescent: a case of Meckel’s diverticulum. Minn Med. 

Nov;87(11):46-48. 

11. Prall RT, Bannon MP, Bharucha AE. (2001). Meckel’s 

diverticulum causing intestinal obstruction. Am J 

Gastroenterol;96(12):3426-3427. 

12. Park JJ, Wolff BG, Tollefson MK, Walsh EE, Larson DR. 

(2005). Meckel diverticulum: the Mayo Clinic experience with 

1476 patients (1950-2002). Ann Surg;241(3):529-533. 

13. Prall RT, Bannon MP, Bharucha AE. (2001). Meckel’s 

diverticulum causing intestinal obstruction. Am J 

Gastroenterol.;96(12):3426-3427. 

14. Johnson GF, Verhagen AD. Mesodiverticular band. Radiology 

(1977). May;123(2):409-412. 

15. Evers BM. (2001). Small bowel. in: Courtney M. Townsend jr., 

editor. Sabiston Textbook of Surgery. Philadelphia, 

Pennsylvania. W.B. Saunders; pp: 873-916. 

16. Cullen JJ, Kelly KA, Moir CR, Hodge DO, Zinsmeister AR, et 

al. (1994). Surgical management of Meckel's diverticulum. An 

epidemiologic, population‐based study. Ann Surg;220(4):564‐

569. 

17. Gunadi, Damayanti W, Saputra RP, Ramadhita, Ibrohim IS, 

Lestiono A, Melati D, Permatahati WI, Widowati T and 

Makhmudi A (2021) Case Report: Complicated Meckel 

Diverticulum Spectrum in Children. Front. Surg. 8:674382. 

18. Robinson JR, Correa H, Brinkman AS, Lovvorn HN III. (2017). 

Optimizing surgical resection of the bleeding Meckel 

diverticulum in children. J Pediatr Surg. 52:1610–1615. 



J. Clinical Surgery and Research                                                                                                                                                                     Copy rights@ Ahmad Reza Shahraki, 

Auctores Publishing LLC – Volume 5(6)-137 www.auctoresonline.org  
ISSN: 2768-2757   Page 5 of 5 

19. Claudia Arias1*, Nadecha Caro1, Paula Rodriguez2, Jose 

Miguel Taveras3. (2019). Meckel’s Diverticulum in 44 Years 

Old Female with Intestinal Obstruction: A Case Report. 

International Journal of Collaborative Research on Internal 

Medicine & Public Health. Vol. 11 No. 1. 

20. Brásio R, Malaquias R, Gil I, Rama N, Ferraz S, et al. (2015). 

Meckel’s diverticulum-A case of lower gastrointestinal 

bleeding. Revista Portuguesa de Coloproctologia.;12(1):45-48. 

21. Choi SY, Hong SS, Park HJ, Lee HK, Shin HC, et al. (2017). 

The many faces of Meckel’s diverticulum and its 

complications. J Med Imaging Radiat Oncol.;61(2):225-231. 

22. Chohan TA, Tabook SA, Elmukashfi E, Sakroon SM. (2010). 

Acute Appendicitis or…. is it Meckel’s Diverticulitis? Oman 

Med J; 25:10.5001. 

23. Alves JR, Justino GB, Justino LB, Ternes CMP, Rech JVT, et 

al. (2021). Meckel's Diverticulum Perforation by Foreign Body: 

A Case Report. Bull Emerg Trauma;9(2):101-104. 

24. Talal Almas, Abdulla K. Alsubai, Danyal Ahmed, Muneeb 

Ullah, Muhammad Faisal Murad, et al, (2022). Meckel's 

diverticulum causing acute intestinal obstruction: A case report 

and comprehensive review of the literature,Annals of Medicine 

and Surgery,Volume 78, ,103734,ISSN 2049-0801, 

25. MADHYASTHA, S.; PRABHU, V. L.; SARALAYA, V. & 

PRAKASH. (2007). Meckel’s diverticulum. A case reports. Int. 

J. Morphol., 25(3):519-522. 

26. Cecilia Evan a, *, Kezia Christy a, Ricarhdo Valentino Hanafi 

a, MamanWastaman Rodjak. Acute intestinal obstruction due 

to meckel’s diverticulum: A casereport and literature review. 

Heliyon 10 (2024) e30514. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 This work is licensed under Creative    
   Commons Attribution 4.0 License 
 

 

To Submit Your Article Click Here: Submit Manuscript 

 

DOI: 10.31579/2768-2757/137

 

 

 

 

 

 

Ready to submit your research? Choose Auctores and benefit from:  
 

➢ fast, convenient online submission 
➢ rigorous peer review by experienced research in your field  

➢ rapid publication on acceptance  
➢ authors retain copyrights 

➢ unique DOI for all articles 
➢ immediate, unrestricted online access 

 

At Auctores, research is always in progress. 
 

Learn more   https://www.auctoresonline.org/journals/journal-of-clinical-
surgery-and-research  

file:///C:/C/Users/web/AppData/Local/Adobe/InDesign/Version%2010.0/en_US/Caches/InDesign%20ClipboardScrap1.pdf
https://www.auctoresonline.org/submit-manuscript?e=85
https://www.auctoresonline.org/journals/journal-of-clinical-surgery-and-research
https://www.auctoresonline.org/journals/journal-of-clinical-surgery-and-research

