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A Rare Presentation of Meckel’s Diverticulum: A Case
Report

Naif Almalki® ¢, Turki Almalki®

Abstract

The purpose of this report is to present a rare presentation of Meckel’s
diverticulum. A 25-year-old Saudi male was referred to our hospi-
tal with recurrent intestinal obstruction; computed tomography was
done, which showed distended small bowel. Operative management
was discussed with the patient and consent was taken for laparoscopy
and laprotomy if indicted. Initially we started with laparoscopy but
due to sever distention of bowls and adhesion, midline incision was
done and multiple adhesions were released from ascending colon and
distal small bowl until it was revealed that he had Meckel’s diverticu-
lum with severe adhesion around.
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Introduction

Intestinal obstruction is a common surgical problem that sur-
geons face in usual clinical practice. About 15% of patients
who were admitted to surgical department and complained of
abdominal pain had small intestinal obstruction [1]. There are
many causes of intestinal obstruction, which are either me-
chanical or functional (paralytic ileus). Each cause of intestinal
obstruction needs different approach and management. Post-
operative adhesion and hernia are the most common cause of
small intestinal obstruction [2]. However, a relatively uncom-
mon cause is a Meckel’s diverticulum. Although this diagnosis
is primarily reported in the adolescent population, it should
also be considered in adults. Meckel’s diverticulum is defined
as due to the failure of complete obliteration of vitelline duct
and this complication is more common in male. It is presented
in 2-4% of the population and mostly it is discovered during
surgical procedures. Most of Mackle’s diverticulum among
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adult is presented with bleeding [3, 4]. Our case report is pre-
senting a diagnosis and management of recurrent intestinal ob-
struction due to Meckel’s diverticulum.

Case Report

A 25-years-old Saudi male patient who was medically free and
had no prior abdominal surgery was referred from a peripheral
hospital to our hospital (King Fasial Hospital Complex, Taif).
He complained of abdominal pain, abdominal distension and
vomiting that were precipitated by heavy meals, with no other
associated symptoms. When he was admitted, he improved
only after being kept nil per os (NPO) and given intravenous
(IV) fluid without nasogastric tube (NGT) insertion. The pa-
tient suffered previously from recurrent episode of severe ab-
dominal pain associated with abdominal distension and abso-
lute constipation followed by vomiting. He was hospitalized
several times for the same complains without any benefits. His
adversity started when he was 10 years old. As stated by the
patient, this episode is experienced on average of three times
per year and improved with conservative management (NPO,
NGT, and IV fluid) and sometime he had refused NGT and he
would improve. He has refused laparotomy exploration sev-
eral times.

At time of his recent presentation, he was vitally stable,
afebrile; his abdomen was distended, tender with exaggerated
bowl sound. No palpable masses were present. There were no
hernia and no organomegaly. His complete blood count (CBC)
profile and electrolytes were within normal levels. Abdomi-
nal X-ray showed multiple air fluid, distended small bowl and
empty rectum, no air under diaphragm (Fig. 1). He was diag-
nosed initially with mechanical intestinal obstruction and was
kept on NPO, IV fluid was given, NGT was refused and he im-
proved. Computerized tomographic imaging of the abdomen
with oral contrast was performed to establish the diagnosis and
showed a distended small and large bowel, no mass, and no
transition zone (Fig. 2). To identify the cause and to manage
the patient properly, laparoscopy and laparotomy consent was
taken. Initially, exploratory laparoscopy was done, but unfor-
tunately the bowels were severally distended, for that reason
we converted to laparotomy. Midline incision was done; the
abdominal exploration showed free turbid fluid in the abdomi-
nal cavity. Multiple adhesions were released from ascending
colon and distal small bowel until Meckel’s diverticulum was
revealed with severe adhesion around, then bowel resection
and side to side anastomosis was accomplished and washing
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Figure 1. Upright abdominal X-ray (left) and chest X-ray (right) showed no air under diaphragm and distended bowel with multiple

air fluid level.

with warm saline was done, then hemostasis was ensured (Fig.
3). Drain inserted and closure was done in layer. Meckel’s di-
verticulum was confirmed by a histology examination. He re-
covered without any complication and discharged after couple
of days of hospitalization.

Discussion

Meckel’s diverticulum is presented in 2-4% of population due
to failure of obliteration in the vitello-intestinal duct. It is the
most common congenital disease of the gastrointestinal tract;
however it is rare to occur in adult population. It is difficult to
establish diagnosis preoperatively but computed tomography
(CT), Technetium-99m and ultrasound are helpful for exclud-
ing other causes and determine some complications such as
interception, volvulus and perforation [4]. Bleeding, intestinal

Figure 2. CT of abdomen with oral contrast showed a distended small
and large bowel, no mass, and no transition zone.
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obstruction and diverticulitis are the most frequent complica-
tions of Meckel’s diverticulum [3]. Most cases are asympto-
matic but if intestinal obstruction is present, it is acute and due
to adhesion around it, a Meckel’s diverticulum mass, volvulus,
incarcerated hernia and interception may occur[3, 5]. In our
case an adhesion was the cause of intestinal obstruction but it
was strange that it was presented as partial intestinal obstruc-
tion, which is rare. Other complications in literature of Meck-
el’s diverticulum were reported as interception and lipoma can
cause recurrent intestinal obstruction [6-8].

Conclusions

Complications of Meckel’s diverticula are uncommon in adult
population. Intestinal obstruction, bleeding, and diverticulitis

Figure 3. Intraoperative photograph showed the 50 cm mass and 2 cm
narrow base, amalgamated and adhesive ileum and ascending colon
that making the obstruction.
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are most common presentations. Partial intestinal obstruction
is rare presentation but it is documented.
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