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Case Report Olgu Sunumu
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Ileus due to Meckel’s diverticulum: case reports

Meckel divertikülüne bağlı ileus: Olgu sunumları

Selim SÖZEN, Ömer TOPUZ, Mustafa TÜKENMEZ, Ömer Fazıl BİLGİN, Yunus DÖNDER

Meckel divertikülü ince bağırsağın en sık rastlanan do-
ğumsal anomalisi olup genel nüfusta %1-3 oranında gö-
rülür. Erişkinlerde en sık görülen komplikasyonu bağır-
sak tıkanıklığıdır. Ameliyat öncesi tanının sıklıkla müm-
kün olmaması ve ameliyatta gecikilmesi ciddi sorunlara 
neden olabilir. Bu yazıda, Meckel divertikülü nedeniyle 
bağırsak tıkanıklığı olan hastaların tanısı ve tedavi yöne-
timi sunuldu.

Anahtar Sözcükler: İleus; bağırsak tıkanıklığı; Meckel diverti-
külü.

Meckel’s diverticulum is the most common congenital 
anomaly of the small intestine, with an estimated incidence 
of approximately 1-3% in the general population. Intestinal 
obstruction is the most common complication in adult pa-
tients. Since accurate diagnosis before the operation is dif-
ficult, decision for surgery is delayed, and serious problems 
may be encountered. Here in, we present the diagnosis and 
management of our patients with intestinal obstruction due 
to Meckel’s diverticulum.
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Meckel’s diverticulum is the most common con-
genital anomaly of the gastrointestinal tract, occurring 
in 2-3% of the general population.[1,2] In the majority 
of patients, Meckel’s diverticulum is asymptomatic.[3,4] 
Only 16% of Meckel’s diverticula give rise to symp-
toms.[5] The most common presentation in adults is 
intestinal obstruction. The most common means of ob-
struction is intussusception with the Meckel’s divertic-
ulum being the lead point. Other causes of obstruction 
include volvulus around fibrous bands adherent to the 
umbilicus, Littre’s hernia and diverticular strictures, 
and loop formations of Meckel’s diverticulum.[6,7] 

This report summarizes three cases and presents a 
brief review of the literature.

CASES REPORTS
Case 1– A 65-year-old male patient presented with 

abdominal pain, anorexia, nausea, vomiting, and ab-
dominal bloating. On his physical examination, there 
were abdominal tenderness, rebound and increased 
bowel sounds in all quadrants. Laboratory findings, 
except leukocytosis (11,000 mm3), were normal. Ab-
dominal radiograph was obtained first in this patient 
with acute symptoms, which revealed air-fluid levels 

that suggested intestinal obstruction (Fig. 1a). In addi-
tion to these important findings, abdominal tenderness 
especially in the right lower quadrant and a palpable 
mass were present. The patient was operated with the 
diagnosis of plastron appendicitis. The abdomen was 
entered by McBurney incision. In the exploration, the 
appendix was seen to be normal and there was an il-
eocecal intussusception due to Meckel’s diverticulum. 
The intussusception was reduced manually (Figs. 1b, 
c). Meckel’s diverticulum was resected in the form of 
wedge resection. The postoperative period was un-
eventful and the patient was discharged on postopera-
tive day 4.

Case 2– A 42-year-old male patient with no pre-
vious abdominal surgery, who experienced severe ab-
dominal pain and vomiting in the course of one day, 
was admitted to the emergency service of our hos-
pital. There was no significant medical history. His 
body temperature was 37.6°C and vital signs were 
stable. His abdomen was very tender and distended, 
and bowel sounds were hyperactive. There was no 
palpable mass. Laboratory findings showed a white 
blood cell count (WBC) of 9,600 mm3, hemoglobin 
12.3 g/dl, and platelets 280,000. All other studies, in-
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cluding electrolytes and urinalysis, were within nor-
mal limits. There were air-fluid levels on the abdomi-
nal radiograph. Computed tomography (CT) showing 
marked dilatation of the small intestine suggested the 
obstruction was near the ileocecal valve (Fig. 2a). He 
was diagnosed with mechanical intestinal obstruction, 
and nasogastric decompression was performed. Emer-
gency exploratory laparotomy was performed under 
general anesthesia. The distal part of the ileum was 
markedly dilated and formed a loop, clasped at its base 
by a loop-like structure located 70 cm proximal to the 
ileocecal valve (Fig. 2b). After separating the structure 
from the mesentery, it proved to be Meckel’s divertic-
ulum, the end of which was adhered to the correspond-
ing dorsal mesentery. The ileal loop was released from 
the diverticulum. The necrotic segment and Meckel’s 
diverticulum were resected and functional end-to-end 
anastomosis of the bowel was completed. The diver-
ticulum was confirmed as Meckel’s diverticulum by 
histological examination. The postoperative period 
was uneventful, and the patient was discharged on 
postoperative day 10.

Case 3– A 19-year-old man with no previous ab-
dominal surgery presented with a 24-hour history of 

abdominal pain, nausea and vomiting. There was no 
significant medical history. His body temperature was 
36.5°C and the vital signs were stable. His abdomen 
was very tender and distended. Bowel sounds were 
hypoactive. The rectal exam showed an empty vault. 
No masses were palpable. WBC count was 9.0 x 103 

/mm3 with 94.5% neutrophils, hemoglobin was 9.0 
g/dl and hematocrit was 31.3%; liver and pancreatic 
enzymes were not elevated. An abdominal radiograph 
showed air-fluid levels of the small intestine, suggest-
ing a complete obstruction of the small intestine. Ab-
dominal CT showed marked dilatation of the stomach 
and small intestine and suggested the obstruction was 
near the ileocecal valve. The patient was diagnosed as 
having intestinal obstruction. Emergent laparotomy 
showed a Meckel’s diverticulum that had formed a 
band around a portion of the small bowel causing it to 
twist upon itself with subsequent necrosis. Resection 
of the Meckel’s diverticulum with necrotic segment of 
the intestine and functional end-to-end anastomosis 
were performed. The diverticulum was confirmed as 
Meckel’s diverticulum by histological examination. 
The patient recovered without any complications and 
was discharged on the fifth day of hospitalization.
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Fig. 1.	 (a) Abdominal radiograph revealed the presence of distended jejunal and ileal bowel loops. (b) Ileocecal intussusception.
(c) Ileocecal intussusception due to Meckel’s diverticulum.
(Color figures can be viewed in the online issue, which is available at www.tjtes.org).

Fig. 2.	 (a) Computed tomography (CT) showing marked dilatation of the small intestine suggested the obstruction was near 
the end of the ileum. (b) Meckel’s diverticulum and necrotic ileal segment. (The distal part of the ileum was markedly 
dilated and formed a loop, clasped at its base by a loop-like structure located 70 cm proximal to the end of the ileum.) 
(Color figures can be viewed in the online issue, which is available at www.tjtes.org).

(a) (b)



Cilt - Vol. 18  Sayı - No. 4 353

DISCUSSION
Meckel’s diverticulum was first described by Fa-

bricius Hildanus in 1598. The name derives from the 
German anatomist Johann Friedrich Meckel, who de-
scribed the embryological and pathological features 
in 1809.[8] Meckel’s diverticulum is a common abnor-
mality of the gastrointestinal tract, and is a remnant of 
the omphalomesenteric duct that is assumed to disap-
pear at birth. The incidence of Meckel’s diverticulum 
is about 1-3%; most cases are asymptomatic and are 
found during laparotomy or autopsy.[1] Meckel’s diver-
ticulum is the most common end result of the spectrum 
of omphalomesenteric duct anomalies, which also 
include umbilico-ileal fistula, omphalomesenteric 
duct sinus, omphalomesenteric duct cyst, fibrous con-
nection of the ileum to the umbilicus, and Meckel’s 
diverticulum, with the latter being the most common 
(98% of cases) of the omphalomesenteric duct anoma-
lies. The diverticulum is usually found within 100 cm 
of the ileocecal valve on the antimesenteric border of 
the ileum.[1,9] The complications of Meckel’s divertic-
ulum are hemorrhage, intestinal obstruction and diver-
ticulitis. Intestinal obstruction is the second most com-
mon complication of Meckel’s diverticulum.[2,10] There 
are many mechanisms for small intestinal obstruction 
from a Meckel’s diverticulum. It may produce obstruc-
tion by diverticular inversion causing luminal obstruc-
tion or leading to an intussusception, volvulus from 
persistent attachment to the umbilicus, adhesions, con-
genital meso-diverticular bands, diverticulitis, foreign 
body impaction, inclusion of the diverticulum into a 
hernia, neoplasm, Meckel’s diverticulum lithiasis, or 
formation of a loop.[5,6] A band extending between the 
diverticulum and the base of the mesentery can also 
form a loop in which a part of the ileum may get stuck, 
causing obstruction.[7] Other mechanisms involve rare 
causes of obstruction like tumors (lipomas, carcinoid 
tumors and others), impacted meconium in neonates 
causing inflammatory adhesions of Meckel’s diver-
ticulum to surrounding structures leading to volvulus, 
cecal volvulus around the band extending from Meck-
el’s diverticulum to the umbilicus, gallstone ileus, and 
obstruction secondary to phytobezoar formation in the 
Meckel’s diverticulum.[10]  

Complications occur more frequently in males. 
Most patients who develop symptoms are younger 
than 10 years. While bleeding is the most common 
complication in children, intestinal obstruction seems 
to be the most common complication in the adult age 
group.[2,6]  The important aspect of our cases was that 
all patients were adults.

Abdominal radiograph may reveal dilated bowel 
loops and multiple air-fluid levels. Although of lim-
ited value, sonography has been used for the inves-
tigation 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. CT has 90-
94% sensitivity and 96-100% specificity for the diag-
nosis of small bowel obstruction and a 40-73% posi-
tive predictive value for predicting the cause of the 
obstruction.[11] Therefore, it is difficult to use CT to ac-
curately identify a Meckel’s diverticulum as the cause 
of intestinal obstruction.[4] Abdominal CT is used for 
complicated cases such as intussusceptions. CT can 
help to confirm the presence of intussusception and 
to distinguish between lead point and non-lead point 
intussusceptions. 

Correct diagnosis of Meckel’s diverticulum before 
an operation is often difficult because a complicated 
Meckel’s diverticulum simulates many other abdomi-
nal pathologies. The patient typically presents with the 
features of small bowel obstruction like absolute con-
stipation, spasmodic abdominal pain, vomiting (which 
may be bilious), and abdominal distention. 

The optimal treatment of adult intussusception is 
not agreed on universally. All authors agree that lapa-
rotomy is mandatory, in view of the likelihood of iden-
tifying a pathologic lesion. Most authors recommend 
a segmental small bowel resection of the invaginated 
part as surgical treatment of the intussusception.[12] In 
case of intussusception due to Meckel’s diverticulum, 
the surgical treatment choice should be resection of 
the small bowel including the Meckel’s diverticu-
lum. In the first case, the Meckel’s diverticulum was 
resected together with a small segment of the ileum, 
as in the literature.  The operation should always in-
clude resection of the diverticulum or a segment of the 
bowel affected by the pathology.[13] 

In conclusion, intestinal obstruction is the most 
common complication of Meckel’s diverticulum.[1,5] 
A preoperative diagnosis was not possible in view of 
the non-specific nature of the clinical and radiologi-
cal findings. Intestinal obstruction due to Meckel’s 
diverticulum might cause ileal strangulation because 
of acute obstruction. The clinician should be aware 
of this possibility and try to reach the diagnosis more 
quickly to avoid unnecessary bowel resection.
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