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CASE REPORT

A Rare Cause of Intestinal Obstruction: Meckel’s
Diverticulitis

Abstract: Small bowel obstruction is a rare complication of Meckel’s diverticulitis. Our purpose is to present
a case of a 16-year-old boy with a 3 days history of abdominal pain, recurrent vomiting, and absence of stool
discharge.  He had appendectomy 3 years ago. Upon laparotomy, we observed small bowel obstruction due
to an adhesion between the tip of the inflamed Meckel’s diverticulum and anterior abdominal wall. Although
postoperative abdominal adhesions account for the most frequent cause of intestinal obstruction, Meckel’s
diverticulitis should also be kept in mind.
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Barsak T›kanmas›n›n Ender Bir Sebebi: Meckel Divertiküliti

Özet: ‹nce barsak t›kan›kl›¤› Meckel divertikülitinin ender rastlanan bir komplikasyonudur.  Anamnezinde üç
günlük kar›n a¤r›s›, tekrarlayan kusma ve gaita yapamama yak›nmas› olan 16 yafl›nda bir erkek hastay›
sunmay› amaçlad›k. Hastaya 3 y›l önce apandektomi yap›lm›flt›. Laparotomide iltihapl› Meckel divertikülü ucu
ile bat›n ön duvar› aras›nda oluflmufl yap›fl›kl›¤a ba¤l› ince barsak t›kan›kl›¤› vard›. ‹nce barsak t›kan›kl›¤›n›n en
s›k sebebi ameliyat sonras› bat›n içinde oluflmufl yap›fl›kl›klar olmas›na ra¤men Meckel divertiküliti de ak›lda
bulundurulmal›d›r.
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Introduction

Meckel’s diverticulum is a rare clinical entity that only occurs in 2% of healthy people
and 4% of patients with Meckel’s diverticulum develop complications like bleeding,
perforation, inflammation, or obstruction (1). We report the case of a 16-year-old boy
with clinical features and laboratory findings of small bowel obstruction without specific
etiology; an exploratory laparotomy revealed a small bowel obstruction resulting from
Meckel’s diverticulitis.

Case Report

The patient had a sharp, constant, severe periumbilical pain for the last 3 days.
Previous medical history revealed that the patient had several abdominal pain, fever, and
vomiting episodes, with similar clinical features, resolving in 1–2 days. Besides, the
patient had undergone appendectomy 3 years ago. The remainder of the examination of
the patient was unremarkable and social and family history was noncontributory. On
examination, the temperature was 38 °C; blood pressure, 125/80 mmHg; heart rate,
90/min; and respiratory rate, 20/min. Abdominal examination revealed periumbilical
tenderness with guarding and rebound but no rigidity. Bowel sounds were present but
of diminished intensity. Mc Burney incision scar was present. Routine laboratory tests
were in normal range except mild leukocytosis (16,300 white blood cells/mm3). The
initial plain abdominal X-ray revealed gas-fluid levels and showed a few loops of slightly
dilated, gas-filled small bowel (Figure 1). Abdominal computed tomography (CT)
demonstrated multiple fluid-filled, dilated loops of the middle and distal small bowel
with collapsed distal ileum 12 h after admission. No masses or focal bowel wall
thickening were identified (Figure 2). We decided to operate the patient with the
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prediagnoses of intestinal obstruction due to peritoneal
adhesion, intestinal invagination or probable intestinal
mass. At laparotomy, the apex of the inflammatory
Meckel’s diverticulum was stuck to the omentum and
anterior abdominal wall. This adhesion created an
obstructed fold in the adjacent small intestine (Figure 3
and 4).  Bowel loops proximal to this obstruction were

dilated and the terminal ileum and right colon were
collapsed. The adhesive band was released, a
diverticulectomy was performed; histological examination
revealed glandular dysplastic enteric mucosa. The patient
was discharged without complication 4 days after
surgery. 

Figure 1.  Plain abdominal X-ray shows small bowel obstruction. 

Figure 2. Abdominal CT scan revealing multiple dilated, fluid-filled
loops of small bowel but no mass.

Figure 3. Inflamed Meckel’s diverticulum after separation of adhesion
from the anterior abdominal wall.

Figure 4. Obstructed intestinal segment with finding of compression.
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Discussion

Meckel’s diverticulum is the most commonly
encountered congenital anomaly of the small intestine
occurring in approximately 2% of the population (1). The
risk of complications in patients with a Meckel’s
diverticulum is 4% (2). Complications, 40% of which
occur in children younger than 10, usually present with
gastrointestinal bleeding (3). Adults develop obstruction
or, less frequently, symptoms of inflammation. In adults,
hemorrhage is much less common and is usually the result
of heterotopic gastric or pancreatic mucosa causing
ulceration. Small bowel obstruction due to Meckel’s
diverticulitis may be caused by entangled loop of small
bowel around a fibrous cord, entrapping an ileal loop
within a mesodiverticular band, intussusception, volvulus,
or incarceration within a hernia sac (4). Small bowel
obstruction is usually demonstrable on plain films of the
abdomen. Also the cause of the small bowel obstruction
might be shown by CT (5). Although barium studies of
the small bowel are relatively insensitive for the detection
of Meckel’s diverticulum, enteroclysis demonstrated a
Meckel’s diverticulum in 11 of 13 patients with

gastrointestinal bleeding in a cohort (6). Arteriography
and technetium pertechnetate scanning are useful only if
there is significant bleeding or ectopic gastric mucosa (7).
In this case we diagnosed the patient, who has undergone
appendectomy 3 years ago, by exploratory laparotomy.
As the patient’s condition, and also technical difficulties,
did not permit us to obtain enteroclysis and examine the
patient further, we could only obtain abdominal
computed nonconrast tomography with routine
laboratory blood tests and plain radiograms. When a
patient is diagnosed with intestinal obstruction due to
Meckel’s diverticulum, treatment should be made by
excision. 

In conclusion, Meckel’s diverticulum and its
complications must be kept in mind in patients with small
bowel obstruction.
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