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Abstract

Introduction

Meckel’s diverticulum is the most common form of gastrointestinal congenital anomaly. It's common complication being
inflammation, bleeding, perforation, and obstruction. It is well known that the commonest complication is obstruction,
but gangrenous meckel’s diverticulum is rarest. Due to various reasons preoperative diagnosis is challenging. Our case
was diagnosed being delayed. Since gangrene formation is rare, here I presented a case with gangrenous meckel’s

diverticular band forming closed loop gangrenous small bowel obstruction for academic interest.

Case Presentation

This patient was 29-years-old female patient presented with central abdominal pain of 2 days duration. She has also
diarrhea and vomiting of ingested matter not more than three episodes. She has history of dyspepsia. On physical
examination vital signs were in acceptable range. Mild epigastric tenderness was there. In addition, radiologic results

were unremarkable except minimal pelvic fluid in sonographic evaluation. For the above vague findings she was put

on

antacid medications and the decision for surgery was delayed for 24hrs. But her symptoms worsened and exploratory
laparotomy done; found to have 1L haemorregic fluid, 150cm gangrenous ileum and gangrenous diverticulum which
has arisen 1m away from ileocecal valve. We did resection of gangrenous part and ileo-transverse anastomosis done

because; the remaining distal ileum was ultra-short to do end to end anastomosis. The out- come was uneventful.

Discussion

Diagnosing meckel’s diverticulum complication is challenging due to non-specific clinical manifestation, less specificity &
sensitivity of laboratory tests and radiologic findings. It is wise to consider meckel’s diverticulum and its complications
in the arena of acute abdomen both as a surgeon and radiologist hence prompt management leading to decreased

morbidity and mortality.

Conclusion
Though diverticulum causing gangrene of itself and small bowel is rare, it is good to have high index of suspicion a
surgeon and radiologist
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Introduction

Meckel’s diverticulum commonly arises at antimesentric aspect 100cm away from ileocecal valve. It is mainly due to
failure in obliteration of omphalomesentric/vitteline duct. This should have happened 5-7th week of intrauterine life (1).
It occurs in 1-4% of general population affecting both genders equally but the complication out numbers in men (1-3).
Usually it is silent and if complication happens it is among one of the following: bleeding, intestinal obstruction and
diverticulitis. Meckel’s diverticulum which suicide itself and making gangrene of small intestine is rarest of rare (3). Here
I am going to present suicidal meckel’s diverticulum which sacrificed itself and part of ileum.

Case presentation

A 19-years-old female patient from Addis Ababa, Ethiopia, presented with vague central abdominal pain of 2 days
duration. She had also vomiting of 3 episodes and diarrhea of 2 episodes. She had long time history of dyspeptic
features. She had regular menstruation and on contraceptive. No history of any chronic illness. On physical examination
she was acutely sick looking(in pain), vitals were within acceptable range, she had only mild epigastric tenderness.
Otherwise normal findings

On lab and imagings, Urine analysis showed lower urinary tract features, CBC-all within acceptable range, abdominal
ultrasound minimal lesser sac fluid, erect abdominal x-ray; unremarkable.

Pancreatic enzymes were normal. She was admitted with working diagnosis of dyspepsia r/o pancreatitis and put on
antacid medications. Despite that the pain started to be severe and central for which CT scan of the abdomen with
contrast done after 24hrs of admission and showed: intra-abdominal fluid collection and partial bowel obstruction. On
physical examination clear signs of peritonitis appeared and exploratory laparotomy done.

The findings were 1 | haemorregic fluid all over peritoneal cavity, meckel’s diverticulum which is gangrenous arising from
1m away from ileocecal valve and entangling itself and 150cm of ileum which is gangrenous also. The main cause for
obstruction was a band arising from tip of diverticulum and adhered to mesentery of terminal ileum. Other structures
were grossly normal. We did release of band, resection of gangrenous ileum with diverticulum, and then since the
remaining terminal ileum was ultra-short we did side to end ileotransverse anastomosis. After 5days of ward stay the
patient discharged home. 1 followed her for 1 month and after 2 weeks she developed adhesive obstruction which had
managed with NGT for 24hrs otherwise there were no other serious complications.
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Figure 1: Intra Operative Picture, Gangrenous Part of Ileum and Diverticula(which is not Clearly visible
in the Picture)

Discussion

The incidence of meckel’s diverticulum differs from literature to literature but averaging 1-4% of general population [1].
It is true diverticula arising from antimesentric border of small intestine averaging 100cm away from ileocecal valve. It
is first described by Fredrick Michael [1-4]

J Med Sci Health Care Res, 2025 i


https://www.primeopenaccess.com/international-journals/medical-sciences-and-health-care-research.asp

MD is usually silent and unless complicated it is incidental finding [4]. For complicated meckel’s diverticulum manifestations
are abdominal pain, nausea, and vomiting, abdominal distension which can mimic other causes of acute abdomen [2]. It
affects both sexes equally but complication is more in male children. The most common complications are obstruction,
bleeding and inflammation. Though obstruction is commonest complication, it is rare to be suicidal one for diverticula
[3]. Diagnosis of meckel’s diverticulum and its complications is challenging, hence high index of suspicion is crucial
[5]. Management is different for those silent ones and symptomatic. Once the symptomatic meckel’s diverticulum is
diagnosed, the management will be surgical and the approach can be laparoscopic or open. For asymptomatic ones,
which are diagnosed incidentally management depends on chance of future complications based on risk factors which
include; age of the patient, length of diverticula, male sex and presence of ectopic tissue [2].

Conclusion

Meckel’s diverticulum is commonest gastrointestinal congenital anomaly and it is true diverticula. Most commonly it
is incidental finding. Though obstruction is commonest complication of meckel’s diverticula, gangrenous obstruction
sacrificing both diverticula and small bowel is rare. Preoperative diagnosis is challenging for meckel’s diverticula and its
complications, since imagings are non-specific and less sensitive. Furthermore manifestation of complicated meckel’s
diverticulum mimics other causes of acute abdomen. The management for incidentally founded mickele’s diverticulum
will be decided intra-operatively based on risk factors for future complications. But the complicated meckel’s diverticulum
management is purely surgical.
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