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ABSTRACT 

 
Introduction: Meckel’s diverticulum (MD) is a true intestinal diverticulum that results from the failure 

of the vitelline duct (omphalomesenteric duct) to obliterate during the 5
th

 week of fetal development. MD 

is the most common congenital abnormality occurring in about 2% of the population. MD is typically 
lined by ileal mucosa, but other tissue types are also found with varying frequency.  

Discussion: Meckel’s diverticulum can mimic appendicular perforation/bowel perforation in various 

ways and thus should be considered as a differential diagnosis. Only about 4-16% of cases will lead to 

complications, which include haemorrhage, intussusceptions, inflammation and occasionally perforation, 
which occurred in our patients. Complications are much more common in males, and the incidence of 

complications decreases with age, with the majority occurring in pediatric population. The diagnosis of 

complicated MD presents a number of challenges because of its various presentations.  
Conclusion: In our study, 4 cases presented to our ER, there was no foreign body & hp report suggested 

Meckel’s diverticulitis. So, perforation was due to increased intraluminal pressure due to luminal stenosis 

caused by Meckel’s diverticulitis in these cases, which rarely occurs. 
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INTRODUCTION 

Meckel’s diverticulum (MD) is a 

true intestinal diverticulum that results from 

the failure of the vitelline duct 

(omphalomesenteric duct) to obliterate 

during the 5
th
 week of fetal development. 

[1]
 

MD is the most common congenital 

abnormality occurring in about 2% of the 

population.  

MD is typically lined by ileal 

mucosa, but other tissue types are also found 

with varying frequency.  

The heterotopic mucosa is most 

commonly gastric (present in 50% of all 

MD’s) and pancreatic mucosa is 

encountered in about 5% of diverticula; less 

commonly, these diverticula may harbor 

colonic mucosa. 
[2]

 

This is important because peptic 

ulceration of this or adjacent mucosa can 

lead to painless bleeding, perforation, or 

both. 
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Table 1 

 

Table 2 

 

 
Figure 1-Erect X-ray abdomen showing Air under diaphragm 

 

 
Figure 2 showing Case 1 

 
Figure 3 showing Case 2 

 

 
Figure 4 showing Case 3 

 Case 1  Case 2  

AGE  9 year  14 year  

SEX  Male  Male  

C/C  Pain abdomen, vomiting  Pain abdomen, vomiting, fever (104 F)  

O/E  Abd distension, diffuse tend & guarding in RIF  Abd distension, diffuse tend & 

 guarding in all quadrants  

LAB INVESTIGATIONS  HB 10gm%, WBC: 13000cells/mm3, 

PMNS :89%  

HB 4gm%, WBC: 9500 cells/mm3 

PMNS: 90%  

USG SCAN  Pyo peritoneum  Hollow viscus perforation  

ERECT XRAY ABDOMEN  Air under diaphragm  Air under diaphragm  

ON TABLE  Perforated MD  Perforated MD  

HP REPORT  Meckels diverticulitis with ectopic gastric tissue forming 

adenoma  

Meckels diverticulitis with ectopic gastric 

tissue  

APPENDIX  Inflammed  Non inflammed  

 Case 3  Case 4  

AGE  12 YEAR  10 YEAR  

SEX  Male  Male  

C/C  Pain abdomen, vomiting, fever (100 F)  Pain abdomen  

O/E  Tend at RIF, rebound tend +  Abd distension, diffuse tend & guarding in all quadrants  

LAB INVESTIGATIONS  HB: 9 gm% WBC:12800 cells/mm3,PMNS: 88%  HB: 9.8 gm% WBC: 13900 cells/mm3PMNS: 82%  

USG SCAN  Probe tend in RIF with minimal fluid collection  Hollow viscus perforation  

ERECT XRAY ABDOMEN  Normal  Air under diaphragm  

ON TABLE  MD perforated at tip  Perforated MD  

HP REPORT  Meckels diverticulitis with ectopic gastric tissue  Meckels diverticulitis with ectopic  

gastric tissue & pancreatic tissue  

APPENDIX  Non inflammed  Inflammed.  
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Figure 5 showing case 4 

 

 
Figure 6 showing Histology 

 

DISCUSSION 

Meckel’s diverticulum can mimic 

appendicular perforation/bowel perforation 

in various ways and thus should be 

considered as a differential diagnosis.  

Only about 4-16% of cases will lead 

to complications, 
[3]

 which include 

haemorrhage, intussusceptions, inflammati-

on and occasionally perforation, which 

occurred in our patients. 

Complications are much more 

common in males, and the incidence of 

complications decreases with age, with the 

majority occurring in pediatric population. 
[4]

  
The diagnosis of complicated MD 

presents a number of challenges because of 

its various presentations.  

The most common presentation in 

the pediatric age group is painless rectal 

bleeding. In a retrospective study of 71 

pediatric patients with diagnosed MD, 

55.5% of the patients initially presented with 

rectal bleeding, 
[5]

 however, this number 

varies among studies. 
[6-8]

  

In a study of 776 patients, Kusumoto 

et al. found that an accurate preoperative 

diagnosis was made only in 11% of patients 

presenting with symptoms other than 

bleeding, compared to 88% in bleeding 

patients. 
[10]

 

  Many of other presenting symptoms, 

such as abdominal pain and nausea, are non 

specific and may mimic appendicitis. 

  In one study, 11% of children with 

complicated MDs were initially diagnosed 

with appendicitis. 
[6]

 Ueberrueck et al. found 

that 5 MDs were found incidentally in a 

series of 311 appendicectomies performed at 

one institution over 3 year. 
[10]

 

Perforation of MD is usually caused by 

foreign bodies, a very rare complication as 

most foreign bodies pass through the GI 

tract without any consequences. 

  Perforation of Meckel’s diverticulum 

caused by a fish bone has rarely been 

reported in the literature. 

There seems to be a tendency for 

foreign bodies to lodge in the blind pouch of 

Meckel’s diverticulum. 
[11]

 

The mechanism of perforation, as it 

was suggested by Ward-McGuard, is a 

combination of local inflammation due to 

irritation of the foreign body, and pressure 

necrosis of the diverticulum wall, secondary 

to attempts by peristalsis to push the foreign 

body toward the tip of the diverticulum. 
[12]

  

 

CONCLUSION 

In our study, 4 cases presented to our 

ER, there was no foreign body & hp report 

suggested Meckel’s diverticulitis.  

So, perforation was due to increased 

intraluminal pressure due to luminal stenosis 

caused by Meckel’s diverticulitis in these 

cases, which rarely occurs. Complications of 
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MD are uncommon and can be difficult to 

diagnose. 

Among the complications, 

perforation is rare complication, which 

occurs in adjacent ileum. MD perforation by 

a foreign body is a very rare condition. 

Perforation of MD per se is a rare 

complication, due to Meckel’s diverticulitis. 
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