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Abstract: Introduction: Meckel’s diverticulum is
a congenital anomaly of the small intestine and remnant
of omphalomesenteric duct. It can be found in about 2%
of the population. The diagnosis of Meckel’s diverticu-
lum is mostly established during surgical intervention.

Case report: Our research is based on the 22 years
old female patient, who has been admitted to the clinic
with all the features of acute appendicitis. After the
completion of 20 hours of observation, intestinal perma-
nence — ileus, was diagnosed. The patient was operated
after a brief reanimation and anesthetic preparation. Du-
ring the surgical intervention, we have found a normal
appendix, without signs of inflammation. Further explo-
ration of the abdomen fortified Meckel’s diverticulum
at a distance of 75 cm from the ileocecal valve of the ile-
um. Diverticulum was completely filled in with peanuts,
and wreathed around its axis, causing the ileus. We have
performed diverticulectomy and appendectomy. The
patient had a rapid and successful postoperative course.

Conclusion: Apart from the acute appendicitis, when
patient complains on pains in ileocecal region, Meckel’s
diverticulum should also be taken into a consideration.
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INTRODUCTION

Meckel’s diverticulum is congenital anomaly of
the gastrointestinal tract. It is a backlog of unclosed
omphalomesenteric duct that usually closes in the sev-
enth week of gestation. It occurs in about 2% of the po-
pulation and it is located on the antimesenteric side of
ileum, 50–90 cm of Buchini’s valve (1, 2, 3). For the
Meckel’s diverticulum usually applies rule of twos: ex-
tends 2 inches (5 cm) in length, it is 2 feet (70 cm) dis-
tant from the ileocecal valve, occurs in 2% of the popu-
lation, most commonly is manifested in the first 2 years

of life and it can contain 2 types of epithelial tissue. Di-
agnosis of diverticulosis is not simple to establish (4, 5).
It is usually manifested with clinical signs of inflamma-
tion of the appendix and diagnosed during surgery and
therefore it is necessary for each appendectomy to make
exploration of the ileum, 90 cm from the ileocecal valve.
It can be manifested as gastrointestinal bleeding, or in-
vagination ileus due to torsion. X-ray, US and CT play
an important role in diagnosis of Meckel’s diverticulum.
It is treated surgically: diverticulectomy, wedge resec-
tion and resection of the ileum. If there are no complica-
tions (gangrene, perforation) postoperative course is fast
and completes without complications. The most com-
mon complications are bleeding without pain, ileus (in-
vagination or torsion) and perforation. The risk of oc-
currence of these complications is in 4–6% of people
with Meckel’s diverticulum (5, 6, 7, 8).

CASE REPORT

At the Surgical Clinic, Hospital Centre in Pristina
— Gracanica, 22 years old female patient was admitted
with abdominal pain for observation. The pain had started
12 hours before admission in the right lower quadrant of
the abdomen. Pains were becoming more intensive and
followed with nausea and vomiting. Anamnesis did not
contain any significant data that would indicate disease.
Patient was not sick nor had any surgical intervention.
There were not big changes in nutrition, except the con-
sumption of larger amount of peanuts, about 24 hours af-
ter the onset of symptoms. No diarrhea. We have detected
palpatory soft abdomen with enhanced sensitivity in the
ileocecal region on deep palpation. There was no differ-
ence in the axial and the rectal temperature of 1 °C. Labo-
ratory: Le — 9.2 x 10 g/l, neutrophils normal, Er — 4,9
x 1012, Hb — 119 g/l, urine results in the normal range.
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The clinical picture varied from hour to hour. Pain was
increasing, such as distension of the abdomen and incre-
asing urge to vomit. Native abdominal x-ray was done
and showed hydraulic shadows in the right part of the
abdomen. It led to an indication of appendix inflamma-
tion — of the acute abdomen and required surgical inter-
vention. Short and quick resuscitation was made, such
as anesthetic preparation of the patient.

With the right McBarney’s cut the abdominal cavity
was opened. Luxating the cecum we have not found any
signs of the appendix inflammation. Appendectomy was
performed. The incision was expanded for exploration of
the abdominal cavity. In the abdominal cavity was not
any other content. Exploration of the abdominal cavity
ascertaind the flank mass. At 75 cm from the ileocecal
valve the Meckel’s diverticulum was verified, with a
length of about 5 cm and 2 cm wide, and with torsion aro-
und the ileum that made obstruction of the ileum. Detor-
qution was done, the wall of the ileum was not changed,
the diverticulum was opened and found completely filled
in with peanuts. After diverticulum was emptied, diverti-
culectomy and suture of ileum 3.0 PDS was done with
thread (Figure 1, 2, 3). Operative wound was closed in
layers. The postoperative course was normal. Intestinal

peristalsis was established 36 hours after surgical inter-
vention. On the third postoperative day patient started
with taking liquids, then pureed foods. The patient was
released from hospital on the fifth postoperative day in
good general condition. Laboratory parameters were wit-
hin normal limits. Operative wound healed primarily, and
stitches were removed on the eighth postoperative day.

DISCUSSION

Diagnostics and treatment of the Meckel’s divertic-
ulum remain controversial and the subject of many de-
bates. Generally, when a Meckel’s diverticulum is diag-
nosed by chance by some diagnostic method, surgical
intervention is not required (4, 5). But, if it is found in
younger patients, without complications-accidentally or
with complications, it needs to be surgically removed.
The risk of death in the case of Meckel’s diverticulum is
0.001%, but with complications (bleeding, perforation or
obstruction) can reach 4–6% (6, 7, 8). For these reasons,
many surgeons believe that it is necessary to surgically
treat diverticulum at incidental findings, while some stu-
dies suggest that it does not need to be touched in case of
the elderly people if it has a wide lumen (9–17). We belie-
ve that it is necessary to surgically treat Meckel’s diverti-
culum always in order to prevent any complications.

In our case, Meckel’s diverticulum was filled in
with peanuts that caused twisting of ileum and obstruc-
tion. There were no major changes or gangrene of the
ileum, due to rapid surgical intervention, so we did just
diverticulectomy and suture with 3.0 PDS thread. Be-
cause of the “on time” surgical intervention we have
avoided the complications.

CONCLUSION

Diverticulum Meckeli is mainly manifested with
the clinical picture of inflammation of the appendix, or
the complications. It needs to be surgically treated when
the diagnosis is set.
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Figure 2. Meckel’s diverticulum filled with peanuts

Figure 1. Meckel’s diverticulum — detorquation

Figure 3. Surgical treatment/diverticulectomy
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Uvod: Meckel-ov divertikulum je ostatak omfalo-
enteri~nog kanala. To je uro|ena anomalija tankog cre-
va. Sre}e se u oko 2% populacije. Dijagnoza Mec-
kel-ovog divertikulum se uglavnom postavlja slu~ajno
prilikom hirur{ke intervencije.

Prikaz slu~aja: Devojka stara 22 godine, primlje-
na na Kliniku pod klini~kom slikom akutnog zapalje-
nja crvuljka. Posle 20 sati posmatranja postavlja se di-
jagnoza crevne neprolaznosti — ileusa. Posle kratke
reanimacije i anesteziolo{ke pripreme pacijent je ope-

risan. Operativno je na|en normalan crvuljak. Eksplo-
racijom trbu{ne duplje utvr|en je Meckel-ov divertiku-
lum na udaljenosti od 75 cm od ileocekalnog u{}a na
ileumu. Divertikulum je bio u potpunosti ispunjen ki-
kirikijem, i uvrnut oko svoje osovine {to je izazvalo
ileus. Ura|ena je divertikulektomija i apendektomija.
Bolesnica je imala brz i uspe{an postoperativni tok.

Zaklju~ak: Kod bola u ileocekalnoj regiji osim zapa-
ljenja crvuljka treba misliti i na Meckel-ov divertikulum.

Klju~ne re~i: Meckel, divertikulum, ileus, uvrtanje.
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