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Abstract

Introduction: Intussusception secondary to Meckel's diverticulum is a rare entity in adults and can therefore be difficult to 
diagnose accurately preoperatively. 

Case Report: We present the case of a 43-year-old patient who presented to the emergency department with an occlusive 
syndrome evolving for 5 days. Clinical examination revealed a distended, tympanic abdomen with a normal rectal exam, The 
PSA showed grelic hydroaeric levels, and the abdominal CT scan revealed a grelic intussusception in the right iliac fossa, with 
occlusion beginning upstream. The patient underwent emergency surgery, and was found to have a grelo-grelic intussusception 
secondary to a meckel diverticulum.

Discussion: Meckel's diverticulum results from incomplete obliteration of the vitelline or omphalomesenteric duct, which con-
nects the developing intestines to the yolk sac. It occurs in around 2% of the population, of whom only around 4% may become 
symptomatic due to a number of complications. Specifically, small bowel obstruction and diverticulitis secondary to ectopic 
gastric or pancreatic tissue are the most common presentations of symptomatic DM.

Conclusion: Although relatively rare in adults, Meckel's diverticulum should be considered in the list of differentiations in 
patients with intussusception leading to acute intestinal obstruction.
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Ileo-Ileal Intussusception Secondary to Meckel's Diverticulum

Introduction
Meckel's diverticulum is the most common congenital anom-
aly of the small intestine, originally described by Fabricius-
Hildanus in 1598. However, it is named after Johann Friedrich 
Meckel, who established its embryonic origin in 1809, with a 
prevalence of around 1-3% [1-3]. It arises from a persistent 
remnant of the omphalomesenteric duct [4,5], which usu-
ally involutes during the fifth week of gestation, but various 
anomalies, including fistulae, sinuses, cysts or diverticula, may 
remain if this process is incomplete [2]. It is located on the 
anti-mesenteric border of the terminal ileum, less than 60 cm 
from the ileocecal junction, and averages 5 cm in length [6]. 
Complications of Meckel's diverticulum are more frequent in 
children and diminish with age. An exceptional complication is 
intussusception, manifested by signs of intestinal obstruction. 
In this article, we present the case of an adult with ileo-ileal 
intussusception caused by an inverted Meckel diverticulum.

The work has been reported in line with the SCARE criteria 
[15].

Case Report
A 43-year-old patient, treated for depression for a year on anx-
iolytics and antidepressants, presented to the digestive surgery 
emergency department with an occlusive syndrome consist-
ing of vomiting, right iliac fossa pain and cessation of matter 
and gas, evolving for 5 days in a context of preserved general 
condition, On clinical examination, the patient was stable, BP 
140/70 mmHg, heart rate 87 Bpm, respiratory rate 24 cpm, 
abdomen distended, tympanic and tender, rectal examination 
unremarkable and hernial orifices free.

The patient underwent an unprepared abdomen, which re-
vealed large hydroaerosic levels.
 
Abdominal CT scan revealed a cocoon formation of 2 diges-
tive structures measuring 113*39 mm, with distension of the 
upstream bowel measuring 34 mm, site of hydroaeric levels, 
laboratory tests showed Hb:14.7g/dl           
WBC: 15000 /mm3 CRP: 241.6 mg/L Albumin: 40 mg/L
The patient received a nasogastric tube aspiration with venous 
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Figure 2: Abdominal CT showed invagination of MD (arrow-
head).

Figure 3: intraoperative image showing ileoileal 
invagination.

Figure 4: Opening of the operating room reveals a meckel 
diverticulum.

Figure 1: Abdominal x-ray showing dilated small bowel loops 
with gas-fluid levels.

rehydration, and it was then decided to operate urgently, under 
general anaesthesia and endotracheal intubation, with adminis-
tration of prophylactic antibiotics. The patient was approached 
via a median laparotomy, with exploration revealing a bowel 
obstruction 3m 70 from the ADJ and 50 cm from the JIC, up-
stream of a grelo-below intussusception. After deinvagination, 
an intussusception secondary to a Meckel diverticulum was 
found, and a 50-cm segmental bowel resection was performed, 
removing the intussusception with terminal grelogrelic anasto-
mosis, Post-operative follow-up was straightforward, and the 
patient was declared discharged after resumption of transit.
The operative specimen was sent for histopathology, which 
confirmed the diagnosis of a true Meckel's diverticulum of the 
small intestine.

Discussion
During fetal life, the yolk duct (omphalomesenteric) connects 
the midgut to the yolk sac. Between 5◦ and 7◦ weeks' gestation, 
the duct obliterates and becomes a fibrous band connecting the 
umbilicus to the intestine, which is eventually completely ab-
sorbed. In the absence of obliteration in the proximal part of 
the yolk duct, an intestinal evagination called Meckel's diver-
ticulum forms [7,8].

Most cases of Meckel's diverticulum are asymptomatic (over 
90%), with an estimated lifetime risk of developing compli-
cations of around 4% [3,9-11]. Complications include hemor-
rhage, intussusception, diverticulitis, peptic ulceration and in-
testinal obstruction [12].

Numerous mechanisms have been proposed to explain intesti-
nal obstruction due to Meckel's diverticulum. Obstruction may 
be caused by entrapment of an intestinal loop by a mesodiver-
ticular band, volvulus of the diverticulum around a mesodiver-
ticular band, invagination, as well as extension into a hernial 
sac (Littré hernia) [3].

A study of 754 adults with intussusception showed that around 
52% had intussusception in the small intestine, 38% in the large 
intestine and the remainder in the stomach and duodenum.The 
etiology of intussusception in the small intestine differs in chil-
dren and adults, since in children it is often idiopathic, whereas 
in adults there is often a pathological cause [13].

Preoperative diagnosis of intussusception secondary to Meck-
el's diverticulum remains a challenge and therefore requires 
comprehensive data on clinical, pathological, radiological and 
surgical findings. Clinically, patients with intussusception of-
ten present with symptoms that overlap with other types of in-
testinal obstruction, including vomiting, acute abdominal pain, 
tenderness and distension. Other clinical signs include fever, 
mildly elevated white blood cell count, bleeding and a history 
of recurrent abdominal pain [4-14].

Intestinal obstruction secondary to Meckel's diverticulum of-
ten shows dilated coves of the small intestine with multiple 
hydroaeric levels or intestinal perforation. However, this mo-
dality is not very effective in identifying Meckel's diverticulum 
as the cause of intestinal intussusception. Ultrasound is another 
modality that can help in the diagnosis of Meckel's diverticu-
lum intussusception. Inverted diverticulum often manifests as 
a "double target" sign, also known as the donut or bullseye 
sign. However, CT is the most reliable diagnostic tool for in-
testinal obstruction, with a better visualized target lesion. The 
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result represents the blocked bowel seen in cross-section with 
thickening of the bowel wall and mesenteric blockage. It is 
also sensitive in the diagnosis of intussusception with or with-
out a starting point, enabling management to be directed [4].
Whether all incident Meckel diverticula should be resected in 
asymptomatic individuals remains controversial. On the other 
hand, treatment of symptomatic patients should always include 
resection of the diverticulum or segment of intestine affected 
by the pathology [3].

Conclusion
We conclude that invagination of Meckel's diverticulum is a 
rare complication in adults, but should be taken into account in 
the differential diagnosis of individuals suffering from chron-
ic abdominal pain and intermittent intestinal obstruction. We 
present here an exceptional form of this complication, in which 
the diverticulum was inverted.
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