Case Reports

Perforated Meckel’s Diverticulum
Causing Giant Pseudocyst and
Secondary Appendicitis
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Meckel’ sdiverticula are known to present with a
myriad of complications. However its perforation
followed by devel opment of a giant pseudocyst and
secondary appendicitisisnot reported in literature
thusfar. Wereport this complication in a 5%2-month-
oldinfant.
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Meckel’ sdiverticulum wasfirst described
by Fabricius Hildanusin 1598 and was | ater
named after Johann Friedrich Meckel, a
German comparative anatomist who first
recognized its developmental originin 1809.
In majority of patientsthe embryonic vitelline
duct usually obliterates by the fifth to ninth
week of intrauterinelife but in about 2% of
population however a vitelline remnant
persistsand may result in avariety of intra-
abdominal complications(1). It isthe most
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common congenital anomaly of the
gastrointestinal tract occurring in 1-3% of the
population. Meckel’sdiverticulawith or
without afibrous connection to the umbilicus
account for 90% of all omphal omesenteric
duct anomalies(3).

Case Report

A 5%>-month-old maleinfant was admitted
with complaintsof fever for 7 days, vomiting,
loose stools and abdominal fullnessfor 2 days
prior to admission. Examination revealed an
average built infant weighing 4.5 kg with mild
pallor, tachycardiaand tachypnea. His heart
ratewas 184/min, respiratory rate was 64/min
and axillary temperature was 100°F.
Abdominal examination showed mild
fullness; liver was pal pable 8cm below the
right costal margin, it wastender, firm, the
surface was smooth and the edge was not
assessabl e. Percussion note over theliver was
resonant and the bowel sounds were
exaggerated.

An admitting diagnosis of hepatic abscess
with septicemia and congestive cardiac
failurewas made. Investigationsrevealed Hb
-9.8¢/dL, TLC-18300/mm3, DLC - Py L 55
M,, MP- negative. An upright X-ray abdomen
showed ahypodense areaoccupying the area
of theliver. Ultrasonogram of the abdomen
revealed alarge hypoechoic cystic areawith
internal echoeswithinit, placed anterior tothe
liver having an approximate volume of
300 mL. Thiswasconfirmed by aCT scan.

Exploratory laparotomy revealed (i) a
large pseudocyst in the peritoneal cavity
containing frank pus; (ii) ruptured Meckel’s
diverticulum extruding bile and (iii) an
inflamed appendix in the wall of the abscess

VOLUME 43—NoVEMBER 17, 2006



CASE REPORTS

cavity. The abscesswas drained and pus and
peritoneal fluid sent for culture. A resection
anastomosis, appendectomy and thorough
peritoneal lavage was done.

Thetissue biopsy confirmed the operative
findings of a pseudocyst, secondary to a
perforated Meckel’s diverticulum with
abscess formation and acute periappendicitis
and subserositis. There was presence of
ectopic gastric mucosa at the tip of the
Meckel’ sdiverticulum. Peritoneal fluid sent
for culture showed 80000 WBC/mL with 60%
polymorphonuclear cells and 40%
lymphocytes. Pus, peritoneal fluid and stool
culturesgrew E. coli with identical sensitivity
pattern though the blood culture did not show
any growth.

The post-operative period was uneventful
and the patient was discharged on the 17th
hospital day. The baby isdong well at ten
monthsfollow up.

Discussion

Meckel’s diverticulum is a true
diverticulum becauseit arises from the anti
mesenteric border of the small bowel, and
containsall layers of theintestinal wall. Less
than 5% of all Meckel’'s diverticula are
symptomatic(4) though few like Mackey and
Dineen(5) have reported a higher rate of
16.9% of symptomatic patients.

Themaletofemaleratio 2:1to 3:1 has
been reportedin literature(1,5,6). Theposition
of the diverticulum is highly variable and
although it has been reported asfar proximal
astheligament of trietz, it isusually found
within 100 cm of theileo caecal valve(5).
Ninty per cent are 1-10 cm long, but record
lengths up to 100 cm have been reported(7,8).
Approximately 50% contain heterotopic
mucosa, of which, more than 60% contain
gastric mucosa, 16% pancreatic acinar tissue,
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and theremainder brunners glands, pancreatic
islets, colonic mucosa, hepatobiliary tissue or
acombination of tissues(9).

In neonates symptomatic | esions account
for 85% of cases, in children aged 1 month to
2years 77% of lesionsare symptomatic while
those more than 4 years only 15% are
symptomatic(1). Ninety per cent of bleeding
diverticula contain heterotopic mucosa.
Bleeding is the predominant symptom of
patients aged 1 month to 4 years of age (2,5)
nearly always being caused by ulceration of
the ileal mucosa adjacent to the acid
producing gastric mucosa. Other complica-
tionsinclude obstruction, intususception,
volvulus, perforation, strangulation dueto a
mesodiverticular band, Littre’s hernia,
diverticulitis and peptic ulceration of ileal
mucosa(5). The rarer complications are
foreign bodiesin thediverticular lumen(5),
subphrenic abscess(7) and tumors. Among
tumors carcinoids are the commonest others
include sarcomas, benign mesenchymal
tumorsand adenocarcinomas.

Although such amyriad of complications
have been described, to the best of our
knowledgethisisthefirst case report of a
perforated Meckel’ sdiverticulum that has
presented with apre hepatic giant pseudocyst
with secondary appendicitis. Our patient had
an acute presentation with features of intra
abdominal septic pathology confined to the
right hypochondrium. Preoperative investi-
gationswere suggestive of an abscess anterior
totheliver. Unusual site and sheer size of the
abscess had caused adiagnostic dilemma. We
encountered amobile caecum and vermiform
appendix involved in the pseudocyst with
features of inflammation in the serosal and
subserosal layers of the appendix akin to
secondary appendicitis described by
Nordbark and Mati kainen(10).
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Inflammed appendix Perforated Meckel’s

Diverticulum

Fig.1l. Intraoperative photograph showing the
perforated Meckel’ sdiverticulumand inflamed
appendix.
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