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Background A generally healthy 51-year-old woman presented with a sudden onset of small bowel obstruction, 
and diagnostic laparoscopy revealed a Meckel’s diverticulum with an adhesive band causing an 
internal hernia.

Summary A 51-year-old patient presented to the emergency department (ED), experiencing right-sided 
abdominal pain, nausea, and vomiting. She had no history of prior abdominal surgeries or 
chronic medical conditions but did have a history of several congenital anomalies, including 
cleft palate and arcuate uterus. She reported experiencing severe pain, nausea, and vomiting 
localized to the right lower quadrant for one day without any associated diarrhea or constipation. 
Upon examination, she exhibited guarding in the right lower quadrant and diffuse abdominal 
tenderness. A computed tomography (CT) scan with intravenous (IV) contrast showed a normal 
appendix but revealed dilated loops of small bowel with a focal transition point suggestive of small 
bowel obstruction (SBO). Given her symptoms, physical exam findings, and CT scan results, 
we determined that surgical intervention was necessary, considering her lack of prior abdominal 
procedures.

Diagnostic laparoscopy revealed one adhesive band spanning from the apex of a Meckel’s 
diverticulum to a distant spot on the small bowel mesentery, forming a space causing internal 
herniation of a loop of small bowel.

While Meckel’s diverticulum is typically encountered at a young age and considered benign, this 
case report highlights the unusual occurrence of symptomatic Meckel’s diverticulum leading to de 
novo small bowel obstruction in adults.

Conclusion In cases of de novo small bowel obstruction, it is crucial to consider Meckel’s diverticulum-related 
adhesions as a potential cause. This report details a unique instance of a 51-year-old woman 
experiencing obstruction due to an adhesion from a Meckel’s diverticulum. The case underscores 
the significance of diagnostic laparoscopy in diagnosing and addressing de novo small bowel 
obstruction.
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Case Description
The patient, a 51-year-old female with a history of cleft 
palate and arcuate uterus and no previous abdominal sur-
geries, presented to the ED with sudden abdominal pain. 
The pain, which started five hours before the ED visit, 
was constant and maximal. She denied any prior history 
of similar episodes. She ate breakfast prior to the onset of 
pain but experienced intolerance to oral intake since and 
began dry heaving several hours prior to presentation. 
The patient did not endorse bowel irregularities. Physical 
examination revealed right lower quadrant guarding and 
widespread abdominal tenderness. Lab results, except for 
a lactate level of 2.7, were normal. A contrast-enhanced 
CT scan displayed mildly dilated distal small bowel loops 
with a focal transition point in the right lower quadrant, 
consistent with acute-on-chronic small bowel obstruction 
and a normal appendix (Figure 1).

The patient was started on crystalloid fluids for hydration, 
and due to a childhood history of cleft palate repair, the 
initiation of decompression with a nasogastric (NG) tube 
was deferred. Based on imaging and physical examina-
tion findings, diagnostic laparoscopy was considered the 
appropriate initial evaluation method. During laparosco-
py, multiple dilated small bowel loops were observed. Fur-
ther exploration revealed a dense adhesive band extending 
from an antimesenteric diverticulum to a point on the 
small bowel mesentery, causing an internal hernia with 
entrapped small bowel. The hernia contents were reduced, 
and the band was divided using electrocautery (Figure 2). 
Palpation of the diverticulum and adjacent bowel did not 
reveal an internal mass. A stapled diverticulectomy was 
performed on the soft and broad base of the diverticu-
lum. Postoperatively, the patient progressed appropriately, 
experienced no additional pain requiring management, 
and was deemed suitable for discharge the next day. Final 
pathology confirmed benign enteric tissue, consistent with 
a Meckel’s diverticulum.

Figure 1. Abdominpelvic CT Images. Published with Permission

Loops of mildly dilated distal small bowel with focal transition point in the right lower quadrant (denoted by arrows), in coronal (A) and axial (B) planes, consistent 
with acute-on-chronic small bowel obstruction.
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Discussion
Meckel’s diverticulum, a true diverticulum resulting from 
incomplete vitelline duct obliteration during embryonic 
development,1,2 is the most prevalent congenital anomaly 
of the gastrointestinal tract.3 While the lifetime incidence 
rate of patient complications due to Meckel’s diverticu-
lum is roughly 2-4%,4 over 50% of patients who develop 
complications are under ten years old. In adults, compli-
cated Meckel’s diverticulum in adults is rare.5 Overall, the 
most common complications of Meckel’s diverticuli are 
inflammation, gastrointestinal bleeding, and small bowel 
obstruction.6 Among adults, intestinal obstruction is the 
most common complication, as seen in this patient.3,7

While most Meckel’s diverticuli in adults are incidentally 
discovered during abdominal surgery, complicated cases 
are rare and may manifest with a diverse range of symp-
toms.8 Plain radiographs may reveal a nonspecific intesti-
nal obstruction or appear normal, while CT imaging can 
rarely distinguish between a diverticulum and intestinal 
loops.7 In children, scintigraphy with sodium 99mTcper 
technetate is the gold standard for diagnosing a Meckel’s 
diverticulum. In adults, however, scintigraphy is much less 
accurate due to the reduced prevalence of ectopic gastric 
mucosa within the diverticulum as well as the increased 
prevalence of other gastric disorders that can generate false 
positives.7,9

The lack of consistent clinical presentation and challeng-
es in imaging detection make preoperative diagnosis of 
Meckel’s diverticulum difficult.10,11 Yamaguchi et al. found 

that only 6% of patients with complicated Meckel’s diver-
ticulum were diagnosed preoperatively in their studies.5 
Therefore, diagnostic laparoscopy becomes crucial in com-
plicated Meckel’s diverticulum cases.10 While the necessity 
of resection is debated for incidentally discovered cases, 
surgical resection, including diverticulectomy via lapa-
roscopic or open approaches, is the recommended treat-
ment for symptomatic Meckel’s diverticulum.4,8 A 2005 
Mayo Clinic review of 1476 patients suggested that simple 
diverticulectomy suffices for Meckel’s diverticula without 
evidence of a mass or other ectopic tissue.12 For cases of 
de novo SBO where abdominal entry is safe, laparoscopy 
offers a less invasive option, providing a comprehensive 
abdominal inspection, reducing postoperative pain, and 
potentially shortening hospital stays.13 In this case, a lap-
aroscopic approach facilitated a simple surgical resolution 
for a benign condition.

Conclusion
We describe a case involving a 51-year-old woman who 
experienced de novo small bowel obstruction caused by 
a dense adhesion originating from a Meckel’s diverticu-
lum. Small bowel obstruction is a prevalent complication 
in adults with Meckel’s diverticulum, and conventional 
imaging methods have limited diagnostic value in these 
cases. This instance underscores the significance of diag-
nostic laparoscopy and emphasizes the crucial role of sur-
gical intervention in diagnosing and treating de novo small 
bowel obstruction.

Figure 2. Intraoperative Laparoscopic Images. Published with Permission

Adhesive band originating from Meckel’s diverticulum and extending to the small bowel mesentery. In the initial view (A), the band forms an internal hernia, 
entrapping small bowel loops. Subsequent to division (B), the hernia is resolved.
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Lessons Learned
While de novo small bowel obstructions necessitate explo-
ration to exclude malignancy, it is crucial to consider other 
rare causes, such as Meckel’s diverticulum, in the differen-
tial diagnosis. In this case, diagnostic laparoscopy was the 
most suitable initial surgical approach.
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