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Abstract

Objective: Herein we report an unusual case of torsed giant cystic Meckel’s diverticulum (MD) in a three-year-old boy, il-
lustrating the rarity of this condition and briefly reviewing the literature on it. Case Report: A three-year-old boy who clin-
ically presented with severe colicky abdominal pain and frequent vomiting. Abdominal ultrasonography showed a cystic le-
sion in the lower abdomen. Contrast-enhanced CT revealed a well-defined right upper quadrant cystic mass measuring
-5 x 4 cm. The cystic mass appeared to be arising from the small intestine. The radiological features were not suggestive of
malignancy. An urgent laparotomy was performed. At operation, he was found to have an incomplete torsed giant cystic MD.
Postoperative recovery was uneventful, and the patient was discharged on the sixth postoperative day. A regular, 3-year follow-up
revealed no complications. Conclusion: A giant cystic Meckel’s diverticulum represents a rare cause of intra-abdominal/pelvic
mass and should be considered in its differential diagnosis. Timely surgical intervention reduces morbidity and provides the best
clinical outcome.
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Introduction obstructions caused by intussusception, volvulus or
mesodiverticular bands, gastrointestinal bleeding,
and diverticulitis (3). The lifetime risk of diverticu-
lum complications is 4% to 6%, and approximately
40% of these complications are seen in children
below the age of ten (4). Due to a highly variable
clinical presentation, it may be challenging to dif-
ferentiate symptomatic MD from other acute ab-
dominal diseases. Although uncommonly encoun-
tered, MD may present as a cystic or complicated
abdominal/pelvic mass (5).

Herein we report an unusual case of torsed giant
cystic MD in a three-year-old boy, illustrating the
rarity of this condition.

Meckel’s diverticulum (MD), an embryonic rem-
nant of the omphalomesenteric duct, is one of the
most common intestinal congenital malformations
found in 0.14 % to 4.5% of cadaver dissections (1).
It was first described by Fabricius Hildanus in 1598
as an “unusual diverticulum” of the small intestine,
but Johann Friedrich Meckel’s first correctly recog-
nized its embryologic origin in 1809 (2).

MD usually stays asymptomatic during a life-
time, and most cases are discovered incidentally
during surgery or radiologic exam. However, if a
MD does become symptomatic, its common pre-
sentations in children include various intestinal
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A 3-year-old boy was admitted to the pediatric
emergency department for a 9-hour history of se-
vere colicky abdominal pain and several episodes
of bilious vomiting. The patient was afebrile and
hemodynamically stable with unremarkable labo-
ratory results, including a normal white blood cell
count (10.5x10°/mL) and C-reactive protein (2.1
mg/dL). On physical examination, abdominal
guarding and rebound tenderness was present in his
paraumbilical area. A mass that was approximately
5 c¢m in diameter was also palpated at the middle
abdomen. Abdominal ultrasonography showed a
cystic lesion in the lower abdomen. The appendix
was normal. Contrast-enhanced computed tomog-
raphy (CT) revealed a well-defined right upper
quadrant cystic mass measuring 3.9 x 3.6 x 4.7 cm
(Fig. 1A-B). The cystic mass appeared to be arising
from the small intestine. There were no radiological
features suggestive of malignancy.

An urgent laparotomy was performed. A giant,

livid torsed cystic MD with a narrow base extending

from the antimesenteric wall of the ileum, 60 cm
proximal of the ileocecal valve, was identified. It
measured 5.1 x 4.2 cm, was well-circumscribed,
and lacked necrosis or hemorrhage (Fig. 2). No
other intraabdominal pathology was identified. We
resected the segment of the ileum bearing Meckel’s
diverticulum and anastomosed it in an end-to-end
fashion. Histopathological examination confirmed
the diagnosis of MD without gastric or pancreatic
metaplasia. Postoperative recovery was uneventful,
and the patient was discharged on the sixth postop-
erative day. A regular, 3-year follow-up revealed no
complications.

Ethics Statement

This study has been performed following the ethi-
cal standards of the Declaration of Helsinki (1964).
The local institutional review board has the policy
not to review case reports. Written informed con-
sent was obtained from the patient’s mother for
anonymized patient information and images pub-
lished in this article.

Fig. 1A-B: Coronal (A) and sagittal (B) reconstructive contrast-enhanced CT scan showing hypodense, round mass in the
right hemiabdomen bellow the right liver lobe (ved arrows), partially filled with air (white pointed arrow).




Meckel’s diverticulum.

Discussion

The differential diagnosis of intra-abdominal cys-
tic lesions in childhood is broad and includes cysts
originating from the gastrointestinal tract, ova-
ries, or urinary system (5). Segmental cystic du-
plications of the alimentary tract, mesenteric and
omental cysts, dermoid cysts, and ovarian cysts are
among thenonparenchymatous intra-abdominal/
pelvic cystic lesions in children (5). Although the
characteristic radiological appearance of MD is a
saccular structure attached to the antimesenteric
border of the distal ileum, radiological diagnosis of
a cystic MD is still a challenge. It should be noted
that cystic MD is rarely the first choice to diagnose
cystic lesions in the pediatric abdomen.

Based on a recent comprehensive systematic re-
view, the MD’s average length is 3.05 cm (3). A
giant MD is termed if it is >5 centimeters (6). It
was shown that the ratio of complications corre-
lates with the size of the diverticulum (7). Giant
diverticula occur in two relatively distinct forms:
the elongated type and the ovoid or saccular type
(8). The elongated type is the more common type
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and is characterized by the same caliber as the ileum
(8). This type can cause intestinal obstruction due
to knotting around the small bowel (2). The ovoid
or saccular type is less frequent, and some authors
suggest that the term giant MD should be exclu-
sively reserved for this type of MD (8).

The clinical presentation of patients with symp-
tomatic MD varies, ranging from a hemorrhage or
torsion to manifestations of intestinal obstruction,
a palpable abdominal mass, or urinary symptoms
(3). A giant MD can be identified infrequently due
to its torsion, resulting in necrosis and perforation
of a MD (5). In our case, incomplete twisting of a
giant MD occurred around the diverticulum’s base,
relatively narrow compared to a giant diverticulum’s
length. The clinical presentation of our patient in-
cluded abdominal pain, abdominal guarding, re-
bound tenderness, and vomiting, whose evaluation
revealed a palpable cystic abdominal mass in the
middle abdomen. The surgical approach depends
on the size, location, and level of the surgeon’s ex-
perience in minimal access surgery. The surgical
treatment of choice is the resection of a segment of
the adjacent ileum bearing the diverticulum.

Conclusion

A giant cystic Meckel’s diverticulum represents
a rare cause of intra-abdominal/pelvic mass and
should be considered in differential diagnosis.
Timely surgical intervention reduces morbidity
and provides the best clinical outcome.
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