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Case Report

An Unusual Cause of Meckel’s Diverticulum Enterolithiasis
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Abstract
A 47-year-old woman presented with a history of 4 weeks of recurring pain in the right lower abdomen.
Transvaginal ultrasound scan showed an irregular shaped solid mass of 45 × 26 × 45 mm in the right ovarian fossa
with increased perfusion. CT-scan suspected an ovarian tumor with evidence of teeth in terms of a teratoma in the
right adnexal area. Finally, our findings were suggestive of an ovarian teratoma and the decision for laparoscopy
was made. Intraoperatively both ovaries were unsuspicious but a Meckel’s diverticulum with enterolithiasis was
found in the right pelvis and removed. Meckel’s diverticulum is present in 1-2% of the population and here we will
discuss general removel recommandations.
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1. Introduction
Ovarian teratomas are encapsulated tumors developing from all three germ layers. They are of the mature or
immature type, former can contain hair, teeth or other tissue e.g. lung or thyroid. Teratomas are mostly
asymptomatic until they reach a certain size, causing symptoms such as pain due to a pressure effect, torsion or
rupture [1]. The risk of malignant transformation is estimated to be between 0.17-2% and this most commonly
occurs in postmenopausal women [2]. Mostly they are diagnosed via ultrasound or CT scans, presenting with signs
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of an atypical cyst and irregular tissue [2, 3]. If diagnostic imaging conceives suspicion of an ovarian teratoma, it
should always be removed, depending on their size either laparoscopically or by laparotomy. The surgical treatment
has a low operative morbidity [4-6]. In the gastrointestinal tract Meckel’s diverticulum is the most common
prevalent congenital abnormality. It is present in 1 to 2% of the population [7]. It remains as the result of incomplete
obliteration of the omphalomesenteric duct and is located usually about 45-90 cm proximal to the ileocecal valve.
Variations on location, size and form are reported. Most of all Meckel’s diverticula remain livelong asymptomatic.
The clinical manifestation can vary a lot, commonly it is diagnosed intraoperatively due to its mimic of appendicitis
[8]. Here we report an unusual cause of Meckel’s diverticulum enterolithiasis imitating a pelvic teratoma and brings
together gynecology, abdominal surgery and radiology.

2. Case Report
A 47-year-old woman presented with a history of 4 weeks of recurring abdominal complaints. Pain started in left
upper abdomen/epigastrium and shifted to the right lower abdomen. The patient had reduced appetite, no nausea or
vomiting, no diarrhoea, no fever. She also had a long history of mild constipation. On examination, she had a
moderate tenderness on palpation of the right lower abdomen, no palpable mass, normal peristaltic sounds. The
gynaecological examination found no abnormalities. Transvaginal ultrasound scan showed a tumor suspicious for
malignancy: an irregular shaped solid mass of 45 × 26 × 45 mm in the right ovarian fossa with increased perfusion.
CT-scan suspected a benign ovarian tumor with evidence of teeth in terms of a teratoma in the right pelvis,
furthermore parailiacal and retroperitoneal lymphadenopathy (Figure 1). Liver, gallbladder, spleen and pancreas
were inconspicuous. Serum tumor markers CA 125 and AFP were found within normal limits, CA 72-4 was
elevated to 14.1 U/mL [normal <6.9]. Finally, our findings were suggestive of an ovarian teratoma and the decision
for laparoscopy was made. Laparoscopy was performed with a 10 mm umbilical camera trokar, a 5 mm trokar in the
right lower abdomen and a 15 mm trokar in the left lower abdomen. Intraoperatively both ovaries were unsuspicious
but a Meckel’s diverticulum was found in the right pelvis instead (Figure 2). The decisicon for removel was made.
The 15 mm trokar was removed and the Meckel´s diverticulum was externalised at the trokar site. With a linear
cutter (blue load) the Divertivulum was divided at the base and the staplerline was oversewn with a running absorble
suture.

Figure 1: Pelvic CT-scan with a tumor at the right pelvic wall, suspicious for a teratoma.
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Figure 2: Introperative situs with a Meckel's diverticulum in the right lower abdomen
Histological examination of the excised diverticel revealed a part of the intestinal wall with a sack-shaped/saccate
eversion with a length of 4.5 cm and up to 3.3 cm in diameter. It has a pore-shaped transition to the intestinum of
maximal 0.1 cm. Inside the eversion there were 17 concrements between 4 and 8 mm in diameter in terms of
gallstones. Furthermore, an antrum type heterotopic mucosa was found. The following hospital stay was uneventful;
the patient was discharged on day three postoperatively with primary wound healing.

3. Discussion
Meckel’s diverticulum is the most common prevalent congenital abnormality within the gastrointestinal tract.
Variations on location, size and form are reported. Most of them remain livelong asymptomatic in affected
individuals. However, in 4 to 6% they become symptomatic. The clinical manifestation can vary a lot, including
gastrointestinal bleed, inflammation, perforation, tumor development and intestinal obstruction [9, 10]. Commonly it
is diagnosed intraoperatively due to its mimic of appendicitis [8]. Gastrointestinal bleeding is the major clinical
finding in children with a symptomatic Meckel's diverticulum. The bleeding incidence rate for this complication has
been described as high as 50% [11]. Usually, ectopic tissue, mainly of gastric and pancreatic origin, is the bleeding
reason. Gastric tissue was seen in 60-65% of all cases and can cause ileal ulcerations and bleedings due to acidic
secretion (or alkaline secretions from pancreatic tissues) [12-16]. Meckel’s diverticulum related intestinal
obstruction is the most common finding in adults and the second common in children [17]. Stone formation,
(inflammatory) tumors or invagination (ileo-ileal intussusception) can result in intestinal obstruction [11, 18]. Also,
Meckel’s diverticulum lithiasis, quite frequently seen, is likely to promote diverticulum inflammation [11]. Meckel’s
diverticulitis, accounting for 20% of the complications is more seen in adults. Most of these patients are
misdiagnosed as appendicitis preoperatively [19]. Tumors originated from Meckel’s diverticula are rarely to be
found; benign tumors such as lipoma, neuromuscular tumors and hamartomas are mentioned as well as malignant
tumors, the majority of the latter are carcinoids [8, 20]. Undoubtably, symptomatic Meckel’s diverticula or
diverticula with any suspicious macroscopic findings have to be removed when diagnosed or found incidentally.
However, what should be done with unsuspicious asymptomatic Meckel’s diverticula? Gynecologists, urologists and
surgeons, whoever performs laparotomy or laparoscopy, will be faced with this question. On the one hand, the
incidence of Meckel’s diverticulum in the general population has been estimated to be about 1-2 cases per 100
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persons in the general population and there is a lifetime risk of 4 to 6% for Meckel’s diverticula to develop
complications; on the other hand, following surgical removal of Meckel’s diverticulum there is a complication rate
of approximately 1% [21-23]. Among surgeons the indication for the removel of asymptomatic diverticula it is still
discussed with some controversy. Since there is a certain risk of an asymptomatic Meckel’s diverticulum becoming
symptomatic the authors mostly recommend removel to avoid secondary complications [7, 24]. In summary, in any
case of acute abdomen the entire abdomen should be explored, including a search for Meckel’s diverticulum.
Whenever found and irrespective of symptoms, Meckel’s diverticulum should be removed to avoid later potential
complications.
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