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Bleeding Meckel’s Diverticulum in an Infant
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Abstract

Meckel’s diverticulum is a congenital diverticulum. Mostly it is
asymptomatic. In children the commonest complication is lower
Gl bleeding. High index of suspicion is required for its diagnosis.
Technetium-99m pertechnetate scan is useful to detect ectopic
gastric mucosa. Surgical treatment of symptomatic Meckel’s
diverticulum is diverticulectomy or ileal resection.
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Introduction

Meckel’s diverticulum is a congenital diverticulum that results
from failure of obliteration of vitellointestinal (omphalomesenteric)
duct. It is present in about 2% population, located at the anti-
mesenteric border of the ileum about 2 feet proximal to the ileocecal
junction and about 2 inches long. Mostly Meckel’s diverticulum is
asymptomatic. However, the complications like lower Gl bleeding,
intestinal obstruction, diverticulitis, persistent vitellointestinal duct
fistula, intussuseption, ulceration or perforation may occur.

The Case

Aoneyear old boy from Kathmandu was admitted at Kathmandu
Model Hospital with the complaints of two episodes of per rectal
bleeding in two days and mild fever, cough and running nose for two
days.

The bleeding was painless in nature, moderate in amount,
bright red in colour and was mixed with stool. The child had no
complaints of abdominal pain, distention and vomiting. There was
no history of bleeding from any other sites and no petechiae and
echymosis were seen. There was no history of bleeding disorder in
the family. The child had no history of milk allergy.

The child was born at home out of non consanguineous
marriage. He was immunized according to EPI schedule. His
developmental milestones were appropriate for age. His height,
weight and head circumference were within normal limits.

On examination, the child was active, playful, with moderate
anaemia. The vitals were normal. The abdomen was soft, non-
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tender and there was no organomegaly.

Rest of systemic examination findings was
also normal.

On digital rectal examination, no
fissure was seen, the anus was adequate
and rectum was empty. No polyp or
intussusceptum was palpated and bright
red coloured blood stained the examining
finger.

His haemoglobin was 5.3 gm/dl and
total count was 19,300/cumm. Differential
count, ESR, platelet count, Na*/K*, urea/
creatinine were within normal limits. His
bleeding and coagulation profile were
normal. An ultrasound scan of abdomen
was done to rule out intussuseption which
showed no intraabdominal pathology.

| J. Nepal Paediatr. Soc. ——————



Shrestha MK et al.

Fig 1: Meckel’s (99m Tc Pertechnetate) scan showing increased uptake of radiotracer in left upper quadrant (gastric
mucosa) and lower right quadrant near midline (ectopic gastric mucosa in Meckel’s diverticulum) above the urinary

bladder region.

Fig 3: Photomicrograph showing gastric type of mucosa
in the Meckel’s diverticulum.
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After excluding common and rare possibilities,
Meckel’s diverticulum was suspected and Meckel’s
scan was performed which was positive for Meckel’s
diverticulum (Fig. 1). Laparotomy and wedge
resection of Meckel’s diverticulum was done (Fig.
2). The postoperative period was uneventful. The
histopathology of resected Meckel’s diverticulum
showed small intestinal mucosa with focal gastric
mucosa (Fig. 3).

Discussion

Meckel’s diverticulum results due to failure of
obliteration of vitellointestinal duct (omphalomesentric
duct). The condition was first described by Fabricius
Hildanus in 1598 but derives its name from a German
anatomist Johann Friedrich Meckel who described the
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embryological and pathological features?. It is a true
diverticulum as it contains all the layers of intestine
and has its own blood supply. The blood supply is
derived from persistent vitelline vessels supplied from
the SMAZ. A general rule of 2 is followed: present in 2
% population, 2 feet away from ileocaecal valve and 2
inches long although many anatomical variations exist.
In many cases Meckel’s diverticulum is asymptomatic.
Cullen et al reported in a population based study
that the lifetime risk of developing a complication of
Meckel’s diverticulum was estimated to be 6.4%3. The
complications like painless perrectal bleeding, intestinal
obstruction, diverticulitis, persistent vitellointestinal
duct fistula, intussuseption, ulceration or perforation
may occur®. It mimics various abdominal disorders like
appendicitis, peptic ulcer disease or chrohn’s disease
which makes its diagnosis difficult.

Itis stated that Meckel’s diverticulum is frequently
suspected, often looked and seldom found. However it
should be suspected in any young child who presents
with significant amount of painless rectal bleeding®.
The diagnosis cannot be made with plain radiographs.
Contrast studies such as upper gastrointestinal series
with small bowel follow-through are of limited value.
Computed tomographic scans are often nonspecific
but occasionally helpful. The most useful method of
detection of a Meckel’s diverticulum is technetium-
99m  pertechnetate  scanning®. However, the
technetium scan depends on uptake by heterotopic
gastric mucosa. Meckel’s scan has 85% sensitivity and
95% specificity’. The sensitivity and specificity of the
scan can be improved by pentagastrin and glucagon or
cimetidine®.

Conclusion

Meckel’s diverticulum is present in 2% of the
population. Mostly it is asymptomatic with life-
time complication rate of around 6.4%. A high
index of suspicion is required for the diagnosis of
Meckel’s diverticulum in case of painless per rectal

56

bleeding with significant anemia. Technetium-99m
pertechnetate scan is useful in presence of ectopic
mucosa. When symptomatic, Meckel’s diverticulum
needs diverticulectomy or ileal resection.

Acknowledgement: Sincere thanks to Dr Sagar
Maharjan for the scan picture and Dr. Anjani Tuladhar,
Pathologist for the photomicrograph.
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