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Abstract

Introduction: Meckel’s diverticulum, a remnant of the 
omphalomesenteric duct, is the most common congenital 
anomaly of the gastrointestinal tract. Although often 
asymptomatic, it may lead to complications such as 
gastrointestinal bleeding, diverticulitis, and, rarely, small 
bowel obstruction. Enterolith-induced obstruction within a 
Meckel’s diverticulum is an exceptionally rare entity, with only 
one previously reported case. 

Case presentation: A 26-year-old female with a history of 
endometriosis presented with nausea, vomiting, and progres-
sive intolerance to oral intake. Initial imaging suggested small 
bowel obstruction with an intraluminal radiodense lesion. 
Conservative management was unsuccessful, necessitating di-
agnostic laparoscopy, which identified a Meckel’s diverticulum 
containing a large enterolith. The procedure was converted to 
an open segmental bowel resection with primary anastomo-
sis. The patient had an uneventful postoperative recovery and 
was discharged on postoperative day three. 

Discussion: Small bowel obstruction due to an enterolith 
confined within a Meckel’s diverticulum is extremely rare. 
Enteroliths in Meckel’s diverticulum is typically reported to 
migrate distally, causing obstruction in the terminal ileum. 
This case highlights the diagnostic challenges associated with 
this rare entity and the importance of maintaining a high index 
of suspicion in cases of unexplained small bowel obstruction. 
Surgical resection remains the definitive treatment in 
symptomatic cases.

Conclusion: This case underscores the importance of 
considering Meckel’s diverticulum in the differential diagnosis 
of small bowel obstruction, particularly in young adults 
with unclear etiology. Early diagnosis and timely surgical 
intervention are crucial in preventing complications.
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Introduction

Meckel’s diverticulum, a remnant of the omphalomesenteric 
duct, is the most common congenital anomaly of the gastro-
intestinal tract, affecting about 2% of the population. Typically 
asymptomatic, it can, however, present with a range of com-
plications, including diverticulitis, gastrointestinal bleeding, and 
bowel obstruction. The latter, while less common, can pose sig-
nificant diagnostic and management challenges [1].

Small bowel obstruction secondary to Meckel’s diverticu-
lum is relatively rare but clinically significant. The obstructive 
process may be due to various mechanisms such as volvulus, 
intussusception, enteroliths, or fibrous bands, making clinical 
diagnosis difficult. Symptoms often overlap with other acute 
abdominal conditions, which can delay appropriate interven-
tion and increase the risk of complications [2].

Keywords: Meckel’s diverticulum; Enterolith; Small bowel 
obstruction; Laparotomy; Bowel resection.



Annals of Surgical Case Reports & Images

2 www.annscri.org

While existing literature has documented cases of entero-
liths within Meckel’s diverticulum dislodging and migrating dis-
tally to cause obstruction in the terminal ileum, to our knowl-
edge, this case represents only the second reported instance of 
an enterolith remaining within the Meckel’s diverticulum itself, 
leading to mechanical obstruction.

This case report describes an extremely rare instance where 
an enterolith formed in a Meckel’s diverticulum caused a small 
bowel obstruction, detailing the patient’s clinical presentation, 
diagnostic process, and the subsequent surgical management. 
Through this case, we aim to underscore the importance of 
considering Meckel’s diverticulum in the differential diagnosis 
of small bowel obstruction and to provide insight into effective 
diagnostic and treatment approaches.  

Case presentation 

A 26-year-old female with a history of endometriosis pre-
sented with nausea and vomiting that have persisted for the 
past day. She described the onset of symptoms as sudden, oc-
curring shortly after eating fast food, which she initially attrib-
uted to food poisoning. Her vomiting progressed to dry heaving, 
though her nausea began to improve following a dose of Reglan 
administered in the emergency department. Upon evaluation 
by the surgical team, she reported only residual chest soreness 
from the retching. She denied experiencing abdominal pain, 
fever, chills, or difficulty breathing. Her vital signs were within 
normal limits. Laboratory results were remarkable for WBC 13.2 
with neutrophils of 89.3%. 

The patient stated that her last bowel movement was two 
days ago, though she had been passing flatus since then. A CT 
scan revealed dilation and fecalization of the small bowel, with 
the diameter reaching up to 4.4 cm, and identified a 2.8 cm 
radiodense foreign body within one of the distended loops of 
bowel. Despite this finding, the patient denied having ingested 
a foreign body. Her surgical history included a right salpingo oo-
phorectomy due to Teratoma and torsion 1 year ago, and a left 
ovarian cystectomy. 

On physical examination, the patient appeared well and in 
no acute distress. The abdomen was soft, non-distended, and 
mildly tender in the bilateral lower quadrants. 

However, the patient noted that this tenderness was consis-
tent with her baseline symptoms from previous ovarian surger-
ies. There was no guarding or rebound tenderness. 

Initially, and given a relatively benign abdominal exam, the 
patient was managed conservatively with a regimen of NPO, in-
travenous fluids, pain control, and antiemetics. Given her lack 
of current nausea or vomiting, a nasogastric tube was deemed 
unnecessary and not placed. 

After one day, the patient’s condition had not improved, and 
she had not had a bowel movement. To assess the status of 
the foreign body and determine if it was visible and in transit 
compared to the previous CT scan, an abdominal X-ray was ob-
tained. An X-ray performed the previous evening did not reveal 
any foreign body (Figure 1). 

The patient continued with an inability to tolerate the diet, 
prompting a decision to proceed with diagnostic laparoscopy, 
which revealed a Meckel’s diverticulum containing a large feca-
lith, necessitating conversion to open surgery with a supraum-
bilical mini laparotomy. Now extracorporeally, the diverticulum 
was mobilized, and the small bowel was transected proximally 

and distally using GIA staplers. A side-to-side anastomosis was 
performed. A nodularity on the proximal small bowel was ex-
cised and sent for pathology. The abdominal wound was closed 
with #1 Polydioxanone (PDS) sutures in a running fashion. The 
subcutaneous tissues were approximated using 3-0 Vicryl su-
tures, an adjacent lipoma was also excised. The skin was closed 
using a combination of 3-0 Vicryl and 4-0 Monocryl sutures in a 
subcuticular fashion. The patient tolerated the procedure well, 
without complications (Figure 2). 

Immediately after surgery, she began with small sips of wa-
ter. By postoperative day 1, she tolerated a clear liquid diet. By 
day 3, her bowel function returned and after successfully toler-
ating a regular diet, she was discharged home.

Figure 1: (A) Axial view of the CT Abdomen/Pelvis with IV contrast 
done the day of admission showing dilated distal small bowel loops 
and a ring-shaped high density in the mid to distal small bowel. No 
clear transition point is seen. (B) Coronal view of the CT Abdomen 
Pelvis with IV contrast done the day of admission showing dilated 
distal small bowel loops and a ring-shaped high density in the mid to 
distal small bowel. No clear transition point is seen. (C) Abdominal 
X-ray from the day of presentation showing nonspecific bowel 
gas patter and moderate diffuse constipation. Two radiopaque 
foreign bodies in RLQ were seen which were artifacts caused by 
objects from the outside. (D) Repeat abdominal X-ray one day after 
presentation showing unchanged bowel gas pattern and mild stool 
burden. Foreign body seen on CT scan is not visible on the X-ray.

 
 
Figure 2: Intraoperative findings: A Meckel’s Diverticulum 
containing a large fecalith located in the distal ileum, causing a 
small bowel obstruction.
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Discussion 

Meckel’s diverticulum, present in about 2% of the popula-
tion, is the most common congenital anomaly of the gastroin-
testinal tract [1]. Although often asymptomatic, it can lead to 
complications such as gastrointestinal bleeding, diverticulitis, 
and, rarely, small bowel obstruction [4]. 

The mechanisms of obstruction associated with Meckel’s 
diverticulum include volvulus, intussusception, enterolithiasis, 
and entrapment by fibrous bands. Diagnosing Meckel’s divertic-
ulum preoperatively remains challenging, even with advanced 
imaging modalities like CT scans, and it is often discovered in-
traoperatively, as occurred in this patient [2]. 

Enterolithiasis occurs as a complication in 3-10% of cases of 
Meckel’s diverticulum. A large-scale study by Park et al. which 
examined 1,476 patients with this condition, revealed that 0.7% 
of those without symptoms and 6% of those with symptoms 
had enteroliths identified during laparotomy [3]. 

When considering the differential diagnosis for enterolithia-
sis, several possibilities should be included, such as a calcified 
abscess potentially linked to Crohn’s disease, an ingested for-
eign object, or bezoars. Other potential causes could be a calci-
fied neoplasm or lymph node, gallstones, undescended testis, 
teratoma, or an abscess resulting from Crohn’s disease [5]. 

Enteroliths may lead to complications such as bowel obstruc-
tion, diverticulitis, bowel mucosal injury, perforation, afferent 
loop syndrome, intussusception, gangrene, hemorrhage, and 
iron deficiency anemia. Intestinal obstruction specifically due to 
enteroliths in Meckel’s diverticulum has rarely been reported 
[3]. 

To the best of our knowledge, this is only the second re-
ported case of a large enterolith associated with Meckel’s di-
verticulum leading to small bowel obstruction at the site of the 
diverticulum itself. Typically, such enteroliths cause obstruction 
by dislodging from the diverticulum and migrating to the termi-
nal ileum. 

Surgical management is essential for symptomatic cases. 
The decision to perform a diverticulectomy or bowel resection 
depends on factors such as the extent of bowel involvement, 
inflammation, or ischemia. In this case, resection and primary 
anastomosis were necessary due to significant small bowel in-
volvement, leading to a rapid and successful recovery [4].

Conclusion 

This case highlights the importance of recognizing Meckel’s 
diverticulum as a potential cause of small bowel obstruction, 
especially in young adults with an unclear etiology. The pres-
ence of an enterolith in the diverticulum itself, rather than mi-
grating distally, is a rare but clinically significant finding. Early 
diagnosis and timely surgical intervention are crucial in prevent-
ing complications. Given the diagnostic challenges associated 
with this condition, a high index of suspicion should be main-
tained when evaluating patients with unexplained small bowel 
obstruction [1,2].
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