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Case report

Abstract
Meckel’s diverticulum (M.D.) is the most common congenital 
anomaly of the gastrointestinal tract and is found in 1.2% to 
3% of the population. Although the common presentations are 
diverticulitis and bleeding, it can occasionally have a confusing 
presentation. We report a one year old boy presenting with urinary 
symptoms with a mass felt anteriorly on per rectal examination. 
Radiological investigations suspected a rhabdomyosarcoma arising 
from posterior bladder wall inaccessible to biopsy. Cystoscopy did 
not reveal any growth; bladder mucosa was normal. On diagnostic 
laparoscopy, there was collection in the pelvis with M.D. which 
was inflamed and adherent to the posterior wall of urinary bladder. 
M.D. was delivered through the incision extended from umbilical 
port and resection anastomosis was done. Diagnostic laparoscopy 
helped us resolve the dilemma.
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Introduction
Meckel’s Diverticulum (M.D.) is the commonest congenital 
anomaly of the gastrointestinal tract and is found in 1.2% to 3% 
of the population. [1-6] M.D. is a true diverticulum found on 
the antimesenteric border. Majority of symptomatic children are 
younger than 10 years [7] Hemorrhage and obstruction predominate 
in children while obstruction and inflammatory symptoms are 
commoner in adults [8,9,10,11,12,13] It can occasionally be 
associated with other anomalies like esophageal atresia, anorectal 
malformation and others as enlisted in table 1. It has wide variety 
of presentations and may mimic varied disease conditions.
 Associations (12) Table 1

Esophageal atresia•	 12 %•	

Anorectal malformation•	 11 %•	

Neurologic abnormalities•	 6 %•	

Congenital cardiovascular anomalies•	 4.6 %•	

Duodenal atresia•	 4.2 %•	

Crohn’s disease•	 5.8 %•	

Case report
One year old boy presented with dysuria and pyuria for 6 days. Per 
abdomen was unremarkable, but on per rectal examination an ill 
defined, firm mass measuring approximately 3 x 3 cm. was palpable 
anteriorly. Overlying rectal mucosa was free.  Ultrasound of the 
pelvis showed a hypoechoic, centrally necrotic mass posterior to 
the bladder measuring 3.5 x 3.1 cm and involving the posterior 
bladder wall, which was reported as rhabdomyosarcoma of urinary 

bladder. Computed tomography (CT) scan of the abdomen and 
pelvis revealed a heterogenous mass of 5.5 cm diameter with 
central necrosis and extension into the posterior wall of urinary 
bladder without any conclusive inference. (Fig 1) On cystoscopy 
urethra was normal. Right Ureteric orifice seen over a bulge. Left 
Ureteric orifice was not visualized. Rest of the bladder was normal. 
Ultrasound guided biopsy was not possible as mass was surrounded 
by bowel loops, but the repeat ultrasound was reported to have a 
uterus-like structure posterior to urinary bladder. Thus diagnostic 
laparoscopy was proceeded with. Tip of M.D. was found adherent 
to posterior wall of bladder leading to pelvic abscess approximately 
5 ml which was sealed off by the adhesions between sigmoid and 
bladder. M.D. was delivered through extended umbilical port 
incision and a resection anastomosis was done. (Fig 2, Fig 3) Post 
operative period was uneventful.

Fig 1 : Computed Tomography scan of abdomen and pelvis: heterog-
enous mass of 5.5 cm diameter with central necrosis and extension 
into the posterior wall of urinary bladder 
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Discussion
Vitellointestinal duct (V.I.D) / omphalomesenteric duct (O.M.D) 
connects the yolk sac with the primitive midgut of fetus. The 
vitelline duct fuses with the body stalk to form the umbilical 
cord. Regression of VID normally occurs between 5th and 7th 
week of intrauterine life [1]. Failure of complete obliteration 
of VID can result in remnants and their symptoms. There are 
several anatomical variants of persistent vitellointestinal remnant. 
M.D. is by far the most common anomaly [13]. It was previously 
estimated that Meckel’s Diverticulum can be found in 2% of the 
general population; however, more recent studies have shown this 
to be an overestimate, with the real incidence being approximately 
1.2% based on a review of more than 50 years of autopsy studies 
[2,3,4]. It is situated in the antimesenteric border of small intestine, 
about 60 cms from ileocaecal valve and is usually 3-5 cm long. M. 
D occurs with equal frequency in both sexes, but symptomatic 
diverticula occur more commonly in males [8]. The commonest 
complications are lower gastrointestinal bleeding, intestinal 
obstruction, inflammatory complications and rarely neoplasia. 
M.D. can notoriously masquerade as other disease conditions. 
Many atypical presentations of M.D. are reported. A retrospective 
study analysing hospital records of 30 years done by R. Rajendran et 
al S.A.T. Hospital, Kerala found the rare presentations of persistent 
VID. Most remarkable cases in their series were patent VID 
(Omphaloileal fistula) (5/132 cases) and umbilical cysts ( 3/132 
cases) [14]. Congenital appendico-umbilical fistula is reported due 
to patent omphalomesenteric duct of the vermiform appendix [15]. 
Congenital fistulation of a M.D. to the surface of an exomphalos 
minor was reported by Hale [16]. Cystic M.D. as a cause of pelvic 
mass presenting with recurrent urinary infection [17] Vesico 
enteric fistula [18] and Subcutaneous abscess [19] are reported in 
elder population. Most of the case reports mentioning Meckel’s 
diverticulum presenting with urological symptoms  are from adult 
population [20]. In our case M.D. posed a diagnostic dilemma, 
masquerading as a grave diagnosis of rhabdomyosarcoma, to be 
confirmed only on diagnostic laparoscopy. It was inflamed and 
forming an abscess in to the posterior wall of bladder after adhering 
to it.

Fig 2: Meckel’s diverticulum deliverd 
through extented umbilical incision

Resected specimen of Meckel’s 
diverticulum 

Conclusion
Though M.D. commonly presents as bleeding and obstruction, 
it can rarely mislead us with its rarer presentations and warrants 
due consideration while diagnosing them. It is the most common 
congenital anomaly of gastrointestinal tract and as reported above 
can present with urinary symptoms and physical findings which 
are difficult to attribute to such a rare presentation.
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