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Meckel's Diverticulum Perforation by Foreign Body: A Case Report
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Case Report

Meckel’s diverticulum is the most common gastrointestinal congenital defect, which, although asymptomatic 
in adults, may present symptoms in obstruction, inflammation, bleeding and foreign body perforation. There 
are only 8 reported cases of Meckel’s diverticulum perforation by chicken bone. We report a case of a 24-year-
old man presenting a 2-day-history of periumbilical pain that shifted to the right lower quadrant in 24 hours. 
Clinical and laboratory findings led to an appendicitis diagnosis, followed by laparotomy. Normal appendix was 
found intraoperatively along with an incidental finding of an inflamed and perforated Meckel’s diverticulum 
by chicken bone. Diverticulectomy and enteroanastomosis were performed and the patient had a successful 
recovery, being discharged after 5 days. Although rare, its clinical presentation might be similar to acute 
appendicitis, which restate the importance of collecting a detailed clinical history and examining the small 
bowel in order to investigate a possible Meckel’s diverticulum complication in the differential diagnosis.
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Introduction

Meckel’s diverticulum (MD) occurs in 2.2% 
of the population, representing the most 

common gastrointestinal congenital anomaly [1, 
2]. It is more symptomatic in men, even though the 
prevalence is similar in male and female patients 
[1]. MD is a true, short diverticulum with a wide 
base, composed by the three intestinal layers and 
it results from a failure in the obliteration and 

absorption of the vitelline duct, which usually 
occurs between weeks six and eight of gestation 
[1, 2]. It is situated in the antimesenteric side of 
the small intestine, normally 40-100 cm from the 
ileocecal valve [3]. Its lumen usually contains 
gastric (60-85%) or pancreatic (5-16%) heterotopic 
mucosa [1, 3, 4]. 

Less than 2% of patients with MD experience 
right lower quadrant pain in the first 2 years of life 
[4] and, afterwards, they become asymptomatic. 
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However, throughout life, complications may arise 
in 4-40% of cases [5]. Obstruction, inflammation and 
hemorrhage are the most frequent complications [1]. 
Cases of perforation are rarer and occur secondary 
to gangrene, inflammation, intestinal obstruction, 
peptic ulcer or foreign body ingestion (which 
represents only 5% of these complications) [5, 6].

We report a rare case of MD perforation due to 
ingestion of a chicken bone by a young patient that 
had an appendicitis-mimicking presentation. Only 8 
other cases of MD perforation by chicken bone have 
been described in the current medical literature [1, 
4, 7-12].

Case Report

A 24-year-old white man with mild obesity (BMI=33 
Kg/m²) presented to the Polydoro Ernani de São 
Thiago University Hospital Emergency Department 
with periumbilical pain for 2 days, that eventually 
localized to the right lower quadrant in the last 24 hours, 
associated with nausea and 38°C (100.4°F) measured 
fever. On the first day of clinical history, he reported 
having evacuated loose stools on 2 occasions with no 
signs of blood or mucus. On physical examination, he 
was in good general condition, hydrated and ruddy, 
with stable vital signs and with no neurological 
changes. His abdomen was flat, with global airborne 
sounds, and tender on palpation in the right flank and 
lower right quadrant regions, along with a positive 
Blumberg sign. Laboratory tests showed leukocytosis 
(17,470 leukocytes/mm³ without left shift) and elevated 
C-reactive protein. Abdominal and chest radiographs 
did not show any noteworthy changes.

Due to strong acute appendicitis clinical suspicion, 
reinforced by laboratory changes, laparotomy was 
indicated. McBurney incision was made and the 
abdominal wall was opened in layers. In the cavity 
inspection, a retroileal cecal appendix was identified 
without apparent signs of inflammation. However, a 
limited amount of purulent liquid was found in the 
peritoneal cavity. Therefore, a progressive evaluation 
of the intestinal loops was made and, at a 40 cm 
distance from the appendix, a perforated MD due to 
a chicken bone (with an approximate length of 5.5 
cm) was identified, associated with fibrin and local 
phlogosis (Figures 1 and 2).

Incidental appendectomy and perforated MD 
excision with segmental enterectomy (4 cm margin 
on each side of the diverticulum) (Figure 3) were 
performed along with posterior end-to-end manual 
enteroanastomosis, using continuous extramucosal 
suture with PDS 3.0 thread. Finally, the cavity was 
cleaned with heated saline and a layered closure 
of the abdominal wall was performed with non-
absorbable threads.

After surgery, the patient was informed about the 
intraoperative finding (intestinal perforation by 
chicken bone) and he reported that he had eaten 
roasted chicken 3 days before the onset of his 

symptoms, without having initially related to his 
condition. In the postoperative period, at the hospital 
ward, he was given antibiotic therapy (ciprofloxacin 
and metronidazole) and analgesics. Despite initially 
evolving with postoperative ileus due to lack 
of ambulation and inappropriate analgesia, the 
patient accepted oral diet on the 4th postoperative 

Fig. 1. MD on the antimesenteric border, 40 cm from the 
ileocecal valve.

Fig. 2. MD wall perforated by chicken bone.
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day (PO) and was discharged on the 5th PO after 
correction of analgesic dosing, constant stimulation 
for ambulation and administration of antifoaming 
medication (simethicone). Painkillers and antibiotic 
supplementation (until 7th PO) were prescribed to 
be taken at home. Afterwards, he returned to an 
outpatient consultation on the 14th PO, not referring 
any complications, with subsequent outpatient 
discharge after the result of the anatomopathological 
examination. It confirmed the presence of Meckel’s 
diverticulum with transmural inflammatory changes 
in a predominantly acute character, with abscess 
formation, acute fibrino-leukocytic serositis, free 
surgical margins and absent heterotopic mucosa after 
perforation by foreign body. The cecal appendix 
showed only reactive lymphoid hyperplasia. 

Discussion

Gastrointestinal tract perforations occur in less 
than 1% of cases of foreign body ingestion, and 

only 1.6% of them is localized in the MD [1]. From 
the complications that can affect MD, foreign 
body perforation is the rarest [6], and, as in this 
report, it can mimic acute appendicitis. This might 
lead to an incorrect diagnosis, considering that 
patients rarely remember the previous ingestion of 
a potential foreign body, as it happened in our case 
[1, 4, 13]. In this case report, the strongly suggestive 
clinical signs of acute appendicitis (history of 
periumbilical pain with migration to the right 
iliac region, associated with low fever and positive 
Blumberg’s sign) were also found [14]. However, 
during the intraoperative, no inflammatory process 
was found in the cecal appendix, and the surgical 
team correctly proceeded with the expansion of the 
cavity inspection, that showed a MD perforated by 
a chicken bone in the small intestine. This is a rare 
finding, as it is the 9th case described in the medical 
literature [1, 4, 7, 8-12].

Studies point out the difficulty in diagnosing MD 
in the preoperative period, due to the absence of 
symptoms and specific radiological signs [4, 13].  
However, a special attention is needed to the 
differential diagnosis of acute abdomen, especially 
those that suggest acute appendicitis, particularly in 
men, due to the possibility of MD's complications 
(perforation, among others), as described in this case 
report [1, 15].

Besides performing complementary serum, urinary 
and preoperative imaging tests (ultrasound and 
abdominal computed tomography), it is necessary 
to collect a detailed clinical history in cases of 
acute abdomen with possible surgical approach. 
In addition, it is also important to always try to 
expand the cavity inventory in the intraoperative 
period, especially in the absence of explanations 
for the previous clinical findings, with mandatory 
assessment of, at least, the first 100 cm of the small 
intestine from the ileocecal valve, in order to find a 
MD and its possible complications [3, 5, 15].

Conflict of Interest: None declared.

References

Fig. 3. Surgical specimens - enteric segment with resected 
perforated MD, cecal appendix and 5.5 cm chicken bone.

1. Bidarmaghz B, McGregor H, Raufian 
K, Tee CL. Perforation of the Meckel’s 
diverticulum with a chicken bone: a 
case report and literature review. Surg 
Case Rep. 2019;5(1):15. 

2. Araújo LM, Araújo FM, Alves ACS, 
Monteiro ACF, Paula BC de, Xavier 
DSS, et al. Meckel’s diverticulum: 
a literature review. Rev Med Minas 
Gerais. 2014;24(1):93-7. [in Brazil]

3. Brásio R, Malaquias R, Gil I, Rama 
N, Ferraz S, Faria V. Meckel’s 
diverticulum-A case of lower 
gastrointestinal bleeding. Revista 
Portuguesa de Coloproctologia. 
2015;12(1):45-8. [in Brazil]

4. Chan KW. Perforation of Meckel’s 
diverticulum caused by a chicken 
bone: a case report. J Med Case Rep. 
2009;3:48. 

5. Choi SY, Hong SS, Park HJ, Lee 
HK, Shin HC, Choi GC. The many 
faces of Meckel’s diverticulum and its 
complications. J Med Imaging Radiat 
Oncol. 2017;61(2):225-231. 

6. Merayo-Álvarez M, Fernández-
Martínez D, Gonzales-Stuva J, 
Sanz-Álvarez L, Álvarez-Pérez JA. 
Foreign body perforation of Meckel’s 
diverticulum. Rev Gastroenterol 
México. 2019;84(1):112–4. [in Brazil]

7. Farah RH, Avala P, Khaiz D, Bensardi 

F, Elhattabi K, Lefriyekh R, et al. 
Spontaneous perforation of Meckel’s 
diverticulum: a case report and 
review of literature. Pan Afr Med J. 
2015;20:319. 

8. Cotirlet A, Anghel R, Tincu E, Rau 
S, Motoc I, Popa E. Perforation of 
Meckel’s diverticulum by foreign 
body, a rare complication. Chirurgia 
(Bucur). 2013;108(3):411-3. 

9. Canelas AL, Neto AN, Rodrigues AL, 
Meguins LC, Rolo DF, Lobato MF. 
Perforation of Meckel’s diverticulum 
by a chicken bone mimicking acute 
appendicitis. Case report. G Chir. 
2009;30(11-12):476-8. 



Alves JR et al.

Bull Emerg Trauma 2021;9(2)104 

10. Borovoĭ SV. Perforatsiia divertikula 
Mekkelia kurinoĭ kost’iu [Perforation 
of Meckel’s diverticulum by a chicken 
bone]. Klin Khir. 1990;(2):58. [in 
Russian] 

11. Koussidis A, Dounavis A. 
Fehldiagnose “Akute Appendizitis”. 
Perforation des Meckelschen 
Divertikels durch Geflügelknochen 
[Acute appendicitis as a diagnostic 
error. Perforation of Meckel’s 
diverticulum by a chicken bone]. 

Zentralbl Chir. 1983;108(23):1525-6. 
[In German]

12. Nikolopoulos I, Ntakomyti E, 
El-Gaddal A, Corry D. Extracorporeal 
laparoscopically assisted resection of 
a perforated Meckel’s diverticulum 
due to a chicken bone. BMJ Case Rep. 
2015;2015:bcr2014209051. 

13. Yagci G, Cetiner S, Tufan T. Perforation 
of Meckel’s diverticulum by a chicken 
bone, a rare complication: report of a 
case. Surg Today. 2004;34(7):606-8. 

14. Sabiston, DC, Townsend CM, 
Beauchamp RD, Evers BM, Mattox 
KL. Sabiston Textbook of Surgery: 
The Biological Basis of Modern 
Surgical Practice. 20 th edition. 
Philadelphia, PA: Elsevier Saunders; 
2017. P. 1297-1299.

15. Chohan TA, Tabook SA, Elmukashfi 
E, Sakroon SM. Acute Appendicitis 
or…. is it Meckel’s Diverticulitis? 
Oman Med J. 2010;25:10.5001.

Open Access License
All articles published by Bulletin of Emergency And Trauma are fully open access: immediately freely available to read, download 
and share. Bulletin of Emergency And Trauma articles are published under a Creative Commons license (CC-BY-NC).

https://www.zotero.org/google-docs/?1T27PM
https://www.zotero.org/google-docs/?1T27PM
https://www.zotero.org/google-docs/?1T27PM
https://www.zotero.org/google-docs/?1T27PM
https://www.zotero.org/google-docs/?1T27PM
https://www.zotero.org/google-docs/?1T27PM
https://www.zotero.org/google-docs/?1T27PM

