might enhance the release of CgA from non-neop-
lastic, yet functionally abnormal, neuroendocrine
cells, thus giving rise to a false-positive diagnosis.
Therefore, during the evaluation of elevated CgA
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levels, giving particular attention to the use of
PPIs as a possible cause might help to prevent the
need for expensive and unnecessary diagnostic
procedures ordered for revealing NETs.
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Mesenteric Meckel’s diverticulum

To the Editor,

Meckel’s diverticulum is the most common conge-
nital anomaly of the gastrointestinal tract (1).
The usual location is on the antimesenteric border
of the distal ileum, usually within about 60-100
cm of the ileocecal valve. On rare occasions, it may
be located on the mesenteric border of the ileum,
the so-called mesenteric Meckel’s diverticulum.
This Meckel's diverticulum attached to the mesen-
teric border is a distinct variant of the Meckel's di-

verticulum and has been considered a “forgotten
entity” (2,3). Existence of the mesenteric Meckel’s
diverticulum underlines the need for a revision in
the understanding and classification of the Mec-
kel's diverticulum (Table 1) (4).

A nine-year-old boy presented with right lower ab-
dominal pain of 10 hours duration. There was a
history of nausea and anorexia. On general physi-

Table 1. Various case reports in the literature of mesenteric Meckel’s diverticulum

Chaffin (5) 1941 Mesenteric Asymptomatic
Segal (3) 2004 Mesenteric Diverticulitis
Sarioglu-Buke (6) 2008 Mesenteric Rectal bleeding
Manukyan (4) 2009 Mesenteric Diverticulitis
Seitun (2) 2011 Mesenteric Diverticulitis
Present case report 2011 Mesenteric Asymptomatic
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cal examination, pulse of 98/min, blood pressure of
100/70 mmHg, and temperature of 39°C were re-
corded. Systemic examination was normal. On ab-
dominal examination, tenderness and rebound
tenderness in the right iliac fossa were present.
Upright X-ray of the abdomen was normal. Ultra-
sonography of the abdomen was consistent with
the diagnosis of appendicitis. The patient under-
went emergency appendectomy via gridiron incisi-
on. The appendix was retrocecal in position and
inflamed and contained a single fecalith. An exp-
loration of 100 cm of terminal ileum was done for
presence of incidental Meckel’s diverticulum. At
about 90 cm from the ileocecal junction, a diverti-
culum measuring 7x2.2 cm was identified. Careful
dissection showed that this diverticulum was sub-
serosal, intramesenteric, and had a narrow base
with small mesodiverticulum arising from the me-
senteric border of the ileum (Figure 1A, 1B). Diag-
nosis of Meckel’s diverticulum was made and di-
verticulectomy was done. Histopathology confir-
med the diagnosis of Meckel’s diverticulum with
no presence of an ectopic tissue. The postoperative
period was uneventful.

Mesenteric-sided Meckel's diverticulum was first
reported by Chaffin (5) in 1941. This mesenteric
location can be subserosal or intramesenteric, and
can possess mesodiverticulum. When intramesen-
teric, transillumination is required for its demons-
tration. Persistence of a very short vitelline artery
that creates a mesodiverticular band from the me-
sentery to the tip of the diverticulum, which di-
verts the diverticulum away from the antimesen-
teric border during rapid growth, leads to mesen-
teric Meckel’s diverticulum.

Meckel’s diverticulum should be classified (Wani
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Figure 1. (A) The subserosal and intramesenteric nature of the
mesenteric Meckel’s diverticulum. (B) The location of the Mec-
kel’s diverticulum on the mesenteric side.

and Nawab’s classification) as antimesenteric or
mesenteric.

Encountering asymptomatic mesenteric Meckel’s
diverticulum is a very rare situation and treat-
ment is a conflicting point. Existence of an inflam-
matory process may obviate the successful mana-
gement of a diverticulum requiring diverticulec-
tomy or resection and anastomosis. The lack of
knowledge regarding mesenteric Meckel’s diverti-
culum and the differential diagnosis of ileal dupli-
cation, hypertrophic ileal tuberculosis, gut
lymphoma gastrointestinal stromal tumor (GIST),
lymphoma, adenocarcinoma, and metastatic depo-
sit may require diverticulectomy for confirmation
of the diagnosis. Prophylactic resection of the
asymptomatic incidental mesenteric Meckel’s di-
verticulum had been recommended by Segal (3).
This rare localization deserves more attention and
is more alarming than a usual antimesenteric lo-
cation because it may erode the mesentery and
rupture into the mesenteric vasculature during
the inflammatory process (6).
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