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Abstract  Case Report 
 

Total small bowel volvulus complicating commonin complete mesentery is an arrest of rotation of the primary 

intestinal loop at 180°. Acute volvulus requires emergency surgery. We describe a case of a 65 year old patient who 

was admitted with total small bowel volvulus on an incomplete common mesentery, who underwent emergency 

surgery with favorable postoperative outcome. 
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INTRODUCTION 
Intestinal malrotation refers to the partial or 

complete failure rotation of the midgut around the 

superior mesenteric vessels during embryonic life. 

Arrested midgut rotation occurs due to the narrow 

mesentery base and increases the risk of twisting 

midgut and it’s subsequent obstruction and necrosis [1-

5].  

 

CASE REPORT 
65 years old male patient admitted to the 

emergency service with abdominal pain, vomiting and 

inability to passflatus and stool for 48 h. His medical 

history was unremarkable besides an anxiety disorder. 

 

Blood pressure was measured at 90 mmHg/60 

mmHg, pulse at 110/min and temperature at 38 °C. The 

physical examination revealed diffuse abdominal pain 

and muscular defense in each of the four quadrant, as 

well as an abdominal distention.Rectal examination 

revealed formed stool without traces of blood. Air-fluid 

levels were present on the abdominal X-ray. 

 

Computerized tomography scan showeddilated 

large and small intestine segments up to 69 mm in 

diameter, with air-fluid levels alongside a swirling 

appearance of the mesentery around the superior 

mesenteric artery and vein indicating the 

“whirlpoolsign” (Figure-1). 

 

 
Fig-1: CT scan 

 

The patient was admitted urgently to the 

operating room. The exploration found all the distended 

and suffering hail with a turn concerning the first 

jejunal loop and the last ilealloop. The caecum is found 

below the liver and attached to the abdominal wall by a 

Ladd bridle. The surgical procedure consisted of a 

counter-clockwise detorsion followed by an immediate 

recoloration of the small intestine, succeded by the 

treatment of the embryological rotation anomaly 

according to the Ladd procedure (section of the flanges, 

transformation of the incomplete mesentery into 

complete mesentery in order to prevent recurrence) 

(Figure-2). Evolution was favorable and the patient was 

discharged after 7 days of hospitalization. 
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Fig-2: Operative view 

 

DISCUSSION 
Intestinal malrotations are congenital 

anomalies concerning the rotation and fixation of the 

intestine and mesentery. During embryonic 

development, there is normally a rotation of the primary 

intestinal loop at 270 degrees. Early termination of this 

rotation isresponsible for the complete (90 degrees) or 

incomplete (180 degrees) common mesentery. These 

pathologies are asymptomatic as long as the transit is 

possible [6]. The prevalence of common mesentery in 

adults is estimated around 0.2–0.5% of the population, 

and this pathology is the main risk factor for small 

intestine volvulus. Small intestine volvulus is it self a 

rare disease in adults and is estimated to affect 1.7 in 

100,000 persons per year in Western countries [7-9].  

 

Even though clinical symptoms are obscure, 

adult patients visit hospital mostly with complaints such 

as vomiting and recurrent abdominal pain, probably due 

to the chronic partial obstruction. Some may present a 

malabsorption syndrome due to their ability to eat and 

protein loss associated with diarrhea caused by chronic 

volvulus [10]. 

 

Acute volvulus requires emergency surgery; 

imaging must not delay surgery. Ultrasonography and 

computerized tomography scan can help diagnose 

malrotation. Contrast enhanced radiography has been 

shown to be the most accurate method. Typical 

radiological sign is the corkscrew sign, which is caused 

by the dilatation of various duodenal segments at 

different levels and the relocation of duodeno-jejunal 

junction due to jejunum folding. In ultrasonography, the 

superior mesenteric vein (SMV) lies to the left or is 

anterior to the superior mesenteric artery (SMA). 

Doppler USG may show the Whirlpool sign with 

rotation of SMV around SMA which is typical for 

malrotation. Another diagnostic sign of malrotation is 

when the jejunal arteries lie to the right instead of to the 

left in computerized tomography scan [11, 12]. 

 

Surgery is based on the untwisting of the 

volvulus (counterclockwise) after the assessment of 

intestinal viability. The intestine placed in the complete 

common mesentery position: the caecum is situated in 

the right iliac region [13].  

 

The Ladd procedure allows the incomplete 

common mesentery to be treated by repositioning it as a 

complete 90 degree common mesentery. This involves 

positioning the entire small intestine in the right 

hemiabdomen and the entire colon in the left 

hemiabdomen [14]. 

 

CONCLUSION 
The total volvulus of the small intestines on 

incomplete mesentery having an unspecific 

symptomatology, makesit essential to evoke this 

diagnos is early, in order to confirmit, ideally 

preoperatively by a tomodensitometric examination 

with injection. In default, any surgeon must at least 

know how to diagnose on an open abdomen the total 

volvulus of the small bowel on incomplete mesentery, 

it’s complications and know the principles of 

it’streatment, according to the procedure of Ladd. 
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