MIDGUT NON-ROTATION ANOMALY IN AN ADULT
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SUMMARY : The most common abnormality of midgut rotation and fixation is nonrotation of the mid-
gut. This most commonly presents in the neonatal. However, this condition present outside the neonatal pe-
riod as chronic abdonimal pain in the adults. Such a case is reported in this paper.
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INTRODUCTION

Between the 4th and 11th wecks of intrauterine
life, the midgut undergoes a complex process of
herniation out of the abdominal cavity, rotation, re-
turn to the abdominal cavity, and fixation (3). Dis-
turbances of this process can result in a number of
anatomic abnormalitics, the most common of
which is nonrotation (2). By estimate, nonrotation
of the midgut occurs in 0.2 % to 0.5 % of thc adult
population, and is clinically significant in only a
minority of cases (4). It can also be the cause of sig-
nificant abdominal pain in adults. The pain is recur-
rent and often associated with a feeling of distenti-
on. Each diagnostic or therapcutic delay increascs
the risk of strangulation and may cnd as an abdomi-
nal disaster. We describe such a case which was re-
cently managed at our institution.

CASE REPORT

A 26-ycar-old woman presented to the emer-
gency department with a 7 days history of intense
right-sided abdominal pain that radiated to the who-
le abdomen, distantion, emesis, and intcrmittant

vomiting. She had no change of bowcel habit. She
had had scveral similar cpisodes in the past not re-
quiring hospitalization for obscrvation. Her history
was remarkable for the absence of prior surgical
procedures or medical problems. Physical cxami-
nation revealed moderate right-sided abdominal
tenderness without peritoncal (indings. The patient
was afcbrile. Laboratory and plain radiographs we-
re unremarkable. Her pain resolved over approxi-
mately 3 days. An upper gastrointestinal scrics and
barium enema were obtained, revealing a midgut
nonrotation (Fig 1, 2).

A laparotomy was performed on the paticnt
through a right-side paramedian incision. Operati-
ve findings were : nonrotation of the midgut and ca-
ccum, transvers colon, and sigmoid were found en-
cased altogether by peritoncal bands. These were
released and the appendix was removed but the cca-
cum was not fixed. During one month of follow-up,
she has had the same complaints.

DISCUSSION

By the Sth weck of gestation, the alimentary
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Fig - 1 : Small bowel follow-through showing the small bowel

lying entirely on the right side of the abdomen.

Fig - 2 : Barium enema revealing nonrotation. All of the colon
is on the left side of the abdomen.

tract has divided into three main constituents bascd
on blood supply. These are the foregut, midgut, and
hindgut. The midgut forms a loop in the sagittal pla-
ne which has hemiated into the umblical cord (3).
Rotation of the midgut occurs from the 5 th to the
10th week of intrauterine life and the normal adult
position (6, 12). This rotation has been divided ro-
ughly into three stages and at the end of these sta-
ges, caecum and right colon normally become fixed
to the posterior abdominal wall, and the transverse
colon lies over the mesenteric artery. When the
midgut's rotation and fixation are complete, the du-
odenum and right colon are fixed to the posterior
abdominal wall, and the mesentery of the small bo-
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wel develops along an oblique line connecting the-
se two fixed points. This arrangement does not al-
low volvulus of the midgut. Arrest of rotation can
occur in any of the stages. The resulting anomalics
are named for the stage in which arrest occurred.
The most commonly faced abnormality of the mid-
gut is midgut nonrotation.

The classical findings in nonrotation are 1) all
the small bowel is placed on the right 2) all the large
bowel is on the left 3) the duodenum descends stra-
ight down to the right of the superior mesenteric ar-
tery and the ligament of Treitz is deficient, and 4)
the terminal ilcum crosses the midline to enter the
cecum from the right side instead of the left (11).
This results in a midgut loop with a narrow base
which is freely mobil about its long axis. The nar-
row base consists of duodenum, right colon, and su-
perior mesenteric vessels. The clinic consequences
of this arrangement arc midgut volvulus and/or du-
odenal obstruction.

In the neonate, midgut nonrotation is often asso-
ciated with other anomalics (5). In the older child
and adult this usually is not the case. The clinical
presentation is caused either by extrinsic obstructi-
on of the duodenum by abnormal peritoneal bands,
or by volvulus of the midgut. The presenting
symptoms in adults are usually chronic abdominal
pain, failure to thrive, chronic intermittent emesis,
and constipation. The history usually mimics recur-
rent or partial obstruction. Typically the pain will
be severe, last for a specified period of time, and
then resolve spontancously (9). Physical examina-
tion often will show only gencralized abdominal
tenderness and mild abdominal distension even du-
ring the acute stage. Most of these paticnts are mis-
diagnosed for a long time and many are considered
to have psychiatric problems or malingering (7).
These patients often present with acute complaints
nceding emergent evaluation.

Diagnosis is by intraoperative findings in the
acute situation. In the chronie or semiacute situati-
ons, the diagnosis can be reliably established by up-
per gastrointestinal scrics complimented by barium
enema (1).

The appropriate surgical procedure is that desc-
ribed by Ladd (8). The bands are relcased, allowing
the base of the mesenteric loop to broaden. The ap-
pendix is removed. There is controversy regarding
the need for pexing the right colon and duodenum in
order to ensure that midgut loop has a broader and



fixed base to prevent subsequent volvulus (10). The
alternative is to place the caccum in the left upper

quadrant and rcly on postoperative adhesions to
prevent subsequent volvulus,
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