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ABSTRACT

Malrotation is a congenital anomaly that mainly manifests in newborns, it usually presents with bowel obstruction secondary
to LADD’s band and rarely presents with chronic abdominal discomfort. We present a case of an 11 year old girl who was
diagnosed after exploratory laparotomy with midgut malrotation accompanying intrinsic duodenal stenosis.
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INTRODUCTION

Rotational anomalies are one of the most frequent of embryonic
malformations related to the digestive tract. The incidence of
malrotation is ~1:500 births and the symptomatic incidence is
1:6000 [1,2]. Intestinal malrotation refers to incomplete midgut
rotation and fixation in early fetal life and can consist of complete
absence of rotation, incomplete rotation-less than 270-or inverse
rotation. In most cases malrotation can present with other
congenital anomalies and it is typically diagnosed during the first
year. We report a rare case of malrotation with LADD’s band
presenting in an 11 year old girl accompanying intrinsic duodenal
stenosis and annual stenosis.

CASE STUDY

An 1l-year-old-girl presented to the hospital with  the  chief
complaints of abdominal pain, epigastric fullness, bilious
vomiting, severe constipation and prolonged fatigue for 15 days.
The abdominal pain was epigastric continuous discomfort with
repeated colicky attacks and tends to ease after vomiting. Oral
feeding cause bilious vomiting 10 to 15 times a day leading to
anorexia. She was born through normal full term vaginal delivery
with no complications except chronic constipation since birth
diagnosed as anal stenosis and treated surgically causing normal
defecating. She was diagnosed with pancreatitis two years ago
and afterwards, she didn’t suffer any symptoms, normal appetite
with preference small quantities of food specially yoghurt, normal
motor skill development without gaining any weight. On physical
examination, the patient was conscious; her vital signs were pulse

90, blood pressure 100/60, temperature 1010 F, and respirations
16. There were severe cachexia, fatigue, paleness, dehydration,
generalized muscle atrophy, chest malformation, webbed neck,
thoracic kyphosis, and scaphoid soft abdomen. On Per abdomen
examination there was Mild tenderness around the umbilicus. The
intestinal sounds were Low but hearable. Her rectal examination
was normal. There was evidence of free fluid in the peritoneal
cavity.

RESULTS AND DISCUSSION

Malrotation is a congenital anomaly referring to either lack of or
incomplete rotation of the fetal intestines around the axis of the
superior mesenteric artery during fetal development. It is typically
diagnosed in the first few months of life, and 90% of cases are
diagnosed during the first year [3-5].

Our patient is diagnosed lately in age of 11 years. Although
malrotation presents usually with bowel obstruction secondary to
Ladd’s band or volvulus, many may live without any complaint,
and the anomaly is discovered only at autopsy and some may
present with chronic and unexplained abdominal discomfort,
and even fewer may report acute episodes of agonizing abdominal
pain, in our case the patient had chronic epigastric pain after
each meal, bilious vomiting, lack of appetite with weight loss
and tendency to certain food like yoghurt. Plain X-ray is often
the lrst step in the imaging evaluation of pediatric patients
with suspected malrotation, the classic “double bubble” sign of
duodenal obstruction (dilated stomach and duodenum) was seen
with lack of bowel gas distal to the duodenum (Figure 1) [6].
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This findings are concerning enough to prompt the surgeon to
consider operative exploration. Abdominal MRI was performed
2 months previously during a visit to another center was again
reviewed, severe gastric distention with no evidence of small
or large bowel dilation, duodenal wrap or narrowing of aortic-
mesenteric window (Figure 2). After stabilizing the fluid and
electrolyte imbalance, the surgery was performed. Exploratory
laparotomy showed extended stomach and first two parts of
the duodenum, free cecum in the upper part of the abdomen,
malrotation with Ladd’s band extending from the colon to the
liver pressing the second part of the duodenum. The bands were
cut freeing the duodenum. Interior duodenal stenosis also was
found so Duodenoduodenostomy (diamond) was performed with
Ladd’s procedure after Gastro-jejunostomy (Omega) was made.
From 30 to 60% of patients with malrotation or malfixation
can have other associated congenital anomalies, either inside or
outside the abdominal cavity [7]. Our patient was also diagnosed
with duodenal stenosis and anal stenosis. Anal stenosis caused
her constipation early in life and was fixed with surgery. We
are not sure whether the duodenal stenosis or the malrotation
with Ladd’s band or both of them were the main cause of the
symptoms. A study suggests that the diagnosis of duodenal
stenosis may be delayed because these infants are able to tolerate
small feedings due to the incomplete nature of obstruction [8].
Postoperatively, the girl recovered well, and liquid oral feeds
were started 6 days after surgery. The child was discharged 20
days after surgery and is thriving well at a follow-up of 4 months.
In our case, we report a rare association between intrinsic and
extrinsic stenosis of the duodenum in an 11l-year-old girl due to
the contemporary presence of Ladd’s band and incomplete web.
Patients who have malrotation without symptoms or with chronic
symptoms are in danger of developing intestinal obstruction,
with or without intestinal ischemia at any moment. A previous
review of nine cases of intestinal malrotation reported eight cases
had symptoms of intermittent abdominal pain for long duration,
with or without vomiting before the production of a volvulus,
obstruction, or other serious complication.

Figure 1: Xray abdomen erect showing hugely dilated stomach
containing the NGT, two large airfluid levels with gas present in
distal bowel suggestive of partial obstruction at the duodeno-ejunal

junction, and numerous vertebral malformations.

J Surg Anesth, Vol.5 Iss.6 No:1000160

OPEN aACCESS Freely available online

Figure 2: Abdomen MRI showing expanding of the stomach and the
first two parts of the duodenum.

CONCLUSION

We report this case due to its rarity and varied delayed mode
of presentation in order to propose making duodenal stenosis
and malrotation an important differential diagnosis in the mind
of surgeons tackling intestinal obstruction-like symptoms in
middle aged children. Negligent diagnosis of such cases leads to
undesirable consequences.
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