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Midgut Volvulus as a Complication of Intestinal Malrotation in
Pregnancy
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CASE REPORT
A 38-year-old woman in the 27th week of gestation was admit-
ted for sudden onset of epigastric pain, vomiting, and nausea,
which worsened after food ingestion. The patient described 1
year of self-limited episodes of abdominal pain that improved
with defecation and were associated with a change in fre-
quency and consistency of stools that were interpreted as irri-
table bowel syndrome. On physical examination, she had stable
vital signs, a distended abdomen, and tenderness in both upper
quadrants. Blood tests showed leukocytosis 21.8 x 109/L and C-
reactive protein 10 mg/L. Abdominal x-ray was normal, and ab-
dominal ultrasonography revealed a small amount of anecho-
genic fluid between intestinal loops and in the hepatorenal
recess. Obstetric ultrasonography showed fetal well-being.
Upper endoscopy was inconclusive because of abundant gastric residual fluid. Contrast-enhanced magnetic resonance imag-
ing revealed features of malrotation (the large bowel was predominantly located on the left side and the small bowel predomi-
nantly on the right side) and a whirlpool image in the proximal small bowel (Figure 1). A diagnosis of a small bowel volvulus and
midgut malrotation was made. Due to the risk of miscarriage, the patient refused surgery, and a conservative management with
antibiotics, intravenous fluids, and parenteral nutrition was started. One week later, although the patient presented with normal
vital signs, the abdominal pain and vomiting worsened and there was an increase in C-reactive protein to 102 mg/L. The patient
accepted surgery, which confirmed the midgut malrotation associated with small bowel volvulus, and a Ladd’s procedure was
done (Figure 2). Treitz ligament was absent. No complications were described postoperatively, and she gave birth to a healthy
newborn with no apparent malformations at 38 weeks gestation.

Figure 2. Surgical intervention confirming the clinical and radiological diagnosis.
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Figure 1. Axial T1-weighted abdominal magnetic resonance imaging slices
showing the whirlpool sign or the clockwise rotation of the duodenum
and jejunumaround the axis of the superiormesentery artery and vein.
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Midgut malrotation is a common congenital anomaly, result-
ing from a complete nonrotation or an incomplete counter-
clockwise rotation of the primitive intestinal loop around the
superior mesenteric artery during fetal development. It is
rare for malrotation to present in adulthood, and its presenta-
tion in pregnancy is described only in case reports.1–5 The
standard treatment is a Ladd’s procedure, although there are
reports of successful detorsion by endoscopy (nevertheless,
the risk of recurrence persists).5 Surgery consists in a coun-
terclockwise detorsion of bowel, division of anomalous perito-
neal fibrous bands (Ladd’s bands), broadening of mesenteric
base, appendectomy, and repositioning of small bowel and
caecum to the right and the large bowel to the left of the ab-
dominal cavity.
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