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Intestinal Malrotation in Adults-A Case Report
Han-Wen Chang, Cheng-Hsin Chu, Tzu-Chi Hsu*,
Shee-Chan Lin, Chin-Roa Gao, and Sun-Yen Chou

Division of Gastroenterology, Department of Internal Medicine,
*Division of Colon and Rectal Surgery, Department of Surgery,

Mackay Memorial Hospital, Taipei, Taiwan.

Abstract

Most congenital anomalies of intestinal rotation occur in infancy and neonatal
period. If no complications are observed in these periods, malrotation usually remains



silent and is discovered incidentally.A 59-year-old male was admitted due to persisted
abdominal pain with distension for 2 days. On admission, plain film of abdomen
revealed intestinal obstruction. Abnormal position of duodenojejunal junction and
undescended cecum were found by swallowed gastrointestinal barium studies. He
received laparotomy later because of persistent intestinal obstruction with
conservative treatment. Lysis of adhesion bands and elective appendectomy were
performed. Post-operative course was smooth. He was well during the follow-up
period. By clinical experience, the upper gastrointestinal barium study is a sensitive
diagnostic tool for intestinal malrotation. The position of duodenojejunal junction and
cecum are the critical landmarks in diagnosis of bowel malrotation. Surgery is
indicated in symptomatic and complicated cases.
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