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Incomplete Common Mesentery in Adults

Summary

Introduction: Anomalies of intestinal rotation are widespread congenital anomalies in the general population, with clinical 
manifestations frequently found in pediatric age. One of the most common forms is the 180◦ incomplete common mesentery, 
whose most dreaded complication is volvulus. 

Case Presentation: We report the case of a 60-year-old patient operated on for squamous cell carcinoma of the uterine cervix, 
who presented with an occlusive syndrome consisting of cessation of matter and gas with vomiting.
An abdomino-pelvic CT scan showed a 61.5 mm maximum-diameter bowel distension, with local hydroaeric levels, upstream 
of a transitional zone in the right iliac fossa, and a collapsed colonic frame, with diffuse peritoneal nodules heterogeneously 
enhanced after contrast injection.

The patient underwent a laparotomy, the exploration of which confirmed the presence of a 6-cm bowel distension with a 
magma of coves located at 1. 5 m from the duodeno-jejunal angle, trapped by nodules of carcinosis, with a SugarBaker Index 
of 13, with the presence of an incomplete common mesentery with the small intestines to the right of the rachis and the cecum 
subhepatically with the presence of Ladd's flange, the rest of the colon to the left.

Clinical Discussion: Incomplete common mesentery results from a rotation anomaly of the digestive tract, the prevalence of 
which is estimated at between 0.5% and 1% of the world population based on autopsy series .
During embryological development, the primitive intestine undergoes 3 rotations of 90° each.
When intestinal rotation stops at 180°, the position known as incomplete common mesentery is reached, resulting in the cecum 
rising upwards and to the right in a sub-hepatic position, with the duodenojejunal angle to the right of the rachis. The first 
jejunal loop and the last ileal loop are therefore located next to each other.

The position of the cecum forms an abutment between the cecum and the right upper parietal peritoneum known as Ladd's 
Bride.this position is at high risk of volvulus given the proximity of the first and last loop of the cecum.
Clinically, uncomplicated incomplete common mesentery is often asymptomatic or manifested by nonspecific abdominal 
symptoms such as chronic pain and diarrhoea, and can be diagnosed in a wide variety of circumstances, usually incidentally 
on radiological examination, or rarely during surgery.

When an incomplete common mesentery is discovered incidentally on radiology or intraoperatively, there is no consensus in 
the literature on whether to perform a prophylactic or elective Ladd procedure. 
Laparoscopy is contraindicated in cases of volvulus on incomplete common mesentery.
It is estimated that the prevalence of these congenital malformations in adulthood is in the order of 0.2% to 0.5%, at which age 
they very often remain asymptomatic and therefore undiagnosed.

Conclusion: Abdomino-pelvic computed tomography with contrast injection is the gold standard for the positive diagnosis 
of incomplete common mesentery in adults. However, radiological examination should not delay therapeutic management. 
The prognosis is that of an occlusive syndrome, and is highly dependent on the time required for treatment and the patient's 
condition.
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Introduction
Anomalies of intestinal rotation are widespread congenital 
anomalies in the general population, with clinical manifesta-
tions frequently found in pediatric age. One of the most com-
mon forms is the 180◦ incomplete common mesentery, whose 
most dreaded complication is volvulus. We report here on the 
discovery of a malrotation of the incomplete common mesen-
tery type in a patient admitted for occlusion on peritoneal car-
cinosis.

Observation
We report the case of a 60-year-old patient operated on for 
squamous cell carcinoma of the uterine cervix, who presented 
with an occlusive syndrome consisting of cessation of matter 
and gas with vomiting. 

On clinical examination, the patient presented with hypoten-
sion at 080/040 mmHg with tachycardia at 120 bpm, the ab-
domen was tympanically distended, with palpation of a sub-
cutaneous nodule at the umbilicus. Rectal examination was 
unremarkable, finding an empty rectal ampulla with no pal-
pable mass and the vaginal examination was marked by the 
presence of a free section. 

Hemoglobin was 13.3 g/dl, white blood cells 8340/mm 3, na-
tremia 140 mEq/L and kalemia 5.2 mEq/L. Renal function was 
preserved, with urea 0.46 g/L and creatinemia 8.9 mg/L.

An abdomino-pelvic CT scan showed a 61.5 mm maximum-di-
ameter bowel distension, with local hydroaeric levels, upstream 
of a transitional zone in the right iliac fossa, and a collapsed 
colonic frame, with diffuse peritoneal nodules heterogeneously 
enhanced after contrast injection (Figure 1).  

The patient underwent a laparotomy, the exploration of which 
confirmed the presence of a 6-cm bowel distension with a 
magma of coves located at 1. 5 m from the duodeno-jejunal 
angle, trapped by nodules of carcinosis, with a SugarBaker In-
dex of 13, with the presence of an incomplete common mesen-
tery with the small intestines to the right of the rachis (Figure 
2) and the cecum subhepatically with the presence of Ladd's 
flange, the rest of the colon to the left (Figure 3).

Figure 1: An abdomino-pelvic CT scan showed a 61.5 mm 
maximum-diameter bowel distension, with local hydroaeric 

levels, upstream of a transitional zone in the right iliac fossa, 
and a collapsed colonic frame.

Figure 2: Intraoperative image: shows treitz angle before the 
detachment on the right of the spinal line.

Figure 3: Intraoperative image: the abnormal layout with 
small intestine on the right and the entire colon on the left 

with cecum on the lower left.
Surgery consisted of segmental resection of the magma of 
coves trapped by carcinosis, double gun barrel ileostomy with 
prophylactic LADD procedure: cecum release, release of Tre-
itz angle, principal appendectomy. and positioning of the coves 
in complete common mesentery position at 90°. 
The post-operative course was straightforward and uncompli-
cated, with a functional ileostomy at 2 days post-operatively. 
The patient was subsequently referred for chemotherapy.
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Discussion 
Incomplete common mesentery results from a rotation anom-
aly of the digestive tract, the prevalence of which is estimated 
at between 0.5% and 1% of the world population based on au-
topsy series [1].

During embryological development, the primitive intestine un-
dergoes 3 rotations of 90° each [2]. When intestinal rotation 
stops at 180°, the position known as incomplete common mes-
entery is reached, resulting in the cecum rising upwards and 
to the right in a sub-hepatic position, with the duodenojejunal 
angle to the right of the rachis. The first jejunal loop and the 
last ileal loop are therefore located next to each other.

The position of the cecum forms an abutment between the ce-
cum and the right upper parietal peritoneum known as Ladd's 
Bride.this position is at high risk of volvulus given the proxim-
ity of the first and last loop of the cecum.

Clinically, uncomplicated incomplete common mesentery is 
often asymptomatic or manifested by nonspecific abdominal 
symptoms such as chronic pain and diarrhoea, and can be diag-
nosed in a wide variety of circumstances, usually incidentally 
on radiological examination, or rarely during surgery, as in our 
case [3].

In these asymptomatic patients, the diagnosis may be revealed 
during attacks of ectopic appendicitis [12] or by chance during 
radiological examination. Complications of intestinal rotation 
anomalies can be acute or chronic in adults. Acute complica-
tions include duodenal flange occlusion and total volvulus of 
the small bowel, which remains exceptional in adults, but has 
a dreadful prognosis. Chronic complications arise from incom-
plete duodenal stenosis or chronic small bowel volvulus with 
mesenteric arterial insufficiency. The diagnosis of total small 
bowel volvulus can be made in a wide variety of circumstanc-
es: in an emergency, in the face of acute intestinal obstruction, 
or even a state of shock [13] that can lead to death.

The gold standard for diagnosing an incomplete, uncomplicat-
ed common mesentery is an abdominal CT scan, which shows 
Treitz's angle, the whole of the small intestine to the right of 
the spine, the cecum in a subhepatic position and malposition 
of the mesenteric vessels, with the superior mesenteric vein 
directly behind the superior mesenteric artery. Abdominal MRI 
provides the same results as CT. Abdominal Doppler ultra-
sound is of little interest, but in certain cases it can visualize 
malposition of the mesenteric vessels [3]. 

Ladd's procedure is the reference treatment for volvulus on in-
complete common mesentery, and consists in detorsion of the 
small intestine, release of the cecum, appendectomy in prin-
ciple and placement in complete common mesentery at 90° [2]. 
Appendectomy in principle is performed because of the risk 
of diagnostic delay when placing the patient back in complete 
common mesentery at 90°, as the appendix will be in the left 
iliac fossa in this situation [4].

Pexy is of no interest, as it does not prevent the intestine from 
returning to the malrotation position, and may even lead to 
complications such as internal flanges and hernias [2].

When an incomplete common mesentery is discovered inci-
dentally on radiology or intraoperatively, there is no consensus 

in the literature on whether to perform a prophylactic or elec-
tive Ladd procedure [5]. Some authors believe that all malrota-
tions should be operated on [6]. The elective Ladd procedure 
in adults presents few post-operative complications, the most 
dreaded of which is occlusion due to post-operative flange for-
mation [3,7]. Laparoscopy presents fewer complications than 
laparotomy, with less risk of post-operative flange formation, 
and remains a less invasive approach [8].

Laparoscopy is contraindicated in cases of volvulus on incom-
plete common mesentery [2]. In our case, there were no post-
operative complications.

It is estimated that the prevalence of these congenital malfor-
mations in adulthood is in the order of 0.2% to 0.5% [10,11], at 
which age they very often remain asymptomatic and therefore 
undiagnosed.

Conclusion
Abdomino-pelvic computed tomography with contrast injec-
tion is the gold standard for the positive diagnosis of incom-
plete common mesentery in adults. However, radiological 
examination should not delay therapeutic management. The 
prognosis is that of an occlusive syndrome, and is highly de-
pendent on the time required for treatment and the patient's 
condition.
A fearsome and exceptional complication in adulthood. The 
high mortality rate due to delayed diagnosis means that every 
practitioner must be aware of these rotational anomalies and 
the complications they can cause. Since clinical symptoms are 
non-specific, there should be no delay in performing radiologi-
cal examinations. The prognosis for total volvulus of the small 
intestine is determined by the occlusive syndrome and the mi-
crobial proliferation it causes, and is highly dependent on the 
time taken to treat the condition, as well as on the terrain.
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