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Abstract  Case Report 
 

Malrotation of the midgut is seen as an abnormality in embryological development of gastrointestinal tract. Intestinal 

malrotation is a rare condition but is considered an important cause of bowel obstruction in adults. During routine 

dissection for teaching undergraduate students, in the department of anatomy PIMS Jalandhar, we encountered a case 

of intestinal malrotation with absence of appendix. In this particular cadaver the whole of small gut was lying in right 

paracolic gutter and large intestine was on the left side of small intestine. This malrotation was accompanied by 

abnormal mesenteric bands. It is important to diagnose such a malrotation because it may cause abdominal symptoms. 

The absence of vermiform appendix is very rare.The knowledge of associated vascular anomalies with malrotation is 

important when abdominal surgery is to be planned. 
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INTRODUCTION 
The embryological development and 

anatomical variations was described by Dott (1923) [1]. 

Various anatomic anomalies ranging from complete 

non-rotation to normal positioning are known as 

intestinal malrotations [2,3]. These intestinal 

malrorations can also be defined as any deviation from 

the normal 270° counterclockwise rotation of the 

midgut during embryologic development [4,5]. 

According to anatomical variations intestinal 

malrorations are given various names such as 

incomplete rotation, mixed rotation, and variants of 

malrotation. 

 

The intermediate forms are known as atypical 

malrotations [6]. From practical perspective, simple 

categorization into nonrotation and incomplete rotation 

is useful [7].  

 

Incomplete rotation refers to the spectrum of 

partial rotational anomalies seen either with the 

duodenum or to the right colon Reversed rotations 

occur rarely [4]. Malrotation is mostly identified in 

older population [5]. Although malrotation is a disease 

in which small intestines located in the right abdominal 

quadrant and the colon and caecum located in the left 

quadrant are generally unrotated owing to the bands and 

adherences. 

 

Malrotation of the gut is a common paediatric 

condition that usually presents in the first month of life. 

Congenital malrotation of the midgut often presents 

within the first month of life [8]. However, presentation 

in adults is rare, and as a diagnostic dilemma quite often 

surprises the surgeon intraoperatively. If this condition 

is not timely recognized, it may result in disastrous 

consequences, such as gangrene of the small gut.   

 

The vermiform appendix is the most 

commonly cited and the most disputed vestigial organ 

in our body. Congenital absence of the vermiform 

appendix is very rare in human beings with a reported 

incidence of 1 in 100,000 cases [9]. 

 

 

Anatomy 
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CASE REPORT 
During routine dissection for teaching 

undergraduates, in the Department of Anatomy, Punjab 

Institute of Medical Sciences, Jalandhar, abdomen of 55 

years old embalmed male cadaver was dissected. When 

the abdominal cavity was opened, it was observed that 

the whole of small intestine was on the right side 

occupying the right paracolic gutter and large intestine 

(ascending colon with caecum and transverse colon) 

was on left side in relation to small intestine. The 

direction of the ileum was from right to left to open on 

the medial side of caecum. The Sigmoid colon was also 

distended 

  

A rare finding of absence of vermiform 

appendix was also found. The teniae are a good 

landmark to follow and to identify the appendix, 

especially the anterior tenia. The retrocecal space and 

ileocecal area were thoroughly explored to confirm the 

absence of appendix. The appendix could not be 

visualized even after mobilization of the ileocecal 

junction. No scar mark was found on the supposed site 

of appendix too. Wall of ascending colon was also 

searched considering that it might be embedded in the 

wall. But it was found absent.  A careful search for 

Meckel's diverticulum was also unproductive. 

 

Along with these variations an anomalous 

mesenteric band extending from caecum to posterior 

abdominal wall   was also seen. 

 

 
 

DISCUSSION 
Intestinal malrotations occur in approximately 

0.2% of all births. More than 40% of intestinal 

malrotations are diagnosed within 1 week after birth 

and 75–85% within 1 year after birth [6]. In adults, it is 

estimated that it occurs between the rates of 0.0001% 

and 0.19% [10]. 

  

Malrotation can lead to volvulus which is a 

dangerous complication. Disarrangement of intestines 

may be associated with peritoneal bands.  Anomalous 

position of appendix and caecum may be due to non-

rotation of intestine [11]. 

 

Surgeons may encounter malrotations which 

can lead to obstruction, in rare cases, in adults. Treating 

the obstruction and placing the intestines as close as 

possible to their normal anatomical position may be a 

suitable surgical approach in such cases [12].   

 

Appendix is fully developed in 10 weeks of 

gestational age and is attached to the distal end of the 

caecal pouch. The lateral wall of caecum grows much 
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more rapidly than medial wall. So the point of 

attachment of the appendix comes to lie on the medial 

side [13].The substantial morphological variations can 

occur in caecoappendiceal outgrowth [14]. Agenesis of 

appendix is a rare anatomic finding. The first case of 

Appendix agenesis was reported by Morgagni in 

1719[15]. 1 case in 104,066 appendectomies or an 

incidence of 0.0009%.was observed by collins[16]. 

 

The agenesis of the appendix cannot be 

concluded without exploring the ileocecal areaand 

retrocaecal space. Absence of appendix is reported 

mostly in adult patients or adult cadavers but rarely in 

children [17]. It is a dilemma for the surgeons  to detect 

such a  rare finding during  appendicectomy [12]. 
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