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to the spine on the left side 3. CT scan can also identify 
these abnormal positions of the small bowel and the 
colon and the opposite positioning of the superior 
mesenteric vein, located on the left side of the artery. It 
may also be helpful in identifying acute obstruction 3,4. 
In the reported case, the diagnosis was confirmed with 
a simple small intestine contrast imaging.

The Ladd procedure, initially described in 1936, is 
the classic surgical treatment for intestinal malrotation1. 
It is described as an association of the mobilization of 
the duodenum and the right colon, section of the Ladd’s 
bands, section of possible adhesions near the superior 
mesenteric vessels and appendectomy. The aim of this 
procedure is to reduce the risk of acute volvulus, by 
locating the small intestine in a non-rotating position 
and widening the base of the mesentery. Appendectomy 
is performed due to possible difficulty in the diagnosis 
of future appendicitis, distant from the classic lower 
right quadrant position.

The Ladd procedure can also be safe if performed 
by laparoscopy. Although most reports describe 
laparotomy as a classic approach, more recent studies 
point out the efficacy and feasibility of laparoscopy 
5,6. Mazziotti et al. described a method to assure the 
possibility of laparoscopic Ladd procedure, on every 
occasion that the length between the duodenojejunal 
junction and the ileocecal valve is less than half the 
transverse diameter of the peritoneal cavity 6.

The Mayo Clinic described a series of 21 adults 
with intestinal malrotation, treated with Ladd procedure. 

Eleven of these patients underwent laparoscopic 
surgery, and were compared with ten patients operated 
by laparotomy. They concluded that laparoscopy is 
as safe, feasible and efficient as the open procedure, 
with all the advantages of this method related to early 
discharge and oral intake 5.

In the present case, laparotomy was performed 
due to lack of experience by our team in managing this 
rare condition.
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ERRATA

In the edition of volume 22 (1): 61 there was an error in the abstract of the article. ABCD apologizes to authors 
and makes the correction.

ABSTRACT – Background – The differential diagnosis of the unconscious patient must always include hyperosmolar 
hyperglycemic non-ketotic hypothesis. Case report – A 22 year-old woman, ABO – O+ with history of fatigability and 
jaundice. Physical examination revealed a markedly jaundice patient. Fulminant hepatic failure was the diagnostic. Liver 
transplant was performed from a brain- dead cadaver donor with success. Arterial hepatic thrombosis was considered one 
week after liver transplant and confirmed with Doppler-US. The hepatic retransplant occurred without problems. After two 
days of liver transplant the serum glucose was 600 mg/dl and unconsciousness. Hyperosmolar coma was controlled and 
treated with succes for 48 h. The patient left the hospital after 30 days of liver transplantation without diabetes. Conclusion 
– Hyperosmolar coma is an rare event after liver transplant. The early recognition and treatment of this disorder should 
result in improvement of evolution. 

HEADINGS – Liver transplantation. Hyperosmolar. Hyperglycemic.


