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CASE REPORT

Introduction:
Caecal volvulus is axial twisting that occurs in-
volving the cecum, terminal ileum, and ascend-
ing colon. Rarely, it may take the form of upward 
and anterior folding of the ascending colon 
(“caecal bascule”)1. Caecal bascule is an uncom-
mon type of caecal volvulous, It occur in a large 
and mobile cecum that folds up  over itself re-
sulting in closed obstruction to the caecal pole 
and appendix.2 caecal bascule is a rare condition 
with incidence of about 10 % of cases of Caecal 
volvulus. In practice, diff erentiation between the 
two types is not clinically important, because 
the clinical presentation and treatment is same. 
However the radiographic appearances are dif-
ferent which should be known to help in diag-
nosis.3 Caecal volvulus is a life-threatening sur-
gical emergency  results in partial or com¬plete 
bowel obstruction and subsequent vascular im-
pairment to the bowel.4,5 We report a case of cae-
cal volvulus seen in 42 years presented with ab-
dominal pain, distension, absolute constipation 
and vomiting, she had previous myomectomy 
20years ago via lower midline incision, and his-

tory of hypothyroidism on thyroxine 100mcg 
daily, she was successfully treated with right 
hemicolectomy and primary anastmosis.

Review of literature says Caecal volvulus occurs 
mostly in those with developmental predisposi-
tion who are exposed to environmental risk fac-
tors.

 Case report:
42 years old female presented to the Emergency 
Department with a three days history of severe 
colicky abdominal pain worst in the right upper 
abdomen, with marked abdominal distension, 
repeated vomiting and absolute constipation; 
abdominal distension and absolute constipa-
tion in the last 24 hours. She had myomectomy 
via lower midline incision about 20 years, her 
past medical history was remarkable for hypo-
thyroidism on thyroxine 100mcg daily. Physical 
examination revealed soft  abdomen, diff use ab-
dominal distension, mild tenderness more in the 
right hypochondrium, no rebound tenderness 
or guarding, decreased bowel sound. Healed 
lower midline scar. Digital rectal examination 
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was unremarkable. Lboratory tests showed only 
marked leucocytosis (20.000 per cubic mm) 
with normal biochemical analysis. Plain x-ray of 
the abdomen revealed dilated large bowel loop 
noted in the right hypochondrium with two air 
fl uid level.

CT abdomen revealed grossly dilated cecum 
and ascending colon, no evidence of large bowel 
wall ischaemia noted. No evidence of pneumo-
peritoneum. Proximal small bowel loops are 
normal in calibre. Gasrographin enema revealed 
normal colonic anatomy distal to the hepatic 
fl exure with bird peak appearance.

Diagnosis of Caecal Volvulus  was made and pa-
tient was taken up for exploratory laparotomy, 
An emergent laparotomy disclosed the axial 
twisting of the cecum, involving the terminal ile-
um and the ascending colon. Early signs of stran-
gulation necrosis were noted at the volvulus and 
surrounding area. A right hemicolectomy and 
distal ileal resection were performed, followed 
by an ileocolic anastomosis. Th e specimen was 
sent for histopathology. Th e patient made an un-
eventful recovery and was discharged home on 
sixth post-operative day.

Discussion:
Twisting of a loop of bowel and its mesentery on 
a fi xed point at the base is known as volvulus and 
it may arise in the sigmoid colon, cecum, splenic 
fl exure, and transverse colon, in descending or-
der of frequency.6

Th e underlying etiology and predisposing fac-
tors for caecal volvulus include conditions such 
as chronic constipation, abdominal masses, 
pregnancy, prior abdominal surgery, prolonged 
immobility, constipation and colonoscopy.7,8,9 
According to the clinical series, previous ab-

dominal surgery was identifi ed as an important 
contributing factor for caecal volvulus.8 How-
ever, lack of fi xation of the right colon, cecum, 
terminal ileum and mesentery to the posterior 
parietal peritoneum causing a mobile cecum is 
primarily required for this twisting to occur.6,9 
We thought that the possible etiology was adhe-
sions due to the previous laparotomy, and for the  
hypothyroidism may be the triggering factor for 
the development of caecal volvulus. Although 
the evolution of megacolon and pseudovolvu-
lus caused by hypothyroidism to true volvulus 
is not known to occur, the edematous focus in 
the bowel may serve as a pivot point upon which 
the colon may twist.10 Th e clinical symptoms of 
caecal volvulus are similar to those of blockage 
of the small intestine. Patients exhibit symptoms 
consistent with bowel obstruction, including 
abdominal pain, distension, constipation, obsti-
pation, nausea, and vomiting6 may progress to 
strangulation and perforation Severe abdominal 
pain, peritonitis, hemodynamic instability or 
recurrent intermitt ent symptoms may occur in 
up to 50% before onset of acute volvulus with 
recurring right lower quadrant abdominal pain 
and distension.11

In caecal volvulus, the radiological fi ndings that 
can be detected on plain radiographs are caecal 
dilatation, airfl uid levels, small bowel dilatation, 
absence of gas in distal colon, and dilated small 
bowel loops localized lateral to a dilated ce¬cum 
8. Abdominal x-rays may be diagnostic, however 
if further imaging is felt necessary then com-
puted tomography (CT) or watersoluble con-
trast enema should be diagnostic. Th e ‘‘coff ee 
bean’’, ‘‘bird beak’’, and ‘‘whirl’’ signs are three of 
the common CT fi ndings associated with acute 
caecal volvulus. Th e CT scan fi nding of a whirl 
sign is highly suggestive of volvulus. Th is sign is 
caused by soft  tissue density bowel loops whirl-

Figure 1: (a); (b);  (c); (d); (e)
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ing around a point of torsion with low-att enu-
ating mesentery and enhancing blood vessels 
radiating from the bowel. 12 Surgical treatment 
of caecal volvulus consists of untwisting the 
bowel, decompressing the distended segments, 
removing the devitalized tissue and preventing 
recurrence. When the cecum is viable then cae-
costomy, caecopexy or resection is acceptable 
depending on the condition of the patient. Th e 
preferred treatment for a gangrenous colon is 
resection, usually a right hemi-colectomy. Th e 
decision to perform a primary anastomosis or 
ileostomy depends on the patient’s condition 
and the situation of the colon at the time of 
surgery.6,7,13 Flexible colonoscopy is commonly 
used for the diagnosis and the treatment of sig-
moid volvulus, but the utility of endoscopy in 
acute caecal volvulus is limited, because of tech-
nical problems and higher rates of recurrence.1

 As the mortality and the morbidity aft er resec-
tional surgery for acute caecal volvulus, wheth-
er gangrenous or non-gangrenous, have been 
markedly improved and almost no recurrence is 
observed, an ileo-colectomy with primary anas-
tomosis should be the preferred surgical option 
rather than caecopexy or a caecostomy.

Conclusion:
Caecal volvulus occurs mostly in those with de-

velopmental predisposition who are exposed to 
environmental risk factors. Diagnosis is most 
commonly by x-ray and CT fi ndings .Treatment 
options include fi xation and resection proce-
dures. Colonoscopy is not recommended .Lapa-
roscopic fi xation may be an eff ective option. 
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