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Abstract 

Cecal volvulus is an emergency surgical condition that is infrequently encountered in the pediatric age group. We 

describe an 11-year-old girl who presented with epigastric pain, dizziness, and bilious vomiting. A plain radiograph 

of the abdomen and barium enema examination revealed findings consistent with cecal volvulus. Transverse colon 

volvulus colopexy with appendectomy was performed on the patient and consisted of twisting of the volvulus with 

fixation of the mobile colon to the abdominal wall. Cecostomy with appendectomy were also performed. Given that 

patients with cecal volvulus may present with nonspecific symptoms, clinicians should be aware that radiographic 

studies play a major role in establishing the diagnosis, and these may help in preventing diagnostic and treatment 

delays.  
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INTRODUCTION: 

Colonic volvulus is a rare surgical emergency that 

accounts for 1–3% of bowel obstructions [1]. 

Although rare in the pediatric age group, colonic 

volvulus is reportedly more frequent in children with 

psychomotor retardation and/or chronic constipation 

[2,3]. Physicians face challenges in diagnosing the 

condition, as patients typically present with non-

specific symptoms such as intermittent abdominal 

pain or symptoms associated with intestinal 

strangulation and sepsis [4]. This results in diagnostic 

delays, and therefore, radiographic studies are central 

for the early pre-operative diagnosis in pediatric cases 

[5]. 

 

The standard of care is laparotomy with surgical 

removal of the cecum along with the terminal 

ileum.[1] Some investigators have reported a success 

rate of approximately 30% with interventions such as 

colonoscopic detorsion and decompression [7,8]; 

however, these results were reported in adult patients, 

who also experienced high recurrence rates after the 

procedure. It is thus possible that a single 

colonoscopic decompression can be offered to stable 

adult patients [9] as a bridge to surgery [10]. 

Unfortunately, only a few isolated reports have 

described the management of cecal volvulus in 

children [2,11]. 

 

We report the case of an 11-year-old girl who 

presented with unspecific abdominal pain, and a 

barium enema revealed the rare diagnosis of cecal 

volvulus, which was confirmed on laparotomy.  

 

CASE PRESENTATION: 

An 11-year-old girl presented to the emergency room 

with complaints of epigastric pain of eight-day 

duration, dizziness, and bilious vomiting of three-day 

duration. Her medical history was remarkable for 

chronic constipation since birth, with chronic usage 

of laxative. After examination, a provisional 

diagnosis was made for adhesive intestinal 

obstruction.  

 

The initial plain radiograph of the abdomen 

demonstrated severe dilatation of the ascending and 

transverse colon (Figure 1).  

 
Figure 1. Plain abdominal radiograph showing 

severe dilatation of the ascending and transverse 

colon. 

A barium enema examination revealed a 

non-dilated distal colonic segment till mid transverse 

colon with tapering of the contrast colon (Figure 2 

and 3), which was highly suggestive of cecal 

volvulus. An ultrasound examination of the abdomen 

was unremarkable.  

 
Figure 2. Plain film showing marked distension of 

the large bowel with its long axis extending from the 

right lower quadrant to the epigastrium. 
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Figure 3. Contrast enema image showing non-dilated 

distal colonic segment till mid transverse colon with 

tapering of the contrast colon (arrowhead). 

 

Her white blood cell count and hemoglobin level 

were within normal ranges. Urinalysis, amylase, and 

liver function tests were normal, and urine culture did 

not show bacterial growth.    

 

Transverse colon volvulus colopexy with 

appendectomy were offered, and these confirmed the 

radiologic findings. Cecostomy with appendectomy 

were also performed. The patient was started on 

intravenous omeprazole, and her post-operative was 

uneventful. 

    

DISCUSSION: 

The cecum is rarely involved in cases of pediatric 

intestinal obstruction due to volvulus. Cecal volvulus 

is so rare in children that its true incidence is 

unknown, and only a few isolated cases have been 

reported recently [2,11,12]. Several factors have been 

associated with volvulus, including previous 

abdominal surgery, constipation, neurological 

disorders, abdominal or pelvic tumors, and congenital 

anomalies [3,13]. The patient in our case had a long-

standing history of constipation and presented with 

epigastric pain, dizziness, and vomiting. The clinical 

presentation of cecal volvulus is non-specific, and 

patients will present with the features of bowel 

obstruction [12,13]. Although rare, clinicians should 

consider cecal volvulus as part of the differential in 

children presenting with sudden-onset abdominal 

symptoms and those with potential risk factors 

[3,12,13].  

 

Previous reports state that a mobile cecum is required 

for the ascending colon to twist around a fixed based 

[12–14], as it was in our case. The rotation of a 

mobile portion of the colon occurs around the 

ileocolic artery, resulting in impaired blood flow and 

subsequently lead to complications such as ischemia, 

gangrene, perforation, and death [2,13]. Given that 

patients present with non-specific symptoms, plain 

radiographs of the abdomen can point toward the 

diagnosis, which can be subsequently confirmed with 

a contrast enema [12–14]. Although barium contrast 

enema is the most sensitive diagnostic modality in 

patients with colonic volvulus [2], it is seldom 

performed in cases with cecal volvulus plain because 

clinicians rarely suspect the diagnosis.  

 

A plain radiograph of the abdomen is fast and 

affordable and is associated with low radiation 

exposure. Typical abdominal radiographic findings 

consist of a dilated cecum in an ectopic position in 

the abdomen, an air-distended bowel with haustral 

markings in the left upper quadrant, and an ileocecal 

twist [13,14]. Other characteristic signs that have 

been observed on the plain abdominal radiographs of 

patients with cecal, sigmoid, or transverse colon 

volvulus include the coffee bean appearance and a 

dilated cecal apex [14]. While the coffee bean sign is 

a specific diagnostic feature, it is present in only 

about 30% of patients with colonic volvulus [15]. 

Preintervention contrast enema examination 

demonstrates a characteristic “bird’s beak" 

appearance that indicates the point of maximal 

torsion due to twisting of the colon [5,12,14]. The 

tapering obstruction of the right colon usually points 

toward the dilated and malpositioned cecum, as 

described by other investigators [5,14]. The barium 

enema findings in our case were, therefore, typical.  

 

Our patient underwent transverse colon volvulus 

colopexy with appendectomy. Surgical intervention is 

generally recommended to correct intestinal 

obstruction in patients with cecal volvulus. Surgical 

options may vary and include manual detorsion, 

cecopexy, cecostomy, or colectomy by open or 

laparoscopic approaches [1,6–9]; however, no single 

strategy has been widely accepted for the resolution 

of colonic volvulus in children. Additionally, there 

are no prospective studies to guide management in 

these cases, and the general agreement is to perform a 

resection of the nonviable portion of the intestine in 

the presence of gangrenous changes and perforations. 

While endoscopic reduction is noninvasive and may 

be preferable in children [2,11,12], it has been 

associated with a high recurrence rate [13]. Surgical 

intervention was offered to our patient because 

evidence shows a greater advantage of surgery over 

colonoscopy [16]. According to a previous report, 

colonoscopy has a success rate of less than 5% with 

the added risk of bowel perforation. Consequently, 
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the practice guidelines have been constitutionally 

established in favor of open surgery as first line of 

management of cecal volvulus. 

 

CONCLUSION: 

Cecal volvulus is an unusual finding in children. Its 

clinical presentation is highly variable, and this may 

contribute to a low clinical suspicion. An abdominal 

radiograph is recommended in children presenting 

with unspecific gastrointestinal symptoms, such as 

abdominal pain, constipation, or vomiting, and signs 

suggestive of intestinal obstruction. Clinicians should 

be aware that radiographic studies play a major role 

in establishing the diagnosis, and these may help in 

preventing diagnostic and treatment delays.  
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