
International Journal of Surgery Case Reports 85 (2021) 106168

Available online 3 July 2021
2210-2612/© 2021 Published by Elsevier Ltd on behalf of IJS Publishing Group Ltd. This is an open access article under the CC BY-NC-ND license
(http://creativecommons.org/licenses/by-nc-nd/4.0/).

Case report 
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A B S T R A C T   

Introduction and importance: Cecal bascule is a rare form of a cecal volvulus characterized by an anterior and 
superiorly displaced cecum in turn causing compression of the ascending colon that can result in a large bowel 
obstruction. We report a case of cecal bascule in a newly postpartum patient, with emphasis on clinical pre-
sentation, radiologic findings and treatment. 
Case presentation: A 37-year-old female who underwent an uncomplicated c-section and bilateral salpingectomy 
developed severe abdominal pain, vomiting, and peritonitis 12 h after surgery. A computerized tomography of 
the abdomen and pelvis revealed a dilated and superiorly displaced cecum. The diagnosis of cecal bascule was 
confirmed intraoperatively and a right hemicolectomy was performed. The patient recovered appropriately and 
was discharged on postoperative day six. 
Discussion: Cecal bascule is the rarest form of cecal volvulus. In the context of obstetrics and gynecology, it has 
mostly been mentioned perioperatively after cesarean, but was also reported in an antepartum patient. It usually 
occurs in patients with redundant or mobile cecum, which is a result of incomplete fixation of the cecum to the 
retroperitoneum during embryogenesis. Other risk factors include recent surgery, previous abdominal surgery, 
ileus, chronic constipation, and distal colonic obstruction. An association has also been shown with pregnancy or 
the postpartum abdomen and is hypothesized to be due to mass effect. 
Conclusion: Cecal bascule is a serious entity requiring a high index of suspicion and warranting greater awareness 
in the post-natal patient. Clinical diagnosis, prompt imaging, and surgery are important to avoid bowel ischemia 
and perforation.   

1. Introduction 

Cecal bascule is a rare form of a cecal volvulus characterized by an 
anterior and superiorly displaced cecum in turn causing compression of 
the ascending colon that can result in a large bowel obstruction [1,2]. 
Bascule derives from French, meaning ‘seesaw’, or counterbalanced 
bridge [3]. It usually occurs in patients with redundant or mobile cecum, 
which allows for the anterior and superior displacement of the cecum. It 
accounts for 0.01% of adult large bowel obstructions, and with a 
competent ileocecal valve can lead to a closed loop obstruction with the 
associated risk of ischemia, perforation, and sepsis [4]. There seems to 
be an association of post-operative state with development of a cecal 
bascule including after cardiac surgery [4,5], ventral hernia repair [6], 
and pelvic surgery [7]. This case report has been reported according to 
the SCARE checklist in 2020 [8]. 

2. Case presentation 

Our patient was a 37-year-old multiparous LatinX female with a 
normal BMI, who presented at 36 weeks 6 days gestation for a scheduled 
cesarean section for suspected focal placenta accreta and bilateral sal-
pingectomy for undesired future fertility. She had one prior spontaneous 
abortion and three previous cesarean sections (c-section). Her preg-
nancy had been complicated by ultrasonic findings suggesting morbid 
placentation. Prior to her surgery, she received a course of late preterm 
antenatal corticosteroids. She underwent an uncomplicated repeat c- 
section as well as bilateral salpingectomy. A moderate degree of serosal 
adhesions to the anterior abdominal wall required sharp dissection. 
Bowel adhesions were not present. Inspection of the adnexa revealed 
grossly normal fallopian tubes and ovaries. The hysterotomy was 
repaired in situ, as was the salpingectomy. The bowel protruded into the 
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field once during the right salpingectomy but was gently and success-
fully pushed away. The cecum was not visualized during the procedure. 
Following the surgery, she was moved to the postpartum floor. 

Twelve hours after her operation the patient became nauseated, her 
abdomen became distended, and she reported severe generalized 
abdominal pain. An abdominal radiograph was obtained which 
demonstrated air fluid levels concerning for an obstruction or ileus 
(Fig. 1). She was made nil per os, started on intravenous hydration, and a 
general surgery consultation was placed. Upon examination the patient 
had a distended abdomen with generalized tenderness to palpation as 
well as rebound and guarding. Her vital signs were within normal limits. 
Laboratory evaluation revealed a leukocytosis to 18,200 k/μL, a lactic 
acidosis to 3.6 mmol/L, and a hemoglobin of 9.4 g/dL. A nasogastric 
tube was placed with immediate return of 800 cc of bilious fluid and an 
urgent computerized tomography (CT) of the abdomen and pelvis was 
performed. The CT scan demonstrated decompressed small bowel with 
cecal dilation up to 10.4 cm and superior displacement of the cecum 
without pneumatosis, concerning for a cecal bascule (Fig. 2). Given the 
patient's worsening symptoms and concerning CT scan findings, she was 
taken to the operating room, roughly 16 h after her index operation, for 
urgent abdominal exploration. 

Upon laparotomy, a dilated cecum with anterior and superior 
displacement was found, consistent with a cecal bascule (Fig. 3). The 
cecum and ascending colon were edematous, injected, and appeared 
dusky with a localized 3-cm area of necrosis without frank perforation. 
We elected to perform a right hemicolectomy. Using gastrointestinal 
(GIA) stapler loaded with a 60 mm blue load the ileum was transected 
10 cm proximal to the ileocecal valve. The colon was transected at the 
level of the transverse colon proximal to the right branch of the middle 
colic. The mesentery was taken with a cautery. An ileocolic anastomosis 
was created with a 60 mm linear GIA stapler and the common enter-
otomy was closed with a running PDS suture. The remainder of the 
abdomen was explored without any abnormal findings. Post operatively, 
the patient did well with advancement of her diet upon return of GI 
function. She was discharged on postoperative day 6. Informed consent 
was obtained from the patient for this study and patient anonymity was 
preserved. 

3. Discussion 

First mentioned in 1899, cecal bascule is the rarest form of cecal 
volvulus, described mostly through case reports in the literature and one 
systematic review [2]. In the context of obstetrics and gynecology, it has 
mostly been mentioned perioperatively after cesarean [3,9,10], but was 
also reported in an antepartum patient [4]. It usually occurs in patients 
with redundant or mobile cecum, which is a result of incomplete fixation 

of the cecum to the retroperitoneum during embryogenesis [5,6]. Other 
risk factors include recent surgery, previous abdominal surgery, ileus, 
chronic constipation, and distal colonic obstruction [4,6]. An associa-
tion has also been shown with pregnancy or the postpartum abdomen 
and is hypothesized to be due to mass effect [1]. 

Most cecal bascule reports found in the literature are case reports 
(Table 1). There have been a few reports of cecal bascule after c-section 
[3,9,10]. During a c-section, the uterus can be exteriorized to facilitate 
additional procedures, control of bleeding, and hysterotomy closure. In 
this case, however, the uterus was not exteriorized, suggesting that in 
patients with a redundant cecum, a sudden change in the spatial con-
straints of the pelvis can predispose them to developing cecal bascule. 
Physiologically, the uterus markedly involutes following delivery, 
resulting in a significant void in the abdomen, in a very short period of 
time. Any patient, therefore, with a redundant cecum at baseline who 
undergoes delivery- either vaginal or via cesarean- could potentially be 
at risk of developing a cecal bascule. Similarly, patients who undergo 
hysterectomy may also be at risk. 

We hypothesize, however, that the etiology of the cecal bascule may 
be due in part to relaxation from anesthesia as well as the post-operative 

Fig. 1. Two-view abdominal radiograph showing markedly dilated colon.  

Fig. 2. Computerized tomorgraphy (CT) scan of the abdomen and pelvis 
showing cecal dilation and superior displacement of the cecum (red arrow), 
concerning for cecal bascule. 
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state in someone predisposed (with a mobile cecum). It is the combi-
nation of these entities that often lead to an ileus or slowed bowel 
transit, even when the abdominal cavity is not entered, as in the case of 
cardiac surgery. This combination may also explain why we see it after c- 

section rather than NSVD, suggesting that spatial constraints alone may 
not be the key factor. 

The presentation can be nonspecific with obstructive symptoms such 
as nausea, vomiting, and abdominal distention which can be seen quite 
often in more common conditions such as a post-operative ileus or small 
bowel obstruction. The diagnosis is at risk of being delayed due to the 
broad differential diagnosis, including ileus, volvulus, obstruction, and 
acute colonic pseudo-obstruction (Ogilvie's syndrome) [3]. A high index 
of suspicion in a patient with right lower quadrant pain and obstructive 
symptoms must be present. 

Our patient was initially misdiagnosed as having a post-operative 
ileus. Suspicion for a more serious pathology was high, however, 
prompting a general surgery consult and an urgent CT of the abdomen 
and pelvis. Imaging modalities which can aid in diagnosis include 
abdominal x-ray and CT abdomen. A dilated cecum can be seen, with the 
distal colon appearing decompressed, as was seen in this patient [5]. 
This step led to the diagnosis of a cecal bascule. 

The management of a cecal bascule ranges from nonoperative 
(nasogastric tube decompression and colonoscopic decompression) to 
operative management. The overall clinic picture and patient's comor-
bidities should dictate management. For example, nonoperative man-
agement has a high recurrence rate, as well as the risk of colonic 
perforation with colonoscopic decompression. However, in a patient 
who may not tolerate an operative intervention, nonoperative means 
may be attempted. Two case reports of a cecal bascule in postoperative 
cardiac bypass patients demonstrated successful management with 
nasogastric tube decompression and colonoscopic decompression [4,5]. 

Fig. 3. Intraoperative findings of a dilated, superiorly displaced, and partially 
ischemic cecum. 

Table 1 
Review of the literature.  

Author Country Year Type of 
study 

N Previous surgery Surgery performed 

Bobrof et al. [11] USA 1972 Case 
report  

2 None Cecopexy (1), cecal decompression (1) 

Chinoy et al. [12] USA 1984 Case 
report  

1 Appendectomy Cecopexy 

Fanning et al. [10] USA 1988 Case 
report  

1 Cesarean section Cecostomy and cecopexy 

Pousada et al. [13] USA 1992 Case 
report  

1 No previous surgery; previous chest wall trauma Cecostomy 

Rozycki et al. [14] USA 2001 Case 
report  

1 No previous surgery; 3◦ burns to 45% of TBSA Right colectomy 

Thangasamy et al. [3] Australia 2010 Case 
report  

1 Cesarean section Right colectomy 

Nwanguma et al. [15] USA 2011 Case 
report  

1 Previous Ogilvie's syndrome Right colectomy 

Lazar et al. [16] USA 2012 Case 
report  

1 Laparoscopic Nissen fundoplication Cecopexy and cecal decompression 

Veigel et al. [7] USA 2012 Case 
report  

1 Hysterectomy Right colectomy 

Datta et al. [17] USA 2012 Case 
report  

1 Cesarean section Right colectomy 

Kim et al. [6] USA 2013 Case 
report  

1 Lap Ventral hernia repair Right colectomy 

Makarawo et al. [18] USA 2014 Case 
report  

1 Hysterectomy Cecopexy 

Ramsingh et al. [19] United 
Kingdom 

2014 Case 
report  

1 None Right colectomy 

Reznichenko et al. [20] USA 2015 Case 
report  

1 Recurrent ventral hernia Right colectomy 

Ruiz de la Hermosa et al. 
[21] 

Spain 2016 Case 
report  

1 None Right colectomy 

Ishida et al. [22] USA 2016 Case series  3 None (3). Spinal cord injury (3) Cecopexy (1); Cecostomy and cecopexy (1); 
Right colectomy (1) 

Park et al. [1] Australia 2018 Case series  4 None (2), multiple laparotomies (1), laparoscopic 
cholecystectomy (1) 

Right Colectomy (3), Loop ileostomy (1) 

Shah et al. [5] USA 2019 Case 
report  

1 coronary artery bypass Conservative treatment 

Johnson et al. [23] USA 2020 Case 
report  

1 Coronary artery bypass Conservative treatment 

Basendowah et al. [9] Saudi Arabia 2020 Case 
report  

1 Cesarean section Right colectomy  
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Operative intervention is the preferred method with procedures 
ranging from cecopexy to right hemicolectomy [2]. A right hemi-
colectomy is the gold standard, whereas a cecopexy or cecostomy tube 
may be tried in unstable or debilitated patients [4,5]. 

Cecal bascule is a rare and difficult to diagnose, entity, which, if 
missed, can result in colonic ischemia, perforation, and overwhelming 
sepsis. A high index of suspicion must therefore be present, for pregnant 
and non-pregnant patients, alike. We believe that this case report adds to 
the existing literature in both Obstetrics and General Surgery, because it 
highlights how an undiagnosed congenital defect can complicate the 
differential diagnosis of postoperative abdominal distension and pain. 
Thus, employing standard surgical technique can still lead to this post- 
operative complication. A multidisciplinary approach to treatment is 
important, emphasizing the early involvement of our General Surgery 
colleagues. In this case, we hi-light the importance of clinical diagnosis, 
as well as prompt imaging in the post-natal patient with obstructive 
symptoms, right lower quadrant pain, and abdominal distention. When 
these symptoms arise, immediate management with nasogastric tube 
decompression, early diagnosis with CT imaging, and expedient opera-
tive management when indicated, are prudent. 
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