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a b s t r a c t 

We present a case of cecal bascule in a 60-year-old woman with abdominal pain and vom- 

iting. Imaging tests revealed a cecal bascule causing mechanic obstruction of the stomach. 

Besides a small bowel dilatation was not seen, the distended cecum was extrinsically ob- 

structing the antrum and therefore, the gastric outlet. Cecal bascule is a form of cecal volvu- 

lus without the axial twisted component. The cecum folds anterior or anteromedially on 

itself and, because of a valve mechanism, becomes distended. The pressure increases and it 

begins to compromise arterial blood flow so life-threatening complications, such as bowel 

ischemia and infarction can occur. Prompt diagnosis is therefore crucial and plain radio- 

graphs and computed tomography are the preferred imaging techniques for this purpose. 

© 2021 Published by Elsevier Inc. on behalf of University of Washington. 

This is an open access article under the CC BY-NC-ND license 

( http://creativecommons.org/licenses/by-nc-nd/4.0/ ) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Introduction 

Cecal volvulus is a rare pathological condition and sometimes
is misdiagnosed. 

Prompt diagnosis is crucial to avoid life-threatening com-
plications, such as bowel ischemia and infarction. Plain radio-
graphs and computed tomography (CT) are the imaging tech-
niques preferred for this purpose. 

Specifically, cecal bascule is a kind of cecal volvulus with-
out the axial mesenteric twisted component. Because of a
valve mechanism, the cecum becomes distended until the in-
creasing pressure begins to compromise perfusion. 
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Case report 

A 60-year-old woman presented to the Emergency Services
with abdominal epigastric pain and vomiting. Laboratory find-
ings were irrelevant. 

Plain radiographs ( Fig. 1 ) showed a highly dilatated intesti-
nal segment of over 10 cm, probably corresponding to the ce-
cum, displaced upper and medially. 

A contrast enhanced abdominal CT with portal phase
imaging acquisition was therefore performed, confirming a
distended and mispositioned C-shaped cecum displaced to
the epigastrium. Adjacent to the distended cecum, a vascular
ashington. This is an open access article under the CC 

 

https://doi.org/10.1016/j.radcr.2021.02.038
http://www.sciencedirect.com/science/journal/19300433
http://www.elsevier.com/locate/radcr
http://creativecommons.org/licenses/by-nc-nd/4.0/
mailto:b942@humv.es
https://doi.org/10.1016/j.radcr.2021.02.038
http://creativecommons.org/licenses/by-nc-nd/4.0/


1470 R a d i o l o g y  C a s e  R e p o r t s  1 6  ( 2 0 2 1 )  1 4 6 9 – 1 4 7 2  

Fig. 1 – Plain X-ray of the abdomen. Severe dilatated viscus 
located at the epigastrium displacing the stomach laterally. 
Bowel distention in the lower abdomen. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Fig. 2 – Contrast enhanced abdominal CT. Distended 

mispositioned cecum at the epigastrium ( ∗) conditioning an 

extrinsic compression of the gastric antrum that appears 
collapsed (arrowhead). Secondary severe dilatation of the 
gastric chamber, with surrounding free peritoneal fluid. 
Absence of the cecum and ascending colon in right 
hemiabdomen, which is occupied by small bowel dilatated 

loops . Remaining large bowel and jejunal loops appear 
collapsed. 

Fig. 3 – Contrast enhanced abdominal CT. Oblique coronal 
view. Markedly dilatated cecum and part of the ascending 
colon displaced upwards and medially to the epigastrium 

( ∗). Adjacent to the medial wall of this loop an image of 
vascular crossover is observed with sharped narrowing of 
the dragged intestinal loops (arrow). 
and bowel crossover was observed, involving the terminal
ileum and the ascending colon itself, with their correspond-
ing sheaths and vessels, describing a closed loop obstruction.
No swirl image or torsion of the meso was identified ( Figs. 2
and 3 ). In addition, an important dilatation of the stomach
was seen, due to an extrinsic anterior compression of the
antrum by the distended cecum ( Figs. 2 and 4 ). Terminal ileum
loops in the right flank were distended. Proximal ileum and
jejunum were normal. The remaining large bowel appeared
collapsed ( Fig. 2 ). Minimal amount of free fluid around the
gastric chamber was documented. 

The patient underwent emergency surgery with a midline
laparotomy approach. Many fibrous adhesions were seen in
the subhepatic region, conditioning a strongly fixation of the
right colon. The free cecum was found upward and medially
folded on itself, severely dilatated and with signs of hypop-
erfusion. Surgeons performed an adhesiotomy and release
the cecum, but signs of hypoperfusion persisted, so a right
colectomy with ileocolic anastomosis was finally necessary.
The gastric obstruction was resolved before surgery, placing a
nasogastric tube and obtaining more than one liter of gastric
content. 

Discussion 

Cecal volvulus is a closed loop intestinal obstruction caused
by an intestinal torsion that affects the cecum, the ascending
colon and sometimes the terminal ileum. 
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Fig. 4 – Contrast enhanced abdominal CT. Sagittal view. 
Distended cecum ( ∗) at epigastrium causes an anterior 
extrinsic compression of the antrum ( ↓ ). Secondary 

fluid-filled distended stomach (S). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

It is more frequent in 30 to 60-year-old patients and ac-
counts for 25%-40% of all cases of colonic volvulus and for
1%-3% of intestinal obstructions. 

Predisposing factors that facilitate an abnormal mobility
of the cecum such as long cecal mesentery, presence of scars
and adhesions, neoplastic masses or lymph nodes are usually
present [1] . 

We can classify cecal volvulus according to the torsion
mechanism [2] : 

- Axialvolvulation : the cecum turns 180-360 degrees on its
axis, remaining in the lower right quadrant of the ab-
domen. 

- Horizontalvolvulation : turning on its horizontal axis, the
cecum and ileum migrate to the upper left quadrant. 

- Cecal torsion (bascule type) : Associated with adhesions.
The cecum, ascending colon and ileum fold forward with-
out twisting. The cecal loop appears dilatated in the epi-
gastrium. A valve mechanism determines cecal occlusion
and dilation [2] ( Fig. 4 ). 

Clinically non-specific, the diagnosis is based on radiolog-
ical findings. Conventional abdominal radiography is usually
the initial imaging test. A dilatated and with air-fluid level ce-
cum mispositioned in the left upper quadrant can be sufficient
for diagnosis. However, the cecum can be located anywhere in
the abdomen depending on the volvulus type, so further test
will be needed. Small bowel dilatation may also appear, de-
pending on the time of onset [1,3–5] . 

Diagnose is confirmed with multidetector computed to-
mography . Locating the terminal ileum loop, the ileocecal
valve, and the appendix can help identifying the ectopic
cecum. It is important to watch out for the “whirlpool sign”,
conformed by collapsed bowel loops, mesenteric fat and
congestive mesenteric vessels. This sign appears when the
bowel rotates around its mesentery, leading to whirls of the
mesenteric vessels. Associated with an enlarged cecum, is
diagnostic for cecum volvulus, axial if the cecum remains
in its normal position, horizontal if the cecum becomes dis-
placed to the left upper abdominal quadrant [2] . The absence
of it do not dismiss the diagnose, because the “whirlpool”
sign does not appear in the cecal bascule, where the cecum
folds forward to the epigastric region without twisting. Even
though there is no mesenteric torsion, a valve mechanism oc-
curs, and the cecum becomes either way distended until the
pressure begins to compromise perfusion [2,5] ( Figs. 3 .and 5 ).
Determining the absence or presence of this sign is therefore
the key to make a correct diagnosis. So, the presence of an
enlarged cecum located in the epigastrium without a whirl
sign, as in our case, suggests a cecal bascule [4,5] . Another
element for diagnosis is the detection of the point of torsion,
following the dilatated bowel loops gradual narrowing up
to one single level of obstruction (“bird’s beak sign”) ( Fig. 3 )
[6,7] . Multiplanar and 3D Volume reconstructions ( Figs. 3 - 5 )
still fundamental to make the diagnosis, allowing the iden-
tification of the “whirlpool sign” or the crossover site usually
not visible on axial examinations according to the torsion
plane [7] . 

The symptomatology in colon volvulus is due to the ce-
cum distention, consisting of abdominal pain and distension
followed by signs of peritonitis if complications like bowel is-
chemia, infarction and ultimately perforation occur. It usually
has a rapid evolution, so patients rarely have time to develop
symptoms derived from intestinal obstruction such as nau-
sea and vomiting. When present, there are usually secondary
to the peritoneal reaction [7,8] . However, in our case, in addi-
tion to abdominal pain, the dominant symptom was precisely
intense vomiting. What was special in our case was that this
was because the distended and displaced cecum was extrin-
sically compressing the antrum causing a mechanical gastric
outlet obstruction, leading to a severe dilatation of the stom-
ach ( Figs. 2 and 4 ). In the previous literature, no cases of gastric
outlet obstruction secondary to a cecal volvulus have been re-
ported. 

CT is also useful detecting signs of bowel ischemia like
mesenteric fat stranding, bowel wall thickening or diminished
or absent enhancement. Pneumatosis intestinalis, mesenteric
or portal, and pneumoperitoneum represents and advanced
irreversible stage. Free intraperitoneal fluid is a frequent and
unspecific sign [4,7,8] . 

Surgery is the treatment of choice. Endoscopic approach is
not recommended for the management of cecal volvulus be-
cause there is a low rate of success and a high rate in recur-
rence, leading to delay surgical approach and worsening the
prognosis. 

Surgery offers several options: manual detorsion, cecopexy,
cecostomy and open or laparoscopic colectomy. Obviously, in
case of life-threatening complications surgical resection must
be performed [3,8] . 

In our case, besides signs of hypoperfusion were docu-
mented during the surgery, there were not present at the
time when CT was performed. The 5-hour delay between each
other may explain the different findings. 

Patient consent 

The patient has been informed that his clinical case was go-
ing to be sent for publication in a scientific journal and that
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Fig. 5 – Contrast enhanced abdominal CT. Coronal MPR and volume reformations. Closed loop obstruction features. A 

dilatated cecum is seen, fold over the ascending colon and located at the epigastrium, fixed on its lateral aspect, where a 
change in caliber is appreciated ( → ). No “whirlpool sign” is appreciated. Findings consistent with a cecal bascule. 

 

 

 

 

the clinical data and some images of the radiological studies
carried out would be sent. 

In no case the patient will be identified nor will there be
any data that violates confidentiality, remaining anonymous
anywere. 

We have in custody the copy of the consent at your disposal
if necessary. 
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