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Acute transverse colon volvulus with 
secondary gastric ischemia. Case report
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Dear Editor,

Colonic volvulus occurs when a part of the colon twists over 
its own mesentery causing intestinal obstruction (1). Approxi-
mately 10% of acute intestinal obstructions are secondary to this 
entity (1,2). Volvulus of the transverse colon is extremely rare 
(0.2-0.3%) (3) and it was first described by Kallio in 1932 (4). 
Several anatomical and pathological aspects have been described 
as risk factors for transverse colon volvulus, some of which are: 
redundant colon, distant angle flexures with low or absent fixa-
tion, chronic constipation, etc. (2,5).

Case report

Eighty-one year old patient without relevant medical or surgi-
cal history presented with acute abdominal pain and distension. 
The patient denied any previous similar episodes of abdominal 
pain and presented with important bloating, tympanic percus-
sion and painful palpation without peritonism in the abdominal 
exam. Abdominal plain X-ray showed an important dilation of 
the colon. No pneumoperitoneum was observed (Fig. 1). Colo-
noscopic devolvulation was then carried out as first therapeutical 
approach. Present dilation of sigmoid colon was observed. An 
area of stenosis with congestive and bleeding mucosa was detect-

ed proximal to the sigmoid colon. Given the potential risk of per-
foration and the patient’s poor tolerance to the exam, immediate 
exploratory laparotomy was indicated. A large necrotic volvu-
lated transverse colon that included the gastric body and antrum 
was found. The stomach presented signs of irreversible ischemia. 
Important dilation of right side colon was also observed (Fig. 2). 
In view of these findings, a subtotal colectomy and subtotal gas-
trectomy was carried out with a Roux-en-Y reconstruction. The 
patient presented with grade II Clavien-Dindo postoperative 
complications. Hospital discharge was done on the 13th postop-
erative day. Anatomopathological study of the surgical specimen 
revealed the presence of colonic and gastric ischemia (Fig. 3). 
No signs of malignancy were found in the study. Eight-month 

Fig. 1. Plain abdominal X-ray showing dilation of the colon without
pneumoperitoneum. Supine projection.
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follow-up of the patient has shown no signs of malnutrition or 
intestinal obstruction.

Discussion

Transverse colon volvulus is a rare cause of intestinal obstruc-
tion but it represents a surgical emergency (5). Protective factors 
for the development of this rotation are the hepatic and splenic 
flexures and the shortness of transverse mesocolon (2,6). Acute 
abdominal pain, distension and constipation consist of the most 
frequent clinical trial. The great majority of cases are diagnosed 
intraoperatively (7). Colonoscopic decompression is not recom-
mended as a treatment for this type of volvulus given the high 
probability of colonic necrosis (6,8); hence surgery should be 
the first hand attitude. Simple devolvulation or colopexy are 
techniques associated with high rates of recurrence, and they 
are not recommended. The treatment of choice for patients with 
transverse colon volvulus should be colectomy (5). Decision for 
immediate or delayed reconstruction is made taking into account 
the overall status of the patient. In this case, unawareness of the 
actual diagnosis of the patient prompted the initial colonoscopic 
approach. The absence of peritonitis and the overall stability of 
the patient during surgery supported the decision of immediate 
reconstruction with adequate results. 
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Fig. 2. Irreversible gastric ischemia. Fig. 3. Surgical specimen: colectomy and subtotal gas-
trectomy. Macroscopic signs of transverse colon and 
pyloric ischemia.


