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Letters to the Editor

Cecal volvulus in a cardiac transplant patient.
Report of a case and critical review
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Dear Editor,

The acute abdominal complications in the cardiac transplant
recipients represents a big challenge, demanding an early diag-
nosis due to its high mortality (20-25%). Most of them occur on
the first 30 postoperative days, when other events can make the
appropriate diagnosis more difficult (1-3).

We report the case of cecal volvulus in the early postopera-
tive period of a cardiac transplant patient, and a critical review.

Case report

A 61 years-old male, diagnosed of dilated cardiomyopathy,
secondary to coronary artery disease, with ejection fraction of
23%, was sent to our center for heart transplantation. His previ-
ous history showed appendicectomy, hypertension (type 2), di-
abetes, chronic renal insufficiency and previous coronary artery
bypass surgery.

The heart transplant was performed with bicaval technique.
The ischemia time was 280 min with cardiopulmonary bypass
duration of 200 min. The patient required vasopressors and
blood transfusion due to tendency to hipotension after surgery.
Prophylactic antibiotics and immunosuppressive regime based
on corticosteroid, daclizumab and mycophenolate mofetil was
prescribed.

In the early postoperative period the patient suffered diarrhea
and fever. Clostridium difficile was ruled out based on toxin A
and B assessment in the stool samples by enzymunoanalysis.

On the 10" postoperative day, the patient had severe acute
abdominal pain, abdominal distension and leukocytosis (35.000
L/mm?). An abdominal CT showed cecal distension —12 cm di-
ameter—, with signs of cecal volvulus type “variant cecal bas-
cule” (Fig. 1).

Fig. 1. Coronal and axial TC images shows a 12.3 cm distension of the
cecum (*), with normal morphology at the level of the ascending colon
(arrow).

An urgent laparotomy confirmed the diagnosis of cecal
volvulus with signs of transmural necrosis without perforation.
A right colectomy with primary ileo-colic anastomosis was per-
formed.

The patient developed an uneventful postoperative course.
The pathological report confirmed transmural necrosis with di-
lation, congestion of mucosal and hemorrhage. The patient was
discharged on 45 postransplant day, with an excellent graft
function, with a fraction ejection of 77%.

Discussion

Cecal volvulus accounts for 20-40% of all colonic volvuli
(4). They are more frequent in women; prior abdominal surg-
eries, adhesion, mobile cecum, distal colonic obstruction and
hiperperistalsis have been implicated as causative factors (4).
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The case described was operated years ago of appendicitis
and developed diarrheas and colonic distension secondary to
low cardiac output in the first postoperative days.

Although colonoscopic reduction of cecal volvulus has
been reported, it has the potentially perforation risk of the
colon. The resection is mandatory in the face of ischemic
bowel, over other conservative procedure as cecopexy or tube
cecostomy (4, 5).

Similarly to other series, the colonic complications repre-
sent 2% of gastrointestinal complications in transplanted
population, being more prevalent in male of mean age older
than 55 years.

The genesis has been related with several factors, especially
with corticosteroids induction treatment. Many of these event
occurred in the early postransplant period or after episodes of
acute rejection. In addition, gastrointestinal complications have
been related to visceral ischemia related to patient age, sex, pre-
operative ejection fraction, bypass time and allograft ischemia
time.

The patient presented several of these risk factors as pro-
longed operative time, bypass duration, blood losses and va-
soactive drugs (dobutamine, norepinephrine) requirement in
the immediate postoperative course.

It is mandatory to rule out the Clostridium difficile infection
in the setting of fever, leukocytosis and diarrhea in an immuno-
suppressed patient (6).

According with the Spanish Heart Transplant Registry, a to-
tal of 5,774 transplantations were performed until December
31,2008; with a early mortality of 19% and mean survival time
of 10.7 years.

These data outpoint the relevance and early surgical resolu-
tion of the abdominal complications in this population due to its
high morbidity and mortality.
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