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Abstract
Transverse colon volvulus is rare due to the anatomic location which impedes twisting. In the literature of the 
world, there have been fewer than 100 documented cases. This article presents two cases of transverse colon 
volvulus. They were suspected because of clinical evidence, images were obtained, colonoscopic reduction 
was performed and the disorders were confirmed intraoperatively.
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Case report

INTRODUCTION

The term volvulus is Latin for torque and is used to refer 
to twisting of the colon around an axis. It occurs most 
frequently in the sigmoid colon and can cause bowel obs-
truction with subsequent development of ischemia and 
necrosis and can result in perforation, peritonitis, sepsis 
and death. (1, 2)

Volvulus accounts for 10% to 15% of all cases of colonic 
obstruction and for 1% to 20% of all intestinal obstructions. 
(1) The sigmoid colon is the location of 43% to 80% of all 
cases of volvulus, 15% to 42% occur in the cecum, and only 
2% to 4% occur in the transverse colon. (2, 3)

The two fundamental properties for the formation of vol-
vulus are redundant colon and looseness of a colonic seg-
ment. The ascending and descending portions of the colon 
are fixed, but the sigmoid colon, the cecum and transverse 
colon are mobile within the peritoneum, attached only to 
the mesentery. (2)

We report two cases of spontaneous volvulus of the trans-
verse colon: one man and one woman who both consulted 
because of pain and bloating.

CASE 1

A 52 year old man came to the emergency room after 
four days of suffering severe abdominal pain and bloating 
without being able to defecate. He was initially treated  
simethicone and trimebutine but without improvement. 
The patient reported that epigastric pain radiated to the 
right iliac fossa and was associated with two episodes of 
vomiting of his stomach contents and abundant defecation 
of normal feces. According to the patient, he had been diag-
nosed with irritable bowel syndrome several years earlier.

Upon physical examination, the patient was alert but mil-
dly dehydrated with a distended and tympanic abdomen. 
Auscultation showed decreased bowel sounds. Noticeable 
abdominal distension was widespread pain and tenderness 
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was evident on palpation, but there were no clear signs of 
peritoneal irritation.

The blood count showed leukocytosis with neutrophilia. 
Tests of kidney functioning and urine tests were normal. A 
complete abdominal CT scan with contrast revealed thick 
distended bowel loops with twisting of the mesenteric ves-
sels projecting into the right upper quadrant with a transi-
tion area in the ascending colon (Figures 1, 2 and 3).

Figure 1. Abdominal CT with contrast

Volvulus was diagnosed, and we decided to perform 
endoscopic devolvulation. During the procedure an impas-
sable volvulus was found at the splenic flexure but without 
any signs of ischemia. We decided to suspend the procedure 
and transfer the patient to the operating room for laparotomy. 
During the surgical procedure, an abnormally long large 
intestine with transverse colon volvulus was encountered. It 
was dilated an large areas were ischemic although there were 
no perforations. The ascending and descending colon was 
released. Then the transverse mesocolon was clamped, cut 
and ligated and the redundant piece was removed. A stapled 
side-to-side anastomosis was created.  Postoperatively, the 
patient’s evolution was satisfactory, and he was discharged 
within a few days.

CASE 2

An 80 year old woman came to the emergency room after 
five days of vomiting  and generalized abdominal pain of 
moderate intensity that did not respond to analgesics and 
antispasmodics. The patient had a history of high blood 
pressure and chronic obstructive pulmonary disease 
(COPD), had a pacemaker because of third-degree atrio-
ventricular (AV). She had undergone a cystopexy and a 
hysterectomy.

Physical examination showed that the patient was hypo-
tensive, did not have a fever, but had widespread moderate 
to severe pain on palpation and  a distended and tympanic 
abdomen with decreased bowel sounds on auscultation.

Her blood tests were normal. Her BUN was 89 and arte-
rial gases showed severe metabolic acidosis (pH 7.31) with 
hyperlactatemia (11mg / dl). An abdominal x-ray showed 
distended colonic loops with air-fluid levels but no obser-
vable distal gas (Figure 3).

We diagnosed her with volvulus of the colon and deci-
ded to perform devolvulation through colonoscopy. We 
encountered a point of the volvulus in the descending 
colon which we were able to revert is achieved reverse 
and negotiate into an area marked colonic dilation. We 
encountered a second point of volvulus at 65 cm from the 
anal rim, but could not pass the colonoscope through it 
(Figure 4). We decided on urgent consultation with gene-
ral surgery.

The patient underwent a laparotomy approximately 
eight hours after admission. During the surgical procedure 
we found fecal peritonitis secondary to perforation of the 
ascending colon and transverse colon volvulus. There was 
marked tissue friability due to hypoperfusion. A subtotal 
colectomy was performed which resulted in bleeding from 
the  secondary layer of the splenic artery and a liver lacera-
tion. It required a laparostomy and packing. The patient was 
given blood transfusions, placed on vasopressor support, 
and transferred to intensive care after surgery. Twenty-four 
hours later, she underwent surgery again because of blee-
ding. She underwent peritoneal lavage and repacking.  The 
patient died 36 hours after surgery.

DISCUSSION

A volvulus is an axial twisting or rotation of a portion of the 
colon around a portion of mesentery. It can be primary or 
secondary. (4) Globally, volvulus of the colon is the third lea-
ding cause of intestinal obstruction and bowel dilation. (2) 
Transverse colon volvuli account for only 3% of volvuli. (5)
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In 1932, a Finnish surgeon named Kallio described the 
first case of transverse volvulus. (5, 6) In 1981, Anderson 
reviewed 66 patients who had been reported in the literature, 
and in 1994 Medina et al. documented a total of 72 cases. (6)

Transverse colon volvuli have two peaks of occurrence: 
in the second or third decade of life (slightly more fre-
quently among women than among men), and among 
elderly patients with abundant comorbidities, especially 
among elderly men. (2) There are anatomical, physiologi-
cal and mechanical factors that predispose to development 
of volvulus. The most common anatomical factors are 
abnormal attachment to the mesentery and abnormal rota-
tion of the  midgut. (7) Physiological factors include distal 
impediments to defecation such as chronic constipation, 
elongated ion and redundant colons and narrow points 
of attachment to the mesentery. (2, 6) The most common 
mechanical factor is obstruction of the sigmoid colon that 
may be secondary to neoplasia or consequences of diver-
ticulitis. This can also trigger sigmoid colon volvulus. (6)

There are two clinical presentations of transverse colon 
volvuli that have been described: acute fulminant and 
subacute progressive. Acute volvulus is characterized by 
nausea, vomiting, marked leukocytosis, acute abdominal 
pain, signs of peritoneal irritation and sometimes bloating. 

Figure 2. Abdominal CT with contrast

Figure 3. Plain abdominal radiography
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Ballantyne et al., all patients with volvulus of the transverse 
colon who only underwent untwisting and fixation without 
intestinal resection, died. (10)

CONCLUSION

Volvulus of the transverse colon is a rare entity which is 
difficult to identify radiologically, and preoperative diagno-
sis is difficult to make with certainty. For this reason, we 
must have high clinical suspicion in order to get a proper 
diagnosis and to provide timely management. For most 
of these patients, this means urgent surgery.  Contrary to 
treatment of volvulus of the sigmoid colon, there is insuffi-
cient evidence to recommend use or avoidance of  colo-
noscopy. However, its use should be limited to differential 
diagnosis given that its capacity to resolve the disorder is 
minimal and recurrences occur frequently. 
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The subacute presentation is accompanied by less nausea 
and vomiting, mild abdominal pain, abdominal distention 
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Diagnoses are not normally made prior to surgery since 
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(2) It is important to mention that in a work published by 

Figure 4. Total Colonoscopy: volvulus at 65 cm from the anal rim
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