








FiG. 1

Fic. 3

FiG. 1.—FErect view of abdomen showing grossly dilated
loops of small bowel and free air under the diaphragm.

FIG. 2.—Views of abdomen, the patient lying flat and lying
on the right side. There is a dilated loop of large bowel
which falls over to the left, and a huge fluid level is seen
when the patient lies on his side.

FiG. 3.—Erect view of abdomen showing a loop of large
bowel twisted on itself arising from the right iliac fossa.
Two separate fluid levels can be seen in the two limbs of
the loop. (Shadows of calcified costal cartilages are seen
in the upper part of the abdomen.)

FiG. 2b
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rapid distension may occur leading to a thinning
of the caecal wall which is already ischaemic from
blockage of its blood supply. This too may pre-
dispose towards perforation and faecal soiling of
the peritoneum.

As well as the acute cases there would appear to
be those patients who have an intermittent twisting
which allows of a form of subacute obstruction.
The subject of Case 3 showed this, for she told of
attacks of pain for 10 years every few months which
passed without treatment. In such cases the volvulus
of the caecum obviously untwists spontaneously with
complete relief of symptoms and may earn the
patient the diagnosis of “subacute appendicitis” or
“appendicular colic”.

At operation in every case the twist was found to
be anticlockwise. It has been previously stated that
most cases had a clockwise twist but, as Wolfer
et al. (1942) point out, it depends on the siting of the
clock. It is obvious from some descriptions and
diagrams that the clockwise twist is in relation to the
observer whereas most recent reports relate the clock
to the patient. Hence this apparent anomally may be
one of nomenclature and the anticlockwise left-to-
right volvulus may really be the commoner disease.

SyMpPTOMS AND SIGNS.—The presenting symptoms
were those of a lower small intestine obstruction.
They may be acute and fulminating or more gradual,
even resolving, as mentioned above. Case 1 had a
10-day history of gradually worsening obstruction
whereas that of Case 2 was of only three days’
symptoms starting suddenly after a heavy meal.
Case 3 fell between these two, with four days’
illness that had obviously only been severe for the
last two days. Examination showed signs varying
with the degree of obstruction and its duration but
particular stress is placed on the abdominal dis-
tension and the tympanitic mass, which can often be
felt arising from the right iliac fossa and passing
towards the umbilicus or even to the left hypo-
chondrium. This mass was felt at some stage in
two of the three cases, its full significance not being
fully appreciated in one of them until operation but
in the other it led to the true diagnosis.

Radiographs were taken of the patient lying flat
and standing up or in one case lying on his side
(Case 2) soon after admission. They showed
dilated loops of large bowel with caecal fluid levels
in Cases 2 and 3. These confirmed the diagnosis of
obstruction of the large bowel and in Case 3 aided
the diagnosis of volvulus of the caecum.

TREATMENT.—The treatment of caecal volvulus
is operative. Once dehydration and electrolyte
imbalance have been corrected a laparotomy must
be performed and subsequent procedures will then

GEOFFREY CHAMBERLAIN

depend on the intra-abdominal findings and the
patient’s condition. If the caecum is viable and not
very distended, simply untwisting may suffice.
Because of the possibilities of recurrence it is ad-
vocated that the caecum be fixed to the abdominal
wall. A simple manoeuvre is to remove the appendix
and use one end of the purse string suture to fix the
caecum to the anterior abdominal wall (Lyall, 1946).
Should there be much distension a safer method is to
perform a caecostomy by sewing into the lumen of
the caecum a de Pezzer catheter with its tip ampu-
tated. By bringing this out of the abdomen through a
separate loin incision, it both decompresses and later
fixes the caecum by forming adhesions.

Should the caecum not be viable then either an
exteriorization and excision should be performed
leaving an ileostomy, or, if the patient’s condition
allows, a resection with ileo-transverse colostomy.

In all three cases it was considered that the
distension warranted deflation before untwisting
could be safely performed; further, after reduction
of the caecum, it may be several days before normal
peristalsis occurs in the damaged segment and
distension must be avoided. Hence a caecostomy
tube as described above, led out through a loin stab
incision, was used in every case. In all cases the
tube came out easily in the early post-operative
period and the wound healed well withno faecal fistula.

The mortality in published cases of volvulus of
the caecum is in the region of 50 to 609 (this in-
cludes cases reported before the days of antibiotics).
One reason for this high figure may be the delay in
operating because the diagnosis is not made.

In our three cases the pre-operative diagnoses
were respectively: (1) Obstruction of the large gut
due to carcinoma of the colon; (2) lower ileal ob-
struction due to adhesions; and (3) volvulus of the
caecum. But it is most important to admit honestly
that the last and correct diagnosis was only made be-
cause we had seen two similar cases recently and had
it in mind. It is possible that caecal volvulus is a
much commoner condition than was thought and,
that being so, it should be considered in the differen-
tial diagnosis of intestinal obstruction more often,
for it is a condition that responds well to treatment.

1 wish to thank Mr. D. B. Craig, under whose care
these patients were admitted, for his help and permission
to publish these cases and to express my appreciation to
Professor Ian Aird for his advice.
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