
 

A Rare Case of Splenic Flexure Volvulus
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Abstract

Splenic Flexure Volvulus (SFV) is rare and accounts for 
only 1-2% of all colonic volvulus, with approximately 50 cas-
es being described in the literature. Patients typically pres-
ent with non-specific symptoms of a large bowel obstruc-
tion such as abdominal pain, distension, obstipation, nausea 
or vomiting. The diagnosis of SFV can be easily missed, es-
pecially in well patients with symptoms of mild distension 
or partial bowel obstruction. We present the case of a 50 
year old gentleman who presented with three weeks histo-
ry of non-specific symptoms of a partial bowel obstruction, 
whom was later diagnosed with a splenic flexure volvulus 
managed with laparoscopic left hemicolectomy. 

Case report

Splenic Flexure Volvulus (SFV) is rare due to the relatively 
fixed position of the splenic flexure from its ligamentous attach-
ment to surrounding structures such as the stomach, spleen 
and diaphragm [1]. SFV accounts for only 1-2% of all colonic vol-
vulus, and approximately 50 cases have been described in the 
literature [1,2]. Risk factors for SFV include chronic constipation 
and its associated conditions such as Hirschprung’s disease, ce-
rebral palsy, myotonic dystrophy and psychiatric disorders [2]. 
We present a rare case of SFV and its management. 

A 50 year old gentleman presented with three weeks history 
of intermittent left upper abdominal pain, nausea, bloating and 
constipation. He had no medical comorbidities and had not had 
any previous abdominal surgeries. His last colonoscopy 10 years 
ago was normal. On examination, his abdomen was distended 
with mild tenderness in the left abdomen. Abdominal X-ray 
demonstrated a “coffee-bean sign” in the left upper quadrant 
(Figure 1a and 1b). Computed Tomography (CT) of the abdo-
men and pelvis confirmed a splenic flexure volvulus with two 
transition points seen in close proximity to each other (Figure 
2a-2c). 

The patient underwent an emergency laparoscopic left hemi 
colectomy with an end-to-end hand sewn colo-colonic anasto-
mosis. Intraoperatively, the splenic flexure was found to be re-
dundant and dilated, and twisted on its own mesentery (Figure 
3). A single band omental adhesion was also found to be at-
tached to the visceral aspect of the spleen and the descending 
colon, contributing to the volvulus. Post-operatively, he had a 
slow recovery and was discharged on Day 10.

Patients with SFV typically present with signs of large bowel 
obstruction such as abdominal pain, distension, obstipation, 
nausea or vomiting. SFV is known to be associated with a his-
tory of chronic constipation, congenital disorders such as wan-
dering spleen, Chilaiditi syndrome and Prune Belly syndrome 
[3-5]. About two-thirds of SFV cases are attributed to secondary 
causes related to previous abdominal surgeries from mobiliza-
tion of splenic flexure or adhesion formation [2]. 

The diagnosis of SFV can be easily missed, especially in well 
patients with symptoms of mild distension or partial bowel ob-
struction. Frequently, SFV is diagnosed on CT or in exploratory 
laparotomies when there are concerns of ischemic gut. 
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In general, the principles for treatment of SFV are similar 
to those of the more common sigmoid and caecal volvulus. In 
stable patients with no signs of bowel compromise, endoscopic 
detorsion followed by definitive resection is generally recom-
mended [2]. Endoscopic detorsion for sigmoid volvulus has a 
success rate of up to 83%, whereas upfront operative interven-
tion is recommended for caecal volvulus due to the limited suc-
cess of endoscopic approach [6,7]. However, the role of endos-
copy in SFV is unclear due to its rarity, with only one reported 
case in the literature with success in endoscopic detorsion [2]. 
In higher risk patients, colo-pexy or tube colostomy are feasible 
alternatives to resection [1]. When there is evidence of bowel 
compromise, decompression should not be attempted and sur-
gical resection should be performed promptly. 

Figure 1: Abdominal X-ray demonstrating dilated colon in left 
upper quadrant. “Coffee bean sign”.  (a) Supine view. (b) Erect 
view.

Figure 2: CT abdomen and pelvis demonstrating splenic flexure 
volvulus. (a) Coronal view. (Red arrow = Splenic flexure volvulus); 
(b) Coronal view. (Yellow arrow and blue arrows = “v-shaped” tran-
sition point involving 2 separate loops of large bowel); (c) Axial 
view. (Yellow and blue arrows = transition point involving 2 sepa-
rate loops of large bowel).

Figure 3: Intraoperative photo of splenic flexure volvulus. 
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