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Abstract

Context: The mobile right colon is a developmental aberration. During the development and rotation of the gut, the cecum and
ascending colon are the last to take their final position and fuse with the posterior abdominal wall.
Evidence Acquisition: Though a mobile right colon may be present in 20% - 30% of the population but causes symptoms in very
few. The patients present intermittent colicky right lower quadrant abdominal pain with associated abdominal distention and
symptomatic relief after passing flatus or having a bowel movement.
Results: Non fixation along with heavy load of the right colon drags the cecum and ascending colon down and leads to stasis,
obstruction or volvulus. The diagnosis of this entity is very difficult as radiological studies are not conclusive.
Conclusions: The mobile colon syndrome should be considered in the differential diagnosis of right lower quadrant pain from
obscure causes. A proper detailed history is a must to consider this as differential diagnosis. Laparoscopy offers diagnostic and
therapeutic treatment. Colopexy provides dramatic relief in carefully selected patients.
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1. Context

The mobile right colon is a developmental aberration.
During the development and rotation of the gut, the ce-
cum and ascending colon are the last to take their final
position and fuse with the posterior abdominal wall. The
patient presents intermittent colicky right lower quadrant
abdominal pain with associated abdominal distention and
symptomatic relief after passing flatus or having a bowel
movement. Non fixation along with heavy load of the right
colon drags the caecum and ascending colon down and
leads to stasis, obstruction or volvulus. The diagnosis of
this entity is very difficult as radiological studies are not
conclusive. The mobile right colon or non-fixation of the
ascending colon is a definitive abnormality, which may re-
sult in acute colonic volvulus on one hand or its chronic
counterpart on the other hand (1).

The mobile right colon syndrome is a rare congenital
abnormality that presents symptoms commonly during
childhood with features of intestinal obstruction. The syn-
drome is primarily a disease of children, its presentation
in adulthood is relatively rare (2, 3). It is characterized by
chronic right lower quadrant pain with evidence of nei-
ther appendicitis nor other pathological findings at opera-
tion (4). Abnormal mobility of the caecum and ascending

colon has been estimated to occur in 10% - 20% of the pop-
ulation (3-5). Wolfer et al. (6) described the defective peri-
toneal fixation of the ascending colon and cecum in 10% of
the population. A cadaver study revealed an 11% incidence
of freely mobile right colon and a 26% incidence of cecal
mobility, sufficient to cause symptoms (7). Another report
found very little lateral mobility in 92% of the patients. The
ascending colon was practically straight in 82%, and in 18%
there were one or more flexures in its course (8).

2. Evidence Acquisition

Only a few patients are symptomatic. An explanation
of this would probably involve the degree of abnormality,
the inherited strength or weakness of the tissue fibre, the
relative ability of people to stand pain or discomfort, ab-
normal relationship of the adjacent organs from lack of
uniform ptosis, stress and strain, occupation, proper or
improper nourishment, stability or instability of the auto-
nomic nervous system, the upright position and intestinal
stasis (8, 9).

The mobile right colon is not as rare nor as benign as
was use to believe (2, 3, 5-10).
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3. Results

3.1. Pathophysiology

Embryologically during the development and rotation
of the gastrointestinal tract, the cecum and ascending
colon are the last to take their final position. Normally, the
ascending colon fuses with the posterior abdominal wall
and is broadly attached in the right lumbar region. This
rotation and fusion process may vary, from failure of ro-
tation, to abnormal mobility of varying degrees, up to ax-
ial rotation of 90 to 120 degrees, with partial obstruction.
Along with the lack of normal fixation, abnormal, congen-
ital or developmental bands are prevalent.

It has been emphasized that practically all water is ab-
sorbed from the right half of the colon, and also that nor-
mally antiperistalsis occurs, which begins about the mid-
dle of the transverse colon and progresses backward to the
cecum, a mechanism for retention of the heavy liquid fae-
ces until the water has been absorbed. With an abnormally
mobile cecum, with a narrow attached mesentery or con-
genital bands attached to the viscera or to the parietal peri-
toneum, this load must be carried by such structures while
the patient is in an upright position causing discomfort to
variable degree and volvulus of proximal colon (9-11).

This abnormality is the result of failure of the right
colonic mesentery to fuse with the lateral peritoneum. The
ascending colon by its fixation to parietal peritoneum, is
maintained in a vertical positon essentially as a straight
tube with some curves. Whenever the fixation is absent,
it tends to sink downwards and become a tortuous tube.
The peristalsis has to drive the intestinal content up-hill,
against the resistance imposed by kinks in the tube, and
also by the weight of the ascending colon (10, 11). Mobile
caecum and ascending colon, and fixation at a point (a ful-
crum about which torsion may occur) are said to be major
pre-requisites for volvulus in such patients (5, 8-11).

3.2. Presentation

The usual presentation is intermittent right lower
quadrant cramping pain for months (2, 3, 8-10). Common
symptoms include colicky pain and abdominal distension,
usually relieved by passing flatus, stool, or with an enema
(3, 4, 6). In acute cases, the patient may have right lower
quadrant pain with tenderness over McBurney’s point and
hyperactive high-pitched bowel sounds. After the attack,
the patient becomes asymptomatic (2, 8-10).

The onset of symptoms depends upon the onset of sta-
sis, which most commonly occurs around the age of pu-
berty. The location of the pain or discomfort varies in dif-
ferent patients; the type and location of the pain is remark-
ably constant in a given patient, but the time and dura-
tion of the pain are most erratic. It may be present for

one or several days, then mysteriously disappear for a day
or more, only to recur exactly in the same place and to be
always of the same type. The most characteristic feature
of the history is this erratic “constant inconstancy” of the
symptoms. The patient will often be relieved by cathartics
and enemas, or upon assuming the reclining position (8-
10).

The right lower quadrant pain is the most common,
dragging or aching due to over distension of the cecum, or
traction of congenital bands, which becomes worse with
constipation or exercise, relieved by cathartics and bed
rest. It is found in patients, who have more or less normal
fusion of the hepatic flexure of the colon, but with lack of
fusion of the cecum and a varying amount of the ascend-
ing colon. The gastric symptoms predominate when the
hepatic flexure is not fixed, and the pyloric end of the stom-
ach and duodenum are dragged downward with the load
of the heavy right colon. This type may have pain in both
right and left upper quadrant, indigestion, loss of weight,
and abundance of gaseous eructations. If abnormal con-
genital bands are attached to the colon and gall-bladder,
then symptoms referable to this region can be elicited.

The baffling symptoms with recurrent pain in the right
lower abdominal quadrant may sometimes be associated
with a palpable but fleeting ballotable tumescence, which
has been referred to as a “phantom tumor” (12, 13).

Physical examination of these patients does not fur-
nish diagnostic aid comparable to that furnished by their
history (2, 3, 6, 8-10). The patient may undergo appendec-
tomy because of chronic right lower quadrant pain but
symptoms do not improve postoperatively. A few have un-
dergone laparotomy in impression of partial intestinal ob-
struction (4).

3.3. Diagnosis

A right lower quadrant abdominal pain caused by a
symptomatic right mobile colon is usually never a primary
nor even a differential diagnosis. The differential diagnosis
is made by elimination of the other clinical entities with
simulating symptoms. A proper detailed interpreted his-
tory is compulsory to arrive at a tentative diagnosis. It
should be kept in mind that since an abnormally mobile
right colon is often present without producing any symp-
toms, it is very difficult to diagnose it accurately.

The diagnosis is difficult to make because despite
proximal colon mobility, they usually reside in a normal
anatomic position. As a result, radiological investigations
do not reveal any abnormality (6).

However X-rays, computed tomography in acute sce-
narios, point to intestinal obstruction or volvulus. X-rays
show absence of gas in the usual position of the right colon
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or large air filled viscus in the left abdomen due to twist-
ing or volvulus (Figures 1 and 2). This is valuable in de-
termining the stasis, level of obstruction and to rule out
other pathology. Barium enema may demonstrate abnor-
mal mobility of the right colon (3). Positional contrast
enema with barium or gastrografin aided by radiologist’s
zeal to roll the patient on the table may show a contrast
filled right mobile colon drooling medially or towards the
pelvis in the right lateral position. The relief of pain and
discomfort of the patient during the procedural position-
ing is itself diagnostic and therapeutic by detorsion of a
kinked bowel (14).

Figure 1. Absence of Gas on the Right Side With Hugely Dilated Colon

Colonoscopy is not helpful as it may reduce and repo-
sition a torsed or ptosed right colon.

3.4. Management

Diagnostic laparoscopy is a valuable aid in diagnosis
and therapy for chronic pain in the right iliac quadrant
with an advantage of minimal invasiveness. It provides
a thorough and methodical exploration of the entire ab-
dominal cavity, especially in cases of recurrent pain with
inconclusive radiological reports (14, 15). On exploration,
patients have been found to have the cecum and ascending
colon unattached to the lateral peritoneum for 15 to 18 cm

Figure 2. A Large Air-Filled Viscus Due to Volvulus of the Right Colon

(3). Laparoscopy offers diagnostic and therapeutic benefits
by colopexy (14-16).

The traditional treatment involves division of congen-
ital bands involving the cecum or ascending colon and fix-
ation of the right colon to the lateral peritoneum. This can
be accomplished laparoscopically in the present era (15,
16). The gangrenous colon will warrant right colectomy.
The simple colopexy, by English surgeon, Waugh (17), re-
lieves tension on the mesentery and offers symptomatic re-
lief. A space is made in the lumbar region for the ascend-
ing colon and edge of the fascia is sutured to the ascending
colon.

Cecopexy or colopexy, using lateral peritoneal flap,
first described by Dixon and Meyers (18) in 1948 is the sur-
gical technique of choice. This technique has stood the
test of time and best attains fixation of the caecum. Firstly,
the peritoneum lateral to the unattached portion of the
colon is incised. A flap of peritoneum is then carefully
raised, with care being taken not to injure any retroperi-
toneal structure. The caecum and ascending colon are
placed under the peritoneal flap and the free edge at the
flap is sutured to the tenia coli using interrupted non-
absorbable sutures. The colon is thereby fixed partially to
the retroperitoneum (18)

The largest series reports of colopexy have been pub-
lished during the earlier half of 19th century with isolated
cases in the latter half. In 1919, Waugh (17) reported 518
cases with cures between 75% and 80%, improvement in
about 12%, and failures in 8% to 10%. Carslaw studied (19)
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242 cases over seven years and reported a cure in 70.7%
of the cases, much improvement in 18.4%, and failures in
10.9%. Ten of his patients had previously been appendec-
tomized without relief, and were completely cured by the
colopexy. Similar results were reported by McConnell and
Hardman (10). Houston performed 145 colopexies and
stated that the results were far more than satisfactory re-
sults (9). Out of the sixty-nine cases, Brooks (8) reported
sixty-three, who are relieved of the abdominal symptoms
of which they complained; four are very much improved
and two are failures.

Various series have reported satisfactory outcomes if
the diagnosis was established on properly evaluated his-
tory, absence abdominal findings or corroborative radio-
logical findings (8-10, 14-20).

4. Conclusions

The mobile colon syndrome should be considered in
the differential diagnosis of right lower quadrant pain
from obscure causes. A proper detailed history is a must to
consider this as differential diagnosis and should be made
the diagnosis of exclusion. The mobile right colon or non-
fixation of the ascending colon is a definitive abnormality,
which may result in acute colonic volvulus on one hand or
its chronic counterpart on the other hand. Many trouble-
some patients may fall in this group, and can be cured by
fixing the right sided colon in its normal position. Since
radiological studies do not provide proper evidence, di-
agnostic laparoscopy should be utilised in right lower ab-
dominal pain of obscure etiology for its therapeutic bene-
fits. Colopexy may provide dramatic relief to most of cases.
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