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e Caecal bascule, marked by abnormal cecal folding or displacement, poses a risk of
bowel obstruction. Unlike caecal volvulus, it entails a distinctive cecal folding or tilting,
necessitating urgent surgical intervention.

e We present the case of a 65-year-old Malay lady, with a history of multiple caesarean
sections and a recent left neck of femur fracture. Her symptoms indicated intestinal
obstruction, confirmed by a supine abdominal X-ray (Figure 1) showing dilated bowels.
CT Abdomen revealed a dilated caecum with abnormal orientation, prompting
suspicion of caecal bascule (Figure 2 A and B). An emergency laparotomy, caecopexy,
bowel decompression, and appendicectomy were performed. Postoperatively, she
experienced ileus, which resolved, leading to her discharge on day 9 post-op.

e Caecal bascule, characterized by the anterior folding of the caecum resulting in
obstruction, necessitates surgical intervention to alleviate symptoms and prevent
recurrence. While initially, simple reduction was attempted, it often resulted in high
rates of recurrence. Consequently, more definitive procedures like caecopexy, or
resection and anastomosis, have gained favor. However, the comparative effectiveness
of caecopexy versus resection and anastomosis remains unclear due to the scarcity of
large-scale studies. The rarity of caecal bascule hampers evidence-based
recommendations regarding the optimal surgical approach. Thus, there is a pressing
need for prospective studies to evaluate outcomes, recurrence rates, and long-term
complications associated with each procedure. In summary, although surgical
intervention is essential for managing caecal bascule, the choice between caecopexy
and resection with anastomosis depends on clinical judgment and expertise. Further
research is imperative to elucidate the superior approach for preventing recurrence
and ensuring favorable long-term patient outcomes in this rare condition.
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