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Abstract
Introduction: Mobile Colon is a subtle developmental anomaly, which is due to the failure of the process of peritoneal 
zygosis. The incidence of this anomaly is estimated to be 10-15% of the population. Evidence Acquisition: During 
routine cadaveric dissection of the abdomen in the Department of Anatomy, collective anomalies of the caecum, ascending 
colon and descending colon were found. In these collective anomalies cecum, ascending and descending colon instead 
of normally being retroperitoneal were suspended from the posterior abdominal wall by a fold of peritoneum called the 
mesentery. Mobile colon is an uncommon anomaly, which is being reported here. Clinical Implications: Mobile colon 
is usually asymptomatic but whenever it becomes symptomatic, it leads to mobile colon syndrome. Clinical symptoms 
associated with mobile colon syndrome mimic other common gastrointestinal disorders such as inflammatory bowel 
disease, malignancy, appendicitis and volvulus. Complications of this syndrome include intestinal obstruction, torsion of 
the intestine and gangrenous bowel which needs immediate treatment. Conclusion: Mobile colon syndrome should be 
considered in the differential diagnosis of chronic abdominal pain of obscure cause. Laparoscopic colopexy and cecopexy 
are recommended as therapeutic and diagnostic treatments.

1.  Introduction
Mobile colon is an uncommon congenital aberration. 
Embryogenesis of bowel is a complex process that begins 
in 5th week of intrauterine life. It involves three phases 
i.e. herniation, rotation and fixation1. These phases are 
frequently associated with many embryological defects. 
During development, large colon is last to fused or 
fixed to posterior abdominal wall by process of zygosis2. 
Whenever there is failure of process of zygosis and there 
is persistence of peritoneal fold (mesentery) along with 
cecum, ascending and descending colon and these become 
mobile instead of normally being retroperitoneal. This 
anomaly is called mobile colon. As such this condition is 
asymptomatic and found in 11.2% of autopsies1. However, 

sometimes it becomes symptomatic and presents 
with wide spectrum of symptoms called mobile colon 
syndrome. Clinical symptoms related to mobile colon 
mimic other common gastrointestinal disorders such as 
inflammatory bowel disease, malignancy, appendicitis 
and volvulus3. When untreated it leads to complications 
like intestinal obstruction, torsion and gangrenous bowel 
and these need immediate treatment4. In patients with 
symptomatic mobile colon syndrome, CT scan especially 
in trendelenburg position can be used for correct 
diagnosis. However Laparoscopy considered as main 
stay for diagnostic and therapeutic treatment. Cecopexy, 
colopexy along with appendectomy (sometimes) provides 
dramatic relief in carefully selected patients5, 6. 

Case Report ISSN (Print) : 2454-8952
ISSN (Online) : 2320-1118

Keywords: Large Intestine, Mobile Colon, Zygosis

*Author for correspondence



International Journal of Medical and Dental SciencesVol 11 (2) | July 2022 | https://ijmds.org/index.php/ijmds/index2052

Mobile Colon – A Developmental Anomaly of the Large Intestine

2.  Case Report 
During routine under graduates and post graduates 
dissection of abdomen of 80 years old male cadaver 
in Department of Anatomy, mobile ascending colon, 
mobile descending colon along with mobile cecum were 
found (Figures 1 and 2). These parts were suspended 
from posterior abdominal wall through 15-18 cm wide 
mesentery. All of these were freely mobile instead of 
normally being retroperitoneal (Figure 3). Transverse 
colon was normal with greater omentum and transverse 
mesocolon. Duodenum was retroperitoneal, normally 
positioned. No abnormality detected in jejunum and 
ileum. There was no abnormality in blood supply of large 
and small intestine. No torsion or volvulus was there. 
Appendix 5cm long was normal with mesoappendix, 
pelvic 4o’clock in position. No sign of appendicular 
torsion or abscess. Blood supply to appendix was normal. 
Sigmoid colon was normal with sigmoid mesocolon and 

rectum was retroperitoneal. No sign of diverticulitis. No 
lymph node enlargement in mesentery. No abnormality 
detected in rectum.

3.  Discussion
Mobile colon syndrome is usually asymptomatic in adult. 
Symptoms may be present in childhood. Mobile cecum 
being common, present in 25% to 64% of cadavers7, 8.

4.  Ethnicity
Incidence of mobile colon was significantly higher in 
western than in oriental subjects9. 

5.  Pathophysiology
Zygosis (fixation) leads to “retro peritonealisation” of 
certain intestinal segment11. This process occurred in 

Figure 1.  Showing position of Greater Omentum along with mobile Ascending, Descending colon and caecum.
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anthropoid apes and in man due to upright position10. 
Mobile colon anomalies occurred because failure of 
zygosis in between one of stages of development4.
Practically, it is considered that for water absorption in 

right half of colon, antiperistalsis occur, which begins 
from the middle of transverse colon and progresses 
backward to cecum. This mechanism is for retention of 
heavy liquid faeces until there is adequate absorption 

Figure 2.  Showing Mobile ascending, descending colon and caecum along with reflected coils of small intestine after 
removal of Greater Omentum.

Figure 3.  Showing Ascending and Descending colons with their Mesenteries.
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of water. This load when carried by abnormally mobile 
colon causing discomfort of variable degree to patients in 
upright position. When retroperitoneal, ascending colon 
and cecum remain in straight, but when mobile, it tends to 
sink downward and become tortuous. The peristalsis has 
to drive the intestinal content uphill against the resistance 
impose by kinks in the tube11, 12. 

6.  Clinical Implications
Only few patients are symptomatic and severity depends 
upon many factors. These include degree of abnormality, 
inherited strength or weakness of tissue fibre, relative 
ability of people to stand pain or discomfort, occupation, 
proper or improper position and intestinal stasis. The 
differential diagnosis of mobile colon is only made by 
elimination of the other clinical entities with simulating 
symptoms2. Symptomatic patients mostly present with 
recurrent abdominal pain and distension which worsen 
by constipation and exercise and usually relieved with 
passing gas or following bowel movements13, 14, Some 
authors classified symptoms into three stages: In first 
stage, there was recurrent intermittent pain/mobile colon 
syndrome and acute obstruction i.e. tolerable, second 
stage consisted of acute obstruction with complication 
of perforation and in third stage patients had intolerable 
abdominal pain, guarding, rigidity and tympanic 
abdomen referred as acute abdomen and it’s a surgical 
emergency. 10-20% of population with mobile colon 
syndrome presents with volvulus and appendicitis like 
symptoms3. Symptoms of mobile colon syndrome mimic 
other gastrointestinal disorders like IBS, malignancy, 
Appendicitis and volvulus. Presence of mobile colon with 
mobile cecum predispose to midgut volvulus as well as 
knotting by ileum and appendix15. Laparoscopy provides a 
thorough exploration of entire abdomen especially in case 
of inconclusive radiological reports. It offers diagnostic 
and therapeutic benefits by colopexy and cecopexy16, 17. 
In case of torsion or gangrene colon will be treated by 
colectomy. Waugh18 reported 80% improvement and 
cure with colopexy. Carslow19 reported cure in 71% 
and Houstan11 found satisfactory results with colopexy. 
Brook16 reported 63% cure with colopexy. Some authors 
suggested associated appendicectomy with colopexy and 
cecopexy increases the fixation to parietal peritoneum due 
to post appendicectomy adhesions20–22. At last, treatment 
should be tailored and based on patient’s performance 

status, viability of the bowel, risk of procedure and 
surgeon’s skill in laparoscopic procedure23, 24.

7.  Conclusion
Mobile colon and associated syndrome is difficult to 
diagnose pre-operatively. Diagnosis of mobile colon 
syndrome should be considered as differential diagnosis 
only after ruling out other causes. Laparoscopic colopexy 
and cecopexy is main stay of treatment. Prompt diagnosis 
and management may allow for preventive manoeuvers 
to salvage bowel in symptomatic patients.
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