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Introduction 
THE PRESENCE Of a filling defect in the 

cecum on a bar ium contrast examinat ion of 
the colon is cause for concern. However,  in 
many instances, this deformity represents 
an enlarged ileocecal valve. 

There  have been many  reports pertaining 
to the pathologic aspects of an enlarged ile- 
ocecal valve 1 but  there is no unanimi ty  of 
opinion regarding the significance of this 
finding. Some authors state that an enlarged 
valve constitutes no abnormali ty.  4 On the 
other hand, an enlarged valve has been 
responsible for rectal bleeding and in some 
instances has resulted in exsanguinat ing 
hemorrhage.3 

Lasser and Rigler 2 endeavored to corre- 
late the finding of an enlarged ileocecal 
valve with a specific symptom complex. Un- 
fortunately this was solely a radiographic 
study, in which no surgery was performed. 

I t  is the purpose of this presentation to 
a t tempt  to clarify the current  divergence of 
opinion and to appraise the diagnostic and 
clinical implications of an enlarged ileoce- 
cal valve. 

Anatomy and Correlative Pathophysiology 

T h e  ileocecal valve consists of two lips, 
one superior  and one inferior, constituting 
projections of terminal i leum into the pos- 
teromedial aspect of the cecum (Fig. 1). 
The  lips give rise to two crescentic folds, 
the frenula, one on the ventral  and the 
other on the dorsal aspect of the gut. They  
are directed transversely like the plicae cir- 

e Read at the meeting of the American Procto- 
lo~c Society, Houston, Texas, April 25-27, 1960. 

** Assistant radiologist, The Brookl)n Hospital. 

culares, which they resemble. T h e  serosa 
of the bowel does not take par t  in the for- 
mation of the ileocecal valve. T h e  cecum 
and ascending colon occupy a relatively 
fixed position by the nature  of their  semi- 
retroperi toneal  location. Microscopically 
the ileocecal valve is composed of mucosa, 
submucosa and circular muscle fibers 
(Fig. ~). 

Protrusion of the terminal  port ion of the 
i leum into the cecum, deficiency of a serosal 
covering and fixation of the cecum, make 
it relatively easy for a perpe tua t ing  chain 
of events to arise. Forceful, i rregular peri- 
staltic movements  combine with a relatively 
loose submucosal s troma to initiate a type 
of intussusception, result ing in a stimulus 
to fatty deposition or inf lammatory swelling 
of the ileocecal valve, or both. This  occur- 
rence may be repeated several times and 
produce mucosal ulceration and bleeding. 

Complaints  usually manifested are re- 
ferred to the lower abdomen,  especially the 
right lower quadrant ,  and consist of inter- 
mittent,  crampy pain. These  may be asso- 
ciated with diarrhea and rectal bleeding. 
Tenderness may be elicited over the en- 
larged valve. The re  is usually no fever or 
leukocytosis. 

Roentgenologic Diagnosis 
An enlarged ileocecal valve appears as a 

smooth, round filling defect in the cecum 
(Fig. 3). Frequently it has an increased 

radiolucency, making  one suspect l ipomato- 
sis. In a direct "on end" view the valve has 
a rosette or slitlike appearance, depending 
on the phase of contraction. In  profile it is 
somewhat t r iangular  in shape with the apex 
point ing medial ly toward the i leum (Fig. 
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FIe. 1. Anatomy of the ileocecal valve showing 
protrusion of the terminal ileum into the cecum. 

4). T h e  presence of  a smoo th  b o r d e r  a n d  
s te l la te  r a d i a t i o n s  a t tes t  to the compe tence  
and  n n i n t e r r u p t i o n  of the  muscula r i s  mu-  
cosae, i n d i c a t i n g  a ben ign  lesion.  

Class i f ica t ion  

T h e  fo l lowing  classif icat ion has been  
suggested to a id  in e v a l u a t i n g  the e n l a r g e d  
i leocecal  valve:  

G r o u p  I :  T h o s e  cases in which  an  en- 
l a rged  i leocecal  valve is d e m o n s t r a t e d  radi -  

ograph ica l ly .  S y m p t o m s  are  r e fe rab le  to 
the lower  a b d o m e n .  

G r o u p  I I :  Same as G r o u p  I b u t  associa ted 
wi th  rec ta l  b leed ing .  

G r o u p  11I: T h o s e  cases in which  an en- 
l a rged  i leocecal  valve is an  i nc ide n t a l  find- 
ing. Usua l ly  the  c o n d i t i o n  is d i scovered  at  
surgery for a p p e n d i c i t i s  or  d ive r t i cu l i t i s  or  
is d e m o n s t r a t e d  r a d i o g r a p h i c a l l y  in  an  
a sy lnp toma t i c  pa t i en t .  

Fro. 3. "On end" view of the enlarged ileocecal 
valve showing a smooth outline and stellate radi- 
ations, indicating a benign lesion. 

Fro. 2. Normal ileocecal valve demonstrating 
mucosal, submucosal, and muscular coat (basic 
compo,lents). 

R e p o r t  of  Cases 

T h e  fo l lowing  ten  cases were  seen at  T h e  
B r o o k l y n  H o s p i t a l  f r om 1953 to 1958. T h e y  
have been  r e p o r t e d  p rev ious ly ,  p r i m a r i l y  
[ rom the p a t h o l o g i c  view p o i n t ?  a n d  al l  
h a d  submucosa l  fa t ty  i n f i l t r a t i o n  of  the 
i leocecal  valve (Fig. 5). 

G r o u p  I 

Case I: A 53-year-old white woman was ad- 
mitted with a history of intermittent,  crampy, 
right lower quadrant  pain for three years, un- 
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relieved by appendectomy. Th ree  years pr ior  
to admission a gastro-intestinal study was en- 
tirely negative. Roentgenologic  examinat ion  
after administrat ion of a ba r ium enema revealed 
a round  filling defect in the cecum. T h e  cecum 
was removed and an ileo-ascending colostomy 
was performed. T h e  pathologic  diagnosis was 
fatty infi l trat ion of the ileocecal valve with  
chronic ileitis and ulceration. 

Case 2: A 53-year-old white woman was ad- 
mit ted with a chief complain t  of right-sided 
abdominal  pain. Physical examinat ion  revealed 
tenderness both in the r ight  upper  and r ight  

Fro. 4. (Case 5.) Profile view of an enlarged 
valve with increased radiolucency suggesting the 
fatty nature oE the process. 

lower quadrants  of the abdomen.  An upper  
gastro-intestinal series was negative. X-ray of 
the colon after a barium enema revealed mal- 
position of the proximal  por t ion  of the colon 
and a p rominen t  ileocecal valve (Fig. 6). A 
l ipoma of the ileocecal valve was removed (Fig. 
7). T h e  pat ient  was discharged improved and 
has remained  asymptomatic. 

Case 3: A 58-year-old white woman was ad- 
mit ted with a history of in te rmi t ten t  r ight lower 
quadrant  pain  accompanied by flatulence and 
distent ion for two months. The re  was tender- 
ness in the r ight  lower quadrant .  X-ray exami- 
nat ion of the colon showed an enlarged ileo- 

ILEOCECAL VALVE 4 0  {) 

Fro. 5. Lipomatosis of the ileocecal valve with 
fatty accumulation in the submucosa. Note that 
the muco~a is intact. 

Fro. 6. (Case 2.) Roentgenogram showing mal- 
posidon of the proximal colon with an enlarged 
ileocecal valve situated on the posterolateral aspect 
o~ the cecum. 
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an ileo-ascending colostomy was performed. T h e  
pat ient  was discharged improved. 

Case 5: A 47-year-old white m a n  was admit ted 
with a chief complaint  of pa in  and  fullness in  
the lower abdomen associated with occasional 
"gas" pains for four months.  X-ray examina t ion  
of the colon showed prominence  of the ileocecal 
valve (Fig. 4). T h e  terminal  por t ion  of the 
i leum and the cecmn were removed. T h e  patho- 
logic diagnosis was lipomatosis and  prolapse of 
the ileocecal valve. T h e  pa t ient  was discharged 
improved and has remained  asymptomatic for 
four years. 

Frc.. 7. (Case 2.) Lipoma of the ileocecal valve. 
(This is the entire specimen.) 

cecal wtlve. A right hemicolectomy was per- 
formed (Fig. 8). After an uncomplicated post- 
operative course she was discharged improved. 

Case 4: A 49-year-old white woman gave a 
three-year history of diarrhea and cramps with 
occasional vomiting. X-ray of the colon after 
bar ium enema revealed an enlarged ileocecal 
valve (Fig. 9). The  cecum was removed and 

Fie. 8. (Case 3.) Specimen from Case 3 showing 
enlarged ileocecal valve with prolapse into the 
colon. 

FIG. 9. (Case 4.) X-ray of colon showing smooth 
symmetrical enlargement of the valve stellate radi- 
ations. 

G r o u p  I I  

Case 6: A 43-year-old white woman com- 
p la ined  of diarrhea for one year, with recent  
passage of dark and  bright  red blood in  the 
stools. The  pa t ient  had hemorrhoids with no 
signs of bleeding. Occult  blood was present  in 
the stools. The  hemoglobin  was 14.5 Gin. X-ray 
of the colon after ba r ium enema revealed hyper- 
trophy of the ileocecal valve. T h e  cecum was 
removed and an ileo-ascending colostomy was 
performed. Pathologic examina t ion  showed 
lipomatosis of the valve with focal mucosal 
hemorrhages (Fig. 10). The  pa t ien t  was dis- 
charged improved. 
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Case 7: A 38-year-old white woman was ad- 
mit ted with a chief complain t  o[ suprapubic  
pain with some nausea and vomiting.  She had 
passed blood in the stool in termit tent ly  for sev- 
eral months. Physical examinat ion  revealed 
tenderness in the suprapubic area to the r ight  
o[ the midline.  T h e  hemoglobin  was 12.8 Gin. 
X-ray of the colon demonstrated an enlarged 
ileocecal valve (Fig. 11). A l ipoma of the valve 
was excised. Microscopically there were focal 
areas of hemorrhage in the mucosa (Fig. 12). 
T h e  pa t ient  was discharged asymptomatic but  
was lost to follow up three months later. 

\.  

lqo. 11. (Case 7.) Smooth radiolucent defect in 
the ileocecal area, indicating fatty deposition. 

FIc. 10. (Case 6.) Multiple mucosal 
hemorrhages account for bleeding. 

G r o u p  I I I  

Case 8: A 47-year-old white woman was ad- 
mit ted with  a four-day history Of r ight  lower 
quadrant  pa in  associated with nausea but  no 
vomit ing.  T h e  diagnosis on admission was 
acute appendicitis.  T h e  hemoglobin  was 15 
Gin. and the white blood cell count  was 16,650 
with a shift to the left. Explora tory  laparotomy 
revealed acute diverticulit is of the cecum. A 
right  hemicolectomy was performed. T h e  patho- 
logic diagnosis was acute cecal diverticulit is and 
lipomatosis of the ileocecal valve. 

Case 9: A 52-year-old white man  was ad- 
mi t ted  with a history of r ight  lower quadrant  

pain and nausea for one week. T h e r e  was ten- 
derness and " rebound"  in the r ight  lower quad- 
rant. Exploratory laparotomy revealed diffuse 
inflammatory change in the cecal and peri- 
appendiceal  region. T h e  pat ient  was treated 
with chemotherapeut ic  agents and six weeks 
later the i leum and cecum were removed.  T h e  
pathologic diagnosis was diverticulitis,  subacute 
and acute, and fatty infi l t rat ion of the ileocecal 
valve. 

FIc. 12. (Case 7.) Mucosal hemorrhages in 
specimen removed from ileocecal valve. 
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FIG. 13. (Case 10.) Postevacuation study of the 
colon reveals several diverticula in the cecum and 
ascending colon. Exploration was indicated to rule 
out a neoplasm of the proximal portion of the 
colon. Note prominence of the ileocecal valve. 

Case 10: A 58-year-old white woman was ad- 
mitted because of a severe anemia with a hemo- 
globin of 4.8 Gm. She had occasional diarrhea 
for a year but no history of rectal bleeding. Oc- 
cult blood was present in the stool on several 
occasions. Contrast x-ray examination of the 
colon revealed diverticulosis of the cecum and 
a filling defect in the ileocecal region (Fig. 13). 
A right hemicolectomy was performed for di- 
verticulosis and diverticulitis of the cecum. 
There was lipomatosis 'of the ileocecal valve 
without evidence of mucosal ulceration. No 
other cause for the patient's anemia could be 

determined. She was discharged with a hemo- 
globin of 11.5 Gm. 

S u m m a r y  

It is no t  the purpose  of this p resen ta t ion  

to prove that  all p r o m i n e n t  ileocecal valves 
should  be removed  or tha t  e n l a r g e m e n t  of 

the ileocecal valve is a n o r m a l  cond i t i on  

and  should be s tudious ly  ignored.  I t  is 

ra ther  i n t e n d e d  to assure tha t  the en la rged  
ileocecal valve be eva lua ted  in  the l ight  of 

c l inical  f indings a nd  the need  for surgery 

be de t e rmined  by a complete  e x a m i n a t i o n  
of the pat ient .  

I t  is no tewor thy  that  this c o n d i t i o n  may 
cause rectal b leeding .  T h i s  p h e n o m e n o n  

may be .explained by the very n a t u r e  of the 

described sequence of events in  the develop- 
m e n t  of the en la rged  valve. 

T e n  cases of e n l a r g e m e n t  of the ileocecal 
valve seen at T h e  Brooklyn  Hosp i t a l  be- 

tween 1953 a nd  1958 have been  presented.  

A n  ana tomic  a nd  physiologic e x p l a n a t i o n  

of the deve lopmen t  of en la rged  ileocecal 

valve has been  presen ted  a n d  correlated 
wi th  a symptom complex.  I t  is no tewor thy  

tha t  this c o n d i t i o n  may cause rectal 
b leeding.  
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Discussion 

DR. NOR~tAN D. NmR0 (Detroit, Michigan): 
Interpretation of radiographic findings in the 
cecum is often difficult and lesions, especially 
when small, are frequently overlooked in this 
part of the bowel. There are a number of rea- 
sons for this, one of which is the shadow in 

roentgenograms of the ileocecal valve. Appar- 
ently this valve closes by combining sphincteric 
and valvular action. The valvular effect results 
from a common anatomic principle, sometimes 
called the principle of oblique passage. The 
ileum enters the cecum obliquely and in conse- 
quence there is a difference in the size of the 
two lips of the valve. There is also considerable 
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variation in the degree of obliqueness in differ- 
ent  patients. Therefore ,  a great deal of experi- 
ence and care is necessary in order  to in terpre t  
properly the radiologic appearance of the valve 
in different phases of its function, as well as its 
appearance in different patients. T h e  problem 
is best resolved by consultat ion with a radiolo- 
gist like Dr. Marsh who has a special interest  in 
colon diseases. 

I would  like to ment ion  three patients to 
illustrate what I believe are impor tan t  features. 
T h e  first pat ient  had no symptoms but, in the 
course of a rout ine  examinat ion,  roentgenologic  
studies showed what appeared to be a polyp in 
the cecum near  the ileocecal valve. At  opera t ion  
no polyp was found. One  lip of the ileocecal 
valve was prominent ,  especially when the i leum 
was compressed or  contracted. T h e  shadow, 
then, proved to be caused by a large lip of the 
valve. We shall not  again perform exploratory 
operat ions on patients with large valves when 
they do no t  have symptoms. 

T h e  second pat ient  had three episodes of 
bleeding f rom the bowel. Repea ted  roentgeno- 
logic studies of the colon revealed no abnor- 
mality. However,  at opera t ion  we found a 
small ulcerat ing cancer involving the ileocecal 
valve. 

Fol lowing this experience,  we saw a pat ient  
with a p rofound  anemia  but  with no bowel 
symptoms. Repea ted  x-ray studies of the colon 
were inconclusive. T w o  radiologists felt that 
there was a lesion of the ileocecal valve and two 
did not. At opera t ion  we found a small carci- 
noma in the ileocecal valve area. 

These  cases i l lustrate the po in t  that  small 
lesions in the cecum are difficult to diagnose 
because of variabil i ty of the shadow produced 
by the ileocecal valve. Variations of the shadows 
of normal  valves are great and it  is hard to say 
whether  a p rominen t  shadow represents a pro- 
lapse of normal  i leum into the cecum, hyper- 
t rophy of the valve due to fat infi l t rat ion or  a 
small neoplasm in the valve area. 

T h e  problem is best resolved, I believe, by 
combining  a careful study of the radiologic 
evidence, and the clinical picture. I f  a pa t ient  
has signs or symptoms which could be caused 
by disease in the r ight  colon, then I would con- 
sult a good radiologist  like Dr. Marsh and, if 
there is any doubt  in his mind, I would  perform 
an exploratory opera t ion  on patients who have 
symptoms, especially bleeding. I am opposed to 
explora t ion of pat ients  with enlarged valves 
who have no symptoms. 


