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ABSTRACT
Objective: To evaluate the results of resection and primary anastomosis in acute sigmoid volvulus with viable gut.
Design & Duration: Prospective case series from Feb. 2002 to March 2008.
Setting: Surgical Departments of District Headquarter Hospital at Abbottabad and Battagram, and AHQ Hospital
at Ghallanai (Mohmand Agency).
Patients: Sixty three patients with acute sigmoid volvulus with viable intestine.
Methodology: All the patients underwent emergency resection and primary anastomosis, without mechanical bowel
preparation.
Results: Amongst the 63 patients, there were 58 males and only five females with ages ranging from 38 to 62 years
(mean 56.8 years). The time between onset of symptoms and presentation to the emergency department ranged from
14-72 hours (mean 18.2 hours). There was no mortality or anastomotic leakage, but 12(19%) cases developed wound
infection and one wound dehiscence.
Conclusion: Resection and primary anastomosis in acute sigmoid volvulus with viable gut is a safe and cost effective,
single stage procedure in emergency.
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The clinical pattern is universal, consisting of abdomi-
nal pain, distension and constipation; vomiting is absent
initially.8,9 Digital rectal examination reveals an empty
rectum. Leucocytosis and Guaiac-positive stools may
indicate bowel ischemia.1 X-ray abdomen shows a very
distended sigmoid colon without haustral markings,
projecting into the right upper quadrant and named as
�Omega Loop� or �Coffee Bean� Sign.1,10,11 Abdominal
CT scan is confirmatory.12

The are several options for treatment of sigmoid volvu-
lus7 including reduction by sigmoidoscopy and contrast
enemas, sigmoid colopexy, mesosigmoidoplasty, sigmoid
resection with Hartmann�s procedure or a double barrel
colostomy. Many surgeons are now performing resection
and primary anastomosis in cases of viable gut, with
negligible morbidity and mortality. Hence this study
was conducted to see the outcome of resection and pri-
mary anstomosis in sigmoid volvulus with viable gut
in our peripheral hospitals.

  PATIENTS & METHODS

This study was conducted in the surgical departments
of District Headquarter (DHQ) Hospital Abbottabad,

  INTRODUCTION

The worldwide incidence of sigmoid volvulus is not
known.1 It is responsible for 8% of all intestinal obstruc-
tions2 and is the third leading cause of large bowel obs-
truction.3 The epidemiological pattern of sigmoid volvu-
lus varies with different regions and races.4 In the deve-
loped countries, it occurs mainly in elderly, frail patients
with intercurrent medical and psychiatric illnesses.1,5

In developing countries, patients are relatively young
and healthy5; a congenital megasigmoid is probably
present with additional stimuli such as purgation, diet,
active peristalsis or pregnancy. These patients often
have a high fiber diet resulting in overloading leading
to enlargement of sigmoid colon, prompting rotation
around the root of mesentry.1 It is more common among
males and rarely occurs in children.6,7
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patients; in three patients small bowel loops with multi-
ple air fluid levels were noted. Postoperative complica-
tions included paralytic ileus in 9(14%), wound infection
in 12(19%) and wound dehiscence in one case. There
was no anastomotic leakage or mortality in this series.
The mean hospital stay was 7(range5-23) days.

  DISCUSSION

The goals of treatment in cases of sigmoid volvulus
include resuscitation, reduction and prevention of re-
currence. Conservative methods of treatment includes
reduction by sigmoidoscopy described by Brussgaard4

in 1947 with a success rate of 70-90%, while contrast
enemas achieve reduction in 5% of cases only.13 The
complications of sigmoidoscopy include a high recur-
rence rate of 18-90%,14,15 reduction of gangrenous gut
and instrumental perforation.16,17 Sigmoid colopexy
carries a high recurrence rate of upto 22%.4,18 Mesosig-
moidoplasty, a procedure in which the narrow sigmoid
mesocolon is broadened, carries a long learning curve,
has a high recurrence rate of 1.6% and is next to impos-
sible to perform with oedematous mesentry.1,4,19

In order to prevent recurrence, sigmoid resection is re-
quired peroperatively to deal with the disease perma-
nently, inspite of some mortality. Owing to the fear of
anastomotic leakage from unprepared gut, some kind
of faecal diversion, either in the form of Hartmann�s
procedure or a double barrel colostomy is desired, which
require another admission and for colostomy closure.9

Experience and change in the strategy for managing
warfare colon injuries from colostomy to primary repair
revived interest in resection and primary anastomosis
for sigmoid volvulus as well.20 Finsterer had advocated
resection and primary anastomosis for sigmoid volvulus
in 1912 but it did not gain support for fear of anastomotic
failure and infective complications in unprepared gut.8

Viable gut is found in 86% cases of acute sigmoid vol-
vulus at laparotomy.10 Although preoperative mechanical
bowel preparation remains a standard for elective colon
surgery, routine preparation is not possible in emergency.
Antegrade peroperative colon lavage was tried but aban-
doned due to its associated complications of soiling and
infection, discomfort to the patient, fluid and electrolyte
imbalance and extra time consumption.5,7,8

The ages of patients in our series ranged from 38-62
years (mean 56.8 years), which is comparable to other
studies.5,7,8 The male to female ratio in this study was
11.6:1; the lower incidence amongst females could be
due to a broad pelvic attachment of sigmoid mesocolon
in a broad pelvis.1

AHQ Hospital Ghallanai (Mohmand Agency) and DHQ
Hospital Battagram from February 2002 to March 2008.

A total of 63 patients were included in this study who
presented with large gut obstruction due to sigmoid
volvulus, diagnosed either preoperatively or peropera-
tively with viable gut. Patients in shock and those with
co-morbids, ileosigmoid knotting or gangrenous gut
were excluded.

Diagnosis was based on history, clinical examination
and abdominal radiographs in emergency. Investigations
done included haemoglobin estimation, blood urea and
sugar, serum electrolytes, X-ray chest and ECG in cases
above 45 years of age.

All patients were resuscitated with Ringer�s lactate solu-
tion before surgery, nasogastric tube and Foley�s catheter
were passed to monitor intake-output. Co-amoxiclav
(1.2gm) and metronidazole (500mg) were given intra-
venously preoperatively and continued postoperatively.

Under general anesthesia, laparotomy was done through
a midline incision; diagnosis was confirmed and gut
viability checked. After gut decompression by colotomy
through a purse string suture and derotation, the redun-
dant sigmoid colon was excised and end to end anasto-
mosis done with 3/0 polyglycolic acid suture taking
seromuscular layer in interrupted fashion. Peritoneal
cavity was washed with 3-4 liters of warm normal saline
and abdomen closed without drain.

Patients were orally allowed in 24-72 hours when bowel
activity resumed. Stitches were removed on 10th post-
operative day. All patients were followed for 6 weeks
at 2nd, 4th and 6th week for surgery related complica-
tions. The details of the record of each patients was
entered on a proforma.

  RESULTS

Amongst the 63 patients who were operated in emergen-
cy for sigmoid volvulus, there were 58 males and five
females; the male to female ratio being 11.6:1. Their
ages ranged from 38-62 years (mean 56.8 years). The
time between onset of symptoms and presentation to
casualty department ranged from 14-72 hours (mean
18.2 hours); main symptoms being abdominal pain,
mostly left sided and constipation followed by distension.
Only 11 patients had nausea and vomiting at presentation.
History of similar attacks with spontaneous resolution
was present in five cases. Digital rectal examination re-
vealed empty rectum in 49 patients.

X-ray abdomen showed grossly distended colon in 60
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Like other series, no anastomotic leakage occurred in
this study5,7,8,21; younger and relatively fit patients, and
preoperative optimization are probably responsible for
this. Superficial wound infection occurred in 12(19%)
patients, which is slightly greater than that reported by
Oludiran.8 One case of wound dehiscence occured in
a 62 years old lady who developed cough due to respi-
ratory tract infection. All these were treated with satis-
factory outcome. There was no mortality in this series
which is comparable to both local and international
studies.7,21,22

  CONCLUSION

Resection and primary anastomosis in the management
of acute sigmoid volvulus with viable gut and without
mechanical bowel preparation is a safe, effective and
economical procedure.
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