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ABSTRACT
Objective: To study the outcome of treatment in cases of Sigmoid Volvulus.
Design & Duration: Retrospective analysis of case series from May 2000 to April 2006.
Setting: Department of Surgery, Unit IV, Civil Hospital, Karachi.
Patients: Sixty eight patients who were admitted with Sigmoid Volvulus during the study period.
Methodology: The records of all the patients were reviewed retrospectively. Non-surgical methods like sigmoidoscopy,
and barium, water soluble and saline enemata were tried in most of the cases to relieve obstruction. In patients with
peritonitis or those with failure of non-surgical treatment, emergency surgery was performed.
Results: The mean age of the patients was 58.1 years, and 89.7% of them were male. Amongst the patients 25% had
a past history of similar episode, while 32.3% had co-morbidities. The mean duration of symptoms was 43 hours,
and 14.8% of the patients were in shock. The most common clinical features were abdominal pain (98.7%), abdominal
distension (96.0%), constipation (92.3%) and abdominal tenderness (98.7%). Correct clinical diagnosis was made
in 80.6% of the cases, while abdominal X-rays revealed positive findings in 85.2% of the patients. X-rays of the abdo
men in erect and supine position, ultrasound abdomen and sigmoidoscopy were used as diagnostic tools.
Conclusion: Sigmoid volvulus is generally seen among adult males. Its major problems include a tendency to recurr,
presence of co-morbidities and shock.
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Sigmoid volvulus is the twisting of its base which in-
cludes junction of descending colon with proximal sig-
moid, base of sigmoid mesocolon, and rectosigmoid
junction. Although it generally presents like a large gut
obstruction, its diagnosis may be difficult.4

  PATIENTS & METHODS

The record of 68 patients with sigmoid volvulus, who
were admitted in Surgical Unit IV of Civil Hospital
Karachi from May 2000 to April 2006, were reviewed
for age, sex, residential area, previous or associated
problems, clinical features, radiological findings and
diagnosis.

After resuscitation and investigations, non-operative
procedures (barium, water soluble and saline enemata,
rigid sigmoidoscopy) were tried both for the diagnosis
and treatment. In patients with unsuccessful non-opera-
tive detorsion, early recurrence or with bowel gangrene
on endoscopy, emergency surgery was performed. Emer-
gency operations were also carried out as an initial treat-
ment in patients with features of peritonitis, melanotic
stools on rectal examination and those with preoperative

  INTRODUCTION

Sigmoid Volvulus is a rare but important cause of large
bowel obstruction1,2, accounting for 5% of the cases.3

It is an emergency condition that requires early identifica-
tion and intervention. Mechanical obstruction of the
large bowel causes proximal dilatation with mucosal
oedema, and impaired venous and arterial blood flow.
This increases the mucosal permeability of the bowel,
which can lead to bacterial translocation, systemic toxi-
city, dehydration, and electrolyte abnormalities.4,5 Bowel
ischemia can also lead to perforation and faecal spillage
in the peritoneal cavity.
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massive dilatation of gut lumen and severe oedema of
the sigmoid colon wall. After resuscitation, non-ope-
rative procedures like rigid sigmoidoscopy and barium/
saline enemata were performed in 50(73.5%) cases. In
patients with bowel gangrene or peritonitis, or those in
whom non-operative treatment was unsuccessful, emer-
gency surgery was performed (47.7%).

In 79.4% patients, an anatomic predisposing factor (a
redundant sigmoid colon with an elongated mesentery
having a narrow base) was detected, whereas postope-
rative adhesions were detected in 7.6% cases. In this
series 33(48.5%) patients were >60 years of age. The
mean duration of symptoms in them was longer (42.8
hours) than that of the younger age group (39.4 hours);
besides the preoperative correct diagnosis which was
lower (74.9% vs. 80.6%) and the surgical mortality
which was higher (24.1% vs. 15.9%).

  DISCUSSION

Sigmoid volvulus (SV) is an unusual but important
form of intestinal obstruction.1,3-5 African, Asian, Middle
Eastern, East European, South American countries, and
also Pakistan are endemic regions for SV. The occurrence
of SV in Pakistan may be diet associated because it is
common among labourers and lower income groups,
in whom high fibre diet is more common.

It is common in adults with a mean age >58.1 years;
the highest incidence was seen between 4th and 7th
decades of life. The sex ratio in the literature varies
from 2:1 to 10:12,6, a finding similar to that in the cur-
rent series. An important predisposing factor in the dev-
elopment of SV is the presence of a redundant sigmoid
colon with an elongated mesentery having a narrow
base4, which was a very common finding in our study
also. High-fibre vegetable diet or voluntary constipation
habits cause dilatation and elongation of the sigmoid
colon.3,4 Other predisposing factors are post-operative
adhesions, internal herniations, omphalomesenteric
abnormalities, intestinal malrotations, intussusceptions,
appendicitis and carcinomas3,4, which were rare or non
existent in our series.

In SV cases past episodes or detortion attempts and
presence of co-morbidities have always been the pre-
valent features, as was in the present series.7-9 Late ad-
mission is generally a problem in SV because of the
presence of associated diseases and different defecation
habits.1,2 In our opinion, it is also related to socioecono-
mic problems in developing or underdeveloped countries,
as was in our study.

The mean duration of symptoms ranged between 2-5

diagnostic problems. Surgical procedures performed
included resection of dilated oedematous segment of sig-
moid colon with exteriorization of the ends as end colos-
tomy and mucus fistula, and Hartmann�s procedure.

  RESULTS

A total of 68 sigmoid volvulus (SV) cases were treated
during the study period. The ages of the patients ranged
from 45 to 88 years (mean age was 58.1 years); the
highest incidence was seen in the sixth decade of life
(23 patients, 33.8%). Sixty one (89.7%) patients were
male and 7(10.3%) female. Most (90%) of them belong-
ed to the low socioeconomic class.

Seventeen (25%) patients had a past history of volvu-
lus detorsion, whereas 22(32.3%) suffered from other
diseases like chronic obstructive pulmonary disease,
hypertension, cardiac or coronary disease, diabetes mel-
litus, hemiplegia and renal insufficiency. The mean
duration of symptoms was 43 hours (range 12 hours to
6 days). Ten (14.7%) cases suffered from toxic and/or
hypovolemic shock. The major clinical features are
depicted in Table I.

Diagnosis of SV was endoscopically or surgically con-
firmed in 88.2% (60) patients. Plain erect or lateral de-
cubitis abdominal X-rays of all patients were evaluated,
and 58 (85.3%) revealed SV findings as a dilated sigmoid
colon in an omega-like formation with small intestinal
and/or colonic air-fluid levels. Based on the concurrent
evaluation of clinical and radiological findings, the
correct rate of diagnosis was 80.6%. Ultrasound exami-
nation was done in 17(25%) patients, which revealed
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Abdominal pain

Abdominal distension

Constipation

Vomiting

Abdominal tenderness

Empty rectum

Decreased/Absent gut sounds

Increased gut sounds

Muscle guarding/Rigidity

Melanotic stools

Clinical Feature No. %

67

64

60

49

58

45

37

18

17

12

98.5

94.1

88.2

72

85.3

66.2

54.4

26.5

25

17.64

Table I.   Clinical Features of
Sigmoid Volvulus (n=68)
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sedatives and psychotropic drugs, causing decreased
neuromuscular function of the gut. Therefore, the diag-
nosis of SV in the elderly is difficult, and it has a poorer
prognosis as compared to young adults.1,2 In the present
study, similar clinical findings, diagnosis and mortality
rate were found. This disease is generally seen in adult
men with a mean age of 58.1 years. Many patients
(25.9%) had a history of volvulus. Associated diseases
(25.6%), late admission (mean 48 h) and shock (13.5%)
were generally major problems in SV.21

  CONCLUSION

When used, sigmoidoscopy is diagnostic in all patients
that underwent this procedure, with a spiral sphincter-
like twist of mucosa that shows the torsion, and it was
therapeutic in 78.0% of the patients. Therefore, endosco-
pic procedures are most suitable in the diagnosis and
treatment of SV, unless perforation and/or peritonitis
is present.
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