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Introduction:
Sigmoid colon volvulus is defi ned as an abnor-
mal twisting of the siqmoid colon around its 
mesentery and is a frequent cause of colonic ob-
struction1. Sigmoid volvulus is the commonest 
cause of large gut obstruction in many regions of 
the world including Pakistan, India, Bengal and 
most African countries. Volvulus of sigmoid co-
lon is common in males and it is extremely rare 
in children and neonates2,3,4.

Th e causes of sigmoid volvulus include, irregular 
bowel habits, consumption of high fi ber bulky 
diets which appear to overload the sigmoid co-

lon. Th e gut elongates and dilates gradually and 
subsequently undergoes volvulus2.Th e symp-
toms are of large bowel obstruction which may 
initially be intermitt ent, followed by the passage 
of large quantities of fl atus and faeces5.

Gangrenous colon requires immediate excision. 
In the presence of gangrene, resection is followed 
by a colostomy and mucous fi stula or Hartman’s 
procedure, depending on the surgeon’s experi-
ence and preference, as well as whether or not 
it is possible to bring the distal loop to the skin. 
Th is appears the best option, as these patients 
are oft en shocked and acidotic6. Th e mortality 
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rate averages 38% in those with gangren, eight 
times higher than when the colon is viable7.

In the developing world where sigmoid volvu-
lus constitutes 50% of large bowel obstructions, 
mortality following emergency surgery for acute 
sigmoid volvulus is low. Th is is mainly due to the 
fact that patients are relatively young and healthy 
and, therefore, have a bett er ability to recover 
from the disorder and its surgical treatment. 
Hence a single staged method of treatment that 
ensures a permanent cure, avoids a colostomy, 
reduces number of procedures and associated 
morbidity and mortality, and shortens duration 
of hospital stay, is desirable8.

Th e rationales of the study were to determine 
the results of primary anastomosis in sigmoid 
volvulus when the gut is viable and to establish 
the benefi ts of decreased morbidity and cost ef-
fectiveness of primary closure without stoma 
formation.

Objectives of the study:
Th e objectives of the study were to determine 
the frequency of postoperative complications 
of primary repair in patients whether viable or 
gangrene sigmoid volvulus.

Methodology:
Aft er gett ing permission from the Hospital Ethi-
cal Committ ee, this descriptive study was con-
ducted on 96 patients in Surgical department of 
Khyber Teaching Hospital, Peshawar from 4th 
April 2009 to 3rd April 2010.

All the patients with large gut obstruction and 
suspected to have sigmoid volvulus and present-
ing with signs and symptoms of sigmoid volvu-
lus were diagnosed on clinical features like pain 
abdomen, constipation, abdominal distension 
and it was supported by radiological fi ndings 
such as bird beak deformity or coff ee bean ap-
pearance of the large intestine. All patients of 
sigmoid volvulus were admitt ed through out 
patients department or emergency of the surgi-
cal department of Khyber Teaching Hospital, 
Peshawar. Aft er taking informed consent from 
the patients of their relatives, they were briefed 

about the surgical procedure and risks and ben-
efi ts of the surgery. A detailed clinical examina-
tion including per-rectal examination was done 
in all patients and information was noted in the 
proforma. Special investigations such as X-ray 
abdomen (erect) was done for the confi rmation 
of sigmoid volvulus. Th e diagnosis was based 
on history, clinical examination and radiologi-
cal fi ndings. All the patients were resuscitated 
before surgical intervention by administration 
of intravenous fl uids, antibiotics nasogastric de-
compression and catheterization. Aft er pre-op-
erative management all the patients underwent 
elective or emergency laparotomy.

Patients of sigmoid volvulus presenting with sep-
ticemia, haemodynaic instability, uncontrolled 
comorbid conditions like diabetes mellitus, 
hypertension, chronic obstructive pulmonary 
disease (COPD), other causes of intestinal ob-
struction like, tumors, tuberculosis were exclud-
ed from the study. Th ese cases were excluded as 
they would act as confounders and produce bias 
in the study results.

Results:
A total of 96 patients were included in this study. 
Th ere were 70 (72.9%) males and 26 (2.7.1%) 
females, with a male to female ratio of 2.7: 1 

Th e age of patients ranged between 36-65 years. 
Th e man age was 49 + 1.27 years. Majority of the 
patients were from 41-45 years.

All 96 (100%) patients presented with abdomi-
nal pain, mostly on the left  side, followed by 
constipation in 92 (95.83%) patients and ab-
dominal distension in 85 (88.54%) patients. 
Vomiting was present in 9 (9.37%) patients and 
bleeding per rectum (due to associated hemor-
rhoids) was present in 2 (2.08%) patients.

Clinical examination revealed visible peristalsis 
82 (85.41%), palpable gut loops 58 (60.41%), 
tenderness 49 (51.04%), symmetrical disten-
sion 12(12.5%) guarding 12 (12.5%) while 4 
(4.16%) had palpable mass. Bowel sound were 
observed as exaggerated in 58  (60.41%) pa-
tients and absent in 16 (16.66%) patients. 
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Special investigation such as X-ray abdomen 
(erect) showed tire sign which was present in 65 
(67.7%) patients, bird beak sign in 11 (11.45%) 
patients and Coff ee bean sign was present in 11 
(11.45%) patients. 

Diff erent post-operative complications occurred 
in 27 (28.1%) cases. Th ere was wound infection 
in 14 (14.6%) cases, in which 11 were males and 
3 female patients. All were kept in hospital for 
antibiotics and daily dressing till healing. All 
had satisfactory wound healing. Pelvic abscess 
developed in 5 (5.2%) patients, 5 male and no 
female patients. All the 5 male patients were re-
explored and drained with satisfactory outcome. 
Anastomosis leakage occurred in 4 (4.2%) male 
cases on 3rd and 4th postoperative day and all 
were re-explored and colostomy was performed. 
No female patient had leakage. Enterocutane-
ous fi stula occurred in 3 (3.1%) patients which 
was treated conservatively till the fi stula healed. 
Ileus was found in only one (1%) patient. Th ere 
was no mortality in sample data.

Discussion:
Sigmoid volvulus is a common cause of large gut 
obstruction in developing countries. According 
to few local studies it is also a very 2- W”, serious 
condition in Pakistan2,4,10,11. Which shows the 
high rate of incidence of sigmoid volvulus in this 
part of Pakistan.

In this study males were in preponderance to fe-
males, with a male to female ratio of 2.7:1, which 
is similar to 3:1 as reported by Turan M1 . Th is 
ratio is lesser as compared to other studies as 
Taj MH et a11 Bhuiyan MM and colleagues re-
ported a ratio of 9:1 and Zarin M et al2  reported 
a ratio of 6:1, while Mohtasimbillah reported a 
ratio of 10:11. 

Th e  mean  age  in  our  study  was  49  + 1.27 
years  which  is  closer  to  that  reported  by  
Manzoor  A  and  Muhammad A12  (mean age 
was 42.5 years).  In a recent study the mean 
age was also 42 years13 . While an Indian study 
was in more corroboration to  that of our study 
which shown the mean age of 49 years which is 
a litt le higher than the aforementioned studies12. 

Of all signs and symptoms, abdominal pain and 
constipation pre was present in 95.83% patients, 
and abdominal distension in 88.54% patients. 
Vomiting and bleeding per rectum were present 
in a very few cases. Th ese results coincide with 
national and international studies which show 
the most common initial physical fi nding be-
ing abdominal distension which was present in 
87.4% of the patients15.

Special investigations were performed to con-
fi rm the clinical diagnosis of sigmoid volvulus 
such as x-ray abdomen (erect) showed tire sign 
in 66% cases, bird beak sign in 12% cases and 
coff ee bean sign in 12% cases. In this study plain 
fi lm of the abdomen was obtained in 108 cases 
and was diagnostic in 61.5% of all episodes. A 
barium enema X-ray was performed in 75 in-
stances either as an emergency or elective pro-
cedure. Ultrasound showed dilated gut loops 
in 56% patients, associated gallstones in 2% pa-
tients. Barium enema and CT scan of the abdo-
men and pelvis was not done in any case. Similar 
fi ndings are also reported by others2, 16.

Th e results of diff erent postoperative complica-
tions in patients with sigmoid volvulus in this 
study were wound infection in 14.6% patients, 
abscess in 5.2% cases, anastomosis leakage 4.2% 
cases and fi stulae was observed in 3.1% cases. 
Th ese results are similar to those reported in dif-
ferent studies1, 2, 17.

In our study we used the operative procedure of 
resection with primary anastomosis, which has 
been reported with encouraging results and less 
postoperative complications by international 
and national studies [2,C,G,B], so there was no  
mortality in our study. Such good results could 
be explained with appropriate antibiotics, and 
use of modern intensive postoperative care of 
the patients with sigmoid volvulus.

Our study shows that majority of the patients 
have complications in viable instead of gangre-
nous gut which is very similar to local study 
of Zarin et al which shows postoperatively 17 
(53.12%) patients in the gangrenous group and 
9 (17.64%) cases in the viable group developed 
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paralytic ileus, 2 (6.25%) patients in the gan-
grenous group developed anastomotic leakage 
leading to peritonitis, 2 (6.25%) patients in the 
gangrenous group and one (1.96%) in the viable 
group developed intra abdominal abscess, eight 
patients in the gangrenous group and fi ve in the 
viable group developed wound infection17. 

Th e actual treatment at primary repair depends 
on whether the colon is gangrenous or not. Th e 
frequency of gangrenous colon in industrialised 
countries is less, 10%,  compared with rates as 
high as 25% in developing countries18,19.

Conclusions:
Aggressive resuscitation, prompt surgical relief 
of obstruction, appropriate antibiotics, accu-
rate intra-operative assessment of the viability 
of the involved loops of intestine and the use of 
modern postoperative intensive care will help to 
reduce the mortality and morbidity associated 
with this life threatening condition.

Th e management of viable sigmoid colon in 
relation to an episode of volvulus should be by 
resection and primary anastomosis having less 
recurrence rate and less postoperative complica-
tions.

Resection with primary anastomosis technique 
is a method worth applying as it helps a surgeon 
complete the whole surgical management process 
of sigmoid volvulus in one stage which is a diffi  -
cult option in patients having gangrenous gut.

References:
Turan M, Sen M, Karadayi K, Koyuncu A, Topeu 0, Yildiris C, 1. 

et al. Our sigmoid colon volvulus experience and benefi ts of 
colonoscope in detortion process. Rev Esp Enferm Dig 2004; 
96:32-5.

Ton MN, Ruzal-Shapiro C, Stolar C, Kazlow PG. Recurrent 2. 
sigmoid volvulus in a sixteen-year old boy: case report and 
review of the literature. J Pediatr Surg 2004;39:1434-6.

Zarin M, Ahmed I, Wahid D, Aslam V. Management of volvulus 3. 
of sigmoid colon by resection and single layer primary anasto-
mosis. J Surg Pak 2003;8:2-4.

De Caluwe D, Kelleher J, Corbally MT . Neonatal sigmoid 4. 
volvulus: a complication of anal stenosis. J Pediatr Surg 
2001;36:1079-81.

Taj MH, Mehmood A, Salam A, Shah D. Volvulus of sigmoid 5. 
colon: an experience with 50 cases. J Coll Physicians Surg Pak 
2001;11:100-2. 

Russel RCG, William NS, Blustrode CJK. Intestinal obstruc-6. 
tion. In: Bailey and Love’s short practice of surgery. 24th ed. 
London: Arnold 2004:1186-1202.

Podnos YD, Jimenez JC, Wilson SE. Intra-abdominal sepsis in 7. 
elderly persons. Clin Infect Dis 2002;35:62-8.

Madiba TE, Th omson SR. Th e treatment of sigmoid volvulus. J 8. 
R Coll Surg Edinb 2000;45:74-80.

Sule AZ, lya D, Obekpa PO, Ogbonna B, Momoh JT, Ugwu 9. 
RT. One-stage procedure in the management of acute sigmoid 
volvulus. J R Coll Surg Edinb 1999;44:164-6.

Raveenthiran V. Emptiness of the left  iliac fossa: a new clinical 10. 
sign of sigmoid volvulus. Postgrad Med J 2000;76:638-41.

Atiq A. Aetiological aspects of dynamic intestinal obstruction, 11. 
a Mayo hospital experience. Pakistan J Surg 1996;12:118-9.

Bruusgard C. Volvulus of the sigmoid colon and its treatment. 12. 
Surgery 1947;22:466-78.

Commings JH. Constipation, dietary fi bers and control of large 13. 
bowel fermentation. Postgrad Med J 1984;60:811-9.

Chung YFA, Eu KW, Nyam DCNK, Leong AFPK, Ho YH, Se-14. 
ow-Choen F. Minimizing recurrence aft er sigmoid volvulus. 
Br J Surg 1999;86:231-3.

15 Muyembe VM, Suleman N. Intestinal obstruction at a pro-15. 
vincial hospital in Kenya. East Afr Med J 2000;77:440-3.

Kiviniemi HO, Makela JT. Metachronous cecal and sigmoid 16. 
volvulus. Ann Chir Gynaecol 1997;86:364-6.

Iqbal T, Zarin M, Iqbal A, Tahir A, Iqbal J, Aziz M. Results of 17. 
primary closure in the management of gangrenous and viable 
sigmoid volvulus. Pak J Surg 2007 Apr - Jun;23(2):118-21

Shepherd JJ. Th e epidemiology and clinical presentation of sig-18. 
moid volvulus. Br J Surg 1969;56:353-59 

Taha SE, Suleman SI. Volvulus of the sigmoid colon in Gezira 19. 
Br J Surg. Br J Surg 1980;67:433-5 




