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RÉSUMÉ

Approche non opératoire du volvulus sigmoïde – pré-
sentation de cas

Le volvulus sigmoïde se produit lorsque le sigmoïde 
s’enroule autour de lui-même et de son mésentère. Le 
volvulus sigmoïde représente de 2% à 50% de toutes 
les obstructions coliques. Cette pathologie affecte gé-
néralement les adultes et est plus fréquente chez les 
hommes. L’étiologie est multifactorielle et controver-
sée; les principaux symptômes sont douleur abdomi-
nale diffuse, distension et constipation, tandis que les 
signes de grossesse sont distension et sensibilité abdo-
minales. Les résultats de laboratoire ne sont pas patho-
gnomoniques: les radiographies abdominales montrent 
un côlon sigmoïde dilaté et de multiples niveaux de 
liquide intestinal, le scanner abdominal et l’IRM 
montrent un mésentère sigmoïde en tournoiement. 

ABSTRACT

Sigmoid volvulus happens when the sigmoid wraps 
around itself and its mesentery. Sigmoid volvulus 
accounts for 2% to 50% of all colonic obstructions. 
This pathology generally affects adults, and it is more 
common in males. The etiology is multifactorial and 
controversial; the main symptoms are diffuse abdom-
inal pain, distention and constipation, while the preg-
nant signs are abdominal distention and tenderness. 
Laboratory findings are not pathognomonic: abdom-
inal X-ray radiographs show a dilated sigmoid colon 
and multiple intestinal air-fluid levels, abdominal CT 
and MRI demonstrate a whirled sigmoid mesentery. 
Flexible endoscopy reveals a spiral sphincter-like twist 
of the mucosa. The diagnosis of sigmoid volvulus is 
established by clinical, radiological, endoscopic, and 
sometimes operative findings. Although flexible endo-
scopic detorsion is advocated as the primary treatment 
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INTRODUCTION

In this article, we present the case of a 71-year-old 
female patient, who presented to our clinic with sig-
moid volvulus associated with Parkinson’s disease 
and senile dementia, which are frequently associated 
pathologies.

The volvulus of the sigmoid is the most common 
type of volvulation, representing 5-7% of all bowel 
obstructions1,2.

There are multiple types of ways through which 
the sigmoid colon can volvulate:
 The most frequent type of volvulus is with a 

megadolichocolon, having a thick colonic wall, 
usually in patients with a high fiber diet and who 
present subacute symptoms.

 Megadolichosigmoid presenting a thin wall, with 
acute onset, representing a less frequent situation.

 A complex volvulus, in which a small bowel volvu-
lus is volvulated around a sigmoid volvulus.

The early symptoms are represented by the ab-
sence of gas passing and lack of bowel movement, 
followed by abdominal distention which may be asso-
ciated with asymmetry and with distention in the left 
iliac fossa. The great abdominal distention may create 
respiratory discomfort. At the onset of the symptoms, 
there is a discrepancy between the patient’s lack of 
symptoms and the impressive abdominal distention. 
This pathology is usually present in elderly patients, 
known to suffer from chronic constipation or psychi-
atric afflictions. It is not well understood why the vol-
vulus of the sigmoid happens, but some factors may 
be involved: a longer mesosigmoid, a high fiber diet, 

the narrow insertion of the pelvic colon and chronic 
constipation.

CASE PRESENTATION

We present the case of a 71 year-old female pa-
tient, who presented to the emergency room with 
important abdominal distention, diffuse abdominal 
pain and the absence of bowel movement for approx-
imately 3 days. The patient was admitted to our surgi-
cal ward for further investigation. The elderly patient 
was known with history of Parkinson’s syndrome, 
atrial fibrillation, class II arterial hypertension, senile 
dementia, megacolon, type II diabetes and a histo-
ry of volvulation of the sigmoid, which was resolved 
spontaneously on the past admission.

A clinical examination showed distention of the 
abdomen, with diffuse pain and hypersonority at per-
cussion. The rectal examination was uneventful.

The blood tests show a small elevation of the 
leukocytes (11.400/uL) and anemia (9.10 g/dL), with 
no changes of the other laboratory values.

The abdominal X-ray exam shows distention of 
the left colon and massive aerocoly (Figures 1 and 2).

A few hours after a rectal tube was introduced, 
the general state of the patient improved and there 
was a decompression of the abdomen through the 
elimination of gas and feces through the tube. The 
tube was removed and the patient maintained her 
good general state over the day. The second day after 
admission, the patient’s abdomen started to be me-
teorized and the lack of bowel movement was again 
present. The rectal exam was again uneventful. We 

L’endoscopie flexible révèle une torsion spiralée de la 
muqueuse en forme de sphincter. Le diagnostic du vol-
vulus sigmoïde est établi par des résultats cliniques, ra-
diologiques, endoscopiques et parfois opératoires. Bien 
que la détorsion endoscopique flexible soit préconisée 
comme traitement principal, une intervention chirur-
gicale d’urgence est nécessaire chez les patients présen-
tant une péritonite, une gangrène intestinale ou une 
perforation, ou chez les patients dont le traitement non 
chirurgical est infructueux. Bien que la chirurgie d’ur-
gence comporte diverses procédures non définitives ou 
définitives, la résection avec une anastomose primaire 
est la procédure la plus couramment recommandée. 
Après une détorsion non opératoire réussie, une résec-
tion sigmoïde et une anastomose sont recommandées. 
La mortalité globale est de 10% à 50%, tandis que la 
morbidité globale est de 6% à 24%.

Mots-clés: volvulus sigmoïde, approche non opéra-
toire du volvulus, résection sigmoïde.

choice, emergency surgery is required for patients who 
present with peritonitis, bowel gangrene, or perfora-
tion, or for patients whose non-operative treatment is 
unsuccessful. Although emergency surgery includes 
various non-definitive or definitive procedures, resec-
tion with primary anastomosis is the most commonly 
recommended procedure. After a successful non-oper-
ative detorsion, elective sigmoid resection and anasto-
mosis is recommended. The overall mortality is 10% 
to 50%, while the overall morbidity is 6% to 24%.

Keywords: sigmoid volvulus, non-operative manage-
ment of volvulus, elective sigmoid resection.
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suggested a surgical intervention, but the patient re-
fused. We reintroduced a rectal tube and the abdo-
men was again decompressed. The tube was main-
tained for two days and removed after. The next 
two days after the removal of the tube, the patient 
maintained the bowel movements for feces and gas. 
The patient was discharged in the 6th day, with an un-
eventful outcome. She was advised that the surgical 
intervention is necessary for preventing the relapse of 
colonic volvulus, but refused the intervention.

DISCUSSION

Sigmoid volvulus represents one of the causes of 
an acute surgical abdomen. The degree of torsion may 
differ between 180º (in 35% of cases) and 540º (rep-
resenting approximately 10% of the cases). A 360º 
torsion is present in 50% of patients with sigmoid vol-
vulus3. The colonic segment may or may not present 
necrosis. If the vascular integrity of the sigmoid is not 
affected, a sigmoidoscopy may be performed to devol-
vulate the colon. Surgical intervention is necessary 
to prevent the further relapse of the symptomatology 
and the revolvulation of the colon segment which is 
quite frequent4-6.

The actual incidence of sigmoid volvulus is un-
known. It usually appears in people aged over 50 
with neurological or psychiatric problems. Chronic 
constipation is the most common symptom present 

in these patients. Sigmoid volvulus is more common 
in men (64%) and in African Americans (67%)7. The 
lower incidence in women seems to be due to the 
large pelvis7. The sigmoid volvulus is responsible for 
5-7% of the obstructions of the intestinal tract, with 
an increased mortality rate (20-25%), which depends 
on the interval between symptom onset and initia-
tion of the treatment8.

The most common cause of sigmoid volvulus is 
the presence of a long sigmoid colon (dolichosigmoid), 
encountered in patients with Parkinson’s disease, 
which is also in our case, multiple sclerosis, neurolog-
ical and / or psychiatric disorders. Inhibition of colon 
motility by using psychotropic medication, as well as 
primary motility disorders, favor the elongation of 
the sigmoid and predisposes to its twisting around 
the mesentery, opposite from increased motility that 
favors intussusception9-11. Similarly, patients with nar-
row mesosigmoid are predisposed to sigmoid volvulus 
by affecting colon mobility. Hirschsprung’s disease 
interests the myenteric plexus of the colon and favors 
the growth in size of its lumen and predisposes to vol-
vulation. Chronic constipation, most commonly pres-
ent in sedentary people, is another cause of sigmoid 
volvulus. Another important etiological factor is the 
repeated use of laxatives and enemas12-15.

Other methods of treatment for sigmoid volvu-
lus are: mesosigmoidoplasty and percutaneous endo-
scopic sigmoidopexy16. Martinez et al show that the 

Figure 1. X-Ray: distention of the left colon Figure 2. Massive aerocoly on the abdominal 
simple radiography
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endoscopic reduction of sigmoid volvulus is effective, 
but the rate of recurrence is big  11. Although all these 
authors reported a small series of alternative treat-
ments, resection of the sigmoid segment remains the 
most recommended treatment4,17-21.

CONCLUSIONS

The patient’s clinical examination and simple 
abdominal radiography allow the diagnosis of sig-
moid volvulus. Early diagnosis is particularly import-
ant for the prognosis and further development of the 
case. In the absence of the possibilities of endoscopic 
devolvulation or insertion of a rectal tube, early inter-
vention is necessary. In our case, we also confronted 
with a refusal of surgery. Given the possible chang-
es in the colon vasculature, Hartmann’s procedure 
is preferred, followed by the restoration of digestive 
tract continuity after 6 weeks.
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