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Sigmoid volvulus is the most common cause of volvulus; 
however, it may also involve the cecum (<20%) or the 
transverse colon1. The incidence varies from 8% in the 
developed countries to 80% in developing countries.  It is also 
estimated to be four times more common in the Middle East 
compared to Western countries1. 

A volvulus occurs when a redundant loop of bowel twists 
about its own mesentery. Rarely, it develops when an ileal 
loop twists around the sigmoid; this is known as ileosigmoid 
knotting2. Chronic constipation resulting in a dilated redundant 
colon, along with a narrow mesenteric base, are important 
predisposing factors to volvulus development. When the 
degree of twisting exceeds 180 to 360 degrees, it compromises 
the vascular perfusion of the twisted bowel loop; thus leading 
to complications of colon obstruction, such as ischemia, 
strangulation, gangrene and ultimately perforation and fecal 
peritonitis2. Patients may otherwise present with intermittent 
chronic volvulus with a long history of recurrent obstructive 
symptoms.

The aim of this presentation is to report a case of a young 
healthy adult with acute sigmoid volvulus who was managed 
endoscopically and surgically.
 
THE CASE 

A twenty-eight-year-old male from the Indian subcontinent 
presented with a gradually increasing colicky generalized 
abdominal pain and constipation for four days. The pain was 
associated with three episodes of non-bilious vomiting. The 
patient was a resident of Bahrain for 4 years with no previous 
medical or surgical history. He was afebrile and vitally stable 
at the time of examination. The patient’s abdomen was mildly 
distended and tympanic with generalized tenderness; however, 
he was non-peritonitic. Digital rectal examination revealed an 
empty rectum, with no obvious masses.
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Many studies describe sigmoid volvulus as commonly seen in elderly patients with psychiatric 
or neurological comorbidities or who are bed bound. However, recent studies suggest that this 
condition is seen amongst ambulatory previously healthy young patients. 

We report a case of a young male patient with sigmoid volvulus. He was diagnosed radiologically 
using plain abdominal roentgenography which was confirmed using abdominal CT scan. Surgical 
intervention initially followed the endoscopic detorting method for the acute relief of the volvulus, 
followed by laparotomy, sigmoid resection with primary anastomosis upon recurrence of the 
volvulus within 24 hours from detortion.
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Abdominal roentgenography revealed a markedly distended 
large bowel with gases and fecal matter. Air-fluid levels were 
noted. No free air under the diaphragm. The patients WBC 
count was 10,760/mm3 with a neutrophil percentage of 87%. 
Serum electrolytes were as follows: sodium 141 mmol/L 
(normal range is 134–145 mmol/L), potassium 3.7 mmol/L 
(normal range is 3–5 mmol/L), urea 4.2 mmol/L (normal range 
2.9–9.3 mmol/L), and creatinine 96 mmol/L (normal range 
is 80–115 mmol/L). Abdominal CT scan revealed sigmoid 
volvulus. Successful detorsion was attempted endoscopically. 
No gangrenous or ischemic patches were seen. Therefore, the 
rectal tube was left in place. The rectal tube was removed the 
next day; the patient was discharged once oral feeding was 
tolerated in the absence of abdominal pain or distention. 

The patient returned to the emergency unit 5 days after 
discharge with a three-day history of symptoms similar to 
his initial presentation, along with the same examination 
and radiological findings, see figures 1-3. The sigmoid colon 
was successfully detorted endoscopically and the absence of 
ischemic changes within the colon wall was confirmed.

Figure 1: An Erect View Abdominal X-ray Showing Coffee 
Bean Sign


