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Sigmoid volvulus: Treatment options and volvulus recurrence
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Abstract

Sigmoid Volvulus (SV) is principally treated with non-opera-
tive decompression, whereas it may require surgical management
in some situations. Depending upon the treatment method, SV
recurs in about one fourth of the cases, which doubles the mortality
and morbidity rates. In this paper, we discuss the management and
related recurrence of SV in the light of the largest single-center SV
series over the world.

Highlights

- Endoscopic decompression is the primary treatment option
in uncomplicated or non-gangrenous patients with sigmoid
volvulus.

- In patients treated with decompression alone, volvulus
recurrence is an expected outcome, which doubles mortality
and morbidity rates.

- In selected patients, sigmoid colectomy or percutaneous
endoscopic colopexy may prevent or reduce the recurrence.
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Introduction

Sigmoid Volvulus (SV) is a rare disease, in which the sigmoid
colon twists around its own mesentery.! Non-operative decompres-
sion is tried in uncomplicated or non-gangrenous cases, while
patients with above-mentioned adverse situations or those with
unsuccessful endoscopic decompression are treated with emer-
gency surgery.>? Volvulus Recurrence (VR) is an expected result in
some SV cases and it worsens the prognosis.* We discuss herein
our experiment on the treatment of SV as well as the prevention of
the VR by evaluating the largest single-center SV series over the
world,’ a 1,040-patient experience with SV over a 55-year period
between June 1966 and July 2021.

Materials and Methods

The clinical records of 612 patients treated until June 1986
were reviewed retrospectively, whereas 428 cases treated there-
after were evaluated prospectively. For each patient, treatment
method, success status, mortality, morbidity, and recurrence were
noted.

Results

Non-operative decompression (barium enema in 13, rigid
endoscopy in 351, flexible endoscopy in 397) was tried in 761
patients (73.2%) with 83.0% of success, 0.7% of mortality, 2.2%
of morbidity, and 5.6% early recurrence rates. Of the patients, 478
(46.0%) were treated by emergency surgery with 16.9% of mortal-
ity, 34.1% of morbidity, and 0.6% of early recurrence rates. In
patients with successful non-operative decompression, elective
surgery (open in 95, laparoscopic in 19) was tried in 114 patients
(19.2%) with 0.0% of mortality, 11.4% of morbidity, and 0.0% of
recurrence rates.

Discussion

In the treatment of uncomplicated and non-gangrenous patients
with SV, the first step is the confirmation of the disease by demon-
strating a spiral twist of the sigmoid lumen in endoscopic exami-
nation (Figure 1a). Following this, contrast agent enema or prefer-
ably endoscopic decompression is the optimal option, the latter
consisting of gentle insertion of the rigid or preferable flexible
endoscope with minimal air insufflation and gentle rotation. Non-
operative procedures may be applied with a 48-100% success
rate,*® which is compatible with our results. Complicated or gan-
grenous patients, or patients with unsuccessful endoscopic decom-
pression, are treated by emergency surgery. In non-gangrenous
patients, decompression alone or together with a volvulus-reduc-
ing procedure including sigmoid resection, sigmoidopexy,
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Figure 1. (a) Endoscopic appearance (S, spiral sphincter-like
twisted viable sigmoid lumen), and (b) {)ostoperative appearance
(S, resected non-gangrenous sigmoid colon).

mesopexy, or mesoplasty is used. In gangrenous patients, sigmoid
resection with primary anastomosis or stoma is preferred.> Our
results related to the surgical treatment are compatible with the lit-
erature findings. On the other hand, in patients with successful
non-operative decompression, to prevent a VR, elective sigmoid
resection is suggested in nonelderly and well-conditioned
patients,>® which procedure did any good in our series. As an alter-
native, Percutaneous Endoscopic Colopexy (PEC) may be used in
elderly or bad-conditioned patients for the same purposes.*!°

VR occurs in a mean 25% of the patients with SV (range: 0-
55%), particularly in patients treated with endoscopic or surgical
decompression alone. To prevent the VR, elective sigmoid colec-
tomy with primary anastomosis, preferably by using laparoscopy,
is recommended in selected patients.” However, the selection crite-
ria are not objectively identified in literature.*”*!° In our opinion
and experience, elective surgery may be suggested in patients
under 70-75 years old and with American Society of
Anesthesiologists (ASA) classes 1-3, whose estimated operative
mortality rates are less than 4.3%. On the other hand, PEC, prefer-
ably as an elective procedure, may be tried in patients over 75
years old or with ASA class >4 patients, whose estimated operative
mortality rates are higher than 7.8%. Regarding the technical
details of elective sigmoid resection, which is another unidentified
subject,®”? in our opinion and experience, a maximum length of
the sigmoid colon, which allows a tension-free anastomosis with-
out requiring a left colon mobilization, must be resected to prevent
the VR (Figure 1b).
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Conclusions

Although the emergency treatment of SV is important, the
avoidance of VR, an expected result of SV, is as important as its
treatment. For this reason, elective sigmoid colectomy or elective
PEC must be considered in selected patients.
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