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Is single-stage resection and anastomosis for acute sigmoid 
volvulus, without intra operative colonic lavage a safe 
procedure?
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ABSTRACT… Objective. This study was conducted to provide local data regarding the results 
and post-operative complications after single-stage resection and anastomosis for acute 
sigmoid volvulus, without intra operative colonic lavage. Study Design: Descriptive Cross 
Sectional. Setting: DHQ Charsadda. Period: May 2017 to December 2019. Material & Methods: 
This clinical study was done on 50 patients who presented with the signs and symptoms of 
acute sigmoid volvulus excluding those with complications of the illness such as gangrene, 
perforation and peritonitis. Surgery for all patients was carried out under General anaesthesia. 
All the patients underwent emergency resection and primary anastomosis, without mechanical 
bowel preparation. Data were collected regarding post operation complication and analysis by 
using SPSS version 23. Chi square test was used to compare at level of significance <0.005. 
Results: Median age of patients was 50 years with male to female ratio 5:3. Seven patients 
presented with wound infection, one dehiscence while zero Anastomotic leakage and zero 
death postoperative recorded. Conclusion:  Single stage resection and primary anastomosis 
without preoperative colonic lavage for acute sigmoid volvulus is a simpler and short procedure 
with low mortality and morbidity rates.
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INTRODUCTION
Sigmoid volvulus is defined as 360 anticlockwise 
twist of sigmoid colon on its mesentery. The 
management of sigmoid volvulus is still debatable. 
Although endoscopic or even radiological 
decompression with contrast enema represents 
the mainstay of acute control, recurrent episodes 
generally require surgical intervention for definitive 
management. Single stage surgical technique 
for sigmoid volvulus has many advantages like 
it reduces the duration at hospital stay, number 
of procedures etc. Although colorectal surgeons 
keep in mind a mechanically cleansed and 
empty bowel as a prerequisite for a safe colonic 
resection and anastomosis on the way to reduce 
the risk of septic complications and anastomotic 
dehiscence.1-2 Many studies have failed to show 
any superiority of mechanical bowel preparation 
in colorectal surgery and have questioned this 
practice.3-4

So rationale of the study is that due to lack local 
studies, we have to rely on evidences provided 
by international studies3-5 which may not be 
applicable to our population due to different 
socioeconomic circumstances, illiteracy and 
availability of health care services. Therefore 
this study was conducted to provide local data 
regarding to evaluate the results of single-
stage resection and anastomosis for acute left-
sided colonic obstruction due to acute sigmoid 
volvulus, without intra operative colonic lavage, 
postoperative complications etc  So that better 
strategies can be planned by the surgeons to 
combat the problems in our population.

MATERIAL & METHODS
It was a descriptive cross-sectional study 
conducted at the department of surgery DHQ 
hospital Charsadda after the approval of 
Institutional Ethical Committee (No.181/299/DHQ 
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Hospital CHD Dated 12-03-17) from May 2017 
to December 2019. The study was done on 50 
patients who presented at the emergency unit 
during study duration with the signs and symptoms 
of intestinal obstruction excluding those with 
complications of the illness such as gangrene, 
perforation and peritonitis. The patients were 
selected by non-probability convenient Sampling 
method. Informed consent was obtained and to 
minimize the errors clear instructions were given 
to the study participants.

In all those patients a detailed history was taken 
which included the patient’s demographics (age, 
gender), co-morbidities and focused mainly on 
the symptoms of acute intestinal obstruction 
such as abdominal pain, abdominal distension 
and constipation due to which they presented 
to casualty section. After thorough history all the 
patients underwent plain x-ray abdomen which 
showed dilated gut loops or a coffee bean sign 
that is pathognomonic for sigmoid volvulus and 
thus diagnosis was made with the help of both 
clinical and radiographic findings. Few relevant 
tests like blood profile, serum electrolytes, and 
Serum urea and urine analysis were also done.

The patients were initially resuscitated with fluid 
and electrolyte replacement, NG Aspiration 
acid base management and were catheterized 
(urethral) to monitor the urine output every 
hourly. Antibiotics were given at the induction of 
anesthesia and then they were continued for about 
5 days. Then after giving a midline laparotomy 
incision the bowel viability was assessed and final 
diagnosis was made. 

In the beginning the obstruction is relieved by 
untwisting the colon and then decompression 
of the distended bowel loop is carried out 
and remaining faecal particles were removed 
via digital milking. Swabs soaked in aqueous 
chlorhexidine  were applied to the ends of the 
resected  bowel and the ends were trimmed till 
fresh bleeding and then  two layered end-to-end 
anastomosis was done with an inner continuous 
layer and an outer interrupted seromuscular layer 
of 3/0 poldioxanone and 3/0 silk respectively. 

No proximal stoma was used for the protection 
of the anastomosis. The abdomen was closed by 
mass closure technique after peritoneal lavage 
with normal saline and draining the pelvis. 

Proper documentation of the clinical course, 
hospital stay, postoperative complications like 
wound infection, anastomotic failure and mortality 
were made.

Statistical analysis was performed using SPSS 
version 23. Frequencies and percentages 
were calculated for categorical variables (Age, 
gender and comorbidities). Comparison of the 
procedure outcome (anastomotic dehiscence, 
wound infection and mortality) between double 
resection and anastomosis with primary resection 
and anastomosis was made via chi square test. 
Median were calculated for variable like age, 
hospital stay.

RESULTS
A total 50 patients who presented with 
uncomplicated acute sigmoid volvulus to surgical 
unit of DHQ Charssada were included in this study. 
Patients’ characteristics (Age, Gender) are shown 
In Table-I. The age ranged from 29-73 years with 
median age of 50 years while for female it was 34 
to 67 with median of 50 years. The numbers of 
male 32 (64%) patients were more as compared 
to female patients 18 (36%). Out of 50 patients 08 
were having Hypertension and only 02 patients 
had Diabetes Mellitus.

Three cases were managed by double resection 
and ileoilealand colorectal anastomosis that 
experienced ileosigmoid knotting. The primary 
anastomosis and resection were performed on 
the remaining 47 subjects. According to our study 
the median duration of hospital stay was 12 days 
and postoperative hospital stay ranged from 8 to 
20 days.

Only 7 patients had wound infection, one case 
with wound dehiscence, no anastomotic leakage 
and zero mortality was recorded in this study. 
(Table-II)
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Age Male (n=32) Female (n=18)
Range 29-73 34-67
Median 50 50

Table-I. Age in Years (Range and Median).

Complications/Complaints Male 
(n=32)

Female 
(n=18)

Wound infection 05(15.6%) 02(11.1%)
Wound dehiscence 01(3.1%) 0(0.0%)
Anastomotic leakage 0(0.0%) 0(0.0%)
Mortality 0(0.0%) 0(0.0%)
Table-II. Post-operative and follow-up complications/ 

complaints.

DISCUSSION
Treatment is directed to reduce and prevent the 
periodic episode of sigmoid volvulus. Intravenous 
metoclopramide and fluid infusion are given.6-10 
However when endoscopic detorsion is not 
successful or in patients presenting with signs 
and symptoms indicating of peritonitis immediate 
laparotomy is done. Sigmoidectomy, either with 
primary anstomosis or colostomy is the definitive 
treatment. Life threatening complications eg 
sigmoid gangrene, perforation, peritonitis, sepsis 
and death may occur if not diagnosed on time.11-

15

Surgical resection and primary anastomosis 
because of its good procedure outcome reports 
is in high demand over the past ten years.16 Non 
operative procedures like enema, sigmoidoscopy 
or rectal tube is preferred in selected patients. In 
highly selective patients, we do radiographic or 
endoscopic decompression. In cases of failure of 
non-surgical decompression, emergency surgery 
is performed.17-19

In present study patient’s age ranging for male 
was 29-73 and their median age was 50 years 
while for female it was 34 to 67 with median of 50 
years. There were 32 male while 18 female with a 
male to female ratio 5:3. This gender imbalance 
was due to chance. The age of the patients of our 
study group was similar to the other studied done 
by oludiran20 and Laor.21

Like other studies5,8, no anastomotic leakage 
occurred in this study it may be due to patients 

had less co morbid, relatively fit patients, and 
preoperative proper management are probably 
responsible for this. Superficial wound infection 
occurred in 7(%) patients, which is in accordance’s 
to that reported by Oludiran.20 One case of wound 
dehiscence occured. All these were treated with 
satisfactory outcome. There was no mortality in 
this study which is comparable to international 
studies.8-9

In another study by Santos et al19 it was 
documented that whether bowel is prepared or 
not before elective colon surgery, it does not have 
any significant effect on the risk of anastomotic 
dehiscence. Some studies reports the drawbacks 
of bowel preparation such as electrolyte 
imbalance especially in elderly patients.6-9

So findings were that single stage resection 
and primary anastomosis without preoperative 
colonic lavage is a simpler and short procedure 
with low mortality and morbidity rates.

CONCLUSION
It is a safe procedure for the management of 
acute sigmoid volvulus. It is recommended that 
future studies should be carried out on a large 
sample size.
Copyright© 06 Oct, 2020.
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