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Abstract 

An acute sigmoid volvulus is due to the torsion of the sigmoid colon around its mesenteric 

axis. It mainly occurs in elderly patients and represents an abdominal emergency requiring 

urgent treatment. A 53-year-old male patient with severe craniocerebral injury and traumatic 

subarachnoidal bleeding 3 weeks prior presented on the ward with distended abdomen 

without abdominal pain, muscular defense, or resistances. He featured large volume diarrhea 

within the last few hours without signs of bleeding. A plain abdominal X-ray demonstrated a 

coffee bean sign indicating a sigmoid volvulus. A consequent CT scan of the abdomen re-

vealed a deep outlet obstruction with massively dilated, elongated and twisted loop of the 

sigmoid colon and no signs of perforation. We performed emergency colonoscopy under the 

assumption of an acute sigmoid volvulus. After careful insertion of the endoscope completely 

refraining from insufflation of air or CO2, endoscopic reposition of the sigma could be 

achieved and a colonic drainage was placed over an inserted guide wire up to the proximal 

transverse colon. No relapse occurred and a diagnostic colonoscopy after 4 weeks revealed 

no tumor or polyps. Our report describes a classic case of acute sigmoid volvulus and un-

dermines the potential of colonoscopy as conservative primary treatment of choice. 
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Introduction 

Acute sigmoid volvulus is an abdominal emergency and represents the third most com-
mon cause of large bowel obstruction in adults [1]. It usually occurs in elderly men with a 
mean age between 56 and 77 years [2]. Among the risk factors are chronic constipation, 
diabetes, neurological disorders, and previous abdominal surgery [3, 4]. Colonoscopic detor-
sion represents a safe and efficient first-line treatment in stable patients. In patients with 
low risk for surgery, prophylactic elective sigmoid resection may be performed to prevent 
recurrent volvulus [5]. The latter appears to be a frequent occurrence in up to two thirds of 
patients with intended exclusive conservative treatment approach, occurring often relatively 
short after the initial event (at a median of 31 days in a retrospective study with 57 patients 
from New Zealand) [6]. In this study, there was no recurrence of volvulus in those patients 
having undergone surgery. However, when endoscopy is not successful or in case of life-
threatening complications, such as peritonitis, bowel ischemia, gangrene or perforation, 
emergency surgery is required [3]. This is often the case in multimorbid patients. Additional-
ly, in such patients mortality and recurrence rates are high, up to 20 and 60%, respectively 
[5, 7]. Since those patients also often display a high risk for morbidity and mortality in the 
perioperative setting, sigmoid resection often cannot be conducted [2, 8]. In this case, percu-
taneous endoscopic colopexy (PEC) might be a valuable option [9]. 

Routinely, the diagnosis of acute sigmoid volvulus is established by clinical and radiolog-
ical findings. From a clinical perspective, sudden abdominal pain, abdominal tenderness, 
asymmetric abdominal distension, constipation, abdominal tympany, abnormal bowel 
sounds, and a palpable abdominal mass are amongst the most prevalent initial symptoms 
and signs [2]. A CT scan is often unnecessary, since a plain X-ray is diagnostic in 57–90% of 
patients [10, 11]. The classical sign of an acute sigmoid volvulus in plain X-rays is the “coffee 
bean sign”, while in an abdominal CT scan, the characteristic “whirl sign” as well as an dilat-
ed colon with air/fluid level can be detected [11, 12]. Those radiologic findings are due to the 
torsion of the often long and redundant sigmoid colon around its elongated mesenteric axis 
what finally causes intestinal obstruction [13]. 

Case Report 

Here, we report the case of a 53-year-old male patient that initially underwent emer-
gency surgery after a fall followed by craniocerebral injury and subdural hematoma. Osteo-
plastic craniotomy was performed and the subdural hematoma was evacuated. Postopera-
tively, there was a complicated disease course with septic shock and acute respiratory dis-
tress syndrome. Twenty-one days after first cranial surgery, a second craniotomy was per-
formed due to recurrent and progressive subdural hematoma. The next day after surgery, 
the patient presented on the ward with distended abdomen without abdominal pain, ten-
derness on palpation, defense, or resistances. He featured large volume diarrhea within the 
last few hours without signs of bleeding. Body temperature was 38.5°C, blood pressure was 
110/70 mm Hg, and pulse rate was 89 bpm. A plain abdominal X-ray demonstrated a clearly 
distended left colon with coffee bean sign suggesting sigmoid volvulus (Fig. 1). CRP levels 
rose from 49 mg/L to 100 mg/L overnight and leukocytes from 11.06 to 12.45 g/L. A conse-
quent CT scan of the abdomen revealed a deep outlet obstruction with massively dilated, 
elongated and twisted loop of sigmoid colon and no signs of perforation. The advice from the 
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consultant visceral surgeons was emergency endoscopic decompression due to acute sig-
moid volvulus. 

We performed emergency colonoscopy on the intubated patient. After careful insertion 
of the colonoscope completely refraining from insufflation of air or CO2 up to the eye of the 
volvulus, we dilated carefully the sigmoid by gently pushing the tip of the endoscope for-
ward with very cautious air insufflation. Hereby, reposition of the sigma was successfully 
achieved and a colonic drainage was placed over an inserted guide wire. A plain X-ray after 
the endoscopy showed an obvious and striking regression of the dilated colonic segment and 
proper placement of the colon drainage in the right lower abdominal quadrant. After endos-
copy, there was an uncomplicated disease course, and the patient was discharged after 3 
days. No relapse occurred and a diagnostic colonoscopy after 4 weeks revealed no signs of 
tumor or polyps. The patient was seen after 3 weeks and 4 months in the surgical outpatient 
clinic. The decision was made to refrain from the designated surgical intervention.  

Discussion 

Our report describes a classic case of an acute sigmoid volvulus and illustrates the place 
of colonoscopy as conservative primary treatment of choice. It has been shown that emer-
gency surgery should only be performed when primary endoscopic intervention is not suc-
cessful or if peritonitis is present [3]. Recent studies demonstrated that the success rate of 
primary endoscopic decompression is very high and up to 95% [3, 9]. 

However, recurrence after successful endoscopy occurs in about one fourth of patients 
[3] and may be considerably higher up to even two thirds of patients. Accordingly, prophy-
lactic treatment by sigmoid resection with primary anastomosis should be considered, since 
it also has been shown to represent a very safe procedure in low risk patients (ASA score <3) 
[9]. Our patient initially rejected sigmoid resection and due to the 4-month follow-up with-
out any further symptoms of recurrence, surgery was finally not conducted. 

In summary, our report described the routine treatment of acute sigmoid volvulus by 
endoscopic decompression. Since no signs of peritonitis or intestinal ischemia were detect-
ed, no surgery was performed in the emergency situation, which is in line with the literature. 

Statement of Ethics 

The patient agreed with the publication of this case report after informed consent. 
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Fig. 1. Plain abdominal X-ray. Image depicting the sigmoid volvulus indicating the typical coffee bean sign. 
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