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ABSTRACT

Objective: The objective of this study was to evaluate the safety of single stage resection and anastosis
for acute left sided colonic obstruction due to sigmoid volvulus.

Material and Methods:

This study was conducted in the department of surgery Hayatabad Medical

Complex and Lady Reading Hospital Peshawar Pakistan from January 2002 to Jun 2007. It included cases
who presented with sigmoid vulvolus in emergency. All cases were operated by surgeons at senior
registrar or above level. Resection of the sigmoid colon followed by primary anastomosis after simple
manual decompression with out ontable colonic lavage or diverting stoma were carried out.

Results: Total number of patients who underwent bowel decompression, resection and primary anastosis
was 80. Superficial wound infections occurred in 20% (n=16). No death or clinical anastomotic failure

was recorded. Hospital stay was 11.4 + 4.3(SD) days.

Conclusion: Resection of acute sigmoid volvolus and primary anastomosis after decompression alone can

be carried out safely in reasonably fit patients.

Key Words: left sided colonic obstruction, sigmoid volvulus, resection, primary anastosis.

INTRODUCTION

Sigmoid  volvulus is the twisting of
sigmoid colon on its mesentery. An unusually
narrow attachment of the root of the sigmoid
mesentery to the posterior abdominal wall permits
close approximation of the 2 limbs of the sigmoid
colon. This in turn may predispose  twist of
sigmoid colon around its mesenteric axis. This
anatomic  defect may be complicated by
predisposing factors, including a high-roughage
diet and chronic constipation. In acute sigmoid
volvulus, the degree of torsion varies from 180° to
540°.The torsion is usually counterclockwise. The
common form of vulvolus around the mesenteric
axis usually is sited 15-25 cm from the anus and is
therefore accessible with  sigmoidoscopic
examination. *** The worldwide frequency is not
known the condition is common in South America,
Africa, and parts of Asia where the consumption of
high-fiber diet results in a long, redundant sigmoid
colon and in the developing world it makes about
50% of large bowel obstruction. *°
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Mortality following emergency surgery for
acute vovulus is low. This is mainly due to the fact
that the patients are relatively young and healthy
and, therefore, able to recover from the disorder
and its surgical treatment. A Single stage method
of treatment that would ensure a permanent cure,
avoid a colostomy, reduce number of procedures
and shorten the duration of hospital stay, is
desirable.Virtually all colorectal surgeons consider
a mechanically cleansed and empty bowel a
prerequisite  for a safe colonic resection and
anastomosis. The purpose of mechanical bowel
preparation is to reduce the risk of septic
complication and anastomotic dehiscence. *°

On table antegrade colonic lavage is
usually performed to decompress and clean the
proximal obstructed colon. While decompression
may be desirable, to decrease distension, facilitate
abdominal closure and improve colonic blood
supply, there is some evidence that complete
cleaning of the colon of the faecal matter is not
necessary to ensure anastomotic integrity. There
have been several published series of primary
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POSTOPERATIVE COMPLICATIONS

T
Combhrahans
.............

Superficial Wound Infection 20%

Anastomotic leak 0%

Deaths 0%
Table 1

resection and anastomosis with out antegrade

2/46,8

colonic lavage The aim of this study is to
evaluate the definitive one stage resection of the
redundant colon and primary anastosis with out
antegrade colonic lavage in patients with acute
sigmoid volvulus.

MATERIAL AND METHODS

This was a prospective, observational and
analytic study of forty consecutive patients who
were diagnosed as sigmoid vulvolus and treated
from 1st January 2002 to 30" Jun 2007 in the
surgical unit Hayatabad Medical Complex/Lady
Reading Hospital Peshawar Pakistan. All these
patients presented in emergency and were operated
by surgeon at senior registrar or above level.

Both male and female and of any age
group diagnosed as sigmoid volvulus  were
included in this study. Patients who were
diagnosed and treated somewhere else and then
referred were excluded from this study.

An informed consent was taken from all
patients for inclusion in this study. The diagnosis
of sigmoid vulvolus was made from the history of
constipation, abdominal pain (which was often
recurrent), abdominal distension, vomiting and
plain abdominal

X-ray. In these X-rays, the cardinal sign
was the coffee been or omega sign of the
distended, twisted, sigmoid colon. All the patients
were resuscitated preoperatively. They were given
preoperative broad spectrum  antibiotics(
Inj.Cefotoxime 1G BD &Inj.Flagyle 500mg TID)
and were continued for five days.

Laparotomy was performed through a
lower midline incision in all cases. Viability of the

bleeding. Descending colon and rectum were
mobilized to make the anastomsis tension free. The
bowel ends were cleansed with swabs soaked in

pyodin solution diluted with normal saline. Two
layered inverting end to end anastomsis was
carried out with an inner continuous layer of 3/0

vicryl and an outer interrupted seromuscular layer

of 2/0 silk. No covering stoma was done in any

patient. The pelvic and peritoneal cavities were
washed thoroughly with normal saline. Pelvic drain
was routinely used in all patients. Midline
incisions were closed by mass closure using vicryl

0. Skin was closed with interrupted mattress
Nylone stitches.

RESULTS

Total number of patients including in this
study was 80. There were 90%(n=72) male and
10%(n=8) female as shown in Fig. No.l. Age
range was 2070 with an average age of
47.3+17.4(SD) years.

Analysis of the postoperative outcome in
80 patients treated with primary anastomosis with
out antegrade colonic lavage is shown in
Table.No.1. Superficial wound infection occurred
in 20 % (n=16) patients.All these wound infection
were managed with 3 “ generation Cephelosporin
(Inj.Ceftriaxone 1 gm IV BD for 7 days). There
was no clinical anastomotic leak with feacal
peritonitis. ~ Mortality ~was zero. Duration of
hospital stay ranged from 8-20 days with mean
11.4+4.2(SD).

DISCUSSION

Sigmoid volvulus is a leading cause of
bowel obstruction in many parts of Africa. Several
aspects of its management remain controversial,
particularly the operative strategy to be adopted in
patients in whom sigmoidoscopy had failed to
deflate  bowel. ****  Surgical management has
evolved over time. Staged procedures, such as the
three stage approach( decompressing colostomy
,resection and anastomaosis, colostomy closure)or a
two stage procedure( primary resection with
covering colostomy, colostomy closure) are less
frequently practiced. °***** Since Dudley et al®*

bowel was assessed. The sigmoid was untwisted

manually to relieve obstruction. Gaseous 100 -

distension of the large bowel was relieved with

suction through colotomy in the sigmoid colon. 801

The colotomy was then closed and the sigmoid 604

colon was divided between two non-crushing

occluding clamps isolating the colon from the 40+ B Male
operating field. Carefully manual decompression of B Female
the proximal and distal colon was carried out. 204

After satisfactory decompression the redundant -

sigmoid colon was resected proximally and 0- i i i '

distally to the level of good free marginal Fig. 1
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published their technique on colonic irrigation in

1980, single stage resection and anastomsis
became popular among colorectal surgeons dealing
with an obstructed left colon. A one stage
procedure employing antegrade colonic irrigation

cuts down on cumulative  anaesthetic  risk,
improves the quality of life because no stoma is
required and shortens hospitalization.  Colonic
irrigation can be a tedious procedure and may
increase operating time.  ******** Colonic irrigation
with large amounts of saline can lead to electrolyte
abnormalities and may be associated with more
risk of spillage and contamination. ~ "***** Till to
date a number of authors have reported series of
patients who underwent emergency left-sided colon
resection without intraoperative colonic lavage,
and the results are encouraging. ~ **********% Manual
decompression was found to be less complicated,

as reported previously. A dilated proximal colon

could be easily decompressed manually.  *** Feacal
soilage at the anastomotosis can be reduced by
exteriorizing the trasected colon from the operating
field and cleaning the ends of the colon before
anastomosis. ***

Analysis  of our study showed that
primary resection and anastomosis at initial
presentation proved a safe operative treatment and
avoided another hospital admission. There was no
mortality in our study. Clinical anastomotic
leakage was also not observed in any of our
patients. Hospital stay was 11.4+4.2(SD) days. So
it is obvious from our study and other studies that
a bowel that is badly prepared, or not prepared at
all, should not be a contraindication for a primary
anastomosis in the left colon.  **** It needs to be
emphasized, therefore, that judgement, tissue
handling, anastomotsis of well vascularised bowel
ends with well placed sutures may will be the
critical factors, and likely to be employed by
senior and experienced surgeons  #*** Superficial
wound infection occurred in 20%(n=8) patients.

These patients did not need any surgical
intervention. Simple stitch removal and dressing
worked in these patients. Superficial wound

infections recorded in available studies ranged 10-
20%.2*°*#* This emphasized that adequate control

of solid rather than liquid feacal stream and
exteriorizing the cut ends of the bowel ensures
good control and causes less spillage and
contamination. “******  Any patient who is fit
enough to undergo operation should have a
definitive procedure during the same admission to
avoid readmission, and 2"° surgical
procedure. ***** One-stage restorative resection
without on-table lavage appears to be a promising
alternative in the emergency management of acute
sigmoid volvulus. Avoidance of colostomy and the
attendant socioeconomic benefits warrants further
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24,26,28,30,31,32

studies of this one stage procedure.

CONCLUSION

Resection and primary anastomosis can be
performed safely without mechanical bowel
preparation in sigmoid volvulus. It has the merit of
being a shorter and simpler procedure to perform
without increasing morbidity or mortality.
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