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An Interesting Rare Case of Dual Sigmoid Volvulus

Abstract

Colon volvulus is a significant cause of intestinal obstruction, predominantly affecting the sigmoid colon, while the transverse 
colon is rarely involved. A dual colonic volvulus, involving both sigmoid and transverse segments, is an uncommon presenta-
tion. Clinical presentation often includes occlusive syndrome and asymmetric abdominal distension. CT scans offer higher 
sensitivity, particularly with a double whirl sign. Management strategies for dual sigmoid colon volvulus prioritize surgical 
intervention in emergencies. Left hemicolectomy with delayed anastomosis is preferred to minimize complications.
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Introduction
Volvulus, is a word derived from a Latin word “volvere” which 
means a twist [1]. The sigmoid volvulus is a condition in which 
a part of the sigmoid colon wraps around itself and its own 
mesentery, causing a large bowel obstruction by strangulation 
may lead to ischemia and then necrosis [2,3].
The first case of sigmoid volvulus was described in 1836 by 
von Rokitansky [2]. It is the third leading cause of colonic ob-
struction worldwide, accounting for 3–5% of all acute bowel 
obstructions [4]. 

It remains particularly common in the geographic region known 
as the “Volvulus Belt” encompassing Africa, South America, 
Russia, the Middle East, and Eastern Europe determining [3,4].
The most commun site on colonic volvulus is the sigmoid co-
lon by 60–75%, followed by the cecum in 25–40% of cases and 
the transverse colon in only 4% [4,5]. The dual location of the 
volvulus represents a rare situation and a major surgical emer-
gency due to the high risk of gangrene and septic shock [6]. 
Due to the rarity of this clinical entity and the treatment options 
that are poorly codified, we present a case of a patient with 
double volvulus of the sigmoid colon.

Case Report
A 35-year-old patient, with no significant medical history, 
presented to the emergency department with an obstructive 
syndrome characterized by the cessation of bowel movements 
and gas, bilious and food vomiting, and pain with abdominal 
distension. This condition had been evolving for 3 days, along 

with a decline in the general state of health. The clinical exami-
nation revealed a conscious patient who was hemodynamically 
and respiratory stable, with the presence of an asymmetrical, 
tympanic, and non-tender distended abdomen. The hernial ori-
fices were free, and the rectal exam revealed an empty ampulla. 
An abdominal CT scan, performed, showed colonic obstruc-
tion due to sigmoid volvulus, with distension of the sigmoid 
colon exhibiting a "coffee bean" sign, measuring 124 mm in 
diameter, along with the visualization of the whirlpool sign. 
There were no signs of digestive ischemia. 

A hydro-electrolytic panel was done to check for any abnor-
malities and returned without issues. 
The patient was urgently admitted to the operating room. The 
intraoperative exploration revealed the presence of a dual vol-
vulus of the sigmoid colon, without signs of ischemic damage 
and no involvement of the small bowel.

The procedure performed was a segmental left colonic resec-
tion, removing the two volvulated loops, followed by a double-
barrel colostomy. Postoperative recovery was uncomplicated, 
with a functional stoma on postoperative day 1 and discharge 
on postoperative day 2. The pathological examination revealed 
no tumor lesions, and the restoration of colonic continuity was 
carried out 2 months after the initial procedure. 

Discussion
Colon volvulus is a common cause of intestinal obstruction. 
The sigmoid colon is the segment most susceptible to this pa-
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Figure 1: CT scan image showing the colonic sigmoid disten-
sion (green arrow) with the whirlpool sign (red arrow).

Figure 2: Per operative image showing the double volvulus of 
the sigmoid colon.

thology; however, the transverse colon is the least affected seg-
ment. A colonic volvulus with dual localization, constitutes a 
rare entity of obstruction [7].
Colon volvulus has several factors that can be grouped into 
three categories:
• Congenital factors: intestinal malrotations, 
Hirschsprung’s disease, the lack of fixation of the right colon 
or splenic angle, shortening of the mesocolon [8,9].
• Anatomical factors leading to abnormal mobility of 
the colon: dolichocolon, associated with or without the mega-
colon or Chilaiditi syndrome, chronic inflammatory disease 
[10].
• Physiological factors: chronic constipation and/or 
overuse of laxatives leading to motility disturbances [11].
The etiological factors of colon volvulus are relatively the 
same regardless of the site. However, these different factors are 
often associated and have a synergistic effect in the increased 
mobility of the colon that predisposing it to the volvulus [12].
The two main problems in the colonic volvulus are the bowel 
obstuction and the vacular occlusion. The first one lead to the 

distention of the twisted loop due to mechanical obstruction 
and bacterial fermentation. On second place, the vascular oc-
clusion and the colonic distention by decresing capillary per-
fusion due to the intra colonic pressure, lead to ichemia that 
lead to bacterial translocation and toxemia and to the colonic 
gangrene [13-18]. 
Clinically, the patient presents an occlusive syndrome, often 
accompanied by other symptoms such as vomiting and rectal 
bleeding. On abdominal examination, the patient presents an 
asymmetric abdominal distension on inspection and Von Wahl 
sign in palpation. The presence of rectal melanotic stool, re-
bound tenderness or muscular defense generally is a sign of 
complication like gangrene, perforation and peritonitis [19,20].

Plain abdominal radiography has been found diagnostic in 
57%-90% of patients by showing various characteristic signs, 
notably omega or horseshoe sign, bird beak sign, inverted U 
sign, northern exposure sign, coffee bean sign. But all this 
signs are not found if there is a simultaneous volvulus [21-24].
The CT scan has better sensitivity and specificity in the diag-
nosis by showing the whirl sign. The presence of two concomi-
tant whirl sign may suggest a simultaneous volvulus [25,26]. 
However the preoperative diagnosis of the simultaneous vol-
vulus remains challenging and often discovered during the sur-
gery [27,28].

The endoscopic derotation is the gold standard for sigmoid vol-
vulus if there is no sign of necrosis or perforation, in second 
plan a colectomy. However, the first surgical approach is the 
most common due to the financial problem or lack of endo-
scopic equipment and it consist of a segmentary resection and 
colostomy or anastomosis but in emergency on an unprepared 
colon exposes to a lot of morbidities (fistula, sepsis) [25,29,30].
On the dual volvulus of the left colon, the surgical approch 
consist of left hemicolectomy with anastomosis if there is no 
necrosis and the patient is hemodynamically stable. Therefor 
delayed anastomosis seems to be the best option by reducing 
the risk of anastomotic leakage and morbidity [31-33].

Conclusion
In conclusion, colonic volvulus is a common cause of occlu-
sion, but when it involves two segments, it becomes a rare en-
tity that presents significant challenges in both diagnosis and 
treatment. 
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