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Abstract  Case Report 
 

Sigmoid volvulus is a frequent cause of acute colonic obstruction. Its association with an underlying colonic tumor is 

rare but clinically significant, as it directly influences therapeutic decision-making. We report the case of a patient 

admitted to the emergency department with acute intestinal obstruction. Surgical exploration revealed a clockwise 

sigmoid volvulus associated with a tumoral, sub-stenosing thickening of the twisted bowel loop. An oncologic sigmoid 

resection with Hartmann’s colostomy was performed. Histopathological examination confirmed the neoplastic nature 

of the lesion. The postoperative course was uneventful, and the patient was referred for further oncologic management. 

The association between sigmoid volvulus and colorectal cancer is exceptional and rarely reported in the literature. The 

presence of an underlying tumor modifies surgical management, requiring an oncologic resection in accordance with 

oncological principles. Hartmann’s procedure represents a safe option in emergency settings, particularly in cases of 

significant colonic distension, unprepared bowel, or impaired general condition. This case highlights the importance of 

suspecting an underlying tumoral etiology in cases of sigmoid volvulus, especially in the presence of atypical features. 

Appropriate surgical management and increased vigilance are essential to optimize prognosis and ensure adequate 

oncologic treatment. 
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INTRODUCTION 
Colonic volvulus results from the rotation of an 

intestinal segment around its mesocolic axis, usually 

exceeding 180°, leading to bowel obstruction and 

possible vascular strangulation. Among the different 

locations, sigmoid volvulus is the most common form 

[1]. 

 

It is frequently associated with dolichosigmoid, 

favored by chronic fecal stasis and a high-fiber diet, 

resulting in a characteristic anatomical configuration 

with a long and wide sigmoid mesocolon and a narrow 

base [2]. Sigmoid volvulus represents a serious medico-

surgical emergency with potential life-threatening 

consequences [3]. Clinically, it most often presents as 

acute mechanical colonic obstruction. Imaging plays a 

central role in diagnosis, while endoscopic detorsion and 

surgery constitute the main therapeutic options [4]. 

 

Through this report, we describe an exceptional 

case of colonic cancer revealed by sigmoid volvulus. 

This extremely rare event necessitates modification of 

the surgical strategy and significantly impacts early 

outcomes and overall prognosis. 

 

CASE REPORT 
A 94-year-old patient with a history of ischemic 

heart disease on aspirin therapy, hypertension under 

treatment, hypothyroidism treated with levothyroxine, 

right mid-leg amputation for lower limb ischemia in 

2008, bladder stone surgery in 2003, and a former 

chronic smoker (35 pack-years, now abstinent). 

 

He presented to the emergency department with 

symptoms of acute bowel obstruction, including 

cessation of stool and gas passage, associated with 

vomiting and progressive abdominal distension evolving 

over 13 days. 

 

Clinical examination revealed a distended, 

tympanic abdomen. Digital rectal examination showed 

an empty rectal ampulla. 
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An abdominal CT scan provided by the patient 

demonstrated colonic obstruction secondary to sigmoid 

volvulus with a small amount of ascites (Figure 1). 

 

 
Figure 1: CT scan showing the vascular whirl sign (red arrow) and the convergence of the two colonic limbs 

(yellow arrow) 

 

Based on these findings, the diagnosis of 

sigmoid volvulus was confirmed, and emergency 

surgical intervention was indicated. The patient was 

promptly transferred to the operating room. 

 

Intraoperative exploration revealed a small 

amount of peritoneal fluid and a clockwise sigmoid 

volvulus (Figure 2). At the apex of the volvulus, a 3-cm 

sub-stenosing, hemi-circumferential thickening was 

identified (Figure 3), with no signs of bowel ischemia or 

secondary intra-abdominal lesions. 

 

 
Figure 2: Intraoperative view showing sigmoid volvulus 
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Figure 3: Intraoperative image showing tumoral thickening of the volvulated sigmoid loop 

 

A low segmental colonic resection including the 

volvulated segment and tumoral lesion was performed, 

followed by a left iliac Hartmann-type colostomy. 

 

Histopathological examination revealed a 

moderately differentiated, non-specific invasive 

adenocarcinoma infiltrating the colonic wall up to the 

subserosa, with no vascular emboli or lymph node 

metastases (0+/15 nodes). Resection margins were 

tumor-free. 

 

Postoperative recovery was uneventful. The 

colostomy was functional on postoperative day 2. Stoma 

care was initiated, and the patient was referred to the 

oncology department for further staging and oncologic 

management. 

 

DISCUSSION 
The term “volvulus” derives from the Latin 

volvere, meaning torsion, and was first described by 

Rokitansky in 1836 [5]. Sigmoid volvulus is the most 

common type of colonic volvulus, accounting for 50–

90% of cases [7]. It represents the third leading cause of 

large bowel obstruction worldwide, following colorectal 

cancer and complicated sigmoid diverticulitis [2]. 

 

Its incidence varies geographically. In the so-

called “volvulus belt” — including Africa, South 

America, Eastern Europe, the Middle East, India, and 

Brazil — sigmoid volvulus accounts for 13–42% of 

intestinal obstructions [6]. In Western countries, it 

represents less than 5% [6]. 

 

Any mobile segment of the colon may be 

affected, with sigmoid involvement in 60–75%, cecal 

involvement in 25–40%, and transverse colon 

involvement in 1–4% of cases [2]. 

 

Dolichocolon, characterized by an elongated, 

dilated sigmoid loop with a narrow mesenteric base, is 

the most common anatomical predisposition [2]. Its 

rarity in patients under 30 years supports an acquired 

origin, possibly related to chronic constipation [1]. 

 

Clinical presentation varies widely. Our patient 

presented with acute abdominal pain and complete 

colonic obstruction. Symptoms may range from mild to 

severe and can progress to life-threatening complications 

such as peritonitis and septic shock [3, 4]. 

 

Although rare, stenosing colonic cancer may 

promote sigmoid volvulus by causing proximal 

obstruction and elongation of the colon, increasing loop 

weight and facilitating mesenteric rotation. Few cases 

have been reported, emphasizing the need for heightened 

surgical vigilance. Warning signs include weight loss, 

altered bowel habits, anemia, and hepatic lesions on 

imaging [1]. 

 

Emergency imaging is essential. Plain 

abdominal radiography may reveal the classic “coffee-

bean” sign, but CT scanning is now the gold standard, 

demonstrating marked colonic dilatation and the “whirl 

sign,” reflecting twisting of the colon and mesentery [8–

10]. 

 

To our knowledge, only six cases describing the 

association of sigmoid volvulus with colonic tumors 

have been reported [1–15]. The presence of malignancy 

significantly alters surgical management. 

 

While limited resection may suffice in 

uncomplicated sigmoid volvulus, oncologic resection 

with vascular ligation at the origin of the pedicles and 

lymphadenectomy is mandatory in neoplastic cases, as 

performed in our patient [16]. 

 

Hartmann’s procedure was justified due to 

severe proximal distension and impaired general 

condition, offering a safe and efficient option in 

emergency settings [17]. 
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CONCLUSION 
Sigmoid volvulus is a surgical emergency 

requiring prompt and context-adapted management. 

Although usually related to anatomical predisposition, its 

association with colorectal cancer is exceptional and 

significantly alters therapeutic strategy. This case 

highlights the importance of considering an underlying 

malignancy, particularly in atypical presentations. 

Surgery remains the cornerstone of treatment in 

complicated cases. Heightened vigilance and 

individualized management are essential to optimize 

outcomes and ensure appropriate oncologic care. 
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