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SUMMARY

We present a case of strangulating obstruction of the sigmoid colon. A 40-year-old female
was admitted to our hospital with abdominal pain. Plain radiograph of the abdomen showed

distended closed colon loops, and enhanced CT demonstrated a distinctive double-dilated loop

of sigmoid colon without torsion. Upon laparotomy, we observed an adherent band coursihg

from the mesenterium of the sigmoid colon to the scar at the fundus of the uterus where the

enucleation of myoma uteri had been performed. Strangulating obstruction occurs often in

small intestine. However, that of the large intestine, especially that of sigmoid colon is extraor-

dinary and difficult to be distinguished from sigmoid colon volvulus which has similar clinical

features. Strangulating obstruction of the sigmoid colon causes ischemia, and therefore early

diagnosis and laparotomy are required. This quite uncommon disease has not been reported
previously, and our case will be the first report. We discuss the clinical features of this rare

disease with reference to the literature.
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I. Introduction

Strangulating obstruction is one of the com-
mon causes of acute abdominal pain and most of
it occur in the small intestine. We experienced
a rare case of strangulating obstruction of the
sigmoid colon (SOSC) caused by a postop-

erative adherent band. In this disease, like in
strangulating obstruction of the small intestine,
emergency operation to release the band is the
only way to avoid necrosis of the colon. So, early
diagnosis is required. However, SOSC is quite
infrequent condition and it is very difficult to
be distinguished from sigmoid colon volvulus
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(SCV) which has similar clinical features on
preoperative examinations.

Few cases of colonic strangulation were re-
ported, though, all of these were due to internal
herniation[1-4]. SOSC like our case has not been
reported previously. We describe a case of this
rare disease, and discuss with reference to the
literature.

II. Case report

A 40-year-old female was admitted to our
hospital with a complaint of left lower abdomi-
nal pain that occurred suddenly in the morning
of 12 June, 2003. Her medical history included 2
lower abdominal operations, one on the myoma
uteri at the age of 38, and a cesarean section
for her first baby at the age of 40 (2 months
before this admission). At the time of arrival,
2 hours after the onset, her body temperature
was 36.9T, blood pressure was 124/66mmnHg and
pulse rate was 73 beats/minute, respectively.
There was no pallor or jaundice on her con-
junctiva. Her abdomen was entirely soft, though
there was severe tenderness and rebound ten-
derness on her left lower abdomen. The bowel
sound was found to be decreased and a metallic
sound was not observed, stethoscopically. We
did not identify a palpable mass. A hematol-
ogy profile was almost normal upon admission.
There was no increase in the white blood cell
count of 5500/ mr and the C-reactive protein val-
ue was 0.0mg/dl. The results of liver and renal
function tests were within normal limits.

Plain radiograph of the abdomen showed a
distended closed loop of the colon without an
air-fluid level. This finding is similar to SCV (Fig.
1). Abdominal computed tomography (CT)
scan revealed a double-dilated closed loop of
sigmoid colon in her left lower abdomen with a
little ascites around the Douglas’ pouch (Fig.
2). This finding was also implying SCV, but tor-
sion of the sigmoid colon could not be identified

Fig.1 A plain radiograph of the abdomen
showing the “coffee-bean’-like distended
closed loop of the colon. But its diameter
and size are smaller than that of sigmoid
colon volvulus.

Fig. 2 Contrast enhanced CT showing the double-
dilated sigmoid colon (arrows).

on CT (Fig. 3). After the admission, the white
blood cell count increased up to 9,800/mn and
abdominal pain worsened. Therefore, an emer-
gency operation was performed, although the
final diagnosis was not established.

Upon laparotomy, a closed loop of strangu-
lated and slight ischemic sigmoid colon, 60cm in
length, was found with bloody peritoneal fluid
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Fig. 3 There is not critical point of torsion of
the sigmoid colon observed on contrast
enhanced CT. The axis of the mesenterium
of the sigmoid colon is not twisted
(arrows).

Fig. 4 Intraoprtive photograph. The distended
sigmoid colon strangulated by an adhesive
band is noted.

(Fig. 4). We observed an adherent band coursed
from the mesenterium of the sigmoid colon to
the scar at the fundus of the uterus where the
enucleation of myoma uteri had been performed
two years before the manifestation of the pres-
ent illness. Torsion of the mesenterium of the
sigmoid colon was not seen as preoperatively
diagnosed. This band was cut and the strangu-
lated sigmoid colon was released without resec-
tion. Her postoperative course was uneventful,
and she remained in good health 6 months after
the surgery.

. Discussion

Strangulating obstruction of the colon is
very rare, and especially SOSC has not been
reported as yet. At first glance, SOSC looks
like SCV and these two diseases have similar
preoperative findings. Though, the appropriate
treatment of these diseases is different. SCV
does not always need an emergency operation
because the incidence of bowel necrosis in this
disease is only 12.5%[5]. Consequently, nonop-
erative treatments, such as endoscopic decom-
pression of the dilated colon, insertion of a flatus
tube, or a high enema could be selected initially
[6]. Contrary, SOSC causes ischemia, therefore,
nonoperative treatments are ineffectual as with
other forms of mechanical ileus. Needless to say,
the emergency operation to release this band is
a fundamental treatment to avoid bowel necro-
sis. So, a differential diagnosis is necessary, but
is very difficult. Barium enema is an appropriate
investigation for the diagnosis of SCV; the bird-
beak sign on this examination is a classic and
typical finding of SCV. However, as in our case,
patients of acute abdominal disease often have
so severe abdominal pain that barium enema is
not always easy to be performed.

To distinguish SOSC and SCV, CT is useful
and should be performed instantly. CT has now
assumed a pivotal role in the diagnosis of bowel
obstruction and is simple to be performed and
can confirms the presence of obstruction and
shows the cause[7-9]. Catalano reported that
CT is applicable to diagnose SCV because it can
identify the torsion of a sigmoid loop around
the mesocolon and vessels[9]. In our case, the
distinctive finding of the small double-dilated
closed loop of the sigmoid colon was clearly
demonstrated on plain and enhanced CT. This
finding did not accompanied with the “whirl
sign” which indicates a twist of the mesente-
rium of the sigmoid colon seen in SCV[10]. This
distinctive finding can differentiate SOSC clearly



208 Yasunori Akutsu et al.

from SCV.

Abdominal plain radiograph is also useful.
As seen in SCV, an inverted U-shaped forma-
tion with absence of haustra, a “coffee-bean
sig{11]”-like appearance on abdominal X-ray,
was observed in our case of SOSC. However,
the diameter and the whole size of the dilated
sigmoid colon were much smaller than that of
SCV. In other words, most cases of SCV present
a huge dilated colonic air spreading throughout
the whole abdominal cavity, though, SOSC pres-
ents a small dilated colonic air within the left
lower abdomen. The reason for this difference is
because SOSC is not accompanied with megaco-
lon. In other words, the diameter of the colon is
within the normal limit in SOSC.

Findings of ischemia are also helpful to diag-
nose SOSC. Makita et al reported that mesen-
teric attenuation, radial distribution, and ascites
depicted on CT are signs of small bowl necrosis
in patients with a closed loop[12]. These signs
on CT could be found in our case, and will be
also applicable to ischemia of the large bowel.
Another method to identify the existence of the
necrosis is reported by Bryk who reported that
reduced activity on 5 successive minutes of ab-
dominal films are useful to distinguish the stran-
gulating obstruction from the simple obstruction
[13].

In conclusion, when patients who under-
went lower abdominal surgery are suspected
of having sigmoid colon obstruction, SOSC
should be included in the differential diagnosis
even though this entity is very uncommon, and
should be rapidly diagnosed. By combining the
aforementioned findings, the presence of stran-
gulation and of ischemia may be predicted pre-
operatively and we should not lose the appropri-
ate opportunity of laparotomy.
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