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LARGE BOWEL VOLVULUS
D J Jones

7 r _In volvulus the colon twists on its own mesenteric axis, causing partial or
complete obstruction of the large bowel. The blood supply of the colon is
compromised because of venous congestion, which occasionally progresses
to venous infarction and gangrene. Less commonly the arterial supply is
compromised, leading to more rapid colonic ischaemia.
The most common site for large bowel volvulus is the sigmoid colon,

which twists in an anticlockwise direction. The caecum is affected less
commonly and twists in a clockwise direction; the transverse colon rarely
undergoes volvulus. Occasionally a loop of ileum may become trapped
within the volvulus, causing concomitant small bowel obstruction.

Sigmoid volvulus.

Sigmoid volvulus

colnSigmoid volvulus accounts for about 5% of_ cases of large bowel obstruction in developed

8Ka7.t-raF.!~ ~ ~ ~ 10 ,

_~~~Al countries. It occurs predominantly in elderly
.1 people, with an increased incidence in patients

Alwith chronic medical and psychiatric disorders.Volvulus is more common in Africa and Asia,
444 ~~~~44~~ A~ where it is the most common cause of large bowel

4 ~ 1/ ~, *~ obstruction. It is postulated that both a high fibre
J ,'4 ~~~~~~~~~~~~~~~dietand chronic constipation may stretch the

colon, leading to a long, narrow based sigmoid
mesentery,which predisposes to volvulus.

Clinical features
Patients with sigmoid volvulus present with

(Left) Sigmoid volvulus. The twist is usually anticlockwise. (Right) Sigmoid colicky abdominal pain, constipation, failure to
colon after volvulus pass flatus, nausea, and vomiting. They have

appreciable abdominal distension, which is
usually much greater than that seen in patients
with large bowel obstruction caused by a tumour.
The distension may be sufficient to affect cardiac
and respiratory function. The rectum tends to be
ballooned and devoid of faeces.

Diagnosis
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Treatment
* .: . ... . . : ; -: :. . ... Sigmoidoscopy should be performed, and this can be done at the bedside.

The narrowing is usually less than 25 cm from the anal margin, within reach
of a standard rigid sigmoidoscope. The- i strument itself will occasionally... .-.;.*...pass into the obstructed segment, but it is usually necessa... $, *- }i,, *w * -F' : n' there .as:denwell.lubricated rectal or flatus tube. When successful there iS a sudden,
often dramatic release of liquid faeces and flatus. The tube can be left in*: K - . ti ;......place to prevent early relapse but is usually removed on decompression for

Ai iethe patient's comfort. If rigid sigmoidoscopy is, unsuccessful the distended
loop can often be decompressed by using acolonoscope or flexible
sigmoidoscope.
About half of patients in whom decompression is successful will suffer

*~~~ ~further episodes of volvulus within tw yas. If the patient's general:+... . t ,^.s, ".S,#._,,i, ,'-. dg ;:g~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~..... ..
condition permits, early elective sigmoid colectomy after bowel preparation
is the treatment of choice. Urgent laparotomy is indicated if the bowel
cannot be decompressed or if the released contents are blood stained,
suggesting colonic necrosis.

Surgery
Patients undergoing surgery for volvulus should have their legs raised

~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~.......... .......

Management of large bowel volvulus. and extended in supports to permit access to the anus. The abdomen is
opened and the colon untwisted. The bowel can then be decompressed by
introducing a flatus tube through the anus, which the abdominal surgeon
manipulates into the distended loop.
Most patients are suitable for sigmoid colectomy and primary

anastomosis. If the bowel is loaded with faeces an on table irrigation of the
colon may be performed. If there is doubt about the viability of the colon or
there is appreciable intra-abdominal sepsis a primary anastomosis should
not be performed. The proximal colon is exteriorised as an end colostomy

.... and the rectal stump oversewn (Hartmann's procedure). An alternative is to
exteriorise the proximal and distal colon side by side as a double barrelled
colostomy (the Paul-Mickulicz procedure). When the patient has recovered
the common wall can be crushed with an enterotome, or nowadays more
easily divided by using a linear stapler cutter. Faeces can then pass into the
distal colon, allowing the stoma to close spontaneously.
Common problems with the double barrelled colostomy were necrosis of

i n ~ i n i n U the distal limb and failure of closure of the colostomy, and this is no longer
Deflated sigmoid volvulus before elective resection- the preferred option. A sigmoidopexy, fixing the colon to.the abdominal

wall, seems an attractive option to prevent recurrent volvulus; however, it is
usually ineffective and should be avoided.

Caecal volvulus

Caecal volvulus is less common than sigmoid volvulus, and patients
usually present with a short history and have symptoms and signs of acute
intestinal obstruction. Characteristic radiological patterns may be
observed, but the precise cause of obstruction is rarely distinguished
preoperatively.

At laparotomy the bowel is untwisted. The preferred option is to perform
e _ ~~~~aright hemicolectomy with primary ileocolic anastomosis. An alternative is

_ ~~~~~simply to insert a caecostomy tube after untwisting the caecum. This serves
. \ v _ ~~~~~~~~tofix the caecum to the abdominal wall and prevent further episodes of_-. . .- w ~~~~~~volvulus. Recurrent volvulus is, however, more likely than after resection,

F ; 1 ~~~~~~~~andemergency right hemicolectomy is a safe procedure.

Plain abdominal radiograph showing dilated
caecum secondary to volvulus.
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Pseudo-obstruction

Barium enema examination was performed to
exclude a mechan'ical obstru"ction in a patient with
pseudo-obstruction. Barium enema examination or
colonoscopy should be performed in all patients
with suspected large bowel obstruction to avoid
unnecessary surgery in those with pseudo-
obstruction.

Pseudo-obstruction is characterised by pronounced abdominal
distension suggestive of large bowel obstruction in the absence of an
obstructing lesion. It is important to recognise the condition in order to
avoid unnecessary surgery. It often arises in patients with other medical
conditions and in patients in hospital. The distension is impressive but
there is usually minimal pain and vomiting. Abdominal radiographs show
colonic distension which may be segmental.

Occasionally caecal distension may be sufficient to threaten perforation,
but the distension can usually be relieved by sigmoidoscopy or colonoscopy,
which may need to be repeated. An instant barium enema examination will
exclude a mechanical lesion.

Surgery is not the treatment of choice for pseudo-obstruction and carries
a high morbidity and mortality in frail, elderly patients. It is indicated only
on the rare occasions when the clinical signs suggest that caecal perforation
is likely.

The photographs were produced by the department of medical illustration, Salford Health
Authority, and the line drawings were prepared by Paul Somerset, medical illustration department,
Wythenshawe Hospital, Manchester.

Mr D J Jones is lecturer and honorary senior registrar, Hope Hospital, Salford.

The ABC of Colorectal Diseases has been edited by Mr D J Jones and ProfessorM H Irving,
Hope Hospital, Salford.

OBITUARY

HH Langston

Obituaries must be submitted
exclusively to the BMJ3 and
should be under 250 words; we
give preference to those
submitted within three months
ofthe person's death. We
welcome self written obituaries
and good quality, recent
photographs, and, as a medical
journal, we encourage authors
to include the cause ofdeath.

H H LANGSTON
FRCS

In the prewar years at Lord Mayor Treloar Hospital
Heber Langston gained considerable experience of the
surgical treatment of tuberculosis and deformities
from poliomyelitis. He was the only surgeon at
the hospital throughout the war: the hospital's
superintendent was ill and resisted Heber's call up
to active service. During this period of his career
Heber acquired a lifelong interest in dysplasias and
dystrophies of bone and bone malignancy. He was a
skilful operator and years later had a remarkable
memory for those patients, and their childhood
conditions, he had treated at Lord Mayor Treloar
Hospital.

In addition to his clinical work Heber was deeply
involved in the political and administrative activities of
the BMA, being a member of its council from 1950 to
1967 and chairman of the Central Consultants and
Specialists Committee from 1958 to 1968. He was also a
member ofthe Joint Consultants Committee from 1952
to 1968 and of numerous other committees. He always
believed strongly that full time medicopolitical leaders
should be advised by active clinicians negotiating on
their colleagues' behalf both centrally and regionally,
and, indeed, he kept up a busy and efficient orthopaedic
practice throughout.

In 1958, on the recommendation of the British
colonial office, he was invited to serve on the then
Ceylon government's high commission to report on
that country's medical services. The Langston report
that followed, and was accepted, was suppressed
within a few months by the fall of the government at
the election of the republicans and the setting up of the
Sri Lankan republic.
On his retirement from the NHS in 1972 he became

visiting professor to the medical college in Baghdad,
Iraq, until 1975. In this post he helped in the teaching

of students and found his experience of bone dys-
trophies useful.

His wife, Madge, survives him with their son and
daughter and five grandchildren. -JAMES ELLIS

Henry Heber Langston, a consultant orthopaedic surgeon in
Winchester and Southampton 1948-72 and a vice president ofthe
BMA, died 5 July aged 86. Born 1907; educated Monkton
Combe School, St Bartholomew's Hospital (MB, BS 1931).
Worked at Lord Mayor Treloar Hospital, Alton, from 1934,
becoming consultant. Elected fellow of BMA 1953 and vice
president 1969; chairman of Winchester division 1950-1 and of
Southampton division 1972. Member ofSouth West Metropolitan
Regional Hospital Board 1953-8 and Wessex Regional Hospital
Board 1958-71 and of Central Health Services Council 1963-9.

G R GILES
MD, FRCS

Geoffrey Giles's sudden death in mid-career has
deprived British surgery of one of its leaders, Leeds
University of an outstanding teacher, and St James's
University Hospital of a pioneering surgeon.
Three formative years in America, during which

he developed his interests in liver disease and trans-
plantation surgery, preceded Geoffrey's appointment
to the first chair in surgery based at St James's
Hospital. His remarkable capacity for leadership,
organisation, and hard work produced a rapid
expansion of his department, and the quality of his
teaching, research ability, and surgical skill was high.
Many fruitful years followed, with major contributions
to the theory and practice ofabdominal surgery and the
pioneering of renal and liver transplantation in Leeds.
He also made major contributions to the surgical
literature, had been a member of many influential
committees, and had recently been appointed a
member of the Central Research and Development
Committee of the Department of Health.
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