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Management of sigmoid volvulus during labor : a 
challenging situation

Case Report

Abstract
Acute intestinal obstruction is rare during pregnancy. Its diagnosis is difficult because the symptoms can be minimal and mimic 
signs of  a regular pregnancy. Sigmoid volvulus is a common cause of  these obstructions. The management is challenging because 
it depends on many factors, and affects maternal-fetal outcomes. We report a case of  a 32-year-old woman with sigmoid volvulus 
associated with fetal demise that came during labor and we discuss the management options.

Introduction
Sigmoid volvulus (SV) during pregnancy is a rare clinical 
situation. The reported incidence varies widely (from 1 in 
66,431 to 1 in 1,500 deliveries)1. To date, only 120 cases have 
been reported2. It is challenging to diagnose it which causes 
a delay in treatment. The mortality rates are high and directly 
correlated with the degree of  necrosis. It is estimated at 
5% with viable colon and climbs to 50% when perforation 
occurs2. There are multiple management options: operative 
and non-operative, and the choice depends on many 
maternal-fetal factors. In this article, we report the case of  a 
32-year-old woman with SV and fetal demise, describe our 
management, and do a quick review of  the literature. 

Patient and observation
After her informed consent, we report the case of  a 
32-year-old woman, gravida 3, para 3 with two previous 
uncomplicated vaginal births. She was referred to us from 
a rural clinic, for suspicion of  bowel obstruction. The 
patient was complaining of  intermittent abdominal pain 
for the past day and a half, that got worse 8 hours prior to 
her admission. It was associated with bloating, constipation, 
and lack of  passing gas. She had no history of  past surgery, 
abdominal wall hernia, malignancy, or inflammatory bowel 
disease. Gestational age was 27 weeks according to the first-
trimester ultrasound. On examination, she was conscious 
and stable, with pale conjunctiva, a distended abdomen, 
tympany, and diffuse abdominal tenderness. The rectal bulb 
was empty. Additionally, she was in labor at 2 large cm of  
cervical dilatation, intact membranes, and mobile cephalic 
presentation. She had regular contractions. The obstetrical 
ultrasound showed fetal demise and an estimated weight of  
950g. An abdominal X-ray revealed air-fluid levels with the 
absence of  air in the rectum and a CT scan demonstrated 
that there was a sigmoid volvulus with signs of  intestinal 
distress (Figure 1). The blood tests were as follows: 
hemoglobin at 12 g/dl with white cell count at 18.000 /
mm3, platelets at 187 000 /mm3; electrolytes, renal function, 
and liver enzymes were within normal limits.  Because there 
were signs of  intestinal distress on the CT scan, we placed 
a nasogastric tube, a Foley catheter, started the patient on 
fluids, and decided with her consent to immediately do the 
delivery via C-section, and explore the volvulus at the same 

time. Upon surgery, there was an important haematic and 
purulent peritoneal effusion. We performed a transverse 
uterine incision and extracted a female stillborn weighing 
900 g. By the end of  the C-section, there was no uterine 
atony.  The exploration of  the rest of  the abdomen revealed 
significant distention of  the colon, extensive and irreversible 
necrosis of  the entire sigmoid loop with dolichocolon 

Figure 1: Abdominal CT-scan sections showing sigmoid volvulus 
with signs of sigmoid and transverse colon distress (a,b,c,d), and 
fetal demise (c,d,e,f).
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measuring 70cm. The procedure consisted of  a detorsion of  
the sigmoid loop with sigmoid resection down to the level 
of  the rectosigmoid hinge and colostomy by Hartmann’s 
procedure. The estimated blood loss was 900 ml, and the 
patient was transfused with one pack of  red blood cells. The 
postoperative course was uneventful: no complications were 
noted, and the patient was discharged after the eighth day of  
hospitalization.

Discussion
It is uncommon that sigmoid volvulus (SV) occurs during 
pregnancy3. This rare and problematic association is 
correlated with a high rate of  maternal and fetal mortality, 
especially when the diagnosis is made late4. The maternal 
complications that can arise from SV are perforation, 
peritonitis, and sepsis. Regarding fetal outcomes, SV can 
originate in prematurity, neonatal sepsis, and fetal death5. The 
fetal demise can be explained by the hypovolemia that causes 
a reduction in placental blood flow, or by the increase of  
intraabdominal pressure that results in the lack of  abdominal 
and pelvic blood flow6. The majority of  the reported cases 
develop during the third trimester of  pregnancy7. This may be 
explained by the decrease in the space inside the abdominal 
cavity due to the gravid uterus, which facilitates dolichocolon 
rotation7. A high-fiber diet is thought to be an additional 
risk factor8. The diagnosis of  bowel obstruction is often 
delayed as symptoms can be misleading and mimic common 
complaints of  pregnancy, especially when the obstruction 
is incomplete5. The functional signs can be abdominal pain, 
constipation, lack of  gas passing, and sometimes vomiting. 
The clinical examination may be poor in the early stages, 
but the diagnosis should be strongly suspected when there 
is constipation, abdominal distension, or severe abdominal 
pain7. Typical imaging findings of  sigmoid volvulus include 
the absence of  rectal gas, the inverted U-shaped distended 
sigmoid, or the coffee-bean sign8. These findings can easily 
be made by ultrasonography or abdominal X-Ray. 

The management of  sigmoid volvulus during pregnancy is 
challenging. It depends on the gestational age, the viability 
of  the fetus, and the degree of  intestinal necrosis. In the 
absence of  peritoneal signs or mucosal ischemia, a detorsion 
and decompression via sigmoidoscopic placement of  a soft 
rectal tube are a reasonable approach9. However, it seems 
that during the third trimester, colonoscopic detorsion is 
less successful among pregnant women compared to the 
rest of  the patients. This could be explained by the fact that 
a large gravid uterus constitutes an obstacle to detorsion. 
Alshawi10 suggests an approach based on the gestational 
age (providing that there are no signs of  perforation or 
peritonitis). During the first trimester, a colonoscopic 
detorsion and rectal tube compression are proposed. It 
should be followed by an elective colectomy in the second 
trimester to prevent recurrences and risks of  miscarriages 
and preterm labor. During the second trimester, a colectomy 
is possible10. During the third trimester, non-operative 
treatment is suggested until fetal maturity is achieved, 
with sigmoid colectomy after delivery11. If  there are signs 
of  perforation or peritonitis, or if  endoscopic detorsion 
fails, a radical treatment with colectomy is performed with 
or without restoration of  digestive continuity, because in 
this case, maternal prognosis outweighs fetal outcome. It 
is preferable to go through midline laparotomy to provide 
good exposure with minimal manipulation of  the gravid 
uterus12. In the third trimester, if  adequate intestinal exposure 

cannot be obtained, a concomitant cesarean section must be 
performed. Also, in case of  fetal distress with a viable fetus, 
a C-section is indicated, and extra caution should be taken to 
avoid uterine contamination and puerperal sepsis. The main 
prognostic factor of  intestinal occlusion during pregnancy is 
the diagnostic delay and therefore the delay in treatment, and 
maternal-fetal mortality is directly related to the degree of  
intestinal necrosis7.

Conclusion
The management of  intestinal obstruction due to sigmoid 
volvulus during pregnancy is challenging and depends on the 
gestational age, the viability of  the fetus, and the degree of  
intestinal necrosis. Maternal and fetal mortalities are directly 
correlated with the degree of  intestinal necrosis.

References 
1. Perdue PW, Johnson HW, Stafford PW. Intestinal 
obstruction complicating pregnancy. The American Journal 
of  Surgery. 1992;164(4):384-388. doi:10.1016/S0002-
9610(05)80910-9

2. Watanabe T, Kinjo T, Kinjyo Y, et al. Sigmoid 
Volvulus in Pregnancy Assessed by Contrast-Enhanced 
Computed Tomography Scanning. Case Rep Obstet 
Gynecol. 2021;2021:6692483. Published 2021 Mar 3. 
doi:10.1155/2021/6692483

3. De U, De KK. Sigmoid volvulus complicating pregnancy. 
Indian J Med Sci. 2005 Jul;59(7):317-9. doi: 10.4103/0019-
5359.16507. PMID: 16062019.

4. Ribeiro Nascimento EF, Chechter M, Fonte FP, Puls N, 
Valenciano JS, Fernandes Filho CL, Nonose R, Bonassa 
CE, Martinez CA. Volvulus of  the Sigmoid Colon during 
Pregnancy: A Case Report. Case Rep Obstet Gynecol. 
2012;2012:641093. doi: 10.1155/2012/641093. Epub 2012 
Feb 9. PMID: 22567527; PMCID: PMC3335546.

5. Serafeimidis C, Waqainabete I, Creaton A, Vakamacawai 
E, Kumar R. Sigmoid volvulus in pregnancy: case report and 
review of  the literature. Clin Case Rep. 2016 Jun 30;4(8):759-
61. doi: 10.1002/ccr3.617. PMID: 27525078; PMCID: 
PMC4974422.

6. Aftab Z, Toro A, Abdelaal A, Dasovky M, Gehani 
S, Abdel Mola A, Di Carlo I. Endoscopic reduction of  a 
volvulus of  the sigmoid colon in pregnancy: case report and 
a comprehensive review of  the literature. World J Emerg 
Surg. 2014 Jun 30;9:41. doi: 10.1186/1749-7922-9-41. PMID: 
25057285; PMCID: PMC4107753.

7. Augustin, Goran. Acute Abdomen During Pregnancy. 
2nd ed. Springer International Publishing, 2018. https://doi.
org/10.1007/978-3-319-72995-4.

8. Palmucci S, Lanza ML, Gulino F, Scilletta B, Ettorre 
GC. Diagnosis of  a sigmoid volvulus in pregnancy: 
ultrasonography and magnetic resonance imaging findings. 
J Radiol Case Rep. 2014 Feb 1;8(2):54-62. doi: 10.3941/
jrcr.v8i2.1766. PMID: 24967020; PMCID: PMC4037254.7. 
Machado NO, Machado LS. Sigmoid Volvulus Complicating 
Pregnancy Managed by Resection and Primary Anastomosis: 
Case report with literature review. Sultan Qaboos Univ Med 
J. 2009;9[1]:84-88.

9. Dhar H, Ahuja K, Nimre EA, Khan SA, Arif  MA, Hamdi 
İ. Pregnancy with sigmoid volvulus: A case report with 



Malawi Medical Journal 34 (2); (151-153) June 2022  Management of sigmoid volvulus  153

https://dx.doi.org/10.4314/mmj.v34i2.12

literature review. Turk J Obstet Gynecol. 2015 Jun;12(2):114-
117. doi: 10.4274/tjod.32767. Epub 2015 Jun 15. PMID: 
28913053; PMCID: PMC5558374.

10. Alshawi JS. Recurrent sigmoid volvulus in pregnancy: 
report of  a case and review of  the literature. Dis Colon 
Rectum. 2005 Sep;48(9):1811-3. doi: 10.1007/s10350-005-
0118-5. PMID: 15991065.

11. Al Maksoud AM, Barsoum AK, Moneer MM. Sigmoid 
volvulus during pregnancy: A rare non-obstetric complication. 
Report of  a case and review of  the literature. Int J Surg Case 
Rep. 2015;17:61-4. doi: 10.1016/j.ijscr.2015.10.030. Epub 
2015 Oct 30. PMID: 26551555; PMCID: PMC4701819.

12. Rothmann, C., O. Pierrard, and T. Schmutz. “Volvulus 
du sigmoïde : diagnostic et traitement en urgence.” Journal 
Européen des Urgences et de Réanimation 30, no. 1 (June 1, 
2018): 41–45. https://doi.org/10.1016/j.jeurea.2018.01.001.


