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Case Study

ABSTRACT

The ileo-sigmoid knot is a rare cause of intestinal obstruction, which usually requires emergency life-
saving surgery. In this condition the ileum and sigmoid colon are twisted around each other in a
knot, causing strangulation. We here report 2 cases with ileo-sigmoid knot. In both cases, the
diagnosis was only made intraoperatively. Resection and colostomy were made, with the latter
closed later. Both showed good prognoses. Physicians should be aware that ileo-sigmoid knot may
be hidden behind intestinal obstruction.
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1. INTRODUCTION obstruction by strangulation, which is defined by

the coiling of the small intestine at the base of
The ileosigmoid node or double ileosigmoid the sigmoid colon and forms a knot causing
volvulus is a rare cause of acute intestinal strangulation that rapidly progresses to necrosis.

*Corresponding author: E-mail: dr.daif.bassam@gmail.com;




Bensardi et al.; AUCRS, 4(1): 12-17, 2020; Article no.AJCRS.56174

This clinical entity is exceptional in Western
countries, but is common in some African and
Middle East Asian nations [1]. Knowledge of the
mechanism of this pathology is essential for early
diagnosis and rapid and appropriate surgical
management.

2. PATIENTS AND OBSERVATIONS
2.1 Case 1

A 55 year old man, with no previous medical
history, admitted to the emergency room for an
occlusive syndrome, which has been evolving for
4 days. On admission, patient in a state of
hemodynamic shock, hypothermic at 35.7°c,
BP=8/5 mmHg, abdomen sensitive to palpation,
free hernial orifices, rectal exam with empty
ampullae. At theabdominal CT scan: distension
of the colon and some part of the small intestine
upstream of a transitional level made of a turn of
the sigmoid colon and its meso realizing

mechanical colonic occlusion on
volvulus with sign of digestive distress.

sigmoid

Direct referral to the operating theatre after
conditioning, and under antibiotic coverage,
surgical exploration had found a small intestine
volvulus around the sigmoid base in the form of a
node, with necrosis of the right colon, of the graft
over 2 m at 20 cm from the ileocecal junction and
necrosis of the sigmoid loop (Figs. 1,2,3). The
patient underwent right hemicolectomy with 2.20
m of the small intestine and sigmoid colon, with
terminal ileocolic anastomosis and Hartmann-
type left iliac colostomy. The patient stayed in
intensive care postoperatively for 3 days, with
transfusion of 3 red blood cells and 7 fresh
frozen plasma. The postoperative follow-up was
simple, and the patient was discharged

postoperatively on day 5. Five weeks later the
patient was operated on to re-establish colonic
continuity.

Fig. 2. Intraoperative view of the ileal node around the base of the sigmoid
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Fig. 4. Intra-operative view after node release

2.2 Case 2

A 30-year-old woman, admitted at postpartum
day 4 for an occlusive syndrome. On clinical
examination the patient was polypneic and
tachycardic, temperature 37°C, BP= 10/6 mmHg.
The abdomen was sensitive. Pelvic touch without
particularity. Abdominal radiography showed
pneumoperitoneum. The patient was operated,
and exploration revealed a very advanced
stercoral peritonitis following a perforation and
small intestine necrosis extending over 60 cm, 30
cm from the ileo-caecal junction, secondary to an
ileo-sigmoid node, the sigmoid colon was also
necrotic. Surgical intervention consisted of
abundant peritoneal lavage, resection of the
necrotic digestive segments, with right ileostomy,
and a Hartmann-type left colostomy because the
necrosis of the sigmoid colon extended to the

14

rectosigmoid hinge. The patient spent 2 days in
intensive care without incident. The patient was
discharged on day 7 postoperatively, then
readmitted six weeks later for recovery of colonic
and small intestine continuity.

3. DISCUSSION

The ileo-sigmoid node is a rare Vvisceral
emergency, affecting mostly males [2,3]. It
occurs in the majority of cases when a loop of
small intestine descends into the left paracolic
gutter ties the base of the sigmoid colon and
forms a knot. The ileo-sigmoid node is a rare
entity, representing 7.6% of all sigmoid volvulus
in France [4], but in a minority of cases the
sigmoid may be the active component in the
onset of strangulation. Depending on the winding
force of the node and the participation of the
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Table 1. Classification of the ileosigmoid node according to Atamanalp (2018) [13]

Classification Definition SurgicalStrategy Mortality (%) Morbidity (%)
Group Sub group
ISK | ISK 1A GO0,A0, ASA I-llI Decompression 1-5 5-15
or/and mesopexy or sigmoid mesoplasty 1-8 10-20
or/and resection of sigmoid anastomosis 1-10 15-25
ISK IB GO0,Alor ASA IV-V Decompression 10-30 20-40
ISK I ISK 1A GI,AOQ0,ASA -, BO Sigmoid or ileal colonic resection and anastomosis 5-20 10-30
ISK 1B GIl,Alor ASAIV-Vor Bl lleal or sigmoid colon resection and ostomy 20-50 30-60
ISK I ISK Il1A GIl,AO0,ASAI-lll,BO Sigmoid and ileal colonic resection and anastomosis 10-30 20-40
ISK 11IB G, Alor ASAIV-Vor Bl lleal and sigmoid resection, an anastomosis and a stoma. 30-60 40-80

A0, age <70; Al age 2 70; ASA; B 0, good condition of ileum; B I, presence of ischemia, edema, perforation, or difference in proximal and distal diameter of ileum; G 0, no
necrosis; G I, presence of sigmoid or ileal necrosis; G I, presence of necrosis and sigmoid; ISK, ileosigmoid knotting
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mesentery in the node, this strangulation rapidly
causes necrosis of the strangulated digestive
segments (74-80%) [1-4]. This necrosis may
extend to the terminal ileum and even the cecum
or ascending colon.

Atamanalp et al. [5] have suggested anatomical
predispositions, a very mobile hail with a very
long mesentery and a short root can roll up at the
foot of the sigmoid colon. A second factor, which
is the rapid replication of the jejunum in patients
who eat only one meal a day, would favour its
wrapping around the empty ileum, carrying away
the sigmoid colon [6,7].

Alver et al. [4] classified the ileo-sigmoid node
according to the active digestive segment into 4
types: type | the most frequent occurs when the
active segment ileum rotates around the sigmoid;
type la if the twist is clockwise, type Ib
counterclockwise. Type Il the sigmoid colon is
the active segment and wraps around the ileum.
Type Il when the ileo-cecum rotates on the base
of the sigmoid. And indeterminate when it is
difficult to dedifferentiate the active component
[4,8] and according to this classification by Alver
et al. [4] the first case we reported is classified as
Type Il with significant involvement of the
superior and inferior mesenteric vessels, which
justified resection of the right colon and the
sigmoid loop.

Preoperative diagnosis is difficult because of its
rarity and clinical-radiological atypia [1,9]. The
patient usually presents with acute localized
abdominal pain, then pain becomes constant and
generalized associated with vomiting. In 56% of
cases, the patient presents with hypovolemic
shock [2,9]. Abdominal examination reveals
moderate abdominal distension, with abdominal
tenderness or defence on palpation, with
intestinal silence when intestinal necrosis has
already set in. [9,10]. The abdominal radiography
may show disproportionate distension with wide
hydroaerous levels in the sigmoid colon
occupying the right side of the abdomen, with
multiple hydroaerous levels of the small intestine
on the left side of the abdomen showing a
closed-loop double occlusion.

The abdominal CT scan can assist in the
diagnosis by showing the sign of a vortex with a
medial deviation of the coecum, the descending
colon and the upper and lower mesenteric
vessels that will converge to this vortex. Intestinal
distension as well as signs of late-stage intestinal
ischemia [5,8,10] The retention of material in the
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proximal, undistended colon and the radial
arrangement of the slender coves guide the
diagnosis according to Hashimoto et al. [11]. In
view of these radiological data of colon occlusion
associated with the clinical triad of hail occlusion,
the diagnosis of ileo-sigmoid node is plausible in
71% of cases. It is essential to differentiate it
from the volvulus from the sigmoid because
endoscopic reduction is contraindicated.

The second case of ileo-sigmoid node that we
report occurred postpartum in our patient; to our
knowledge few cases have been published in the
literature. The peculiarity is that pregnancy
makes it difficult to diagnose intestinal
obstruction, especially when the parturient is
already in labour; this is why the diagnosis is
usually made late postpartum, and consequently
intestinal necrosis is already present, with
significant maternal and fetal mortality [12]. In
fact, one should not hesitate to suspect the
diagnosis of intestinal obstruction during
pregnancy when there are signs of calling. After
hemodynamic stabilization, emergency
laparotomy is necessary and confirms the
diagnosis. The ideal surgical procedure in the
case of ileo-sigmoid nodes is a controversial
issue. When the bowel is viable, some authors
opt for the temptation of simple node removal,
others prefer resection of the sigmoid colon to
prevent recurrence. In the case of intestinal
necrosis, resection of the small intestine, colon
and node in one piece is recommended. Hail-
gelictermino-terminal or latero-coccal
anastomosis is the rule, combined with
colocolictermino-terminal anastomosis if local
and general conditions allow, otherwise a left
iliac colostomy is recommended.

4. CONCLUSION

The ileo-sigmoid node is a very rare entity of
acute intestinal occlusion and only an early
preoperative diagnosis with a rapid surgical
management can improve the prognosis of this
pathology, by decreasing the morbi-mortality due
to the diagnostic delay. The etiology of this
pathology still remains poorly elucidated.
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