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Introduction:

Ileosigmoid knot (1SK) ie, compound volvulus is an

unusual and rare cause of closed loop intestinal obstruction.

Loops of ileum wrapped around the base of redundant

sigmoid to form a “knot” which progresses rapidly to

gangrene, so early diagnosis and treatment are vital.

Diagnosis of an ISK is difficult because of its infrequency

and atypical radiographic findings.

Case Report:

A 50 years old male presented with lower abdominal

pain of 3 days’ duration. The pain was colicky in nature.

He had also vomiting 4-5 times a day for last 3 days. The

vomitus was foul smelling and billous in nature. There was

no stool for last 2 days.

Abstract: 

A 50 years old male presented with the complaint of pain lower abdomen, vomiting for last 3 days. On

examination, the abdomen was found to be distended, tender and rebound tenderness (+) . Peristaltic sound was

absent and bilateral crepitations were there in chest. Gangrenous ileum was resected leading to end ileostomy with

mucus fistula  and sigmoid colon was resected and end to end anostomosis done.

Fig 1 – Straight X-ray Showing Dilated

Gas Filled Bowel Loops
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Fig  2 – Peroperative Findings Showing Gangrenous

Ileum and Sigmoid Colon

The patient was dehydrated and had temperature

37.8oC. Pulse rate was 100/minute, BP 100/60 mmHg,

respiratory rate 33/minute. On per abdominal examination,

it was found that the abdomen was distended, tender and

there was rebound tenderness elicited. Peristaltic sound was

absent. There were bilateral crepitations in chest. Per rectum

examination showed the rectum was roomy and there was

no stool.

Straight x-ray abdomen (Fig 1) showed dilated gas

filled bowel loops with distended sigmoid colon with loss

of haustrations (coffee bean sign).

On exploration, distal ileum was found knotted

around the sigmoid in an anticlockwise direction with the

mesentery (Fig 2) stuck in the twist. Gangrenous ileum

(676.2 cm) was resected leading to end ileostomy with

mucus fistula. Gangrenous sigmoid was resected and end

to end anastomosis done.

Discussion:

Parker is credited with having described the first

patient with ISK in 18451. The first patient from the Asian

subcontinent was reported by Paul in 19402. Since then

over  280 cases have been reported in the  English

literature2-8.

ISK is predominately seen in males (80.2%) with a

mean age of 40 years (range, 4-90 years). Although the

mechanism by which an ileosigmoid knot develops is still

speculative, it is generally accepted that certain anatomical

predisposing factors are present: a long small bowel

mesentery and freely mobile small bowel; a long sigmoid

colon on a narrow pedicle2–8. Meckel’s diverticulum has

been reported to be present in 14–53% of cases6. The

knotting leads to closed-loop obstruction and causes

gangrene of both the ileal loops and the sigmoid colon within

a few hours in most patients.

ISK has been categorised into three types. In type I,

the ileum (active component) wraps itself around the sigmoid

colon (passive component) in a clockwise or anticlockwise

direction. In type III, the ileocecal segment (active

component) wraps itself around the sigmoid colon (passive

to 57.5%).

Pre-operative diagnosis of ileosigmoid knot is only

infrequently made1. Plain abdominal radiographs may show

the characteristic double closed-loop obstruction. CT scan

reveals the classic whirl sign of volvulus created by the

involved, twisted loops of the intestine and the mesocolon8.

At surgery, a prolonged attempt to untwist the knot

is not recommended, especially if the bowel has become

gangrenous. Resection with primary anastomosis is

advisable. Prompt treatment is mandatory7,8.
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