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Intestinal obstruction due to transverse
colon volvulus

Sir,
Colon volvulus is abnormal twisting of a seg-

ment of bowel, usually the mesenteric, on itself
along its longitudinal axis, causing obstruction1.
Volvulus of the transverse colon represents only
4% of all colon volvulus. It was first described by
Von Rokitansky in 1836 and is considered a surgi-
cal emergency2. Diagnosis of colon volvulus requi-
res clinical suspicion and radiography. Initial study
with plain x-ray is then confirmed with barium
enema. CT scan is useful not only in the diagnosis,
but to identify potential complications (strangula-
tion, perforation, peritonitis); these data are most
valuable for the treatment plan, which is surgical
in most cases.

A 39 year-old man with limited quality of life due to
infantile paralysis and a history of epilepsy and chronic
constipation attended the emergency department with
abdominal pain of 24 hours duration, vomiting and
constipation. On physical examination the abdomen
was distended, tympanic, and very painful to palpation.
Laboratory tests showed leukocytosis and hyperglyce-
mia. Supine abdominal x-ray showed dilated loops of
the bowel, right colon, and a hugely dilated loop in the
upper left abdomen with a double wall and beak-sha-
ped stenosis (Figure 1). Supine left lateral x-ray showed
a large air-fluid image (Figure 2). The study was comple-
ted with abdominal CT which excluded gastric volvulus
and revealed a large volvulus of the transverse colon
with signs of intestinal ischemia. Emergency laparotomy
revealed a severely dilated loop of the transverse colon
with a mesocolon that had twisted 360 degrees clockwi-
se. This was corrected; an elongated loop and an ische-
mic segment was found, necessitating resection. Patho-
logical diagnosis was transmural infarction of the
transverse colon secondary to acute occlusion due to
volvulus.

Volvulus of the transverse colon is extremely ra-
re because of its shortness and its attachment to
the hepatic and splenic flexure3. It appears in the
second and third decades of life with a peak inci-
dence in the seventh decade. Its mortality rate is
higher than that for sigmoid and cecum volvulus.
There is a clear variability in geographic distribu-
tion: Scandinavia and Eastern Europe account for
about 30% of cases of transverse volvulus4. Risk in-

creases with anatomical variation. Thus, an elonga-
ted and redundant transverse colon with narrow,
anomalous or absent mesenteric attachment favors
its appearance. Other factors, such as pregnancy,
pelvic tumors or previous surgery have been asso-
ciated with sigmoid volvulus5.

In the pediatric population, constipation is pre-
sent in up to 50% of cases of volvulus of the trans-
verse colon. It is also associated with mental retar-
dation, Hirschsprung disease, Cornelia de Lange
syndrome and myotonic dystrophy among others6.
In our patient, the factor that probably favored the
development of the condition was a history of
chronic severe constipation which, over time, led
to an elongated and redundant colon.

Two forms of clinical presentation are descri-
bed. The acute or sudden form (as in our case)
presents with fairly intense abdominal pain, vomi-
ting, bloating, progressive decrease of bowel
sounds, leukocytosis and generally compromised
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Figure 1. Plain abdominal x-ray obtained in supine position
showing volvulus with a markedly dilated transverse colon.
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clinical condition. In the subacute or progressive
form, the symptoms appear gradually and inter-
mittently, with more pronounced abdominal dis-
tension7.

The diagnosis of volvulus should be suspected
from plain abdominal x-ray in the supine, standing
and lateral position where the obstruction is visi-
ble. This can be confirmed with diagnostic barium
enema. CT is not only more specific in diagnosing
the cause, level and degree of obstruction, but al-
so for detecting possible complications8, which are
useful data for therapeutic management.

In our patient CT showing signs of ischemia in-
dicated the need for emergency surgery. In stable
patients with sigmoid volvulus, endoscopic decom-
pression resolves 90% of cases. There are few re-
ports in the literature on its utility for transverse
colon volvulus, and the treatment of choice is ge-
nerally surgical reduction which should be perfor-
med immediately due to its higher rates of ische-
mia and subsequent morbidity and mortality.
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Macroscopic hematuria in a 40 year-old
man

Sir,
Haematuria is one of the most common reasons

for urological consultation in the emergency depart-
ment1; early diagnosis and management is funda-
mental for its evolution2-4. The etiology may be uro-
logical, nephrological or systemic, with infections
and urolithiasis being the most frequent causes; it
originates with tumors in about 30% of haematuria
in patients aged over 50 years1.

A 40 year-old man with no medical history of inte-
rest attended the emergency room with colic-type right
back pain and gross haematuria of some hours evolu-
tion, with clots at the end of urination. Physical exami-
nation only revealed right lumbar pain on percussion.
Complementary tests (haemogram, biochemistry, coa-
gulation and urinary tract radiography) were normal ex-
cept for urinary sediment showing intense haematuria.
Abdominal ultrasound showed a solid 10 cm tumour oc-
cupying the lower pole of the right kidney and subse-
quent CT scan showed an abdominal tumor compatible
with hypernephroma (Figure 1). After radical right neph-
rectomy, pathological study confirmed the diagnosis of
clear cell carcinoma that invaded the renal hilum.

Clear cell carcinoma is the most frequent histo-
logical subtype, accounting for 70% of hyper-
nephromas or renal cell carcinoma5. The age of
onset of hypernephroma is between 50 and 70 ye-
ars of age. During recent decades there has been
progressive increase in incidence, and this subtype
now accounts for about 4% of all tumors6. Ma-
croscopic haematuria is not usually a vital emer-
gency and most patients can be managed on an
outpatient basis. Although there are significant dis-
crepancies in the general approach to haematuria,
in cases of single or repeated episodes of macros-
copic haematuria, extensive tests are required to
rule out neoplasia7-10.
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Figure 2. Plain abdominal lateral supine x-ray showing ex-
tensive air-fluid content.
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Chronic ischemia with foot
mummification

Sir,
Chronic ischemia of the lower limbs is a state of

arterial failure, primarily due to atherosclerotic dise-
ase1, where symptoms depend on the extent and
location of obstruction to blood flow and compen-
sation. From 1 to 3% of the male population over
40 years of age have claudication, and 6% in men
older than 65 years2,3. PAD is 4 times more com-
mon in males and appears some 10 years earlier
than in women4.

A 78 year-old man, with senile dementia and bedrid-
den, totally dependent, had attended our ED 5-6
months earlier with ischemia in the left foot. The patient
had reported no pain, and opted for home care. The fo-
ot became completely mummified but the leg above
the lesion appeared normal. The day of this admission,
the patient had suffered a spontaneous rupture of the
bone, muscle and most of the skin, at the boundary
between the normal and the mummified parts. The foot
only remained attached to the rest of the leg by the
skin. The patient died the next day.

Chronic ischemia of the lower limbs was classi-
fied by Fontaine into 4 grades5: grade I, asympto-
matic, Grade II, intermittent claudication; grade III,
pain at rest, grade IV, trophic lesions and gangre-
ne. Chronic lower limb ischemia is of great impor-
tance for associated morbidity and generates con-
siderable demand for care.

The disease progresses slowly, with intervention
rates for critical ischemia of 6 to 10% per year and
a risk of amputation of 1% per year. After 5-10 ye-
ars, over 70% of patients show no changes in
symptoms and 20 - 30% worsen clinically and re-
quire some type of intervention. Calculated per
million inhabitants, annual urgent care demand
generated by peripheral ischemic disease (venous
and arterial) generates over 2,000 ED consulta-
tions, more than 20,000 non-urgent consultations
and accounts for 4 to 6% of total public hospital
beds5.

Figure 1. Abdominal CT scan: right kidney image compatible
with hypernephroma (asterisk).

*

Figure 1. Chronic ischemia foot.










