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INTRODUCTION 

Ileosigmoid knotting (ISK) is a rare life-threatening 

condition causing small bowel obstruction, with a high 

risk of small bowel gangrene, it is a type of sigmoid 

volvulus. It is also called compound volvulus or double 

volvulus, in which the ileum wraps around the sigmoid 

colon thus forming a knot. ISK is usually seen in Asian 

and African populations and is rare in developed Western 

countries. The first reported case of ISK was reported by 

Parker in 1845, and Paul reported the first case in the 

Asian subcontinent in 1940, Dunkertey reported the first 

case of ISK in India in 1953, The term ISK was coined 

by Shepherd in 1967.1-4 In a patient with subacute 

intestinal construction ISK is an infrequent presentation 

to encounter on the operating table, Patient present with 

small bowel obstruction that progresses rapidly to bowel 

ischemia and gangrene. ISK is a rare but serious form of 

intestinal obstruction. Preoperative diagnosis is difficult 

and, in most cases, diagnosis is made intraoperatively. 

Early and effective resuscitation, prompt surgical 

intervention selected based on clinical and operative 

findings, and effective postoperative intensive care are 

the basis of treatment.5  

CASE REPORT 

An 80-year-old male patient presented with chief 

complaints of progressive abdominal distension and 

multiple episodes of vomiting and non-passage of flatus 

and stool for 5 days and associated pain abdomen for 3 

days. The pain was insidious in onset gradually 

progressive and responded only to injectable painkillers. 

He also gives a history of chronic constipation; the 

patient was in a dehydrated state and distressed. After 

initial resuscitation patient underwent an X-ray abdomen 

erect which revealed multiple air-fluid levels, his 

provisional CECT whole abdomen report revealed 

multiple dilated small bowel loops showing C and U-

shaped configuration, Descending colon was dilated, and 

mesenteric congestion is seen. The patient was then 

planned for emergency laparotomy around 200 ml of 

hemorrhagic fluid was aspirated, terminal ileum and the 

sigmoid colon were gangrenous with 360 degrees 
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clockwise twisting. Around 2 feet length of ileum at 1 

foot proximal to ICR was gangrenous and the sigmoid 

colon was gangrenous. The gangrenous bowel loops were 

resected and an end functional ileostomy and descending 

end colostomy (for mucus drainage) was performed given 

the patient’s vitals, age, and delayed presentation. 

 

Figure 1: X-ray abdomen of dilated small and large 

bowel loops with multiple air-fluid levels. 

 

Figure 2: Intraoperative picture of gangrenous 

sigmoid colon (yellow arrow) and gangrenous ileal 

loops (Red arrow). 

 

Figure 3: Intraoperative picture of ISK and 360 

rotation and twisted mesentery (yellow arrow). 

 

Figure 4: Post-operative image of proximal end 

ileostomy, and end colostomy (mucus fistula). 

DISCUSSION  

ISK is a rare cause of intestinal obstruction and 

preoperative diagnosis is very difficult due to the rarity of 

this disease, diagnosis is usually made on an operating 

table, and preoperative diagnosis is made only in 0-25% 

of cases in various case reports.6 Thus, knowledge and 

management of ISK are very vital. Most cases of ISK are 

male patients in the fourth and fifth decade, however in 

this case patient is an 80-year-old male.7,8 The suggested 

pathogenesis is 1) Free mobile small bowel loops with 

long mesentery, 2) Long sigmoid colon with small 

pedicle, and 3) Bulky diet after a prolonged fasting 

state.4,9-15 ISK has been classified into mainly three types, 

in type l-The ileum (active component) wraps itself 

around the sigmoid colon (passive component) in a 

clockwise or anticlockwise direction. Type II--the 

sigmoid colon (active component) wraps itself around a 

loop of the ileum (passive component) in a clockwise or 

anticlockwise direction. Type III--The ileocecal segment 

(active component) wraps itself around the sigmoid colon 

(passive component).14 

Table 1: Types of ISK.14 

Type Active 

component 

Passive 

component  

Rotation  

Type 1  Ileum Sigmoid 

colon  

Type A if 

clockwise/ 

type B if 

anti-

clockwise  

Type 2  Sigmoid colon  Ileum  

Type 3  Ileocecal 

segment 

Sigmoid 

colon  

The reported mortality rates vary from 0-40%, mainly 

due to delayed presentation, old age, sepsis, and bowel 

gangrene. For better management, early resuscitation 

with IV fluids and antibiotics followed by laparotomy 

including resection of the gangrenous segment and 

double stoma or anastomosis, either to be decided 

pertaining to the vitals, age, and general condition 

preoperative and during the intraoperative course.  
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CONCLUSION 

ISK is though infrequent entity to encounter on the 

operating table which is associated with bowel gangrene 

leading to high mortality. Pre-operative resuscitation, 

resection of the bowel with minimal contamination, and 

taking measures to reduce reperfusion injury are very 

important for the optimal outcome for the patient. 

Resection of gangrenous bowel and restoration of bowel 

continuity is the treatment of choice, however, it may not 

be possible in some cases, proximal ileostomy and mucus 

fistula help in reducing postoperative morbidity and 

mortality as done in this case.  
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