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Abstract

The exact aetiology of sigmoid volvulus in Parkinson's
disease (PD) remains unclear. A multiplicity of factors
may give rise to decreased gastrointestinal function in
PD patients. Early recognition and treatment of con-
stipation in PD patients may alter complications like
sigmoid volvulus. Treatment of sigmoid volvulus in PD
patients does not differ from other patients and in-
volves endoscopic detorsion. If feasible, secondary sig-
moidal resection should be performed. However, if the
expected surgical morbidity and mortality is unaccept-
ably high or if the patient refuses surgery, percutane-
ous endoscopic colostomy (PEC) should be considered.
We describe an elderly PD patient who presented with
sigmoid volvulus. She was treated conservatively with
endoscopic detorsion. Surgery was consistently refused
by the patient. After recurrence of the sigmoid volvulus
a PEC was placed.
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INTRODUCTION

Gastrointestinal symptoms are common in Parkinson's
disease (PD) and may give rise to life threatening condi-
tions such as sigmoid volvulus. Early recognition and
treatment of constipation in PD patients may alter
complications such as sigmoid volvulus. We describe a
patient known to have PD with recurrent bowel dilata-
tion associated with sigmoid volvulus. Furthermore, we
review the relevant literature concerning volvulus in pa-
tients with PD and treatment of this condition.

CASE REPORT

A 73-year-old female patient was admitted three times
within three months to the gastrointestinal ward with
recurrent painless abdominal distension. A week before
her first admission she noticed progressive abdominal
distension. Apart from nausea she experienced no other
symptoms.

Her past medical history revealed breast carcinoma
for which she had undergone a modified radical mas-
tectomy in 1997 and resection of local recurrence com-
bined with hormonal therapy in 2005. She was also
known to have severe PD for more then twenty years.
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Figure 1 Typical "bean-shaped"
sigmoid with distension up to
11 cm representing sigmoid
volvulus.
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Figure 2 Endoscopic image of torsion of sigmoid: "Toffee-sign".

Medication consisted of levodopa/carbidopa and aman-
tadine.

On physical examination at admission the patient
was not very ill and had normal vital parameters. Her
abdomen was grossly distended and high pitched bowel
sounds were heard. The clinical diagnosis of an ileus was
made. Laboratory tests were unremarkable without any
sign of inflammation. An abdominal X-ray revealed a
typical coffee bean-shaped sigmoid with gross dilatation
up to 11 ecm (Figure 1).

The patient was treated with enemas and laxatives.
A colonoscopy was performed which did not reveal any
mucosal irregularities. At 40 cm from the anus a stran-
gulation of the sigmoid was secen with proximal dilata-
tion of the colon which is pathognomonic for volvulus
(Figure 2). Surgical treatment was repeatedly considered
but consistently refused by the patient. Decompres-
sion of the colon was finally established by a large (11
French) cannula inserted proximal from the evident tor-
sion of the sigmoid (Figure 3). Ten days after admission
the patient was discharged in good clinical condition.

However, two months later she was readmitted with
a recurrence of sigmoid volvulus. For the second time,
conservative treatment with endoscopic derotation of
the affected sigmoid and placement of a cannula for de-
compression was performed. To prevent further recur-
rence, a percutaneous endoscopic colostomy (PEC) was
placed in the distal colon to achieve fixation to the ab-
dominal wall (Figure 4). No complications occurred. The
patient was discharged a few days later. Two years later
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Figure 3 Colonic dilatation re-
solved after endoscopic detor-
sion with large bore rectal tube
placement.

Figure 4 Percutaneous endoscopic colostomy has been placed.

she was admitted with a third recurrence of sigmoid vol-
vulus and was again successfully treated with endoscopic
derotation. The patient still persists in her wish not to be
operated on.

DISCUSSION

Colonic dysfunction in PD

Parkinsonism is an extrapyramidal syndrome with symp-
toms consisting of a variable combination of general ri-
gidity, disturbance of posture, gait and tremor. The signs
of this chronic and progressive disease, affecting mostly
people of sixty-five years and older, are caused by loss
of nerve cells in the pigmented substantia nigra pars
compacta and the locus coeruleus in the midbrain. Apart
from typical parkinsonian features as mentioned above,
gastrointestinal symptoms are common, especially mo-
tility disorders, varying from swallowing disorders, gas-
troparesis to bowel dysmotility and anorectal dysfunc-
tion'™. Constipation is one of the most common gas-
trointestinal features in PD patients. Constipation may
even precede typical symptoms 10 or 20 years before the
onset of PD"". Several reports have revealed that con-
stipation occurs in up to 50% of patients with PD. The
severity of constipation seems be directly related to the
severity and duration of PD!".

There is a multiplicity of factors contributing to con-
stipation in PD patients. Reduced physical activity and a
decrease in swallowing saliva may play a role in constipa-
tion. Antiparkinsonian drugs are thought to contribute
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to diminished bowel motions', although an association
between constipation and PD was noted even before
the introduction of antiparkinsonian drugs by Parkinson
in 1817. Several studies did not confirm the correlation
between medication and delayed colonic transit time!"”.
In PD, colonic transit time is prolonged in all segments
of the colon™". Defecation itself can be impaired by
decreased phasic rectal contractions, weak abdominal
strain and/or paradoxical sphincteric contractions dur-
ing defecation'"’. However, the exact pathophysiology
of autonomic gut dysfunction remains obscure.
Constipation may result from both peripheral as well
as central nerves. Depletion of dopamine-containing
neurons in the central nervous system is a basic defect
in PD. On the other hand, a substantial decrease in
dopaminergic myenteric neurons has been document-
ed™, Deposition of intracytoplasmic hyaline inclusions,
so-called Lewy bodies, can be found not only centrally
in the pigmented nuclei but also in the myenteric and
submucosal plexusm. Conditions associated with con-
stipation in PD patients include megacolon and sigmoid

volvulus"*".

Volvulus and PD

In sigmoid volvulus there is twisting of the sigmoid
around its mesenteric axis. Apart from obstruction it
may also involve strangulation of the main vessels at the
base of the affected mesentery. Sigmoid volvulus is the
third leading cause of large bowel obstruction in adults
and is even more common in the elderly"*"™. It can be a
life threatening condition with high mortality rates of up
to 50%"”.

The incidence of sigmoid volvulus in PD is not
known. Only a few reports have been published con-
cerning this association**"?, A longstanding history
of constipation is, amongst anatomic variations and
neuropsychiatric diseases, one of the risk factors for
the development of volvulus because of an abnormally
loaded loop of bowel™*. The diagnosis of volvulus is
based on physical examination in combination with an
abdominal X-ray revealing a typical "coffee bean" shaped
sigmoid. In the majority of cases no further investiga-
tion is required to confirm the diagnosis of volvulus®,
If there is any doubt about possible obstructive disease,
an abdominal computed tomography-scan can be con-
sidered. However, colonoscopy is the most favourable
diagnostic tool to visualize obstructive colonic moments.
The endoscopic picture of volvulus shows a pinpoint
lumen with wrenched sides. When passing the pinpoint
opening one sees a grossly dilated lumen (Figure 2). In
the case of volvulus, endoscopy allows immediate treat-
ment.

Management of sigmoid volvulus

Awareness of the high incidence of gastrointestinal
disorders, and especially constipation, in PD patients
is mandatory in order to recognise a condition such as
sigmoid volvulus. The question remains as to whether
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the actiology of sigmoid volvulus in this specific group
of patients is different. If constipation is the main cause,
the primary focus should be on medical prophylactic
treatment with laxatives. However, if patients with PD
have redundant sigmoid, surgery remains the first choice
of treatment. No data have been published related to
this question. Even for volvulus in general, the published
data are too scarce to allow high level evidence-based
judgement.

Early aggressive treatment of constipation with di-
etary adjustments, physiotherapy, bulk-forming agents
and laxatives should be the aim in all PD patients. The
prokinetic agent, cisapride, has been shown to reduce
colonic transit time in PD patients, but seemed to be in-
effective after long-term use” and is no longer regularly
available. Tegaserod, a 5-hydroxytryptamine type 4 ago-
nist, has shown to improve bowel movement frequency
and stool consistencym]. In addition, improvement in
subjective experience of symptoms by PD patients has
been observed”. Further trials are not expected since
this drug was also withdrawn because of an increased
risk of serious cardiovascular adverse events.

In patients with alarming signs of possible necrosis
or perforation, immediate surgical intervention is need-
ed. When symptoms are mild and not worrisome, urgent
endoscopic detorsion should be considered as the first
116.25:28] Endoscopy enables direct
assessment of the viability of the colonic mucosa. Al-

choice of treatment

though endoscopic detorsion has high recurrence rates,
varying from 3.3% to over 60%*" | it is a relatively safe
procedure with mortality rates of 1%-3%""",

In cases of successful endoscopic detorsion, semi-
elective sigmoidectomy can be performed. This allows
an appropriate workup to achieve optimal preopera-
tive conditions. Mortality rates vary between 0% and
100116233233

In recurrent volvulus, surgery is the first choice of
treatment as endoscopy in recurrent volvulus is accom-
panied by a raised mortality rate of up to 20%!"". How-
ever, surgical treatment in the acute phase of volvulus is
also known to have high mortality!"*" ),

There are several surgical options to treat volvulus,
ranging from operative detorsion alone to retroperitoneal
fixation and partial resection with or without primary
anastomosis. Detorsion alone has a very high recurrence
rate of up to 749111,

Resection performed with primary anastomosis is
advocated by some authors as it has the advantage of
avoiding a second operation to restore continuity™***,
Mortality in this group ranges from 0%-19%%*, If
the expected surgical morbidity and mortality is unac-
ceptably high or if patients refuse surgery, as in our case,
PEC can be considered. Under endoscopic vision, a tube
is placed percutaneously in the distal colon. This allows
fixation of the colon to the abdominal wall and if neces-
sary offers direct access for laxatives and desufflation.
Complications following PEC such as infection, faecal
leakage and buried internal bolster can cause significant
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morbidity, but is a good alternative in selected cases™ ™.

There are few available publications on recurrence rate
after PECPY,

In conclusion, gastrointestinal dysfunction is a com-
mon feature in elderly patients, and especially in those
affected by PD. Patients with chronic constipation are
more likely to develop a complication like sigmoid vol-
vulus. The association between sigmoid volvulus and PD
has been described previously. There are no data avail-
able suggesting different treatment for sigmoid volvulus
in PD patients. In general, endoscopic detorsion can be
performed as the first choice of treatment in acute sig-
moid volvulus if signs of an acute abdomen are absent.
This should be followed by resection at a later stage if
the condition of the patient allows surgical intervention.
However, if there are signs of gangrene, an emergency
operation is the only therapeutic option and endoscopic
treatment should not delay surgery. PEC is an alternative
treatment for selected cases if surgical intervention is
not an option.
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