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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.
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Cases like the above are uncommon, but do
appear sporadically at the emergency department.
Such prolonged evolution involves several coinci-
dent factors: the appearance of dry gangrene,
which does not cause pain or infection and does
not worsen the clinical symptoms, and a general
state which rules out interventional measures. The
family and the attending physician are generally
responsible for primary palliative care.
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Acute epiploic appendagitis: ultrasound
and CT findings

Sir,
Acute epiploic appendagitis is an unusual cause

of abdominal pain produced by epiploic appendix

twisting or appendicular vein thrombosis, with con-
sequent ischemia and infarction. The absence of a
radiological diagnosis can lead to hospitalization
and unnecessary surgery, due to non-specific clini-
cal symptoms and physical examination, without
signs that differentiate it from other more common
abdominal-pelvic inflammatory processes.

A 26 year-old male athlete consulted the ED for ab-
dominal pain localized in the right iliac fossa whose in-
tensity increased with movement of the right leg, and
fever of 37.5 ºC. The analytical data and abdominal w-
ray were normal. Abdominal ultrasound of the right
flank showed an ovoid mass of 6.5 x 6.5 x 2.5 cm,
which was solid and hyperechogenic, with a hypogenic
peripheral halo (Figure 1a) without Doppler signal. CT
scan of the abdominal area with intravenous iodinated
contrast showed a well-defined mass of fat density adja-
cent to the serosal surface of the ascending colon (Fi-
gure 1b). The interior of the mass had irregular areas of
high density surrounded by a hyper-dense ring. The pa-
tient was diagnosed with acute epiploic appendagitis,
treated with analgesics, and discharged.

Epiploic appendagitis consists of torsion or
spontaneous venous thrombosis of the epiploic
appendix leading to vascular occlusion, ischemia
and infarction1.

The most common location is the sigma, follo-
wed by the descending colon, cecum and ascen-
ding colon2. Precipitating factors have been sug-
gested to include mobile appendices, which tend
to twist with postural change or after intense
exercise. It is an uncommon cause of abdominal
pain3, of variable intensity and duration, someti-
mes with fever and abdominal symptoms, and ra-

Figure 1. A) Ultrasound image showing a hyperechogenic mass of 6.5 x 6.5 x 2.5 cm in the right flank, with well-defined borders
and surrounded by a thin hypoechogenic ring (*). B) Abdominal CT scan showing a mass of fat density (-80UH) located on the sero-
sal surface of the ascending colon (white arrow), surrounded by a hyperdense ring. Within the mass there are irregular areas of high
density.

*



LETTERS TO THE EDITOR

78 Emergencias 2010; 22: 74-80

rely nausea, vomiting, loss of appetite or leukocy-
tosis. Since the appendix is attached to the wall
of the peritoneum, pain is exacerbated by certain
movements such as coughing and deep inspira-
tion. The prevalence of this condition is unknown,
with under-diagnosis due to the nonspecific
symptoms.

Ultrasound shows a well defined ovoid mass
near the wall of the colon; it is solid, hyperecho-
genic, non-compressible, surrounded by a thin
hypoechogenic ring, with no Doppler signal due
to ischemia4. CT scan should be performed to
confirm the fatty nature of the lesion, where atte-
nuation values are higher than is normal in fat5.
All these masses are surrounded by a ring of hig-
her density, representing the serosa with fibrino-
leucocytic exudate. The literature contains cases
in which the interior of this mass shows a hyper-
dense line or irregularity whose origin seems to
be venous thrombosis or hemorrhagic necrosis6.

Differential diagnosis should include other ab-
dominal processes such as appendicitis or diverti-
culitis7. Appendicitis shows an inflamed appendix,
collections, abscesses, extraluminal air bubbles or
altered cecal pole. Diverticulitis presents diverticu-
la, a segment of colon with thickened wall, extra-
luminal air bubbles, collections or abscesses. Ap-
pendicitis and diverticulitis may present altered
pericolonic fat, but what differentiates them is that
this alteration is more diffuse than in appendagitis.

Another differential diagnosis is that of omental
infarction which presents a larger mass, poorly defi-
ned, heterogeneous, located in the lower right qua-
drant, adjacent to the rectus abdominis muscles, wi-
thout the hyperdense ring so typical of appendagitis.
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Traumatic bilateral testicular dislocation
due to motorcycle accident

Sir,
Traumatic testicular dislocation (luxation) is a

rare entity; the literature contains only a few hun-
dred cases, with bilateral cases being still scarcer1-9.
We present one of the very few cases in Spain.

A 14 year-old boy was transferred to our ED after a
motorcycle accident. On arrival he was conscious, orien-
ted, with a Glasgow score of 15, hemodynamically sta-
ble, but showed retrograde amnesia of the episode wi-
thout evidence of traumatic brain injury (TBI). He
presented pelvic and lower limb trauma with suprapubic
pain, two tumors in the internal inguinal ring of gum-like
consistency and Brockman’s sign (empty scrotal sac), all
compatible with bilateral testicular dislocation at the in-
guinal level (Figure 1) and multiple hand injuries. Blood
test was normal and x-rays showed multiple fractures. Ul-
trasound confirmed bilateral testicular dislocation and
this was corrected.

Testicular dislocation is characterized by extra-
scrotal transposition of one or both testes after scro-
tal trauma. The most common cause of trauma in-
volves a motorcycle, with direct impact against the
fuel tank or the handlebars. Some authors estimate
a traumatic force of around 50 kg resulting in testi-
cular dislocation or luxation (a larger force would
produce rupture of the albuginea)1. Indirect inguinal
hernia or a hyperactive cremasteric reflection may
favor dislocation; 90% are unilateral2. Diagnosis is
clinical on detecting the empty scrotum, in the ab-
sence of previous cryptorchidism, although the
diagnosis may be delayed in patients with multiple
injuries or perineal or scrotal hematomas3.

Multislice computed tomography and ultrasound
are useful both for diagnosis and for the evaluation

Figure 1. Bilateral testicular luxation. The arrows indicate the
position of the testes.
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of possible injuries to the testes4,10-12. The treatment
of choice is early surgery to avoid the appearance of
flanges which substantially impede reduction as well
as to prevent testicular atrophy6,13.

Manual reduction is possible, although often in-
effective and increases the risk of further injury to
the testes. It is recommended within 4 days, when
the edema has subsided3,13. In our case this was suc-
cessfully performed by the urologist in both testes,
with good subsequent evolution.

References

1 López Alcina E, Martín JC, Fuster A, Pérez J, Puertas M, Moreno J.
Dislocación testicular. Aportación de 2 nuevos casos y revisión de la
literatura. Actas Urol Esp. 2001;25:299-302.

2 Pérez-Arbej JA, Rosa Arias J, Aranda Lassa JM, Villaroya Rodríguez S,
Gil Fabra J, Romero Aguirre F. Traumatismo testicular. Presentación
de 3 casos y revisión de la literatura. Arch Esp Urol. 1986;39:398-
402.

3 Luján Marco S, Budía Alba A, Bango García V, Ramírez Backhaus M,
Delgado Oliva FJ, Jiménez Cruz JF. Dislocación testicular postraumáti-
ca. Actas Urol Esp. 2006;30:409-11.

4 Alapont Alacreu JM, Domínguez Hinarejos C, Serrano Durba A, Gar-
cía Ibarra F. Dislocación testicular traumática. Aportación de un caso.
Actas Urol Esp. 2002;26:804-5.

5 Rodríguez Alonso A, Pérez García D, Ojea Calvo A, Rodríguez Iglesias
B, Alonso Rodrigo A, Barros Rodríguez JM, et al. Luxación testicular
bilateral. Actas Urol Esp. 2000;24:58-60.

6 Bedir S, Yildirim I, Sümer F, Tahmaz L, Dayanç M, Peker AF. Testicu-
lar dislocation as a delayed presentation of scrotal trauma. J Trauma.
2005;58:404-5.

7 Ezra N, Afari A, Wong J. Pelvic and scrotal trauma: CT and triage of
patients. Abdom Imaging. 2008 Jun 10.

8 Ko SF, Ng SH, Wan YL, Huang CC, Lee TY, Kung CT, et al. Testicular
dislocation: an uncommon and easily overlooked complication of
blunt abdominal trauma. Ann Emerg Med. 2004;43:371-5.

9 Bromberg W, Wong C, Kurek S, Salim A. Traumatic bilateral testicu-
lar dislocation. J Trauma. 2003;54:1009-11.

10 Mevorach, RA. Scrotal Trauma: Treatment. Emedicine 2007. (Consultado
17 Marzo 2009). Disponible en: http://emedicine.medscape.com/arti-
cle/441272-treatment.

11 Jankowski JT, Spirnak JP. Current recommendations for imaging in
the management of urologic traumas. Urol Clin North Am.
2006;33:365-76.

12 Chandra RV, Dowling RJ, Ulubasoglu M, Haxhimolla H, Costello AJ.
Rational approach to diagnosis and management of blunt scrotal
trauma. Urology. 2007;70:230-4.

13 Lynch D, Martínez-Piñeiro L, Plas E, Serafetinidis E, Turkeri L, Hohen-
fellner M. Guidelines on urological trauma. European Association of
Urology 2003. (Consultado 17 Marzo 2009). Disponible en:
http://www.uroweb.org/fileadmin/user_upload/Guidelines/urotrau-
ma.pdf.

Javier PEREIRA BECEIRO1,
Vanesa GONZÁLEZ VILARIÑO2,

José María RUMBO PRIETO3,
Tamara FERNÁNDEZ SANTÁS1

1Servicio de Urgencias. 2Servicio de Traumatología.
3Servicio de Radiodiagnóstico. Complejo Hospitalario

Arquitecto Marcide- Novoa Santos. Ferrol, Spain.

Responsible co-payment

Sir,
The Spanish National Health System (NHS) is

characterized as fair, free and universal. It is tax-

funded and the patient does not pay, except for
certain pharmaceutical items. As it is public, the
NHS by nature presents financial deficit; it must
not and does not generate accounting profit. Ho-
wever, the number of emergencies in Spain incre-
ases year after year, and the cost of hospital emer-
gencies far exceeds that of primary care for the
deployment of personnel, complementary tests,
expensive treatments and medical transport,
among other items.

Currently, emergency departments (ED) suffer
overcrowding. It is obvious that the user will al-
ways prefer to go to the ED based on opportunity
cost. This term defines the gain acquired by ta-
king one decision, and no another, with the same
effort.

It is therefore legitimate to take this opportu-
nity being offered: ED users have access to analy-
tical tests, x-rays, prescriptions or specialist consul-
tations within hours. We ought not to judge,
recriminate or even consider this attitude as abusi-
ve, since they are only taking what we offer.

Various schemes have been implemented in an
effort to control this demand, including "Co-pay-
ment”, in which the patient participates by paying
a portion of the cost of this process. If the percen-
tage assigned is high and the process is expensive,
it may be difficult for the patient to meet the pay-
ment, and thus may refrain from using the NHS,
which would prejudice the neediest people. Con-
versely, if the percentage is low and the process is
cheap, copayment would be so small that the bi-
lling costs become greater than the billed amount.
The system of co-payment should one in which: 1)
the patient pays only in cases of irresponsible use
of the NHS, otherwise it remains free, 2) the bi-
lling services that currently exist in the Administra-
tion should be used, so that transaction costs are
minimized, and 3) the fairness of the system is
maintained, i.e. those with more, pay more (but at
the same time, those who use the service more
and without due cause, pay more).

We thus arrive at the figure of a "responsible
co-payer". The user pays for a part of the health-
care process based on the degree of irresponsible
use of the NHS.

This figure exists in private healthcare schemes
where, for example, a civil servant cannot solicit a
CT scan without a prescription signed by a physi-
cian on the scheme’s panel. In doing so, he/she
would have to pay for the cost involved. Neither
can the same patient see a physician outside the
panel without paying. In any case, even when
consulting a specialist who is part of the scheme
or company, he/she must pay a nominal sum.



We propose a system of responsible access to
hospital EDs which is legal, free, equitable, univer-
sal, with minimal transaction costs and politically
acceptable by the Administration, whatever group
is in power. For this, anyone with a health pro-
blem that he/she considers cannot be postponed
may proceed according to the following options,
which would not involve co-payment. They can
first go to their health center. In morning periods,
the primary care physician is required to see not
only their scheduled patients but also any urgent
cases requiring attention. If the emergency occurs
during the afternoon or evening, the user would
be attended by the continuing care team of the
center, or that to which he/she is entitled by pro-
ximity. The user may contact the emergency call
number 061/112, whose physician coordinator
would: 1) refer non-urgent cases for scheduled
consultation with a primary care physician (and
even arrange the appointment), 2) refer urgent
cases that could be delayed to the emergency ser-
vices of the corresponding health center, or 3) in
urgent cases requiring immediate attention, con-
tact conventional or ICU-equipped ambulances for
transfer to a hospital ED, where medical transport
personnel would hand in a specific numbered
transfer document. The user can attend a schedu-
led appointment and the attending physician may
decide on transfer to the ED. Again, in this case, a
specific numbered transfer document would be
provided. Finally, the user may suffer an emer-
gency health problem away from home, such as
an accident, in which case the resource is the
emergency call number 061/112.

However, there are other situations where the

user consciously decides to bypass these options
and go directly to ED, for whatever reason. In this
case, ED admission staff would inform the user
that this decision will generate an invoice for an
amount exactly equal to that charged by private
providers, except that it is to be paid by the pa-
tient and not the private insurance company. This
bill would be delivered to the user’s home wi-
thout generating transaction costs, since the ED
does not act as a cashier, i.e. does not handle
cheques or cash. At that moment, the user can
freely choose to proceed or not, knowing that
he/she is entitled to free NHS attention for an ur-
gent health problem through the primary health-
care system.

Together with all this, one would have to
transmit to the user’s primary healthcare system
its responsibil ity. This could be a monetary
amount assigned to each district primary care
centre for their users. Thus, every time a user at-
tends an ED, the admission units would process
the referral document and charge each primary
care district involved. This could be done through
economic-administrative departments every year,
the amounts depending on the number of refe-
rrals, according to a contract agreement.

I must admit that the system I propose is not
without its weaknesses and requires further study.
An example: the referral document held by the
economic-administrative departments must be de-
void of patient clinical data.
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