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INTRODUCTION supplied by the ascending branch of the left colic 
artery was performed in June, 1976. The im- 

visceral substitution using mediate postoperative course was unremarkable. 
though a established is now per- Two months after operation he complained of 
formed less frequently than in the past’. Since intermittent abdominal pain accompanied by 
the earliest descriptions of colonic interposition nausea and Abdominal radiographs 
by Kellingz and VullieP, numerous reports have 
been published regarding technical variations of 
the procedures and its efficacy in the manage- 
ment of benign as well as malignant lesions of 
the esophagus”. Few reports, however, deal 
with complicationsp10. We have reviewed our ex- 
perience with 45 patients undergoing colonic in- 
terposition between July, 1973, and December, 
1983, at the University of Michigan Hospitals, 
Ann Arbor. Parts of this review are reported 
elsewherell. The present report focuses on 
iatrogenic changes in small bowel following col- 
onic interposition. Of these, most important are 
iatrogenic internal hernias through defects in the 
mesocolon causing small bowel obstruction. 

CASE REPORTS 
Case I .  

A 26-year-old mentally retarded male devel- 
oped a caustic-induced long stricture of the 
esophagus. Attempts at dilatation caused 
esophageal perforation. A long segment colonic 
interposition using an isoperistaltic left colon 
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FIGURE 1.  - Case 1. A barium small bowel follow 
through show abnormal grouping of loops of small bowel 
in the upper mid abdomen (arrows) representing herniated 
bowel through a defect in the mesocolon at operation. 
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FIGURE 2A 
FIGURES 2A-C. - Case 2. A. & B. Supine and upright 
views of the abdomen show a distended loop of small bowel 
in the upper mid abdomen with differential air fluid levels. 
C. A similar appearance was seen five days earlier when pa- 
tient developed abdominal pain. This was a herniated loop 
of small bowel through a defect in the mesocolon at opera- 
tion causing intermittent high small bowel obstruction. 

revealed distended loops of small bowel. A small 
bowel follow-through with barium sulfate mix- 
ture revealed abnormal grouping of loops of 
small bowel in the upper mid abdomen (Figure 
l), unchanged in location and configuration in 
all radiographs. This was not appreciated at the 
time of examination. However, due to clinical 
symptoms of intermittent small bowel obstruc- 
tion, the patient was operated upon. At surgery 
an internal hernia consisting of a loop of small 
bowel herniated through a defect in the 
mesocolon was found. This segment of small 
bowel was infarcted. Resection with end-to-end 
anastomosis was performed. The defect in the 
mesocolon was repaired. The postoperative 
course was uneventful. 

Case 2. 
A 25-year-old female developed a caustic- 

induced long stricture of the esophagus com- 
plicated by reflux esophagitis. She underwent 
long segment colonic interposition using a left 
colon isoperistaltic segment supplied by the 
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ascending branch of the left colic artery in April, 
1975. On the seventh postoperative day she 
developed intermittent abdominal pain without 
distention, nausea, or vomiting. The abdominal 
radiographs revealed a single distended loop of 
small bowel in the upper abdomen. The symp 
toms subsided and recurred again five days later. 
The pain was then accompanied by abdominal 
distention, nausea. and vomiting. Abdominal 
radiographs (Figure 2) revealed a single dis- 
tended loop of small bowel with an air-fluid level 
present in the same location as in the radiograph 
obtained five days earlier. With a clinical 
diagnosis of high partial small bowel obstruc- 
tion, a laparotomy was performed. At operation 
a loop of small bowel was found to have her- 
niated through a defect in the mesocolon. The 
bowel was viable and no resection was done. The 
defect in the mesocolon was closed. The re- 
mainder of her postoperative course was 
unremarkable. 

Case 3. 
A 24-year-old female developed severe caustic- 

induced strictures of the esophagus and 
stomach. She underwent transhiatal esophagec- 
tomy, partial gastrectomy, and long segment 
colonic interposition using isoperistaltic left col- 
on supplied by the ascending branch of the left 
colic artery with pharyngocolic and cologastric 
anastomosis in January, 1977. The postopera- 
tive course was uneventful until two years later 
when she developed symptoms of intermittent 
small bowel obstruction. A small bowel follow 
through revealed angulation of loops of small 
bowel due to adhesions and probably due to 
traction on the small bowel mesentery. A loop of 
small bowel was seen high in the midline above 
the level of the transverse mesocolon. At opera- 
tion a loop of small bowel was found herniated 
through a defect in the mesocolon causing an in- 
ternal hernia as well as several adhesions. The 
bowei was viable, no resection was performed, 
and the defect in mesocolon was closed. Post- 
operatively. the patient did well. 

DISCUSSION 
Iatrogenic internal hernia following gastric 

surgery has been well documentedl2-ls. Retro- 
anastomotic hernia of the efferent limb in 
retrocolic isoperistaltic anastomosis as well as 
rare herniation of both limbs of a gastroje- 
junostomy through the opening in the transverse 
mesocolon in retrocolic anastomosis are well 
recognized postoperative complications. Con- 
genital and acquired defects and areas of 
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FIGURE 3. - Case 3. A barium small bowel follow 
through show abnormally high midline location of a loop 
of small intestine above the anatomic location of transverse 
mesocolon (arrows). Angulation of loops due to adhesions 
and traction on the small bowel mesentery is present below 
the herniated loop of the small bowel. 

weakness in the mesocolon serve as hernial rings 
for a variety of intraabdominal herniations well 
documented in the literature1618. In comprehen- 
sive reviews of internal abdominal hernia and 
iatrogenic hernias by Ghahremani and 
Meyerslg. M no mention is made of small bowel 
herniation through defects in the mesocolon 
following colonic interposition. Small bowel 
obstruction following colonic interposition was 
reported by Osborne er UP; however, they made 
no mention of the mechanism of obstruction. It 
is presumed that being the most common cause 
of postoperative small bowel obstruction 
postoperative adhesions were the causative fac- 
tor in their case report. MarkowiW has pointed 
out that “performance of any anastomosis 
within the abdominal cavity may result in crea- 
tion of an iatrogenic hernial ring”. It is standard 
surgical procedure and practice to close any visi- 
ble defects of the subtending mesentery or 
mesocolon after all bowel anastomosis in the ab- 
domen. 

The most common cause of small bowel ob- 
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struction following any type of abdominal 
surgery is postoperative adhesions. Iatrogenic in- 
ternal hernia of small bowel following colonic 
interposition reported in three patients 
represents a unique complication and cause of 
small bowel obstruction. Awareness of this enti- 
ty in patients undergoing colonic interposition, 
prompt recognition, and early surgical treatment 
will prevent extensive and irreparable intestinal 
reduce the damage and reduce the high rate of 
mortality associated with obstructing internal 
hernias. 

ABSTRACT 
This report focuses on iatrogenic transmeso- 

colic hernia causing small bowel obstruction 
following colonic interposition. Of 45 patients 
undergoing visceral esophageal substitution us- 
ing colon, three developed small bowel obstruc- . 
tion due to internal herniation of a loop of small 
boweI through a defect in the mesocolon. 
Awareness of this unique cause of small bowel 
obstruction following colonic interposition and 
institution of early surgical treatment will pre- 
vent irreparable intestinal damage associated 
with internal liernias. 
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