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ABSTRACT
Persistent descending mesocolon is a congenital anomaly that has been shown, in most cases, to be asymptomatic because of
its short length. To the best of our literature review and knowledge, no case of internal herniation of the mobile descending
colon into either gastrocolic or splenocolic recesses have been reported. We therefore wish to report a case of herniated
mobile descending colon in a middle-aged woman. HA was a 54-year-old female with a 2-year history of recurrent episodes of
left upper quadrant pain of the abdomen. The pain, which was initially dull aching, suddenly became sharp in nature and so
severe that it precluded her from doing her domestic activities. She had undergone clinical evaluation and work up previously
but no etiology for her pain was found. After resuscitation, she consented to exploratory laparatomy for an acute on-chronic
abdominal pain of unknown etiology. The intraoperative findings were a portion of the wall of the left colon seen to have
herniated into a small band of tissue on the left posterior wall. The whole descending colon was unattached to the posterior
peritoneum. The trapped portion (4 cm in length) of the wall of the colon was released and a warm pack was applied to the
segment of large bowel so released. Following this maneuver, the portion was found to be viable and so a left colopexy was
performed and the adhesion band that was placed obliquely from the spleen toward the midline was excised. Postoperative
period was uneventful and since then the patient’s abdominal pain has been abated over the past 1 year. The morbidity of a
mobile descending colon includes internal herniation. Therefore, early detection and colopexy is necessary.
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INTRODUCTION

M

obile descending colon is uncommon.[1] Mobile
cecum and ascending colon appear to occur
more frequently.[2] Embryologically, the ascending
and the descending colon are usually plastered to the
posterior peritoneum. However, when this normal process
of development fails, the colon may appear at the adult
age with a well-formed mesentery of the ascending and/
or descending colon. Persistent descending mesocolon
is a congenital anomaly that has been shown, in most
cases, to be asymptomatic because of its short length.[2,3]
Only a few cases of volvulus of the descending colon
have been reported.[1,3,4] Similarly, internal herniation
of the mobile descending is uncommon. We report
a case of herniated mobile descending colon in a
middle-aged woman.

CASE REPORT
HA was a 54-year-old female trader who presented
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with a 2-year history of recurrent episodes of left upper
quadrant pain of the abdomen. The pain has been dull
aching and recurrent in the past. However, the left
abdominal pain suddenly became sharp in nature and
so severe that it precluded her from engaging in her
trading in the preceding 1 week and centered mainly in
the left side of the abdomen. The pain was associated
with nausea and a feeling of blotted abdomen. However,
the patient did not have obvious abdominal distension
and no constipation or vomiting. No other associated
symptoms were noted. She had extensive evaluation
and work up previously in a peripheral hospital, but no
etiology for her pain was found.
Physical examination revealed a middle-aged
woman, who was well nourished and not pale. She
was afebrile with a temperature of 37.1°C. The
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cardiopulmonary status was normal with a pulse rate
of 89/min, blood pressure of 120/88 mmHg, and lung
fields were clear.
The abdomen was full soft with marked tenderness
in the left upper quadrant. However, there was no
palpable mass. Digital rectal examination was normal.
Hemogram was within normal limits. Abdominopelvic
ultrasound was essentially normal too. Erect and
supine abdominal X-ray studies done were within
normal limits. After resuscitation, she consented
to exploratory laparatomy for an acute on-chronic
abdominal pain of unknown etiology. The intraoperative
findings or abnormalities were a portion of the wall of
the left colon was seen to have herniated [Figure 1]
into a small band of tissue on the left posterior wall
and the whole descending colon unattached to the
posterior peritoneum [Figure 2] have entirely a well
form mesentery. The trapped portion of the wall of the
colon was released and application (for 5 min) of gauze
soaked in warm saline [Figure 3] done. Following this
maneuver, the portion was found to be viable [Figure 4]
and so a left colopexy, using a lateral peritoneal flap was
performed. The small band of tissue was then excised.
Postoperative period was uneventful and since then
the patient’s abdominal pain has been abated over the
past 1 year.

this patient in the past have often appeared normal.
Probably, a superior investigation such as abdominal
computed tomography (CT) scan could have enhanced
the preoperative detection, as previously reported[7]
of the herniated wall of the colon but in this case the

Herniated
wall of the
descending
colo

Figure 1: Herniated wall of the descending colon

DISCUSSION
The descending colon is usually surrounded
by peritoneum on three sides: The left lateral, the
anterior surface, and the medial sides of the colon.
The posterior side is devoid of peritoneum and thus the
descending colon is a retroperitoneal structure without a
mesocolon.[2,4] This process usually occurs in the fourth
through the fifth month of gestation.[4]
The primitive dorsal mesocolon has failed to
fuse with the parietal peritoneum in few instances as
reported previously.[1-5] This often results in a persistent
descending mesocolon. This failure permits mobility
of the descending colon, resulting in considerable
variation in its position. Despite relative high incidence
of anatomic variant of the cecum and ascending colon,
abnormal cecal mobility and ascending colon is an
uncommon cause of an acute clinical entity.[1,2,5,6] The
descending colon that has a lower incidence of this
kind of anatomic variation, expectedly, should have a
much lower incidence of acute clinical entity. Commonly,
it is thought that the descending colon with an intact
mesocolon swings to the midline or slightly to the left
of the midline.[3] This action will create a space into
which all or a part of the small bowel may migrate to.
However, contrary to this, they have been found to,
usually, reside in a normal anatomic position.[5,6] This,
probably, may explain the reason why the repeated
abdominal ultrasounds and barium studies done on
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Figure 2: Mobile lower part of the descending colon
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Figure 3: Application of gauze-soaked in warm saline
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Figure 4: Entire mobility of the descending colon and showing
viability of the wall

non-availability of CT scan and the need to cut down
the cost of treatment precluded us from doing it. In
addition, chronic constipation may result in a markedly
redundant dilated colon that is often associated with
an elongated mesocolon. Thus, further increase the
mobility of the colon. Our patient had a long redundant
segment of descending colon and an associated
large mesocolon even though the history of recurrent
episodes of constipation was lacking in her.
It has been reported that this configuration (intact
mesocolon) of the descending colon could allow quite a
number of things to have happened.[1,3,4] The colon may
undergo repeated torsion and probably detorsion, and it
has been reported[5,8,9] that this could give rise to chronic
transient abdominal pain that is usually associated with
these patients. Our patient had repeated episodes of
abdominal pain on the left side of the abdomen. Perhaps
these episodes of pains may be due to repeated torsion
and detorsion of the descending colon. In some cases,
the torsion may lead to a closed-loop large intestinal
obstruction in which it is often referred to as volvulus
of the descending colon.[4,5,10,11] Often times the patient
will present with features of large bowel intestinal
obstruction. In the index case, there was only history
of feeling of a bloated abdomen, no obvious abdominal
distension as reported by patient and was further
confirmed during the physical examination of this
patient. Intraoperative findings revealed non-obstruction
of the lumen of the colon. This of course explains the
absence of features of large bowel obstruction as seen
in a classic volvulus.
The increase mobility in situations like this could
also create high risk of internal herniation[3] of whole
or part of the wall of the colon as it was found in this
patient. Even though there are well-known recesses
through which internal herniation have been reported,
in this patient, it was through a band of tissue running
obliquely from the tip of spleen toward the midline in
the upper posterior abdominal cavity separate from
the usual gastrocolic and splenocolic recesses. The
35

patient was lucky, at operation, the wall, which was
about 4 cm in length, of the colon was found to be
viable after application of warm pack to the segment
of large bowel and so did not warrant resection and
anastomosis.
The band of tissue that caused the herniation was
excised completely and left colopexy done. Colopexy,
which was first described by Dixon and Meyers in
1948,[12] is said to be the surgical technique of choice.
First, the peritoneum lateral to the unattached portion
of the colon is incised. A fl ap of peritoneum is then
carefully raised, with care being taken not to injure
any retroperitoneal structure. The descending colon is
placed under the peritoneal flap and the free edge of
the flap is sutured to the taenia coli using interrupted
non-absorbable sutures.[12] The colon is thereby fixed
partially to the retro peritoneum. This technique has
stood the test of time and has shown to achieve a
better fi xation of the mobile cecum, ascending and
in this case descending colon. Cecopexy, [12] right
colopexy, [11] and right cecocolopexy [2] have been
reported and currently laparoscopic [13-15] fixation
is gradually gaining acceptability. In this case, the
descending colon was involved, thus left lateral
colopexy was done.

CONCLUSION
The rare causes of chronic left abdominal pain may
include problems related to a mobile descending colon.
It is usually accompanied by a diagnostic dilemma.
Diagnostic laparotomy may suffice in extremely difficult
cases. For mobile descending colon due to intact
mesocolon, left colopexy (open or laparoscopically), using
the lateral peritoneal flap, is an effective method of fixing
the descending colon and prevents subsequent morbidity.
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