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Abstract 
A 54-year-old male who had no history of previous surgery presented with chronic inter­

mittent constipation. A barium enema showed a 2-cm stenotic lesion at the junction between splenic 
flexure and descending colon. A colonoscopy revealed extra-luminal compression without mucosal 
lesion. Laparotomy revealed a parietocolic band compressing the proximal part of the descending 
colon. The band was lysed. The patient's symptom has improved since the procedure. 
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The most common cause of colonic obstruc­
tion is a tumor<n. Large bowel obstruction secondary 
to adhesion and congenital band is very rare in both 
adults and children. Most commonly, post-operative 
adhesion is the leading cause of colonic adhesive 
obstruction. However, adhesive bands are seen in 
the absence of surgery in patients with abnormal 
fixation of the colon. Anomalous congenital bands 
have been reported as an uncommon etiology of 

adhesive obstruction(2-5). The authors present a rare 
case of the descending colon obstructed by a parieto­
colic band. 

CASE REPORT 
A 54-year-old male presented with chronic 

intermittent colonic obstruction. There was no his­
tory of abdominal or pelvic surgery. The abdomen 
was soft with normal bowel sounds and no masses 
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were palpable. On rectal examination, there were 
brown feces, no rectal shelf and slightly enlarged 
prostate gland. The initial roentgenograms of the 
abdomen did not show any specific finding. A barium 
enema examination demonstrated a 2-cm stenotic 
lesion at the junction between the splenic flexure and 
descending colon (Fig. 1). There was normal colonic 
mucosa without intrinsic or extrinsic lesion of the 
remaining colonic course. A colonoscopy revealed 
extra-luminal compression without mucosal lesion at 
the proximal part of the descending colon. At surgery, 
a membranous band across the proximal part of the 
descending colon was found (Fig. 2). This caused 
moderate extrinsic compression of the underlying 
descending colon. No necrotic or ischemic changes 
of the descending colon and no evidence of intra­
peritoneal inflammation were found. After the band 
was lysed, the descending colon returned to the nor­
mal caliber, with normal bowel peristalsis. The patient 
had an uneventful recovery. The patient' s symptom 
has improved gradually since the procedure. A small 
degree of constipation still remained during the first 
six months. Laxatives were often used to relieve this 
problem. After the seventh month, the patient did not 
need laxatives anymore. 

Fig. 1. Barium enema demonstrating a 2-cm steno­
tic lesion at the junction between splenic 
flexure and descending colon (arrow). 

DISCUSSION 
During laparotomy in this patient, one mem­

branous band was found to be the cause of the obstruc­
tion. The obstructive mechanism was bowel com­
pression by the band. The etiology of this band was 
obscure. The absence of abdominal or pelvic sur­
gery excluded post-operative adhesions. The lack of 
evidence of intra-peritoneal inflammation suggests 
that this anomalous band was of congenital origin. 

From the stomach to the rectum, the alimen­
tary canal is suspended from the abdominal wall by 
the dorsal mesentery. Intestinal obstruction resulting 
from an anomalous congenital band of mesenteric 
origin is uncommonly encountered in surgical prac­
tice. Akgur et al reported anomalous congenital 
bands were located between the ascending colon and 
terminal ileum in 50 per cent of patients, ligament 
of Treitz and terminal ileum in 25 per cent, right lobe 
of the liver and terminal ileum in 12.5 per cent and 
right lobe of the liver and ascending colon in 12.5 
per cent(4). The obstructive mechanisms were com­
pression of the bowel by band in 62.5 per cent of the 
patients and entrapment of an intestinal loop between 
the band and mesentery in 37.5 per cent(4). Intestinal 
obstruction caused by congenital mesenteric bands is 

Fig. 2. A membranous band crossed over the pro­
ximal part of descending colon (arrow). 
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most commonly located in the terminal ileum and 
rarely in the ascending colon(2-4). The authors believe 
the membranous band found in this case was the 
parietocolic band. McWhorter first described the 
parietocolic band in 1936(5). In his report, the pari­
etocolic band caused chronic intermittent obstruc­
tion of the ascending colon. The present report is the 
first case of parietocolic band of descending colon. 

Post-operative adhesions occur after almost 
every abdominal surgery and are the leading cause of 
intestinal obstruction, accounting for more than 40 
per cent of all cases and 60-70 per cent of those 
involving the small boweJ(6). In the absence of either 
surgery or abnormal fixation of the colon, adhesive 
obstruction may be secondary to inflammation of 
the epiploic appendage(?). In these patients, a post­
inflammatory epiploic appendage that has become 
adherent to the abdominal wall or another intra-abdo­
minal structure either constricts the colon directly or 
forms a band entrapping the small bowel. The sigmoid 
colon is the most common site for a diseased epiploic 
appendage, accounting for 50 per cent of patients. 
Except for those patients in whom a barium enema 
disclosing evidence of extrinsic pressure over a 
narrow zone may be suggestive, it is not possible to 
make a pre-operative diagnosis of a diseased epiploic 
appendage as the cause of obstruction. Surgical inter­
vention is mandatory in these patients for definitive 
diagnosis and for treatment. 

Other unusual entities causing adhesive 
colonic obstruction include remnants of embryologi­
cal structures such as the vitello-umbilical cord(8) 
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and mesourachus(9). A vitello-umbilical cord con­
nects the tip of Meckel's diverticulum to the abdo­
minal wall at the umbilicus, obstructing the middle 
portion of the ascending colon(8). The mesourachus 
was bound by adhesions to the small bowel mesen­
tery and resulted in severe obstruction of the des­
cending colon, simulating the volvulus(9). Anatomic 
and histopathologic studies of the bands distinguish 
between embryogenic remnants and aberrant mesen­
teric bands. 

On barium enema, adhesions cause a sharp, 
localized circumferential narrowing of the large 
bowel. Occasionally, an area of circular muscular 
contraction may suggest this appearance. There are 
some areas of narrowness or focal contraction in the 
colon that are inconstantly seen radiographically. 
These contraction rings or colonic valves rarely per­
sist during an entire barium enema, while compres­
sion from an adhesion does00). 

Patients with compression from congenital 
bands present with symptoms and signs indicative of 
intestinal obstruction. Adult patients present with a 
chronic intermittent obstruction indicating the lesion 
is not so severe as to cause problems during child­
hood. The long duration of obstruction may cause 
some degree of motility abnormality. Even if the 
obstruction is corrected, some degree of constipa­
tion will still remain and should be supported by 
laxatives for a while. Finally, the patient can cope 
with diet therapy and will not need laxatives any­
more. 
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