
The unexpected twist in the plot: incarcerated
diaphragmatic hernia complicating colonoscopy

A 76-year-old woman was referred for
surveillance colonoscopy. She had a his-
tory of a large sliding hiatal hernia, con-
firmed by both chest radiography and
upper endoscopy. She had no history of
trauma and 6 years ago she underwent a
full colonoscopy and polypectomy un-
eventfully. The colonoscopewas advanced
50cm to the splenic flexure, at which
point a very tight angle could not be
passed and the lumenwas obscured. After
a few unsuccessful attempts to advance
were made, the scope was withdrawn
and the examination was terminated. In
the recovery room, the patient com-
plained of worsening abdominal pain and
vomiting. She was transferred to the
emergency room for further evaluation.
Abdominal radiography showed a large-
bowel loop in the left hemithorax with a
distended right colon (●" Fig.1). Abdomi-
nal computed tomography (CT) revealed
that the whole stomach, part of the duo-
denum, and a large segment of transverse
colon were all in the chest (●" Fig.2). The
proximal transverse colon, ascending co-
lon, and cecum were severely dilated. An
urgent explorative laparotomy revealed
an incarcerated loop of transverse colon,
which has herniated through the dia-
phragm. An ileostomy and right extended
hemicolectomy was carried out. In the
past, a few case reports have described
strangulation of intestinal contents dur-
ing colonoscopy as a result of the exacer-
bation of transdiaphragmatic hernias [1–
4], but there have been no previous re-
ports of deterioration and incarceration
of a preexisting large sliding hiatal hernia
during colonoscopy. Although a past his-
tory of a large sliding hiatal hernia was
known in our patient, no special precau-
tions were executed. Air insufflation in
combination with increased abdominal
pressure may protrude abdominal con-
tents through a weakened diaphragm.
Trapping of the endoscope and extreme
angulation causes the lumen to seem ob-

scured. In light of the present case, endos-
copists should be aware of this phenom-
enon.
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Fig.1 Plain abdominal radiograph performed
shortly after colonoscopy in a 76-year-old
woman with a history of a large sliding hiatal
hernia. Dilated cecum and proximal colon are
seen.

Fig.2 Coronal abdominal computed tomog-
raphy (CT) shows long loop of transverse colon,
stomach, and part of duodenum in the chest.
A very large hiatal hernia can be seen.
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