
Recent experience at our institution is that most cases of
"nontoxic megacolon" are related to the use of Chronulac
(lactulose) given to elderly patients for constipation. In the
past 3 months, five patients have presented with colonic
dilation greater than 12 em, presumptively related to gas
production by bacterial metabolism of lactulose. These pa
tients have universally responded to broad spectrum anti
biotics and discontinuation of lactulose. We have seen no
recurrences of colonic dilation when the patients are
switched to another laxative preparation. Consequently, in
our experience, these patients do not represent a medical
emergency and should not be subjected to a colonoscopy (or
surgical procedure).
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An unusual complication of rubber band
ligation of hemorrhoids

To the Editor:

The management of hemorrhoids includes various mo
dalities including rubber band ligation, which is quite pop
ular and has a low incidence of complications. Initial studies
have emphasized the simplicity, safety, and patient accept
ance of this procedure. Recently, however, five deaths re
sulting from bacterial septicemia or toxemia have been
reported, and one case which describes a severe soft tissue
infection following banding was successfully treated with
antibiotic, surgical debridement, and hyperbaric oxygen.!-4
We would like to describe another unusual complication of
rubber band ligation. A 72-year-old man was hospitalized
complaining of abdominal pain, bloody diarrhea, and passing
of mucus per rectum. Clinical examination was unremarka
ble and laboratory investigations were negative, including
several stool cultures, 7 days before he underwent outpatient
rubber band ligation. Flexible proctosigmoidoscopy showed
an erythematous mucosa with oozing of blood; small pin
point erosions were seen, but between the lesions the mucosa
was normal. The number of lesions were smaller proximally
and disappeared in the transvere colon. Colonic mucosa
biopsy showed edema, focal accumulations in lamina propria
of lymphocytes, and a few plasma cells with some RBC
extravasation. No evidence of any specific disease or ulcer
ative colitis was found. The patient was treated with intra
venous fluids and analgesic agents. After 6 days the patient
improved and another proctosigmoidoscopy revealed normal
mucosa.

We have described here a new and inexplicable compli
cation which has apparently arisen following rubber band
ligation.
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Cecal perforation after upper endoscopy
and pyloric dilation

To the Editor:

To our knowledge only one case of perforation of the
colon following upper endoscopy has been previously re
ported.! This occurred in a 77-year-old man with an un
known cecal adenocarcinoma with multiple fistulas to the
small bowel. Recently, we encountered a second case of cecal
perforation which occurred following upper endoscopy and
balloon dilation of a pyloric stricture.

A 79-year-old woman was admitted after a hip fracture.
The hemoglobin was 6.0 and a nasogastric tube revealed
coffee-ground material in the stomach. After surgical hip
repair, she had nausea and vomiting. On the fifth postop
erative day, abdominal x-rays revealed a large gastric air
collection without significant small bowel or colon gas. Up
per endoscopy demonstrated a hiatal hernia, Barrett's
esophagus, erosive esophagitis with exudate, and a tight
pyloric stricture which would not admit the Olympus XP
10 (7.9 mm) endoscope; no active gastric ulcer was seen.
The following day an upper gastrointestinal x-ray revealed
a short, tight pyloric stricture which appeared amenable to
dilation. On the ninth postoperative day, she underwent
endoscopically and fluoroscopically guided dilation of the
pylorus with a 15-mm diameter Rigiflex balloon passed over
a guide wire followed by a 20-mm balloon. Following dilation
the pylorus easily admitted the Olympus Q-I0 (11 mm)
endoscope and no additional lesions were present in the
pylorus or duodenum. She had immediate improvement in
her ability to eat. However, 33 hours after the procedure she
developed fever and abdominal distension. Abdominal x
rays revealed a large amount of free air. Immediate surgical
exploration revealed two pinpoint holes in an otherwise
normal cecum and leakage of a large amount of feces into
the peritoneal cavity. There were two adjacent circumfer
ential colon carcinomas at the splenic flexure and dilation
of the transverse and ascending colon. The pylorus was
completely intact. Postoperatively she developed sepsis and
respiratory distress syndrome and despite intensive care she
died 9 days after the laparotomy.

In this case perforation of the cecum occurred shortly
after upper endoscopy and pyloric dilation in a patient with
clinically inapparent circumferential colon cancer at the
splenic flexure. In the previously reported case of cecal
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