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Ogilvie’s syndrome describes an acute colonic pseudo-obstruction 

(ACPO) consisting of dilatation of part or all of the colon and rectum 

without intrinsic or extrinsic mechanical obstruction. It often occurs in 

debilitated patients. Its pathophysiology is still poorly understood. 

Several theories have been incriminated: nervous, vascular, 

hormonal,medicinal,metabolic disorder, infectious…Since computed 

tomography (CT) often reveals a sharp transition or ‘‘cut-off’’ between 

dilated and non-dilated bowel, the possibility of organic colonic 

obstruction must be excluded. If there are no criteria of gravity, initial 

treatment should be conservative or pharmacologic using neostigmine; 

decompression of colonic gas is also a favored treatment. Surgery 

should be considered only as a final option if medical treatments fail or 

if colonic perforation is suspected. We report a case of colonic pseudo-

obstruction (or Ogilvie syndrome), after caesarean section, treated 

medically and by colonoscopicexsufflation. 
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Introduction:- 
Ogilvie syndrome, or acute colonic pseudo-obstruction (ACPO), is a rare clinical entity. It corresponds to a 

dilatation of all or part of the colonic frame and rectum without intrinsic obstacle or extrinsic inflammatory process; 

this definition excludes mechanical dilatations upstream of an organic obstacle, those occurring in the context of 

severe acute colitis, ischemic or cryptogenic (toxic megacolon and reflex ileus accompanying a peritonitis). Its 

physiopathology is based on the paralysis of the muscularis of the colon which is passively distended, without any 

increase in endoluminal pressures. In 1948, Sir Ogilvie described two observations of colonic dilatation in patients 

with neoplastic infiltration of the celiac and mesenteric plexuses [1]. Rarely idiopathic, it occurs most often in 

patients with severe visceral diseases or in recent surgeries (especially thoracic or pelvic surgery). It is a rare 

presentation observed occasionally in post-partum, especially following caesarean sections. Difficulties in diagnosis 

often lead to delays in initiating treatment, which greatly increases complications, including caecal ischemia, 

perforation, sepsis and death. We report a case of colonic pseudo-obstruction (or Ogilvie syndrome), after caesarean 

section, treated medically and by colonoscopicexsufflation. 

 

Observation:- 
Mrs. F is a 38-year-old second pare, with no notable pathological history, apart from a first time delivery by 

cesarean section in 2017 with simple sequelae. Caesarean section for scarred uterus and clinically suspicious 

shrunken pelvis, which took place under general anesthesia. The patient presented at first duodenal portion a diffuse 
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abdominal distension progressively worsening [Figure 1], the clinical examination finds a patient apyretic, 

hemodynamically and respiratory stable, with a distended abdomen, tympanic, epigastric tenderness was noted and 

at the rectal feel the rectal ampulla empty. Abdominal CT scan showed significant distension of the gallbladder and 

the right and transverse colon, stopping at the left colonic angle with an image of hydroaerosic levels [Figure 2]. 

Biologically she presented with hyponatremia at 131mEq/l and hypocalcemia at 76mg/l. The patient benefited from 

a good rehydration and correction of the hydro-electrolytic disorders. Medical management with neostigmine was 

considered without clinical improvement. This prompted an urgent colo-insufflation and the insertion of a rectal 

probe, with a good clinical evolution without recurrence. 

 
Figure 1:- Abdominal distension at Day 1 post caesarean. 

 

 
Figure 2:- Scanographic aspects of colonic dilatation. 

 

Discussion:- 
Ogilvie syndrome is a rare entity who’sthe etiopathogeny is currently not completely elucidated, its genesis is 

multifactorial. Several theories have been incriminated. The nervous theory described as early as 1948 by Ogilvie, 

which suggests a disturbance of the vegetative innervation of the colon [1]. The vascular theory proposed by other 

authors [2,3] is based on the decrease in splanchnic perfusion (hypovolemia, obliterating arteriopathy); hypo-

perfusion would predominate in the area between the territories of the two superior and inferior mesenteric arteries, 

also called Griffiths' zone, and supports the notion of cut-off. Hormonal theories implicate prostaglandins E [4,5] 

which stimulate the circular muscle layer of the colon. Neurotropic treatments are often implicated because of their 

anticholinergic effects [6]. In addition, opiates [7] and other long-term "colotoxic" drugs (sedatives, tricyclic 

antidepressants, clonidine, phenothiazines, calcium channel blockers and antiparkinsonian drugs) [8,9]. Disturbances 

of colonic motricity have also been linked to metabolic disorders causing neuromuscular conduction disorders 

(hypokalemia, hyper-uremia) [10]. A reactivation of the varicella-zoster virus (VZV) in the enteric ganglia has been 

incriminated [11].The clinic is dominated by a major abdominal meteorism contrasting with a good clinical 

tolerance and a general state that remains unchanged for a long time [10]. The finding, when present, of major 

distension of the rectal ampulla to the touch, associated with colonic distension, is a sign of colectasis. An 
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inflammatory syndrome (hyperthermia, hyperleukocytosis, elevated CRP) as well as signs of peritoneal irritation 

should suggest colonic perforation. The main differential diagnoses such as ceocal or sigmoid volvulus and intrinsic 

or extrinsic colonic obstructions must be eliminated.The main differential diagnosis is represented by paralytic ileus 

[12]. The clinical argument is the absence of BHA in this syndrome, whereas they are abnormally increased in 

Ogilvie. An unprepared abdominal X-ray (UXR) is the first-line paraclinical examination [13], and shows major 

colonic gas distension, most often segmental. The persistence of colonic hustrations and the inconstancy of the 

hydroaeric levels are signs in favor of a functional occlusion. The barium enema has long been used to search for a 

possible mechanical obstruction. Its osmotic effect sometimes leads to the removal of an obstruction. It is 

contraindicated in cases of suspected colonic perforation [14]. Its interest is now less than that of scannography. 

Abdomino-pelvic CT with injection of contrast medium is the reference examination: its sensitivity is 96% and its 

specificity 93%. It confirms the proximal dilatation of the colon and the absence of intrinsic or extrinsic organic 

lesions. The evolutionary risk is mainly dominated by colonic perforation, the incidence of which is 15 to 20% 

[15,16] with a mortality of 40 to 50% [15]. However, the colon tolerates major distension well and this perforative 

risk is often overestimated since it is a colonic distension without intraluminal hyperpressure[17]. The finding of 

pneumoperitoneum, intraperitoneal fluid effusion or parietal pneumatosis in the distended colon on the CT scan 

should raise the suspicion of perforation and impose an emergency laparotomy. Although the maximum tolerable 

cecal diameter is a source of debate, all authors agree that it correlates with the risk of perforation. Most series use 

an upper limit of 9 cm [19], in contrast to Vanek, for whom the maximum tolerable caecal diameter is 12 cm, 

because approximately one quarter of patients perforate beyond this limit [15]. Death is more related to 

decompensation of underlying visceral defects than to the risk of secondary colonic perforation. The poor prognostic 

factors are age, ischemia, occurrence of ceocal perforation and delay before colonic decompression of more than 6 

days [15,19].There are several therapeutic components to remember. Conservative treatment is the treatment to be 

instituted in first intention as soon as the diagnosis is evoked and in the absence of colonic perforation. It is currently 

well codified by the 2010 guidelines of the American Society for Gastrointestinal Endoscopy (SAGE) [8]. 

Conservative treatment alone is sufficient in 70% of the 1027 cases in the literature review by Wegener and 

Börsch[20] but, given the increased risk of perforation beyond 6 days, its implementation should not exceed 3 days 

[8]. The pharmacological treatment, of which intravenous neostigmine is the main agent, leads to a lifting of the 

parasympathetic block resulting in the resumption of colonic motricity[21,22]. Moreover, the administration of this 

treatment, due to the risk of bradycardia, requires a medical presence during the injection with cardiotensional 

monitoring for 30 minutes and injection of atropine available in case of adverse effect. Other treatments have been 

discussed and their efficacy evaluated in randomized trials such as polyethylene glycol (PEG) [23],gastrograffin 

enema [24], erythromycin [25]. Exsufflation colonoscopy can be considered as the first "invasive" procedure to be 

performed. The rate of failure or recurrence of symptoms is more than 30%, but the placement of a rectal probe 

during the procedure improves this rate [26]. Other procedures for colo-exsufflation can be considered. 

Percutaneous cecostomy under radiological or endoscopic control has been reported in the literature but cannot be 

recommended in routine practice [27]. Percutaneous endoscopic colostomy (PEC) is a cologuled percutaneous 

caecostomy but its complication rate is 40%, namely wall abscess, bleeding, hematoma, perforation, stoma 

retraction [28]. Image guided percutaneous caecostomy (PCC) [29] is a percutaneous decompression by puncture of 

the caecum under CT guidance. The indications for surgery are based on the failure of the conservative therapies 

already mentioned or on the existence of clinical or radiological signs suggestive of a colonic perforation [9]. Three 

types of interventions can be proposed: colostomies, trans-anal recto-colic intubation by a multiperforated tube 

(Faucher) during an exploratory laparotomy, total or subtotal colectomy with or without restoration of continuity. 

 

Conclusion:- 
Post-caesarean Ogilvie syndrome is a rare eventuality, which may lead to caecal perforation in the absence of 

effective treatment, with the formation of stercoral peritonitis with a very poor prognosis. This pseudo colonic 

obstruction is a diagnosis of exclusion, made after having eliminated a postoperative paralytic ileus and a 

mechanical occlusion. The diagnosis is made early by performing an unprepared X-ray of the abdomen or even an 

abdominal CT scan with contrast injection, which is currently the reference examination. Treatment combines 

medical care with other more invasive measures, including surgery in case of complications such as caecal 

perforation. 

 

Références:-  
[1] Ogilvie H. Large-intestine colic due to sympathetic deprivation; a new clinical syndrome. Br Med J 

1948;2(4579):671—3 



ISSN: 2320-5407                                                                            Int. J. Adv. Res. 10(09), 593-596 

596 

 

[2]Bardsley D. Pseudo-obstruction of the large bowel. Br J Surg 1974;61(12):963—9. 

[3]Desouches G, Bastien J, Joublin M. [Acute idiopathic dilatation and perforation of the caecum in a patient with 

streptococcal septicemia (author’s transl)]. GastroenterolClinBiol 1978;2(2):185—8. 

[4]Nadrowski L. Paralytic ileus: recent advances in pathophysiology and treatment. CurrSurg 1983;40(4):260—73. 

[5]Bachulis BL, Smith PE. Pseudoobstruction of the colon. Am J Surg 1978;136(1):66—72. 

[6] Barth X, Chenet P, Hoen JP, et al. La colectasie aiguë idiopathique ou syndrome d’ogilvie : à propos de 43 

observations. Lyon Chir 1991;87(3):230—6 

[7] Kaufman PN, Krevsky B, Malmud LS, Somers MB. Role of opiate receptors in the regulation of colonic transit. 

Gastroenterology 1988;94(6):1351—6. 

[8] Harrison ME, Anderson MA, Appalaneni V, et al. The role of endoscopy in the management of patients with 

known and suspected colonic obstruction and pseudo-obstruction. GastrointestEndosc 2010;71(4):669—79. 

[9]Vanek VW, Al-Salti M. Acute pseudo-obstruction of the colon (Ogilvie’s syndrome). An analysis of 400 cases. 

Dis Colon Rectum 1986;29(3):203—10. 

[10] Richard C, Lemoine F, Ricome JL, Khayat D, Rimailho A, Auzépy P. [Acute colectasia in patients on artificial 

respiration. 10 cases]. Presse Med 1986;15(30):1401—3. 

[11]Gershon AA. Varicella zoster vaccines and their implications for development of HSV vaccines. Virology 

2013;435(1):29—36. 

[12] Carol Annette Roberts RNC, MN.. Ogilvie’s syndrome after cesarean delivery. J ObstetGynecol Neonatal Nurs 

2000;29:239–46. 

[13] Weber P, Heckel S, Hummel M, Dellenbach P. Syndrome d’Ogilvie après césarienne. À propos de trois cas. 

Revue de la littérature. J GynecolObstetBiolReprod 1993;22:653–8. 

[14] Godfrey EM, Addley HC, Shaw AS. The use of computed tomography in the detection and characterisation of 

large bowel obstruction. N Z Med J 2009;122(1305):57—73. 

[15]Nanni G, Garbini A, Luchetti P, Nanni G, Ronconi P, Castagneto M. Ogilvie’s syndrome (acute colonic pseudo-

obstruction): review of the literature and report of four additional cases. Dis Colon Rectum 1982;25(2):157—66. 

[16]Soreide O, Bjerkeset T, Fossdal JE. Pseudo-obstruction of the colon (Ogilve’s syndrome), a genuine clinical 

conditions? Review of the literature (1948-1975) and report of five cases. Dis Colon Rectum 1977;20(6):487—91. 

[17]Champault G, Berberian JP, Psalmon F, Patel JC. Pseudo obstruction of the colon. ChirMemAcadChir 

1979;105(4):334—43. 

[18] Davis L, Lowman RM. An evaluation of cecal size in impending perforation of the cecum. SurgGynecolObstet 

1956;103(6): 711—8 

[19] De Giorgio R, Knowles CH. Acute colonic pseudo-obstruction. Br J Surg 2009;96(3):229—39. 

[20] Wegener M, Börsch G. Acute colonic pseudo-obstruction (Ogilvie’s syndrome). Presentation of 14 of our own 

cases and analysis of 1027 cases reported in the literature. SurgEndosc 1987;1(3):169—74. 

[21] Law NM, Bharucha AE, Undale AS, Zinsmeister AR. Cholinergic stimulation enhances colonic motor activity, 

transit, and sensation in humans. Am J PhysiolGastrointest Liver Physiol 2001;281(5):G1228—37.  

[22] De Giorgio R, Stanghellini V, Barbara G, et al. Prokinetics in the treatment of acute intestinal pseudo-

obstruction. IDrugsInvestigDrugs J 2004;7(2):160—5. 

[23]Sgouros SN, Vlachogiannakos J, Vassiliadis K. Effect of polyethylene glycol electrolyte balanced solution on 

patients with acute colonic pseudo obstruction after resolution of colonic dilation: a prospective, randomised, 

placebo controlled trial. Gut 2006;55(5):638—42 

[24]Schermer CR, Hanosh JJ, Davis M, Pitcher DE. Ogilvie’s syndrome in the surgical patient: a new therapeutic 

modality. J GastrointestSurg 1999;3(2):173—7.  

[25] Emmanuel AV, Shand AG, Kamm MA. Erythromycin for the treatment of chronic intestinal pseudo-

obstruction: description ofsix cases with a positive response. Aliment PharmacolTher 2004;19(6):687—94. 

[26] Saunders MD. Acute colonic pseudo-obstruction. Best Pract Res ClinGastroenterol 2007;21(4):671—87. 

[27]Chevallier P, Marcy P-Y, Francois E. Controlled transperitoneal percutaneous cecostomy as a therapeutic 

alternative to the endoscopic decompression for Ogilvie’s syndrome. Am J Gastroenterol 2002;97(2):471—4 

[28]Bertolini D, De Saussure P, Chilcott M, Girardin M, Dumonceau JM. Severe delayed complication after 

percutaneous endoscopic colostomy for chronic intestinal pseudo-obstruction: a case report and review of the 

literature. World J Gastroenterol 2007;13(15):2255—7 

[29]vanSonnenberg E, Varney RR, Casola G. Percutaneous cecostomy for Ogilvie syndrome: laboratory 

observations and clinical experience. Radiology 1990;175(3):679—82.  

 


