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ORIGINAL ARTICLE

Ogilvie’s Syndrome: Presentation of 15 Cases*

Background: Ogilvie’s syndrome is characterized by acute, massive colonic dilatation, without any mechanical
obstruction. 

Methods: The records of 15 patients with Ogilvie’s syndrome were retrospectively reviewed with respect to
gender, age, associated problems, symptom duration, symptoms, signs, treatment, morbidity, mortality, and
recurrence. 

Results: Mean age of the patients (8 male, 7 female) was 49.9 years (range: 32-76 years). Among them, 5
had medical problems, while 4 patients had had abdominal surgery, and 2 patients had burns. Mean symptom
duration was 2.9 days (range: 1-7 days). The most common symptoms were abdominal pain and distention,
while the most common signs were abdominal tenderness and distention. Mean cecal diameter was 10.0 cm
(range: 7-13 cm) in plain abdominal X-ray films. The initial treatment was conservative in all patients; 5 were
treated with intravenous neostigmine and complete resolution was achieved in 4 of them (80%). Flexible
colonoscopic decompression was performed in 9 patients, with placement of a colonic tube; a success rate of
88.9% and a recurrence rate of 12.5% were noted. Tube cecostomy procedures were performed on 4
patients. No major complications were encountered in this series, but one patient with burns died (6.7%). 

Conclusions: The initial treatment of Ogilvie’s syndrome is conservative, and neostigmine treatment is
generally successful. Decompression colonoscopy can be performed safely and successfully. Surgical treatment
is performed when colonoscopy is unsuccessful, or when cecal ischemia, necrosis, or perforation is suspected.  
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Ogilvie Sendromu: Onbefl Olgunun Sunumu

Girifl: Ogilvie Sendromu, mekanik bir t›kan›kl›k olmaks›z›n kolonun akut yayg›n dilatasyonu ile karakterizedir.

Yöntem ve Gereç: Ogilvie Sendromlu 15 hastan›n kay›tlar›, cins, yafl, efllik eden problemler, belirti süresi,
belirtiler, bulgular, tedavi, morbidite, mortalite ve nüks yönünden retrospektif olarak gözden geçirildi. 

Bulgular: Sekiz hasta erkek, 7 hasta bayan olup yafl ortalamas› 49,9 idi (32-76 aras›). Befl hastada medikal
problemler varken, 4 hasta ameliyat geçirmiflti ve 2 hastada da yan›k vard›. Ortalama belirti süresi 2,9 gündü
(1-7 aras›). En s›k karfl›lafl›lan belirtiler kar›n a¤r›s› ve fliflkinlik iken, en s›k görülen bulgular kar›nda hassasiyet
ve distansiyondu. Düz kar›n grafilerinde ortalama çekum çap› 10,0 cm idi. (7-13 aras›). Bafllang›ç tedavisi
bütün hastalarda konservatifti. Befl hasta intravenöz neostigmin ile tedavi edildi ve bunlar›n 4’ünde tam aç›lma
sa¤land› (% 80,0). Fleksib›l kolonoskopik dekompresyon 9 hastaya uyguland›, baflar› % 88,9 ve nüks % 12,5
oran›nda görüldü. Dört hasta cerrahi olarak tüp çekostomi ile tedavi edildi. Bu seride büyük bir komplikasyon
görülmedi, fakat yan›kl› 1 hasta kaybedildi (% 6,7). 

Sonuç: Ogilvie Sendromu’nda bafllang›ç tedavisi konservatiftir ve neostigmine tedavisi genellikle baflar›l›d›r.
Dekompresyon kolonoskopisi güvenle ve baflar›yla kullan›labilir. Cerrahi tedavi, kolonoskopi baflar›s›z
oldu¤unda ya da çekal iskemi, nekroz veya perforasyon flüphesi varl›¤›nda kullan›l›r.
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Introduction

Ogilvie’s syndrome (acute colonic pseudo-obstruction:
ACPO) is characterized by acute, massive colonic
dilatation, without any mechanical obstruction (1-5). It is
often seen in association with some critical surgical or
medical problems (1,4-7). The common clinical features
of ACPO are significant abdominal distention and
abdominal silence. Although patients may continue to
pass small amounts of flatus or stool, colonic function is
generally inadequate. Abdominal pain, tenderness, and
low-grade fevers are also common, while nausea and
vomiting are rare (4-6). Plain abdominal radiographs are
generally diagnostic with significant colonic distention,
with minimal or no distention of the small intestine (1,3-
6). ACPO resolves spontaneously over a few days in most
cases, and so the initial treatment is generally
conservative, which consists of the restriction of oral
intake, nasogastric decompression, rectal tube placement,
correction of fluid or electrolyte abnormalities, and
treatment of specific problems. Some bowel stimulants,
including neostigmine, may be used (5-8). Colonoscopic
decompression, with or without colonic tube placement,
is the basic treatment method (5,9). Surgical treatment is
indicated when colonoscopy is unsuccessful, or cecal
ischemia, necrosis, or perforation is suspected.
Cecostomy is successful if the bowel is viable (1-5).

Methods

We retrospectively reviewed the records of 15
patients with Ogilvie’s syndrome, who underwent
medical, endoscopic, or surgical treatment at Atatürk
University, School of Medicine, Department of General
Surgery between January 1995 and December 2005.
The records were evaluated with respect to age, gender,
associated problems, symptom duration, symptoms,
signs, treatment, morbidity, mortality, and recurrence.

The diagnoses were made by physical examination and
radiological findings in all patients. The diagnostic
parameters included the presence of acute massive
colonic dilatation (cecal diameter ≥ 7 cm on abdominal
plain X-ray films) and the absence of mechanical
obstruction. The diagnoses were also supported by
endoscopic examination or surgical treatment findings.

Conservative treatment, which included the restriction
of oral intake, nasogastric decompression, rectal tube
placement, and correction of metabolic problems, was the
initial treatment in all the patients, except in those who
had acute abdominal symptoms and signs, and whose
cecal diameter was > 13 cm. After 24 h, in addition to the
conservative treatment, some selected patients, in whom
there were no contraindications for neostigmine
treatment, were treated with 2.5 mg of neostigmine
intravenously in 100 ml of saline over 1 h monitored by
electrocardiography. Similarly, in some patients, in whom
there were no contraindications for endoscopic treatment
or in whom neostigmine treatment was unsuccessful, a
colonic tube was placed by flexible colonoscopy (Olympus
CFP 10 L, CF 30 L, CF 240 AL). The indications for
surgery were as follows: unsuccessful colonoscopy,
recurrence after successful colonoscopy, presence of
acute abdominal symptoms and signs, and cecal diameter
> 13 cm. In the surgical treatment, tube cecostomy, with
or without appendectomy, was performed.

Results

In all, 15 patients with Ogilvie’s syndrome were
treated during an 11-year-period. Mean age of the
patients was 49.9 years (range: 32-76 years), and 8
(53.3%) were male and 7 (46.7%) were female. Among
the patients, 5 (33.3%) had medical problems (2 patients
had diabetes mellitus, 1 patient had epilepsy, 1 patient
had Parkinsonism, and 1 patient had drug intoxication
with amitraz), 4 (26.7%) had had abdominal surgery
(cesarean in 3 patients and hysterectomy in 1 patient),
and 2 patients (13.3%) had burns (1 patient had 35%
and 1 patient had 42% second and third degree burns),
while in 4 patients (26.7%) no causative factors were
found. None of the patients had a prior history of colonic
disease. The mean symptom duration was 2.9 days
(range: 1-7 days). The main symptoms were abdominal
pain and distention in all the patients, constipation in 13
patients (86.7%), nausea in 4 patients (26.7%),
vomiting in 3 patients (20.0%), and diarrhea in 2
patients (13.3%). The main signs were abdominal
tenderness and distention in all patients, hypoactive or no
bowel sounds in 9 patients (60%), low-grade fever in 3
patients (20%), and muscular rigidity and rebound
phenomenon in 2 patients (13.3%). The mean cecal
diameter was 10.0 cm (range: 7-13 cm) on plain
abdominal X-ray films.
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Initial treatment included the restriction of oral
intake, nasogastric decompression, rectal tube placement,
and correction of metabolic problems. Five patients
(33.3%), with a mean cecal diameter of 9.2 cm (range:
9-10 cm), were treated with intravenous neostigmine,
and no complications occurred. In 4 patients (80%)
complete resolution was obtained within 90 min, while in
one patient (20%) neostigmine treatment was
unsuccessful and he was treated with colonoscopy.
Colonoscopic decompression was performed in 9 patients
(60%), with a mean cecal diameter of 9.7 cm (range 7 to
11), and no complications occurred. There were 8
successful colonoscopic decompressions (88.9%). In one
patient (11.1%), colonoscopic decompression was
unsuccessful, and in another patient (12.5%), recurrence
was seen 1 day later; they were both subsequently
treated surgically. Thus, the total success rate of the non-
surgical treatments was 84.6% (11/13).

Four patients (26.7%), with a mean cecal diameter of
10.8 cm (range: 7-3 cm), were treated surgically; tube
cecostomy was performed in 3 patients (75%) with
appendectomy, while in one patient (25%), no
appendectomy was performed. The cecostomy tubes
were discharged 2 weeks later and no major
complications occurred, except for one incisional infection
(25%). One patient (6.7%), with 42% third degree
burns, died from septic shock. The treatment methods
used are summarized in the Figure, and the details for
each case are listed in the Table.

Discussion

Ogilvie’s syndrome (acute colonic pseudo-obstruction:
ACPO) was first described by William Heneage Ogilvie in
1948 (1,2,4-6). It is characterized by acute massive
dilatation of the cecum and the right colon, without any
organic obstruction (2,3,5,6). ACPO may occur in any
patient population, but has a higher predilection for males
in the sixth decade (3,5,6). In the present study, the male
to female ratio was 8:7 and our patient group was
younger than the commonly afflicted population. This
difference in age may be explained by the mean age of the
general population of Turkey and the causes of ACPO in
this series.

The pathogenesis of ACPO is not fully understood,
although it is thought to be an imbalance between
inhibitory sympathetic and stimulatory parasympathetic

innervations (3-5,7). Delgado-Aros and Camilleri (5) have
summarized the pathophysiology of ACPO as follows:
reflex motor inhibition through splanchnic afferents in
response to noxious stimuli; excess sympathetic motor
input to the gut (intestine does not contract); excess
parasympathetic motor input to the gut (intestine does
not relax); decreased parasympathetic motor input to the
gut (intestine does not contract); excess stimulation of
peripheral micro-opioid receptors by endogenous or
exogenous opioids; inhibition of nitric oxide release from
inhibitory motoneurons.

ACPO is typically a secondary diagnosis and it is
generally associated with some surgical or medical
problems, as it was in 11 of the patients in the present
series. Intra-, retro-, or extraperitoneal surgery
(gastrointestinal, urological, gynecologic, orthopedic,
cranial, and vertebral), traumas, burns, sepsis,
transplantations, malignancies, systemic diseases
(cardiovascular, pulmonary, hepatic, renal, hematological,
endocrinal, metabolic, neural, myopathic, and
psychiatric), fluid or electrolyte imbalances, medications,
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Total
15

Surgery
4

Colonoscopy
9

Successful
8

Successful
4

2

Successful
4

8

5

Unsuccessful
1

Unsuccessful
1

Recurrence
1

Neostigmine
5

Figure. Treatments of the patients with Ogilvie’s syndrome.
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Table. Characteristics of the patients with Ogilvie’s syndrome.

Age Gender Associated Symptom Symptoms Signs Cecal Treatment
problems period diameter

55 Female Diabetes mellitus 7 days Pain Tenderness 10 cm Colonoscopy,
Distention Distention Recurrence,
Constipation Hypoactivity Surgery

Fever

40 Female Cesarean 3 days Pain Tenderness 10 cm Colonoscopy
Distention Distention
Constipation Hypoactivity

55 Male - 2 days Pain Tenderness 11 cm Colonoscopy
Distention Distention
Constipation Hypoactivity
Nausea

76 Male Diabetes mellitus 5 days Pain Tenderness 7 cm Unsuccessful
Distention Distention colonoscopy,
Constipation Surgery
Nausea
Vomiting

58 Female Hysterectomy 2 days Pain Tenderness 11 cm Colonoscopy
Distention Distention
Diarrhea Fever

55 Male - 3 days Pain Tenderness 9 cm Neostigmine
Distention Distention
Constipation Hypoactivity

32 Female Epilepsy 2 days Pain Tenderness 13 cm Surgery
(Sodium Distention Distention
valproate Constipation Hypoactivity
treatment) Nausea Muscular rigidity

Vomiting Rebound
Fever

52 Male - 1 days Pain Tenderness 9 cm Unsuccessful
Distention Distention neostigmine,
Diarrhea Hypoactivity Colonoscopy

42 Female Cesarean 2 days Pain Tenderness 11 cm Colonoscopy
Distention Distention
Constipation

70 Male Parkinsonism 5 days Pain Tenderness 13 cm Surgery
(Biperiden Distention Distention
hydrochloride Constipation Hypoactivity
treatment) Nausea Muscular rigidity

Vomiting Rebound

60 Male - 3 days Pain Tenderness 10 cm Colonoscopy
Distention Distention
Constipation

36 Female Drug 2 days Pain Tenderness 9 cm Neostigmine
intoxications Distention Distention
(Amitraz) Constipation Hypoactivity

Nausea

34 Female Cesarean 2 days Pain Tenderness 8 cm Colonoscopy
Distention Distention
Constipation

36 Male Burn 2 days Pain Tenderness 9 cm Neostigmine
Distention Distention
Constipation Hypoactivity

48 Male Burn 2 days Pain Tenderness 10 cm Neostigmine
Distention Distention
Constipation Hypoactivity



intoxications, and radiotherapy may be the predisposing
factors (1,4-7,10-17). Delgado-Aros and Camilleri (5)
reported that, in 2 systematic reviews of ACPO cases
from 1948 to 1980 and 1970 to 1985, 88% of 351 and
95% of 400 cases, respectively, had a recognizable
associated underlying disorder. Our findings are
compatible with the literature findings.

In ACPO, significant abdominal distention and
abdominal silence are the common clinical features.
Patients may continue to pass small amounts of flatus or
stool, but it is generally inadequate (1-6,18). According
to Delgado-Aros and Camilleri (5), up to 41% of patients
still pass some gas or even present with diarrhea.
Abdominal pain, tenderness, and low-grade fevers are
also common. Nausea and vomiting are rare (1-6), and
their presence varies from 0% to 71% (5). The presence
of muscular rigidity, rebound phenomenon, or evident
leukocytosis may be the signs of bowel ischemia, necrosis,
and perforation (1-6). Our results are also compatible
with these reports.

There are no specific alterations in laboratory tests of
ACPO patients. They may show electrolyte imbalances or
alterations due to underlying disorders, and an elevated
white blood cell count. The latter was present in 100% of
patients with bowel perforation and only in 27% of
patients without ischemia or perforation (5). ACPO is
basically a radiological diagnosis. Plain abdominal X-ray
radiographs are generally diagnostic, with the
demonstration of significant colonic distention, with
minimal or no distention of the small intestine (4-
6,19,20). Evidence of rapid cecal dilatation or a cecal
diameter > 11-13 cm on abdominal X-ray radiographs
has been associated with increased risk of cecal ischemia,
necrosis, and perforation (1,3-5,11,12,20). On the other
hand, endoscopy and contrast studies may be necessary
to rule out any mechanical cause (1-5,19,21). Moreover,
the performance characteristics of abdominal CT have not
been evaluated in ACPO (5). In the present study, the
diagnosis of ACPO was based on physical examination and
radiological findings in all the patients, and the diagnosis
was also supported by endoscopic examination or surgical
treatment findings, as it was in earlier reports.

The differential diagnosis of ACPO is not easy.
According to Chapman et al. (22), when air is present
through all colonic segments on plain abdominal X-ray
radiographs, ACPO can be differentiated from mechanical
obstruction; however, when air is not demonstrable in

the rectosigmoid colon, the differentiation of both
entities cannot be based on plain abdominal X-ray
radiographs. In the retrospective reports about ACPO,
which referred to colonoscopy, 5% to 9% of the cases
were reported to have a mechanical obstruction, such as
colonic malignancy, volvulus, or adhesion (5,18,23).

ACPO resolves spontaneously in a few days in most
cases; thus, initial treatment is generally non-operative in
patients with cecal diameters < 9 or 10 cm
(2,5,6,14,15). This treatment consists of the restriction
of oral intake, nasogastric decompression, rectal tube
placement, correction of fluid or electrolyte
abnormalities, discontinuation of medications that
decrease colonic motility, and treatment of predisposing
problems (1,4-7,10,24). Even though nasogastric
decompression has been widely used, its role has not been
clearly defined because the stomach and duodenum are
not usually involved. Hence, use of a nasogastric tube may
not be necessary unless there is significant vomiting (5).
Serial plain X-ray radiographs should be reviewed every
12-24 h, depending on clinical course (1,5,6,19). In
general, it seems that 30%-70% of patients may be
successfully managed by conservative treatment, with a
complication rate of 6% and a mortality of 10%
(5,15,19). With treatment of potential underlying
triggers, ACPO disappeared in 2-6 days in 83%-96% of
the patients in the series reported by Delgado-Aros and
Camilleri (5), and in 30% of the patients in the series
described by Rajiv et al. (16). 

Although some bowel stimulants, including
vasopressin, urecholine, and neostigmine, have been used
with variable success, neostigmine appears to offer the
best medical option with high rates of treatment success
and low toxicity. Neostigmine may be administered
intravenously at a dose of 2.0-2.5 mg over a few minutes
or 1 h, monitored by electrocardiography (4-
6,8,13,16,24). In one randomized study by Ponec et al.
(25), 91% of ACPO patients had resolution of the ileus
with 2.0 mg intravenous neostigmine administration.
Ould-Ahmed et al. (13), Rajiv et al. (16), Sgouros et al.
(24), and Di Giorgio et al. (26) reported similarly
successful results with neostigmine treatment; however,
neostigmine treatment is not without morbidity,
especially in elderly patients (4-6,8,16,24). The most
frequent adverse events of neostigmine treatment are
abdominal cramps in 17%, excessive salivation in 13%,
sweating in 4%, nausea, vomiting in 4%, and transient
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bradycardia in 6% of cases (5). Delgado-Aros and
Camilleri (5) reported the following contraindications for
neostigmine: heart rate < 60 bpm and/or systolic blood
pressure < 90 mmHg; active bronchospasm; serum
creatinine concentration > 3 mg/dl; signs of bowel
perforation. In the present study, in addition to
conservative treatment, neostigmine infusion resulted in
prompt resolution of ACPO in 4 out of 5 patients, while
neostigmine treatment was unsuccessful in one patient,
who was subsequently treated with colonoscopy.
Although conservative treatment and medical treatment
are considered to be different treatment methods, and
conservative treatment is continued for a few days, we
used this treatment alone for 24 h, and then we added
medical or endoscopic treatment. Therefore, the success
of conservative treatment alone could not be evaluated.

In the treatment of ACPO, contrast enema with
water-soluble contrasts, like cystografin or gastrografin,
is potentially therapeutic because it induces peristalsis,
but it should be avoided if perforation is suspected (4-
6,27,28). Another therapeutic alternative may be spinal
or epidural anesthesia with low-dose bupivacaine
(0.25%-0.5%), and blockade of the superior splanchnic
nerve may be expected to result in sympathectomy (4-
6,29,30). We do not have any experiences with these
treatment methods.

During the conservative treatment of ACPO, if the
cecal diameter continues to increase and exceeds 12 or 13
cm, or if there is no improvement in 48-72 h, the colon
should be decompressed by colonoscopy (1,2-5). A
successful decompression can be achieved with passage to
the cecum or the hepatic flexure. The lumen should be
collapsed by applying intermittent suction as the
endoscope is withdrawn. If desired, a tube can be left in

the ascending colon (2-5), and when required a second
colonoscopic decompression may be performed. The
success rate of colonoscopic decompression is reported to
vary between 70% and 90%, and the recurrence rate is
between 10% and 30% (1,2,4-6,9,21). Delgado-Aros
and Camilleri (5) reported 0.2%-2% perforation, and
13%-32% mortality rates for colonoscopy. On the other
hand, ACPO tends to recur in some cases and Grassi et al.
(20) reported a 33% recurrence rate. In our study 9
patients were treated with colonoscopy; the success rate
was 88.9% and the recurrence rate was 12.5%.

In ACPO, surgical treatment is indicated whenever
cecal ischemia, necrosis, and perforation are clinically
suspected, or on the basis of colonoscopic examination.
Progression of cecal distention or failure of resolution
after several days of aggressive treatment is a relative
indication (1-6,14). Cecostomy is successful in the
absence of ischemia, necrosis, and perforation
(1,3,5,6,12,31,32). If the bowel is ischemic, necrotic,
and perforated, resection with or without anastomosis is
required, but is generally associated with 35%-60%
mortality rates (4-6,14,19,24,31,33). Cecostomy can
also be accomplished either laparoscopically or
percutaneously (5,6,32,34). In our series, tube
cecostomy was performed in 4 patients with open
surgery. There was no mortality in this surgery group,
and wound infection developed in only one patient.

In conclusion, initial treatment of ACPO is
conservative, and neostigmine treatment may be used
successfully. Decompression colonoscopy can also be
performed safely and successfully. Surgical treatment is
needed when colonoscopy is unsuccessful or when cecal
ischemia, necrosis, or perforation is suspected.
Cecostomy may be successful if the bowel is viable.
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