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Abstract

This is a rare case of Ogilvie’s Syndrome or Acute Colonic Pseudo-Obstruction (ACPO) in a 34 year old lady following uncomplicated
caesarean section. Postoperatively she developed shortness of breath and abdominal distension. X-ray and CT imaging showed free gas in the
abdomen, pockets of fluid collection, pulmonary embolism and pleural effusion. Laparotomy showed a large caecal perforation and a small ileal
perforation completely walled off by omentum. A hemicolectomy with ileal resection was performed with interval closure of abdomen and end-
end anastomosis. A literature search in PubMed showed 66 cases of postpartum Ogilvie’s syndrome reported, since 2002. Overall mortality with
Ogilvie’s syndrome with caecal perforation has been reported to be 36-45%. It should be considered as differential diagnosis in women with
abdominal distension and abdominal pain following caesarean section. Clinicians should be aware of this rare diagnosis and early recognition
and multidisciplinary management are critical to minimize morbidity and mortality.
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Introduction

Ogilvie’s Syndrome or Acute Colonic Pseudo-Obstruction
(ACPO) is arare condition characterized by massive dilatation of
the colon in the absence of mechanical obstruction. It was first
described by William Heneage Ogilvie in 1948 [1]. It is usually
associated with major surgery or medical conditions such as
trauma, burns, pelvic and orthopedic surgery, caesarean section,
pregnancy and sepsis [2]. The importance and life threatening
nature of Ogilvie’s syndrome in postpartum period was
underlined by 2000-2002 triennium UK confidential enquiry
report into maternal deaths, which reported four deaths due to
this condition [3]. The exact incidence and the etiopathogenesis
are not clear. It is rare among young patients and when it
occurs, caesarean section is the commonest predisposing
factor [2]. About 10% of all the cases are related Obstetrics and
Gynaecological procedures. One report suggested incidence
postpartum Ogilvie’s syndrome to be of 1:1500 deliveries [4].
Acute intestinal dilatation, if not treated, may lead to perforation
and fecal peritonitis, and consequent morbidity and high risk of
mortality.

Case Report

A 34 year old primigravida at 39 weeks of gestation
underwent caesarean section for failure to progress. The
Caesarean section was performed under spinal anesthesia and

procedure was uncomplicated. Postoperatively she passed
flatus and opened her bowel. On the fourth postoperative day
she complained of shortness of breath and abdominal pain and
distension. A CTPA (Computed Tomography, Pulmonary Artery)
confirmed pulmonary embolism and abdominal x-ray showed
free gas under diaphragm (Figure 1). Her finding of free air in
-ray was attributed to recent Caesarean section. Her Hb was 7.5,
WCC9, CRP 148 and potassium was 2.7. Anticoagulant treatment
was started. Next day her abdominal distension increased and
she remained pyrexial, tachypneic and tachycardic. She also had
continuous diarrhea. Further CT imaging showed significant
pneumoperitoneum, pockets of fluid collection in the peritoneal
cavity, but, no contrast leak was noted. Significant pleural

effusion with atelectasis was also seen.
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Figurel: CT image

pneumoperitoneum.
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Her INR was elevated to 4 and stool culture showed
campylobacter jejuni. Although, bowel perforation was
suspected, as there was no contrast leak and patient was
high risk for surgery a conservative approach was taken by
the multidisciplinary team. She was transferred to ICU and
conservative management continued with anticoagulants,
antibiotics, potassium replacement, Nasogastric tube. Pleural
and ascitic tap from abdominal collection under ultrasound
guidance were performed for symptomatic relief. The ascitic
fluid did not show any fecal contamination or blood, and cultures
were negative. However, over one week patient did not show
any signs of improvement and abdominal distension gradually
increased. In view of these findings, a Diagnostic laparoscopy,
followed by laparotomy was performed which showed a necrotic
ascending colon, large caecal perforation (Figure 2) and a small
ileal perforation completely sealed off by omentum.
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Figure2: Surgical picture showing necrotic large and small
bowel with large caecal perforation.
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A right hemicolectomy followed by an interval of 48
hours, end-end anastomosis and closure of the abdomen was
performed. Postoperative period was complicated by bleeding
form anastomotic site which was managed by colonoscopic
clipping of anastomotic bleeder. Patient recovered and was
discharged home after 3 weeks, however she was readmitted
with signs of peritonitis after 4 weeks. She underwent
further laparotomy, which showed another perforation in the
anastomotic site (sutured primarily) and new perforation in the
ileum proximal to ileocolic anastmosis that was brought out as
stoma. She recovered well and left our hospital in good general
condition. Histopathology did not show any pathology apart
from non-specific inflammation, ischemic and necrotic changes.

Discussion

A literature search in Pubmed, Embase and hand search of
references showed 66 cases of postpartum Ogilvie's syndrome
reported, including 6 cases following vaginal delivery, since 2000-
2002 triennium confidential enquiries into maternal deaths in
UK. Sixty (90%) women had caesarean section; otherwise no
specific causative risk factors could be identified. Twenty eight
(42%) patients had overt perforations or impending perforations
with ischemic wall and serosal tears. Twenty three (82%)
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percent of the perforations were in the caecum and remaining
were in ascending colon. Small intestinal perforations also have
been reported. Fifty four percent recovered with conservative
management including nil by mouth, NG tube, erythromycin,
Neostigmine or colonoscopic decompression. Remaining 46% of
patients required laparotomy and surgical management.

Overall mortality in patients diagnosed with Ogilvie’s
syndrome and caecal perforation have been reported to be 43-
50% [5]. However, our review of recent literature specific to
postpartum condition shows low mortality rates. This could be
partially because our patient group is younger and usually have
less comorbidity. It may partly be due to better knowledge and
overall improvements in medical care. Never the less, Ogilvie’s
syndrome should be considered as medical emergency and
should be promptly managed with multidisciplinary input to
avoid morbidity [6].

Abdominal pain and distension are the commonest
symptoms. It can start as early as 24 hours or could be delayed
for few days. Peritoneal signs will be absent if there is no or
sealed off perforation, as was the case with our patient. It
should be differentiated from simple ileus. Erect abdominal
x-ray will show dilated caecum and colon and free air if there
is perforation. Computed tomography also show same findings
and also useful in ruling out mechanical obstruction or other
coexisting pathologies [7,8]. Leaking of contrast may not be
seen in impending perforations or if the perforation is sealed off
completely. Therefore clinicians should not rely only on these
investigations if there is suspicion of perforation.

Evidence based guidelines for management of Ogilvie’s
syndrome was published by American Society for Gastro
intestinal Endoscopy in 2002 [9]. According to this, in the
absence of perforation a conservative management could be
tried for 24-48 hours and reversible causes should be treated. If
no improvement or the caecum is more than 12 cms or remains
dilated for more than 3 days, IV Neostgmine is recommended.
Colonoscopic decompression should be performed if there is
no improvement. Surgical management should be considered
if there is no improvement or suspected perforation or if there
is progressive dilatation and persistence of symptoms. ACPO
should be considered as differential diagnosis in women with
abdominal distension and abdominal pain following Caesarean
section. Promptimaging should be arranged to look for dilatation
of the caecum and presence of free gas and any evidence of
mechanical obstruction. Early recognition and multidisciplinary
management are critical to minimize morbidity and mortality.
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