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Abstract

A 33-year-old healthy Caucasian woman underwent an emergency 
caesarean section at term for cephalopelvic disproportion. She de-
veloped abdominal distension and pain on first post operative day 
(POD) and was diagnosed clinically as having paralytic ileus. She 
refused an abdominal x-ray. Her condition improved with conserva-
tive management and she managed to pass flatus and have a bowel 
movement. She was discharged against medical advice on the sixth 
postoperative day. She presented to the emergency department on 
14th day post delivery with acute abdomen. Diagnosis of perforated 
viscus was made on abdominal x-ray. She underwent an emergency 
laparotomy. At laparotomy, a perforation in her caecum was found 
and a hemicolectomy and loop ilieostomy was performed. Unfor-
tunately her postoperative recovery was complicated by wound de-
hiscence secondary to infection. She recovered and was discharged 
home 39 days after the emergency laparotomy. Ogilvie’s syndrome 
can often be missed because the patient demonstrates signs of re-
solving ileus by passing flatus or having a bowel movement and 
have normal bowel sounds. Radiological confirmation of resolving 
ileus should be carried out if clinically the patient’s abdomen is 
still distended. Timely recognition may prevent the complication of 
perforated caecum, which can occasionally prove fatal.
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Introduction

Ogilvie’s syndrome or acute pseudo-obstruction of the large 

bowel following caesarean section is a rare condition and the 
true incidence is unknown. Delay in diagnosis can lead to 
caecal perforation which is associated with significant mor-
bidity and mortality.

 
Case Report

A 33-year-old, fit and healthy Caucasion woman, in her first 
pregnancy was admitted to the Obstetric Unit in spontaneous 
labor at term. Her pregnancy thus far was uneventful. She 
had a prolonged second stage of labor and after assessment 
was deemed to have cephalopelvic disproportion. She un-
derwent an emergency caesarean section. The surgery was 
uneventful and her vital signs were stable intra and post op-
eratively.

On the first postoperative day (POD), she complained 
of abdominal distension, pain and bloatedness. Her abdo-
men was tender and grossly distended but bowel sounds 
were audible although sluggish. Her temperature was nor-
mal and the laboratory results unremarkable. Paralytic ileus 
was diagnosed and conservative treatment with intravenous 
fluids and nasogastric tube was recommended. However, 
she declined the nasogastric tube insertion and an abdomi-
nal x-ray.

On second POD, the abdominal pain and distension had 
worsened and she consented to having a nasogastric tube 
inserted to facilitate decompression. However, she could 
not tolerate the nasogastric tube and it was removed on the 
same day. She was started on magnesium carbonate mixture 
and clear feeds. She continued to have persistent abdominal 
distention. Rectal tube insertion was attempted but failed. 
Again, she refused an abdominal x-ray. Baseline blood in-
vestigations including a full blood count and renal panel 
were within normal range. Her condition improved slightly 
and she insisted on being discharged on postoperative day 6 
against medical advice.

The patient presented to the Emergency Department 
twelve days after delivery with drowsiness, lethargy and ab-
dominal bloatedness. Clinically, she was noted to be lethar-
gic and dehydrated, with altered mental state. Her abdomen 
was also noted to be extremely distended with tenderness 
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over the central abdomen.
Blood investigations revealed markedly elevated total 

white cell count of 29.9 × 109/L, metabolic acidosis (pH: 
7.21, BE: -13.6 mmol/L) and acute renal impairment (urea: 
16.1 mmol/L, creatinine 99 Umol/L). Chest and abdominal 
x-ray revealed a large pneumoperitoneum (Fig. 1a, b) and 
evidence of free fluid (Fig. 1c) in the peritoneal cavity with 
positive Rigler’s sign suggestive of a perforated viscus. A 
decision was made for an emergency laparotomy.

Intra operatively, 4.8 litres of faeco-purulent fluid was 
encountered on entering the abdomen. There was a 5 cm per-
foration seen at the anti-mesenteric border of the caecum, 
extending into the ascending colon. Fibrinous exudates and 
adhesions were noted in the entire abdomen and between 
small bowel loops, which were grossly dilated. In view of 
the findings, adhesiolysis and a limited right hemi-colectomy 
was performed with a creation of a double barrel stoma. His-
tology of the resected bowel revealed localized gangrenous 
necrosis with perforation (3.2 × 2 cm) with fibrinopurulent 
serositis.

Post operatively, she was started on total parental nutri-
tion (TPN) and was extubated on POD 3. Unfortunately, she 
subsequently developed abdominal dehiscence of her lapa-
rotomy incision on the 9th postoperative day, which required 
a further exploratory laparotomy. Intra operatively, pus was 
noted at the midline and LSCS wound, in the pelvis and both 
paracolic gutters secondary to partial dehiscence of ileal end 
of the double barrel stoma. An abdominal cavity washout 
was performed with reinforcement of stoma and temporary 
abdominal closure.

A second look laparotomy was performed on POD 11. 
There was a dehiscence of the colonic end of the stoma. A 
washout was performed with reinforcement of the stoma, 
followed by a mass closure of the abdomen. Both the midline 
and Pfannenstiel wounds were left to heal by secondary in-
tention. A CT scan of the abdomen and pelvis performed on 
POD 18 which showed subphrenic abscess of 16.8 × 9.5 cm. 
This was managed conservatively with percutaneous drain-
age. Follow up CT scan on POD 27 confirmed resolution of 
the abscess.
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Figure 1. Chest and abdomen. There is a large pneumoperitoneum as evident by continuous diaphragmatic 
outline, free intraperitoneal air lining the inferior margin of the liver and positive Rigler’s sign. Generalised 
haziness in the lower abdomen with bulging flanks suggested presence of free fluid. Features are in keep-
ing with recent viscus perforation. The small bowel loops are dilated and demonstrate wall thickening in left 
upper quadrant.
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She was eventually discharged on POD 39.

Discussion
  
Acute colonic pseudo-obstruction or Ogilvie syndrome (OS) 
is a rare condition characterized by rapid, progressive and 
massive dilatation of the caecum and proximal colon in the 
absence of mechanical dilatation. If not decompressed, the 
patient is at risk of caecal perforation and fecal peritonitis 
which are associated with a high mortality rate [1].

The true incidence of OS is unknown as many mild cas-
es resolved spontaneously and no reliable national or inter-
national data exist on its frequency [2]. OS can occur in any 
age, but it is generally more common in the elderly patients 
and in those with various medical conditions, such as sepsis 
and trauma, or those who undergo surgical abdominal and/or 
pelvic procedures [1]. The use of drugs such as syntocinon 
and opioid in cases of OS has also been reported but any 
causal relationship is unclear. This condition is more com-
mon in men with a male to female ratio of 1.5:1 [3]. In ob-
stetrics, caesarean section seems to be the most common op-
erative procedure associated with this syndrome [4-9]. There 
are cases reported after vaginal delivery [7], forceps delivery 
[10], caesarean hysterectomy [11], and during pregnancy 
with preterm labor, pre-eclampsia and multiple pregnancies 
[12-14]. However, there is no data on predisposing factors 
or any association with respect to ethnic group, parity and 
indication for caesarean section.

There is a lack of consensus with respect to the aetiol-
ogy and pathogenesis of the condition. OS is thought to be 
most likely due to an imbalance between the sympathetic 
and parasympathetic colonic innervation. OS in obstetric 
patients has been attributed to declining levels of serum 
oestrogen following childbirth and resulting decreased para-
sympathetic tone [15]. Animal studies and retrospective data 
suggest the cut off value of 12 cm in diameter is associated 
with an increased risk of caecal perforation [3-18].

Symptoms normally occur between 2 to 12 days post 
caesarean section. Progressive abdominal distension (90-
100% of cases) and abdominal pain (80%) are the com-
monest symptoms [2]. In OS, bowel sounds may vary from 
normal to hyperactive or absent and patients can still pass 
small amounts of faecal fluid and flatus. Localised tender-
ness over the right iliac fossa suggested caecal perforation 
[16]. A plain abdominal x-ray is the most useful diagnostic 
test shows dilatation of the caecum and large bowel which 
tail off at splenic flexure or rectosigmoid junction and pneu-
moperitoneum confirm bowel perforation.

Our patient presented on the first POD with abdominal 
distension, and was above to pass flatus and have a bowel 
movement. A higher index of suspicion and the inclusion 
of OG in the differential diagnosis may have persuaded the 
patient to accept having an abdominal x-ray earlier which 

could have demonstrated the radiological signs of caecal 
distension. Our patient also highlights the risk of premature 
discharge before complete resolution of her symptoms, and 
also the need for counseling with regard to serious and po-
tentially life threatening consequences in the event of a full 
blown Ogilvie syndrome. Continued close inpatient moni-
toring would have detected the progression of the condition 
from worsening symptoms and allowed for timely interven-
tion before perforation occurred.

In patients with a caecal dilatation of less than 10 cm 
in diameter, the treatment is conservative and consists of 
keeping the patient nil by mouth, nasogastric tube suction 
and insertion of rectal tube. Any medication that can affect 
the colonic motility such as narcotic analgesia and anti-cho-
linergic should be stopped. Patients should respond to con-
servative treatment within 24 to 48 hours and the response 
to the treatment is measured by serial abdominal x-rays and 
improvements in patient symptoms. Colonic decompression 
with medication or endoscopic intervention is used if patient 
fails to respond to conservative treatment.

Pharmacological agents that increase the colonic mo-
tility such as enema with laxative, erythromycin, metaclor-
pramide and cisapride have been used. However the results 
are inconsistent [2]. Neostigmine is the only drug shown to 
be useful with a good response in the treatment for OS [17].

Colonoscopic decompression may be used if conserva-
tive or medical treatment fails. The success rate varies from 
61-78% with a risk of recurrence of 22 to 41%. Colonoscopy 
can be difficult to perform due to poor bowel preparation and 
it carries the risk of bowel perforation in up to 3% of patients 
[18]. Caecostomy is a surgical method to decompress the 
colon in cases with impending perforation. This procedure 
is usually carried out at laparotomy, although laparoscopic 
or CT guided procedures have had some success. In patient 
with colonic perforation, surgical procedures usually involve 
hemicolectomy with a temporary diversion.

Conclusion

Ogilvie’s syndrome is a rare post-operative complication 
that carries significant morbidity and mortality. It is often 
missed in obstetric patients or misdiagnosed as paralytic ile-
us due to similarities in presentation. This case highlights the 
importance of high index of suspicion for OS in patients with 
abdominal distension following surgical procedures despite 
falsely reassuring presence of bowel sounds and passage of 
flatus, and the significant morbidity that could arise from a 
fully evolved Ogilvie syndrome. Early diagnosis and inter-
vention are crucial to prevent catastrophic outcomes. There-
fore, any patient who complains of increased abdominal dis-
tension should have early plain radiographs of the abdomen. 
If the colonic diameter is approaching 12 cm, decompressive 
colonoscopy or nasogastric tube should be considered, and 
a multi-disciplinary approach involving the surgeons is ex-
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tremely important.

Abbreviations
  
POD: days after emergency laparotomy
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