
Postpartum Ogilvie syndrome, cause of acute
intestinal obstruction

Nezha Elbahaoui , Oumayma Lahnaoui , Sara Benammi , Mohamd Ouanani
and Abdelkader Errougani
Emergency Surgical Department, Ibn Sina University Hospital, University Mohamed V Department of the Emergency Surgery (UCV),

Rabat, Morocco

Corresponding author: Nezha Elbahaoui. Email: nezhaelbahaoui@gmail.com

Lesson
Ogilvie’s syndrome presents as a rare complication in the

postpartum period. Prompt diagnosis is crucial to prevent

colonic perforation, occurring in 25 to 40% of cases, leading

to significant mortality.
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Acute intestinal obstruction is a common medical–surgi-
cal emergency with various causes depending on the
obstruction mechanism and location. Ogilvie syndrome
is a functional distension of the colon leading to acute
lower intestinal obstruction, often associated with under-
lying medical conditions, particularly neurological or sur-
gical, involving the abdomen, pelvis, or orthopaedic
regions. We describe a case of a patient admitted with
intestinal obstruction 33-day postpartum. This report
aims to diagnose Ogilvie syndrome and prevent fatal
complications promptly.

Case report

Patient history

We present the case of a 39-year-old primigravida who
underwent a caesarean section due to previous infertility
and had a history of uterine fibroids. The patient was
admitted to the surgical emergency department 33-day
postpartum with acute intestinal obstruction and increased
abdominal pain.

Clinical findings

Upon examination, the patient was apyretic and hemo-
dynamically stable. Physical examination revealed a dis-
tended and soft abdomen with mild tenderness at the
Pfannenstiel scar. Rectal examination showed an empty

ampulla. Abdominal X-ray revealed colonic air-fluid
levels. An abdominopelvic CT scan was performed to
determine the cause of the occlusion, which showed dis-
tension of the colonic framework and partial distension of
the last few bowel loops without any visual obstruction.
The maximum caecal diameter measured 9 cm. Only a
small pelvic effusion was observed (Figure 1).

Laboratory tests showed a high white blood cell count
(15,000 E/mm3), elevated C-reactive protein (130 mg/l),
and mild hydroelectrolytic disturbances including hypo-
kalaemia (3.4 mEq/l) and hyponatremia (129 mEq/l).

Therapeutic intervention

Immediate resuscitation measures included the insertion
of a nasogastric tube, a urinary catheter, and two periph-
eral venous lines. The patient was kept on strict fasting
with exclusive parenteral nutrition until bowel transit
resumed on the fourth day of admission, initially with
the passage of gas and later with stool.

Colonoscopy with exsufflation could not be performed
on our patient due to organisational issues within our
facility.

Follow-up radiological imaging showed a decrease in
colonic air-fluid levels. Enteral feeding was gradually
reintroduced after removing the gastric tube on the fifth
day, with close monitoring of bowel transit. The patient
was discharged home on the seventh day with good clin-
ical and radiological follow-up for 3 months.

Discussion

Ogilvie’s syndrome, also known as acute colonic
pseudo-obstruction, was first described by Ogilvie in
1948.1 Its incidence is challenging to evaluate, but it is
more common in men and typically occurs in individuals
aged 50–60 years old.2

It is characterised by acute colonic dilatation without
mechanical obstruction and often presents in elderly
patients with underlying chronic conditions or after
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acute triggering factors. The postpartum period, both after
caesarean section and vaginal delivery,3 has been reported
as a triggering factor for Ogilvie syndrome, with a fre-
quency of occurrence ranging from 25% to 40%.4,5 It is
associated with a high mortality rate, necessitating a
high level of suspicion for diagnosis.

The first case of perforation described in 1958 corre-
sponded to a post-caesarian Ogilvie syndrome.6

The pathophysiology of Ogilvie syndrome remains
poorly understood. It is believed to result from a combin-
ation of disturbances in the colonic autonomic nervous
system and ischaemic events.7,8 Trauma or surgery in
the pelvic region, including childbirth, can cause
damage to the parasympathetic innervation of the colon,
leading to atony in the left colon.

The clinical presentation typically includes acute or
progressive lower intestinal obstruction, with abdominal
distension being the most common sign. Bowel transit
disorder and vomiting may also occur.9,10

Abdominal pain and tenderness in the right iliac fossa
suggest caecal perforation, which is a negative prognostic
indicator.

Biological tests do not significantly contribute to the
definitive diagnosis but play a role in detecting electrolyte
imbalances resulting from colonic dilatation in the third
sector. In some cases, the presence of an initial systemic
infection syndrome can raise concerns about the possibil-
ity of an infectious complication.

Radiological exploration plays a crucial role in diagnos-
ing and determining the aetiology of colonic distension.
The unprepared abdomen X-ray shows overall colonic

gas distension, particularly in the caecum and rectosigmoid
junction. However, this examination lacks specificity in
diagnosing the origin and mechanism of the occlusion, as
well as detecting complications such as caecal perforation,
since the presence of pneumoperitoneum is inconsistent and
can be physiological after laparotomy.

According to Weber et al., bowel distension was
observed in 30% of cases,11 although the presence of
air-fluid levels was inconsistent. The preservation of
colonic haustrations, the infrequency of air-fluid levels,
and the presence of gas in the rectal ampulla suggest a
functional obstruction,12 which aligns with our patient’s
condition.

The abdominopelvic CT scan with contrast injection (con-
sidering renal function) remains the crucial examination for
establishing the diagnosis by ruling out other differential diag-
noses of the occlusion, such asmechanical obstruction, extrin-
sic compression, or colonic volvulus. It also aims to assess the
severity criteria by evaluating the colonic wall quality, caecal
diameter, and presence of colonic pneumatosis.

In some cases, authors recommend colonoscopy with
colo-exsufflation for diagnostic purposes, confirming
the integrity of the colonic wall, lumen continuity, and
mucosal condition. Additionally, it can be used therapeut-
ically to reduce caecal diameter by aspirating air and con-
tents of colonic stasis.9

Overall, in cases of delayed postpartum resumption of
bowel movements, regardless of the presence of func-
tional gastrointestinal symptoms, the possibility of
Ogilvie syndrome should be considered, and an unpre-
pared abdomen should be conducted as the initial

Figure 1. Abdominopelvien CT. (A) axial and (B) coronal: distension of the colonic framework and the last few bowels without

any obstruction visualised with a maximum caecal diameter of 9 cm.
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diagnostic approach. Subsequent paraclinical examina-
tions should be pursued based on the clinical
presentation.12

Idiopathic acute colonic pseudo-obstruction is a
medical–surgical emergency, and treatment aims to
reduce colonic distension and prevent secondary perfor-
ation. It depends on the patient’s general condition, caecal
diameter on imaging, and signs of caecal perforation.

Medical management involves decompression of the
upper gastrointestinal tract with a nasogastric tube,
restriction of enteral feeding with parenteral nutrition,
and correction of hydroelectrolytic imbalances through
peripheral venous rehydration. Additionally, medical
treatment includes the use of multimodal analgesia,
gastric protection against stress ulcers, and the prevention
of thromboembolic risks.

Literature reports suggest that parasympathomimetics
such as intravenous Prostigmine can be beneficial in the
medical management of functional occlusion. However,
close clinical and cardiac monitoring is essential, and
having an atropine syringe readily available is recom-
mended due to the known adverse effects of Prostigmine.13

In the literature, surgical intervention is mentioned as a
treatment option. In a study involving 169 cases treated
medically and with colo-exsufflation, 13% of the patients
experienced a recurrence of symptoms.14

Surgical intervention typically involves a minimally
invasive exploration of the abdominal cavity using
either laparotomy or laparoscopy, depending on the
patient’s general condition. Three surgical approaches
are suggested: cecostomy, transverse colostomy, or right
colectomy. The choice of procedure depends on the pres-
ence of signs indicating pre-perforation or caecal perfor-
ation, with or without immediate restoration of continuity.

Medical treatment is always considered the primary
approach, regardless of the chosen strategy. It is generally
followed by colo-exsufflation if the symptoms do not
improve or if the diameter of the caecum exceeds 9 cm.
If the symptoms persist or fail to improve after 48 h of
conservative treatment, a second attempt at endoscopic
treatment may be considered, unless there are signs of
complications that require emergency surgery.

Considering all aetiologies, the mortality rate in the
absence of complications is estimated to be between
15% and 31%, increasing to 45% after perforation.9 The
elevated mortality rate appears to be more associated
with the weakened condition of the patients rather than
the Ogilvie syndrome itself.9,15 Four prognostic factors
have been identified:12 patient age, caecal diameter, the
time interval between diagnosis and colonic decompres-
sion, and the presence of ischaemia or colonic
perforation.5

Long-term follow-up involves clinical and radiological
monitoring due to the recurring nature of the clinical pres-
entation for up to 60-day postpartum.

Conclusion

Postpartum Ogilvie syndrome is a rare cause of intestinal
obstruction that should be considered in postpartum
patients presenting with abdominal distension or failure
to resume bowel transit. Timely diagnosis is crucial to
prevent complications such as perforation, which signifi-
cantly impact prognosis.
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