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ABSTRACT

Acute colonic pseudo-obstruction (ACPO) is characterized by colon dilation without a mechanical obstruction. This report de-
scribes a 39-year-old pregnant woman who developed ACPO following a cesarean section. Right hemicolectomy, distal ileoc-
tomy, and enterorraphy, with subsequent ileostomy and colostomy mucus fistula placement were done. Early consideration of the

disease and its diagnosis is crucial for initiating treatment instantly to maximize the benefits of non-invasive medications and

minimize the need for surgical procedures and potentially life-threatening complications following a cesarean section.

1 | Introduction

Acute colonic pseudo-obstruction, also known as Ogilvie's syn-
drome, is a disorder characterized by acute dilatation of the
colon in the absence of an anatomic lesion that obstructs the
flow of intestinal contents [1, 2]. Unlike mechanical obstruc-
tion, which has a physical blockage, pseudo-obstruction occurs
without any structural cause. It typically affects the cecum and
right colon, although colonic dilation can extend to the rectum
[3]. This condition is more common in males and patients over
60years old, but it has also been reported in children. Common
predisposing factors include severe illness, surgery, and met-
abolic imbalances, and certain medications [4, 5] trigger the
colonic dilatation. Although the exact cause remains unclear,
theories suggest that overstimulation of the sympathetic ner-
vous system (SNS) may contribute to the lack of gastrointestinal

motility. Post-surgical organ stress is a common cause of colonic
dysmotility such as ileus and Ogilvie's syndrome [6-8]. Ogilvie's
syndrome after different types of abdominal surgery have been
reported (3, 9].

2 | Case History/Examination

A 39-year-old pregnant woman with gestational age of 37 weeks
complaints of abdominal pain and nausea the day after cesarean
section (C/S), on the 14th of July. Colic abdominal pain was pro-
gressive and became generalized with abdominal distention and
reduced defecation. She was gravid 3, para 3 with two previous
natural vaginal delivery. Also, she mentioned a history of relaps-
ing right inguinal herniotomy which the last time was operated
in 2022. Consequently, it was decided to proceed with a C/S.

Abbreviations: ACPO, acute colonic pseudo-obstruction; C/S, cesarean section.
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3 | Methods

Surgical consult was requested on the 15th of July after C/S and
abdominal CT-scan was done. Dilated colon was seen. Cecum
diameter was over 10cm. On her surgical reconsultation the
patient was ill and had tachycardia with low blood pressure.
Abdomen was tender with no distention. On the 17th of July, a
midline laparotomy was performed with diagnosis of peritoni-
tis followed by intestinal perforation (Figure 1A). Cecum was
perforated and necrotic and color changes were observed on
the ileum probably due to distal distention (Figure 1B). Right
hemicolectomy, distal ileoctomy and enterorrhaphy were done.
An Ileostomy and colostomy mucus fistula were embedded sub-
sequential to abdominal washout and drainage of subdiaphrag-
matic and pelvic abscess. An omental flap was applied with
adequate hemostasis at the surgical site due to the obstruction
and deserosalized tissue at the site of obstruction. An enteror-
rhaphy was performed, and the omental flap was utilized for
enhanced protection.

4 | Conclusion and Results

After operation, general condition improved. Abdominal pain
reduced and surgical follow-up was recommended. Patient's
general appearance was normal on the first-month and third-
month follow-up and there was no complication in defecation.
Physical examination had no abnormal evidence. Considering
the patient's consecutive procedures, she was not mentally
prepared for another operation to close the ostomy and as
a result, the restoration of intestinal continuity was post-
poned and the patient continued to receive routine follow-up.
Additionally, surgical consultations and physical examinations
do not oppose the possibility of performing the procedure at a
later date.

5 | Discussion

As mentioned before surgical manipulation and organ stress can
affect gastrointestinal system including small intestine and colon
[3, 10]. Acute colonic pseudo-obstruction is prevalent in elderly
people or patient with multiple comorbidities [5]. Also, invasive
and prolonged abdominal manipulation may increase the risk of
the disease [11, 12]. In the discussed case, obstruction occurred
the day after cesarean section. Dilated cecum and ascending
colon were the typical presentation of Ogilvie's syndrome which
is one of the most important post C/S complications.

To reduce the risk of colonic ischemia, perforation, and peritoni-
tis in the patient, early diagnosis and treatment should be made.
Prompt diagnosis through imaging, including CT scans, is cru-
cial, as it aids in distinguishing Ogilvie's syndrome from true me-
chanical obstructions, which may present similarly but require
very different management strategies [13, 14]. Although Ogilvie's
syndrome is a clinical disease, any possible obstruction must be
ruled out [3]. As in this patient, there were no obstruction in the
imaging. Pharmacological therapy is the first and preferred choice
in most cases [3, 14, 15]. Pharmacological agents such as neostig-
mine have emerged as effective first-line therapies, demonstrating
a significant decrease in colonic diameter and improved clinical
outcomes in patients with non-mechanical colonic distension
[16]. Anticholinergic medication and colonoscopic decompres-
sion can be very helpful in such this situation. Previous studies
have shown that intravenous and subcutaneous neostigmine can
be an effective treatment for acute colonic pseudo-obstruction.
Moreover, high-dose opiods are recommended in the previous
literature [17-19]. However, in patients with refractory condition,
failed to respond to drugs or either colonoscopic decompression,
surgical treatment is needed. Surgical options for refractory
cases should be carefully considered, as they are associated with
variable outcomes; Thompson et.al identified that early surgical

FIGURE1 | (A) Dilated colon with evidence of necrosis. (B) Color change of necrotic area and perforation of cecum.
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intervention is associated with better prognosis in patients who
do not respond to conservative measures [20]. Therefore, in the
present case, considering the patient’s post-cesarean section sta-
tus and her breastfeeding, it was decided not to use any anticho-
linergic medications. Depending on the patient's situation and the
surgeon's decision, surgical therapy varies from cecostomy to sub-
total colectomy [3, 21, 22]. According to the patient's peritonitis,
an immediate surgical consultant was made and right hemicol-
ectomy was done.

Regardless of how rare a syndrome may be, it is crucial to recog-
nize it and prioritize evaluations accordingly. Timely diagnosis
is essential, as it allows for the implementation of non-surgical
procedures that can significantly benefit the patient.
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