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Abstract
Background. Ogilvie syndrome is a rare postpartum complication. It is characterized by an acute colonic
pseudo-obstruction which occurs in the absence of a mechanical cause. Early detection of the diagnosis is
essential to avoid cecal perforation.
Case report. We report a case of Ogilvie syndrome following caesarean section in a 39-year-old woman
(gravida 2, para 2) with a history of secondary infertility 10 years ago due to tubal stenosis and subserous
fibroma, which led to the indication for cesarean section in second pregnancy at 39 weeks of gestation. Three
days after cesarean section, the patient presented with significant abdominal distension and tenderness, vomiting,
weakness, and nausea; an abdominal X-ray showed cecal distension. Abdominal computed tomography scan
with intravenous contrast revealed distension of the ascending and transverse colon with air-fluid levels but
without transitional mechanical obstruction. The patient was successfully treated.
Conclusions. Ogilvie syndrome is a rare but serious complication that should be considered in fit young patients
who present with pain, severe abdominal distension and failure to pass flatus after caesarean section.
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Background
Ogilvie syndrome, or acute colonic pseudo-obstruction
(ACPO), was first described in 1948 by Sir William Ogilvie. It
is characterised by a functional colonic obstruction for reasons
that remain poorly understood [1]. This is an acute massive
dilation of the colon without mechanical obstruction. The con-
dition must be treated appropriately to avoid cecal perforation.
We report a case of Ogilvie syndrome following caesarean
section in a 39-year-old female patient who was successfully
treated.

Case Report
The patient was a 39-year-old woman (gravida 2, para 2)
with a history of secondary infertility 10 years ago due to
tubal stenosis and subserous fibroma which led to the indi-
cation for cesarean section in second pregnancy at 39 weeks
of gestation. Three days after cesarean section, the patient

presented to the emergency department with significant ab-
dominal distension and tenderness, vomiting, weakness, and
nausea. Physical examination revealed abdominal distension,
absent bowel sounds, superficial and deep pain during palpa-
tion, negative sign of peritoneal irritation, generalized bloat-
ing consistent with bowel obstruction. Laboratory findings re-
vealed hypokalemia and elevation of C-reactive protein (CRP),
the remaining laboratory results were unremarkable.

Abdominal X-ray (Fig. 1) showed cecal distension with-
out pneumoperitoneum, calcifications, and air-fluid levels.
Abdominal computed tomography (CT) with intravenous con-
trast revealed distension of both the ascending and transverse
colon with air-fluid levels (Fig. 2). The descending and sig-
moid colon showed no sign of distension. No transitional
mechanical obstacle could be found. Furthermore, the pres-
ence of pneumoperitoneum was to be seen due to the history
of her recent caesarean section. The diameter of the caecum
measured 9 cm.
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Figure 1. Cecal distension without pneumoperitoneum,
calcifications and air-fluid levels.

The patient was treated with electrolyte administration, na-
sogastric decompression, Foley and central venous catheters
in combination with pharmacological treatment including in-
travenous bolus administration of neostigmine.

The woman received two weeks of inpatient observation
with a gradual improvement and normalization of laboratory
results.

Discussion
Ogilvie syndrome is a rare postsurgical complication, which
can be associated with cesarean section. Clinically, it presents
with abdominal distension and massive dilatation of the colon,
without mechanical obstruction [2].

The evolution may be towards stabilization or reduction
in gas distension spontaneously or after treatment, but there is
a risk of recurrence despite several days of favorable clinical
course.

The major risk is cecal perforation complicated by ster-
coral peritonitis even after several days of favorable clinical
course. According to the authors [3], its frequency varies
between 25 and 40%. The pathophysiology is not fully un-
derstood; however, an imbalance in autonomic innervation
of the colon is believed to be the cause [4]. The incontinent
ileocecal valve can protect the cecum from overdistension
allowing the gases to pass through the small intestine with
cecal perforation occurring only on the Bauhin’s valve.

After cesarean section, there are several important symp-
toms and signs that can indicate the presence of Ogilvie syn-
drome. However, at the early stage, these symptoms and signs
may be similar to those indicating normal postoperative course
and ileus, while signs occurring later may mimic mechanical
bowel obstruction, or intestinal damage and leakage of bowel
content secondary to the initial operation [5]. The average
duration of the appearance of the first symptoms in Ogilvie
syndrome is 48 hours, but it may be as early as 6 hours after

(A)

(B)

Figure 2. Axial (A) et coronal (B) CT scan abdominal with
intravenouse contrast revealed distension of the ascending

and transverse colon with air-fluid levels without transitional
mechanical obstacle.

delivery [6]. There are some clinical features that may support
the diagnosis of Ogilvie syndrome rather than other diagnoses.
They include significant abdominal distension with minimal
nasogastric aspirations, some degree of bowel movement (di-
arrhea or the presence of bowel sounds), low fever or increase
in CRP with no obvious source of infection [5]. There is a dif-
ficulty to differentiate ileus and Ogilvie syndrome, but ileus is
characterized by a lesser degree of abdominal distension and
is more likely to be associated with no bowel sounds and no
passage of flatus [5].
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The pathogenic factors include prolonged labor, maternal
fatigue and weight loss, poor general health status, fluid loss,
hypoalbuminemia, postoperative analgesia, and electrolyte
imbalance or acid-base balance disorder [7].

The firstline of imaging is abdominal X-ray. It may show
an overall colonic distension extending from the cecum to
the rectosigmoid junction or part of the colon. However, it
always predominates at the level of the cecum.

The preservation of colonic haustrations, the rarity of
hydro-air levels and the presence of gas within the rectum
tend to suggest a functional occlusion, which should result in
the diagnosis of Ogilvie syndrome.

On the other hand, the X-ray of the abdomen is of little
help in diagnosing cecal perforation as the pneumoperitoneum
is inconstant, so that its presence is physiological up to five
days after laparotomy.

Contrast-enhanced abdominal CT should be performed
to eliminate some differential diagnoses such as mechani-
cal obstruction, sigmoid or cecum volvulus, fecal impaction
or peritonitis. Colectasia usually begins in the cecum and
the right colon and extends downstream to a point of incon-
gruence called the cut-off [8].

Cecal diameter can be more accurately measured with CT
and can be useful in guiding management: the diameter of
the cecum greater than 14 cm is associated with a greater risk
of perforation and mortality [5]. However, cecal diameter
alone should not determine the management as there is vari-
ation in the risk of perforation according to cecal diameter
in cases of perforation below 9 cm in women after caesarean
section [9].

Therapy is based on several treatment modalities. It is as-
sumed that when the cecum diameter is less than 9 cm, patients
can undergo treatment with a sympathetic blocker (guanethi-
dine) and acetylcholinesterase inhibitor (neostigmine) first.
Colonoscopic exsufflation often helps obtain the decompres-
sion of the colon, but carries significant risks for perforation.
In case of perforation or intestinal distress, surgery is obvi-
ously the standard treatment.

Conclusions
Ogilvie syndrome is a rare condition that results in acute
colonic pseudo-obstruction in the postpartum period. It should
be considered in fit young patients who develop pain, severe
abdominal distension and failure to pass flatus after caesarean
section. The early detection of the diagnosis allows to avoid
complications and requires a multidisciplinary approach for
better outcome.
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