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Abstract

HISTORY

A 44 year-old white male was admitted to the Neuro-ICU of
our institution 4 days after a MVA. His only injury was a
fracture/dislocation of L4-L5 vertebrae, and no motor
deficits were evident after the lesion had been surgically
stabilized. The post-operative period was uneventful until
the morning of his ICU admission when, he had vomited and
aspirated gastric contents. On arrival to the unit he was pale
and sweating profusely; he had clear signs of respiratory
distress, distended abdomen, hypoactive bowel sounds and
abdominal tenderness. Because of his presentation and
physical examination, x-rays of chest and abdomen were

requested (see below).

Figure 1

Figure 2
ABDOMEN 1 view

QUESTIONS
ANSWERS

1. What is your diagnosis?

Answer: This is an acute colonic pseudo-obstruction also
known as Ogilvie’s syndrome because; it was Sir Heneage
Ogilvie that first described the syndrome in 1948 (). Its
etiology is unclear but it is thought that the acute colonic
dilatation, without evidence of mechanical obstruction, is
caused by an imbalance between parasympathetic and
sympathetic innervations of the intestine. Some authors
suggest that this is more of an excessive large bowel
parasympathetic suppression rather than sympathetic
overactivity (,). However, the syndrome has been associated
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with many different conditions such as burns, sepsis,
electrolyte abnormalities, myocardial infarction, orthopedic
surgeries, pancreatitis, drugs and others (,4,5). This specific
patient silently developed the syndrome; because of the
pseudo-obstruction his abdomen became distended and
vomiting lead to the aspiration of gastric content and
respiratory distress that brought him to ICU. The above
patient was discharged in excellent condition after receiving
conservative management a few days later.

2. What other tests would you request to confirm your
diagnosis?

Answer: Although, the diagnosis of acute colonic pseudo-
obstruction is one of exclusion, true mechanical obstruction
should be ruled out. The investigation includes CT of
abdomen with contrast, it is necessary to rule out fecal
impaction, colonic or rectal tumor, volvulus, and even toxic
megacolon (5).

3. What is the management of this condition?

Answer: A conservative approach is recommended after
ruling out mechanical obstruction. Strict rest of the bowel
starting parenteral nutrition, if necessary, should be followed
by the insertion of a nasogastric tube for decompression
while the patient is NPO. Intravenous fluids replacement,
correction of electrolytic abnormalities, sometimes a low
rectal tube, and if not effective endoscopic placement of a
long tube as far as proximal colon, are all part of the usual
management (5,). The use of neostigmine and erythromycin
has been advocated to stimulate bowel activity (,,5). Surgery
is left for patients that do not respond to the above measures
and develop signs of ischaemia, worsening abdominal signs
with increase white cell count, fever, or cecal dilatation
equal or greater than 12 cm (). The following treatment
algorithm was developed by J. Cross and R. Marvin (5):

Figure 3
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If at any point the patient develops signs of perforation or
impending perforation, proceeding to operative
decompression or resection may be warranted.
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