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I Abstract

Colonic pseudo-obstruction is a rare yet concerning pathology, that
falls within the surgeon’s scope when complications arise, making sur-
gical intervention paramount to control the damage.

\ The present case report aims to describe a refractory case of colonic
pseudo-obstruction and its surgical management, along with a modest
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literature review of this challenging and often misunderstood condi-
tion.
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Introduction

Colonic Pseudo-Obstruction (PCO) is characterized by acute
colonic functional dilatation without mechanical obstruction
[1-8]. It frequently affects elderly patients with multiple co-
morbidities [1,2,4,5]. Diagnosis is primarily radiological, upon
exclusion of obstruction and often associated with electrolyte
imbalance [1-3]. Treatment can be surgical, mainly in the pres-
ence of complication (cecum >12 cm and/or peritoneal signs)
and therefore resection with stoma is the standard [3]. Support-
ive treatment includes bowel rest, correction of imbalances,
fluid resuscitation, cessation of toxic medications and decom-
pression via nasogastric tube or rectal probe [1,2,4,5]. Neostig-

mine and/or colonic endoscopic decompression may resolve
the situation. Refractory patients pose significant challenges,
leaving the burden to a surgical approach and the consequent
non-negligible mortality [1-4].

Case presentation

We report the case of a 69-year male patient. He reported
previous high blood pressure, obesity, tobacco use and Obstruc-
tive Sleep Apnea (OSA) requiring the use of continuous positive
airway pressure therapy.

In January of 2023 he was admitted to the emergency de-
partment due to a spontaneous hemorrhagic stroke with mid-
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line shift. The patient underwent a decompressive craniotomy,
later complicated with meningitis and health care associated
infections culminating in long stay in the intensive care unit and
hospital (101 days total). During this period, he had a Percuta-
neous Endoscopic Gastrostomy (PEG) placed for feeding, a tra-
cheostomy (later closed) and a Ventriculoperitoneal Shunt (VP)
due to hydrocephalus.

Upon discharge, he was described as having right hemipare-
sis (mainly brachyfacial), global aphasia and right homonymous
hemianopsia.

The patient was transferred to a medical recovery facility for
rehabilitation, with initial good outcome. However, in the fol-
lowing 6 months, the patient experienced multiple emergency
department admissions and hospitalizations due to abdominal
distention, constipation and neurologic deterioration. Further
investigation led to the diagnosis of Ogilvie syndrome (Figure 1)
with implicit VP shunt compression and, thereby, compromised
neurological status. At first, he was treated conservatively with
success, discharged with osmotic laxatives, suspension of drugs
such as selective serotonin reuptake inhibitors and a program,
in the medical facility, for on-demand placement of rectal probe
to decompress. However, he was re-admitted in November
with a new episode of severe colonic distention, during which
neostigmine (2 mg intravenous 1V) was performed with limited
benefit. Further need for colonic endoscopic decompressions
(total of 4 in subsequent episodes) was necessary, also with
short-lived success.

Due to progressive worsening and nutritional limitation, with
weight loss and cachexia, rifaximin was tried, on the assump-
tion of possible small intestine bacterial overgrowth, and culi-
nary diet was discontinued and replaced with Enteral Nutrition
(EN), with partial response.

Attempts to explore minimally invasive decompression op-
tions, such as Percutaneous Endoscopy Colostomy (PEC) was
fruitless. Therefore, the decision was made to place a venous
central catheter for supplemental Parenteral Nutrition (PN)
along with EN in preparation for a surgical approach. Weekly
clinical and laboratory evaluation indicated a weight gain of 4kg
in 4 weeks, despite the need of dosage adjustments. Given his
frailty, hemorrhagic stroke and OSA he was deemed as a high-
risk patient (American Society of Anesthesiologists classification
ASA 4) and, attempting to avoid general anesthesia, we planned
the surgical procedure under continuous spinal anesthesia and
minimal sedation. Crucial pre-operative endoscopic decom-
pression was performed to minimize distention and avoid fur-
ther complications.

InJune 2024 an ileocolectomy with separate colonic mucosal
fistula and terminal ileostomy was performed without surgical
complications (Figure 2). The post-operative period was compli-
cated with PEG dislocation, which was resolved after replace-
ment and the patient was discharged at day 8.

Subsequently, PN was gradually decreased (suspended on
the 15th day of post operative) while increasing EN and incor-
porating culinary food by mouth whenever feasible (which was
only possible due to significant enhancement of neurologic sta-
tus). The last need for enema occurred on day 32th post-oper-
ative with a weight gain of 8 kg and considerable improvement
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Figure 1: Series of plain-film abdominal radiographs and abdominal
\\computed tomography scans with significant colonic dilatation. j

4 N

e ]
Figure 2: Surgical incision, colonic mucosal fistula and terminal

\\ileostomy. j
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Figure 3: Plain-film abdominal radiograph 1month postoperatively.
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in independence and rehabilitation cooperation, mainly due to
neurologic enhancement.

Post-operative plain-film radiographs showed dramatic evo-
lution (Figure 3).

Discussion

Colonic pseudo-obstruction is a functional disorder with
acute dilatation of the colon in the absence of a mechanical ob-
struction. It typically affects the right colon but can extend till
the rectum, with a higher prevalence in elderly males (over 60
years old) [1,2]. This condition is rare, occurring in 1 in 1000
admissions per year [3-5].

It frequently arises in hospitalized patients with multiple
co-morbidities and in post-operative period, mainly orthope-
dic surgery [1,2,4,5]. Up to 9.3% of cases occur in patients with
neurological conditions, such as cerebrovascular accident [3,5].

The etiology of PCO is unascertained although it is possible
to point an impairment of central nervous system [5-8]. Pre-
vious theories suggested unopposed parasympathetic activity
leading to uncoordinated movements. In contrast, more recent
theories propose a sympathetic overdrive, reduced parasympa-
thetic activity or a merge of both [3,8].

The condition is often referred to as Ogilvie syndrome, re-
ported by Sir Heneage Ogilvie, who described it in 1948, al-
though his description was of malignant infiltration of vertebral
ganglia [3,6].

Clinical symptoms include abdominal distention (with rapid
onset in 24-48 hours or progressive over 3-7 days), abdominal
pain in about 80%, nausea and vomiting in 60%, constipation in
50% and diarrhea in 40% of cases [1,2,5,7].

Physical examination typically reveals a tympanic abdomen
with present bowel sounds and in 65% of cases accompanied
with tenderness. Warning signs such as fever, hypotension,
tachycardia and peritoneal signs should raise the possibility of
complication [3].

Laboratory tests include complete blood count, electrolytes,
C-reactive protein, thyroid hormones and serum lactate level; a
stool culture for Clostridioides difficile toxin may be performed
if diarrhea is present [1]. Even though there are no pathogno-
monic findings, more often leukocytosis and electrolyte imbal-
ance are present (50% of cases) [1]. Radiological studies consist
of a plain-film abdominal radiograph [4], an abdominal Com-
puted Tomography (CT) scan with IV, oral and rectal contrast [3]
or a contrast enema; colonoscopy is not recommended in this
setting due to the risk of perforation [1,2].

Treatment is contingent upon cecal diameter and duration of
distension, which are good indicators for perforation risk. When
the cecal diameter exceeds 10-12 cm for over 6 days, the risk is
substantial, reaching 23% if over 14 cm [1-4].

In uncomplicated cases (cecal diameter less than 12 cm with-
out warning signs), treatment is supportive consisting on treat-
ing underlying infection, correcting electrolyte imbalances, pro-
viding fluid resuscitation and allowing bowel rest. Avoidance of
medications that decrease colonic mobility (such as opioids or
anticholinergic drugs), ambulation and decompression (via na-
sogastric tube or rectal probe) are also recommended [1,2,4,5].
Serial clinical and radiological evaluations are critical, as a favor-
able outcome is seen in 70-90% of cases [1-4]. If successful, low

dose polyethylene glycol laxatives are recommended [5].

Risk factors that decrease the likelihood of successful con-
servative treatment include male gender, younger age, abdomi-
nal distention as primary complaint, postoperative status, elec-
trolyte imbalance and greater cecal diameter [4].

In cases of persistent symptoms (exceeding 48-72 h), neostig-
mine, a cholinesterase inhibitor, (2- 2,5 mg IV bolus) has proven
success as a single dose in 60-94% of cases, with a recurrence
rate of less than 31% and an overall long-term response of 69-
100%. Absolute contra-indications include intestinal or urinary
obstruction and hypersensitivity reaction while relative con-
traindications include bradycardia, asthma, renal insufficiency,
peptic ulcer disease, recent myocardial infarction, and acidosis
[4]. A second dose has been effective in 40-100% of patients
[2,4]. Continuous administration or subcutaneous use is being
reported but requires further validation, as the latest obliviates
the need for cardiac monitoring, which may be regarded as ad-
vantageous [3].

Colonic endoscopic decompression used to be proposed as
first line treatment, prior to the use of neostigmine, although it
does not demonstrate a reduction in overall outcomes (length
of hospital stay, intensive care unit stay or colostomy rate) and
therefore is not widely recommended [4]. The goal is to achieve
decompression of the hepatic flexure, because right colon de-
compression is therefore feasible. Although the placement of
a decompression tube in transverse colon has been described,
its utility has yet to be established. Signs of ischemia, such as
petechial hemorrhage or superficial ulceration do not warrant
surgical exploration, as they are present in 10% of cases, and
require nonetheless, continuous evaluation [3,5]. The success
rate is reported to be between 61-95%, though many patients
require more than one procedure due to a 40% recurrence.
Nevertheless, the perforation rate is 1-3% with a mortality rate
of 1% [2-4].

In refractory cases, which vary in frequency amongst studies
(10-24%), the use of prucalopride or pyridostigmine has been
described; however, their effectiveness has yet to be confirmed
[2-4,7].

In parallel percutaneous endoscopy colostomy, preferably
placed in cecum, may be considered, with reported success rate
exceeding 80%, although the evidence is still insufficient [2,4,5].
The technique is similar to PEG placement (Seldinger method)
under direct visualization [5].

Hence, surgery becomes the ultimate stronghold, starting
with cecostomy, despite the risks of sepsis, leakage and cath-
eter displacement [3]. Laparoscopic assisted PEC (LAPEC) is also
an alternative, although the need for extensive sedation is a dis-
advantage [5].

Thus surgery, appears as the solution for the complication
(ischemia or perforation) but specific data for elective surgery in
refractory cases is sparse [2,4]. Even in asymptomatic patients,
cecum diameter remains a good predictor for the need of sur-
gery [6].

Whenever needed, urgent approach implies damage control
in the form of a right hemicolectomy with terminal ileostomy,
with or without mucous fistula. Anastomosis in the setting of a
complication is generally inadvisable, howbeit subject to sur-
geon’s decision [3]. The debate between laparotomy versus lap-
aroscopy remains; hardly evidence has enlightened it, plausibly
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due to the predominance of case series or expert opinions and
its omission in guidelines [2,4].

Mortality rates are significant, reaching up to 40-50% in com-
plicated cases of perforation or ischemia compared to 15% in
uncomplicated patients [1,4,6,8].

Regarding our case, the optimization of electrolyte imbal-
ances, pharmacologic therapies and nutrition, as well as the
use of neostigmine, intermittent placement of rectal probe and
endoscopic decompressions (total of 4 in sequential episodes)
proved unsatisfactory in controlling symptoms. A second dose
of neostigmine was not considered, nor was the use of pruca-
lopride (authorized in the European Union) due to the patient’s
progressively negative evolution.

Consequently, we were driven to explore more invasive pro-
cedures, such as endoscopic cecostomy, which was not feasible,
perhaps due to lack of experience and, therefore, surgery re-
mained as the last option. Albeit the scarcity of evidence re-
garding nutrition in these patients, its optimization, both EN
and PN were, in our opinion, crucial to improving clinical sta-
tus and surgical success. Thus, the involvement of a multidis-
ciplinary team in the decision-making process was paramount
in obtaining the utmost conditions for this invasive procedure
and, consequently, better outcomes.

A notable downside was the time lapse and subsequent ca-
chexia, conditioning missed rehabilitation milestones and, in
the end, hindered the neurological recovery.

In respect to the surgery, this case exemplifies the transposi-
tion of the typical urgent procedure into an elective setting with
the singularity of being performed without general anesthesia.
Given that the patient is incapable of self-care, the construction
of a separate mucous fistula and terminal ileostomy allowed, in
our perception, for better healing, prevented the spillage of en-
teric content to the colon and possible recurrence. The remark-
able recovery, evidenced by no further need for enemas, the
reduction in abdominal suffering and the consequent improve-
ment in neurologic status, leading to an improvement in quality
of life, validates this approach which was pioneer in our hospital
center and perhaps in the country.

Conclusion

Colonic pseudo-obstruction is a challenging pathology due
to its infrequency, misunderstood etiology, the specific patient
subset of patients it affects, and as the lack of highly effective
targeted treatments.

Although guidelines provide orientation for complicated and
non-responsive patients, there is a scarcity of defining strate-
gies for refractory cases. This oversight appears to be impru-
dent, given the likelihood of complication and therefore the
need to resort to damage control surgery.

Further investigation in the area is mandatory to aspire bet-
ter outcomes as well as greater awareness among health pro-
fessionals of its negative impact on physical and neurologic re-
covery, especially for patients who are unable to complain.
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