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Abstract: Objective: Ogilvie syndrome is a rare
disease characterized by acute abdominal pain and distention in the absence of mechanical obstruction. It is a
rare condition that usually affects hospitalized patients
in association with severe illness or after surgery. A
few cases have been reported after spinal surgery.
Material and Methods: Retrospective reports of
Ogilvie syndrome in three patients that underwent spinal surgery (two posterior lumbar instrumented fusion
and one anterior cervical fusion). Surgical treatment
was required in two patients and conservative treatment in one out the three patients.
Results: Two patients had a complete recovery of
symptoms and signs of the disease, and one died.
Conclusion: Ogilvie syndrome is rare, but it
should be considered a differential diagnosis in patients who have undergone surgery and present with
significant abdominal pain and distention.
Level of evidence II; Retrospective study.
Keywords: Ogilvie’s syndrome, pseudo-obstruction, spinal fusion.

INTRODUCTION
Ogilvie syndrome is the eponym to describe a
rare condition characterized by acute colonic dilation
in the absence of mechanical obstruction colonic (1).
Acute colonic pseudo-obstruction (ACPO) was first
described by William Heneage Ogilvie in 1948 (2).
The incidence of ACPO is 100 cases per 10000
admissions (3, 4). ACPO has been described in hospitalized patients with severe illness, trauma, or after
surgical procedures (cesarean, abdominal, pelvic ,urologic , thoracic, neurosurgical, coronary bypass, orthopaedic surgeries) (1, 2, 3, 5, 6). ACPO has also been
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described after some orthopedic procedures such as
hip, knee, lumbar and cervical surgeries (8-12).
The clinical picture of Ogilvie syndrome includes
abdominal distention and pain (80%), nausea with or
without vomiting (60%) (1). Bowel sounds are preserved in almost 90% of patients associated with the
tympanic abdomen (13). Abdomen radiographs and
CT show varying degrees of bowel distention without mechanical obstruction (14). Colonic ischaemia
or perforation can occur in 15% of the patients and
is associated with 40% mortality. Early diagnosis and
adequate treatment have a crucial role in the prognosis
of ACPO (3, 15, 16).
ACPO is an unusual complication following spinal procedures, and it was the motivation to report the
occurrence of ACPO during our practice. The goal of
the study is to retrospectively report the occurrence,
treatment, and results of Ogilvie’s syndrome in patients that underwent spinal surgery to highlight the
clinical features of ACPO so that it can be considered
in the possible postoperative complications of spinal
surgery.

MATERIAL AND METHODS
The study was approved by the local IRB and it is
a retrospective report of Ogilvie syndrome in patients
that underwent spinal surgery. Three patients presented Ogilvie syndrome after posterior spinal fusion (2
patients) and anterior cervical fusion (1 patient). Two
patients were female, and the age of patients ranged
from 41 to 83 years (61.33 ± 29). The detailed clinical
picture and procedures are described:
Patient No 1: An 83-year-old female with degenerative scoliosis and lumbar stenosis underwent
posterior standalone deformity correction, lumbar
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decompression, and T10-L5 fixation with a pedicle screw-based system. The surgery was uneventful
without complications. On the second postoperative
day, the patient had increased abdominal distension,
abdominal pain, nausea, and vomiting. At the time,
abdominal plain radiography showed a dilated cecum
and colon (Figure 1). After general surgery consultation, a nasogastric tube was placed as well as medical
management, replacement of electrolytes and fluid. On
the sixth postoperative day, the patient experienced
increased abdominal distension, and neostigmine administration was planned after transfer to the intensive
care unit as a result of monitoring requirements, oxygen support, and orotracheal intubation. CT showed
dilated bowel of ascending colon without evidence of
perforation with suffering from the colon mucosa was
observed. (Figure 2). At this time, a decompressive
colonoscopy was performed due to abdominal distention. The clinical picture presented partial recovery.
The patient died on the 20th postoperative day after
worsening of the clinical and respiratory function.
Patient No 2: A 60-year-old female with degenerative lumbar stenosis underwent posterior lumbar decompression and L1-S1 fixation with a pedicle screw-based system. The surgery was uneventful
without complications. On the third postoperative day,
the patient presented abdominal pain and distention.
Abdominal plain radiography and CT showed dilated bowel without evidence of perforation (Figure 3).
On the fourth postoperative day, the patient presented
worsening of clinical picture associated with nausea,
vomiting, and increased abdominal distension. Exploratory laparotomy was performed associated with right

Figure 1. Postoperative radiograph (2nd day)
showing dilatation of cecum
hemicolectomy, the burial of the distal transverse, and
terminal ileostomy. It was necessary to introduce parenteral nutrition, and the patient presented a good outcome without recurrence of symptoms.
Patient No 3: A 41-year-male presented a traumatic bilateral facet dislocation of C5-C6 after diving into shallow water. The neurological status was
classified as Frankel A. Anterior C5-C6 fixation was
performed after open discectomy and reduction. The
surgery was uneventful without complications. On the

Figure 2. Postoperative CT showing dilated bowel of ascending colon without evidence of perforation
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Figure 3. Plain radiography and CT showing dilated bowel without evidence of perforation

Figure 4. Plain radiography and CT showing dilated bowel without evidence of perforation
second postoperative day, the patient presented with
diffuse abdominal pain, vomiting, and watery diarrhea. The abdominal plain radiography showed a dilated cecum and colon of 12 cm, and CT showed dilated
bowel without evidence of perforation (Figure 4). The
Ogilvie syndrome was treated conservatively. The patient was kept nil per orally (NPO) with serial measurement of abdominal girth and serum electrolytes
monitoring. A nasogastric tube was being inserted, and
aggressive fluid and electrolyte resuscitation was initiated. Appropriate antibiotics were started infection

is suspected. The abdominal distention and symptoms
improved in 5 days.

RESULTS
One out of the three patients with Ogilvie syndrome died after clinical and respiratory complications
besides the surgical treatment. Two patients had a complete recovery of the symptoms and signs of Ogilvie
syndrome. One after surgical treatment and the other
after conservative treatment. These two patients did
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not have any significant abdominal problems during
the 2-year follow-up period.

DISCUSSION
The occurrence of Ogilvie syndrome in three
patients within the scope of our practice shows that
despite being rare, it should be included in the spectrum of postoperative complications of spinal surgery.
Abdominal distention and pain are presented in 80%
of the patients accompanied by nausea with or without vomiting in 60% of the patients. Ninety percent of
the patients present tympanic abdomen and preserved
bowels sounds (1).
So far, its pathology remains poorly understood.
A multifactorial etiology is supported by the abundance of identified risk factors that lead to common or
similar effects on the colon (1). An impairment of the
autonomous system is observed with an imbalance between sympathetic and parasympathetic, an atonic distal colon, and a functional proximal obstruction (17).
The diagnosis of Ogilvie syndrome is mainly
based on clinical symptoms and signs. Differential diagnosis should be considered in postoperative patients
with abdominal pain and distention, although various
intestinal diseases have to be ruled out before (18). It
has been observed in patients with predisposed medical and surgical conditions. However, our three patients had no medical comorbidities. The use of medication such as opioids, calcium channel blockers, and
anticholinergics can predispose to this syndrome (18).
ACPO is more frequent in males (1,5:1) (20), although
two out of the three patients were female.
The average age of presentation is approximately
60 years, and surgical patients are most likely to be
diagnosed on postoperative days 3 to 5, as we have
observed in our patients (21).
The clinical picture of our patients characterized
by unexplained abdominal pain and distention, nausea
with or without vomiting, and plain abdominal radiographs or CT showing varying degrees of colonic dilation is the typical presentation of the disease. Abdominal distention and pain are observed in 80% of patients,
and nausea with or without vomiting in 60%. Diagnosis
of ACPO is one of exclusion, and more common causes of functional or mechanical bowel dilation must be
investigated (2, 3, 22). In the presence of bowel ischemia, peritonitis, or perforation, ACPO is considered
complicated, and it is directly related to the duration of
the illness and increased cecal diameter (23).
The primary treatment is based on supportive care
with close observation. Nasal gastric tube placement
aids bowel decompression and nothing by month.
Medication that impacts colonic mobility, such as
opiates and anticholinergics, should be discontinued,

and early pharmacological therapy has been encouraged. Neostigmine (short-acting anticholinesterase)
has been recommended as a drug of choice. Invasive
procedures and surgery are indicated for patients with
severe disease (ischemia or perforation) or refractory
to conservative treatment. The management of ACPO
should be multi-professional, and the primary goal of
the treatment is urgent bowel decompression (19).
The reported success rate of conservative treatment is 96%, and early diagnosis and conservative
treatment reduce the risk of surgical intervention (20,
21). However, we have not observed this picture in our
patients. Besides the early diagnosis and conservative
treatment according to the protocols (22), two patients
underwent surgical intervention, and one of them died
beside the surgical intervention. The general expected
mortality of Ogilvie syndrome is 15% in uncomplicated patients and 30-40% in complicated ones. Cecal diameter and duration of illness are associated with the
development of complications (21).
ACPO has been observed in 1-2% of spinal or
othopaedic procedures. In the field of spinal surgery,
Ogilvie syndrome was reported after posterior fixation
for thoracolumbar fractures, lumbar disc, cervical discectomy, lumbar decompression for stenosis, correction of spinal deformity, and lumbar surgery (8, 9, 18,
23, 24, 25).
The general expected mortality of Ogilvie syndrome is 15% in uncomplicated patients and 30-40%
in complicated ones. Cecal diameter and duration of
illness are associated with the development of complications (21). Although rare, this syndrome should be
included in the differential diagnosis of postoperative
abdominal pain and distention.

CONCLUSION
Although Ogilvie syndrome is a rare disease, it
should be suspected in patients that presented unexplained abdominal pain and distention in the postoperative period. Early diagnosis and conservative treatment can prevent bowel ischemia that leads to morbidity and mortality.
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Cilj: Ogilvijev sindrom je retka bolest koju karakteriše akutni bol u stomaku i distenzija u odsustvu
mehaničke opstrukcije. To je redak sindrom koji obično pogađa hospitalizovane pacijente zajedno sa teškom bolešću ili posle operacije. Nekoliko slučajeva
je prijavljeno nakon operacije kičme.
Metode: Retrospektivni izveštaji Ogilvijevog
sindroma kod tri pacijenta koji su podvrgnuti operaciji kičme (dve zadnje lumbalne instrumentalne fuzije
i jedna prednja cervikalna fuzija). Hirurško lečenje je
bilo potrebno kod dva pacijenta, a konzervativno lečenje kod jednog od tri pacijenta.
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