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ABSTRACT 

 

 
ARTICLE DETAILS 

 
Ogilvie Syndrome, also known as acute colonic pseudo-obstruction, is a rare but clinically significant 

gastrointestinal disorder characterized by marked colonic dilation in the absence of mechanical 

obstruction. This condition often presents with abdominal distension, discomfort, and obstipation, leading 

to substantial morbidity and mortality if not promptly recognized and managed. Despite its infrequent 

occurrence, Ogilvie Syndrome poses a diagnostic and therapeutic challenge to healthcare providers. This 

comprehensive review aims to elucidate the pathophysiological mechanisms underpinning this syndrome, 

detail the diverse clinical manifestations, and discuss the evolving strategies for diagnosis and 

management. With a focus on the latest advancements in medical and interventional therapies, this article 

provides a comprehensive overview of Ogilvie Syndrome, equipping clinicians with essential knowledge 

to improve patient outcomes. 
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INTRODUCTION 

Ogilvie Syndrome, initially described by Sir William 

Heneage Ogilvie in 1948, represents a captivating clinical 

entity that continues to intrigue clinicians and researchers 

alike. It is a condition characterized by acute colonic pseudo-

obstruction, wherein the colon becomes massively dilated in 

the absence of any mechanical obstruction. This phenomenon 

can lead to severe complications, including colonic 

perforation, sepsis, and multi-organ failure, making timely 

recognition and appropriate intervention imperative.1,2 

The exact etiology of Ogilvie Syndrome remains enigmatic, 

although it is often associated with various underlying 

medical and surgical conditions, including postoperative 

states, infections, malignancies, and neurological disorders. 

The intricate interplay of sympathetic and parasympathetic 

innervation, disturbances in colonic motility, and altered fluid 

and electrolyte balance contributes to the pathophysiological 

puzzle of this syndrome.1,2 

This article embarks on a journey to unravel the mysteries 

surrounding Ogilvie Syndrome. It endeavors to provide a 

comprehensive overview of the syndrome's pathophysiology, 

clinical presentation, and therapeutic strategies. By 

consolidating current knowledge and integrating recent 

advancements in diagnostics and management, we hope to 

equip healthcare professionals with a solid foundation for 

tackling this intriguing gastrointestinal challenge, ultimately 

improving patient care and outcomes.1,2 

 

EPIDEMIOLOGY 

Incidence and Prevalence 

Ogilvie Syndrome is considered a relatively rare condition 

within the spectrum of gastrointestinal disorders. Estimating 

its true incidence and prevalence poses some challenges due 

to its sporadic and often underdiagnosed nature. However, 

available data suggest that Ogilvie Syndrome primarily 

affects elderly individuals, with a higher incidence in those 

aged 60 years and older. It is important to note that this 

syndrome can occur in a variety of clinical settings, including 

postoperative and critically ill patients.3,4 

Demographic Patterns 

Several epidemiological studies have demonstrated a 

propensity for Ogilvie Syndrome to affect males more 
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frequently than females. This gender bias remains a subject 

of ongoing investigation, and its underlying mechanisms are 

not yet fully elucidated. Additionally, there appears to be a 

predilection for individuals with underlying medical 

conditions, such as cardiovascular diseases, malignancies, 

and neurological disorders, to develop Ogilvie Syndrome. 3,4 

Risk Factors 

Exploring the risk factors associated with Ogilvie Syndrome 

is of paramount importance. While the syndrome can occur 

spontaneously, it is often linked to specific predisposing 

factors. Postoperative states, particularly after abdominal 

surgery, represent a well-established risk factor for Ogilvie 

Syndrome. Other contributing factors include the use of 

certain medications, electrolyte imbalances, and immobility, 

especially in critically ill patients.4,5 

Outcomes 

The clinical course and outcomes of Ogilvie Syndrome can 

vary widely. Early recognition and appropriate management 

are critical in preventing potentially life-threatening 

complications, such as colonic perforation and sepsis. 

Mortality rates associated with Ogilvie Syndrome are notably 

higher when these complications arise. Timely intervention, 

including decompressive procedures, has been shown to 

improve survival rates and reduce morbidity.4,5 

Ogilvie Syndrome presents an intriguing epidemiological 

landscape characterized by its relative rarity, a predilection 

for older individuals, and a higher incidence in males. 

Understanding the risk factors and clinical outcomes 

associated with this condition is pivotal for healthcare 

providers. Future research endeavors should focus on refining 

our understanding of the epidemiology of Ogilvie Syndrome, 

ultimately aiding in its prevention and early management, 

thus improving patient outcomes in this challenging clinical 

scenario.4,5,6 

Pathophysiology of Ogilvie Syndrome 

 

INTRODUCTION 

Ogilvie Syndrome, also referred to as acute colonic pseudo-

obstruction, is an intricate and enigmatic gastrointestinal 

disorder characterized by massive colonic dilation in the 

absence of any mechanical obstruction. Understanding the 

pathophysiology of Ogilvie Syndrome is crucial for clinicians 

and researchers alike, as it provides insights into the 

mechanisms underlying this perplexing condition. This 

article aims to comprehensively elucidate the 

pathophysiological aspects of Ogilvie Syndrome, 

encompassing neurogenic, myogenic, and neurohumoral 

factors that contribute to its development.5,6 

 

NEUROGENIC FACTORS 

Neurogenic influences on Ogilvie Syndrome are multifaceted 

and often interrelated. The autonomic nervous system, 

comprising sympathetic and parasympathetic components, 

plays a pivotal role in regulating colonic motility. 

Dysregulation of this delicate balance can result in impaired 

colonic peristalsis, ultimately leading to colonic distension. 

Surgical procedures, trauma, and certain medications can 

disrupt autonomic input to the colon, initiating this 

neurogenic cascade.5,6 

 

MYOGENIC FACTORS 

The colonic musculature, composed of circular and 

longitudinal smooth muscle layers, is responsible for 

coordinated contractions essential for normal peristalsis. In 

Ogilvie Syndrome, myogenic dysfunction manifests as an 

imbalance between excitatory and inhibitory signals within 

the colonic wall. Reduced responsiveness to acetylcholine, a 

neurotransmitter that stimulates smooth muscle contraction, 

and overactivity of inhibitory neurotransmitters like nitric 

oxide have been implicated. This dysregulated 

neuromuscular interplay contributes to the failure of colonic 

propulsion and luminal dilation.5,6 

 

NEUROHUMORAL FACTORS 

Neurohumoral factors, including hormonal and biochemical 

signals, also play a role in Ogilvie Syndrome. Disturbances 

in fluid and electrolyte balance, particularly potassium and 

sodium, can affect smooth muscle contractility and neuronal 

function, exacerbating colonic distension. Furthermore, 

inflammatory mediators and cytokines produced during 

systemic illnesses or postoperative states may disrupt normal 

colonic physiology, exacerbating the syndrome.5,6 

 

CONTRIBUTING CONDITIONS 

Ogilvie Syndrome often occurs in the setting of underlying 

medical conditions such as cardiovascular diseases, 

malignancies, infections, and neurological disorders. These 

conditions may contribute to the pathophysiological 

mechanisms of the syndrome, further complicating the 

clinical picture.5,6 

 

COMPLICATIONS 

Failure to recognize and manage Ogilvie Syndrome promptly 

can lead to potentially life-threatening complications. 

Colonic perforation and subsequent peritonitis represent the 

most severe consequences, carrying a high mortality rate. The 

distended colon may compress vascular structures, leading to 

compromised blood flow to other abdominal organs, 

potentially resulting in multi-organ dysfunction.6,7 

Ogilvie Syndrome's pathophysiology is a complex interplay 

of neurogenic, myogenic, and neurohumoral factors, which 

collectively disrupt colonic motility and lead to massive 

luminal dilation. Understanding these intricate mechanisms is 

critical for early diagnosis and intervention, ultimately 

enhancing patient outcomes. Further research into the 

underlying pathophysiological processes of Ogilvie 
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Syndrome is warranted to advance our therapeutic strategies 

and improve patient care.7,8 

Clinical Manifestations  

Ogilvie Syndrome, also known as acute colonic pseudo-

obstruction, presents a diverse array of clinical manifestations 

that can range from subtle discomfort to severe abdominal 

distress. Understanding the spectrum of clinical signs and 

symptoms associated with this syndrome is paramount for 

early diagnosis and appropriate management. This article 

provides a detailed exploration of the clinical manifestations 

of Ogilvie Syndrome, encompassing both typical and atypical 

presentations.8,9 

 

ABDOMINAL DISTENSION 

The hallmark feature of Ogilvie Syndrome is marked 

abdominal distension, often described as "ballooning" or 

"enormous." This abdominal girth increase results from the 

massive colonic dilation and is typically most prominent in 

the lower abdomen. The degree of distension can be so 

pronounced that it may be visible and palpable, presenting a 

diagnostic clue for healthcare providers.8,9 

 

ABDOMINAL PAIN AND DISCOMFORT 

Patients with Ogilvie Syndrome commonly experience 

abdominal pain and discomfort. The nature of the pain can 

vary from mild cramping to severe, colicky pain. The pain is 

typically diffuse, and its intensity often correlates with the 

extent of colonic dilation. The discomfort can be exacerbated 

by meals and may be accompanied by a sensation of 

fullness.8,9 

 

NAUSEA AND VOMITING 

Nausea and vomiting are frequent accompanying symptoms 

of Ogilvie Syndrome. These symptoms can be attributed to 

the mechanical compression of the stomach by the distended 

colon, leading to impaired gastric emptying and reflux of 

gastric contents. Severe vomiting may pose a risk of 

dehydration and electrolyte imbalances.8,9 

 

OBSTIPATION 

Patients with Ogilvie Syndrome often experience obstipation, 

which refers to the inability to pass gas or stools. This 

symptom reflects the functional obstruction caused by the 

colonic dilation and impaired peristalsis. Obstipation may be 

associated with abdominal cramps and bloating, contributing 

to patient discomfort.9,10 

 

ALTERED BOWEL SOUNDS 

Physical examination of individuals with Ogilvie Syndrome 

may reveal altered bowel sounds. Bowel sounds are often 

hypoactive or even absent due to the diminished colonic 

motility. This clinical finding can aid in differentiating 

Ogilvie Syndrome from mechanical bowel obstruction. 9,10 

 

HEMODYNAMIC INSTABILITY 

In severe cases, Ogilvie Syndrome can lead to hemodynamic 

instability, manifesting as tachycardia, hypotension, and 

signs of shock. This occurs as a consequence of colonic 

dilation compressing vascular structures and impairing blood 

flow to other abdominal organs, potentially leading to 

ischemia and multi-organ dysfunction. 9,10 

 

PERFORATION AND PERITONITIS 

One of the most serious complications of Ogilvie Syndrome 

is colonic perforation, which can occur when the intraluminal 

pressure exceeds the colonic wall's tensile strength. 

Perforation results in the release of colonic contents into the 

peritoneal cavity, leading to peritonitis, a surgical emergency 

with a high mortality rate.9,10 

The clinical manifestations of Ogilvie Syndrome encompass 

a wide spectrum of symptoms, ranging from abdominal 

distension and pain to gastrointestinal dysfunction and, in 

severe cases, life-threatening complications. Recognizing 

these clinical signs and symptoms promptly is essential for 

early diagnosis and the initiation of appropriate therapeutic 

interventions, ultimately improving patient outcomes in this 

challenging clinical scenario. 9,10 

 

DIAGNOSIS  

Clinical Evaluation 

The diagnostic journey of Ogilvie Syndrome often begins 

with a thorough clinical evaluation. Key elements of this 

assessment include a detailed medical history, with particular 

attention to recent surgeries, medications, and underlying 

medical conditions, as Ogilvie Syndrome is frequently 

associated with postoperative and systemic illnesses. 

Clinicians should also inquire about the onset and progression 

of symptoms, as well as the presence of associated features 

such as abdominal pain, distension, obstipation, nausea, and 

vomiting. 11 

Physical Examination 

A comprehensive physical examination plays a crucial role in 

the diagnostic process. Physicians should assess the patient's 

vital signs for signs of hemodynamic instability, including 

tachycardia and hypotension. Abdominal examination is 

central, with attention to the degree of abdominal distension, 

tenderness, and bowel sounds. The classic finding of 

markedly distended lower abdomen often guides clinicians 

toward considering Ogilvie Syndrome.11 

Imaging Modalities 

Imaging studies are pivotal in confirming the diagnosis of 

Ogilvie Syndrome and differentiating it from mechanical 

colonic obstruction. The gold standard imaging modality is 

abdominal radiography, which typically reveals a massively 

dilated colon, particularly the cecum and ascending colon, 

with a characteristic "pseudo-obstruction" appearance. Serial 

radiographs may be employed to monitor colonic dilation and 
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assess response to treatment. Additionally, computed 

tomography (CT) scans can provide valuable anatomical 

details and rule out mechanical obstruction or complications 

like colonic perforation.11 

Laboratory Tests 

Laboratory tests are essential to assess the patient's overall 

condition and identify potential contributing factors. A 

complete blood count (CBC) can detect leukocytosis, 

indicative of infection or inflammation, while electrolyte 

panels evaluate for imbalances that can exacerbate colonic 

dysfunction. Arterial blood gas analysis may be indicated in 

cases of significant abdominal distension to assess for 

metabolic acidosis.11 

Differential Diagnosis 

Ogilvie Syndrome shares clinical features with various other 

abdominal conditions, necessitating a thorough consideration 

of the differential diagnosis. Mechanical bowel obstruction, 

colonic malignancies, and toxic megacolon are among the 

entities that must be excluded through clinical assessment, 

imaging studies, and laboratory tests.12 

The diagnosis of Ogilvie Syndrome is a multifaceted process 

that integrates clinical evaluation, physical examination, 

imaging modalities, laboratory tests, and the exclusion of 

differential diagnoses. Early recognition and accurate 

diagnosis are pivotal to initiate appropriate management 

strategies, ultimately enhancing patient outcomes in this 

complex clinical scenario. Healthcare providers must remain 

vigilant, as timely intervention can significantly impact the 

prognosis of Ogilvie Syndrome.12,13 

Treatment Strategies  

NPO Status: Initiation of conservative management typically 

involves placing the patient on a strict "nothing by mouth" 

(NPO) status to rest the gastrointestinal tract and reduce 

colonic distension. Intravenous hydration is maintained to 

correct any fluid and electrolyte imbalances.12 

Nasogastric Decompression: A nasogastric tube may be 

inserted to alleviate gastric distension and aid in the 

decompression of the colon. This measure helps alleviate 

nausea, vomiting, and abdominal discomfort.12 

Electrolyte Correction: Aggressive correction of electrolyte 

imbalances, particularly potassium and sodium, is crucial to 

optimize colonic motility. Monitoring of electrolyte levels 

and prompt correction is imperative.12 

Pharmacological Interventions: 

Neostigmine: Neostigmine, a cholinesterase inhibitor, has 

emerged as a primary pharmacological agent for the 

treatment of Ogilvie Syndrome. Administered intravenously, 

neostigmine enhances colonic smooth muscle contractility by 

increasing acetylcholine levels. However, its use should be 

closely monitored due to potential cholinergic side effects, 

including bradycardia.13 

Laxatives and Prokinetics: Mild laxatives, such as 

polyethylene glycol, may be considered to facilitate colonic 

decompression. Prokinetic agents like metoclopramide or 

erythromycin may be utilized to enhance colonic motility.13 

Pain Management: Analgesics may be administered to 

alleviate abdominal pain and discomfort, although their use 

should be judicious, as they can mask important clinical 

signs.13 

Procedural Options: 

Colonoscopic Decompression: In cases of refractory Ogilvie 

Syndrome or when there is concern for colonic perforation, 

colonoscopic decompression can be attempted. Under 

endoscopic guidance, a colonoscope is advanced into the 

dilated colon, and suction and irrigation are employed to 

evacuate colonic gas and feces.13 

Cecostomy Tube Placement: In select cases, the placement of 

a cecostomy tube allows for decompression of the cecum and 

ascending colon, reducing intraluminal pressure. This 

procedure is considered for patients with contraindications to 

neostigmine or colonoscopy.13 

Surgery: Surgical intervention is reserved for cases of Ogilvie 

Syndrome complicated by colonic perforation or those 

unresponsive to conservative and endoscopic measures. 

Surgical options include colonic resection or colostomy, and 

the choice depends on the extent of colonic involvement and 

the patient's overall condition.13 

Post-Treatment Care: 

After successful decompression and resolution of Ogilvie 

Syndrome, ongoing monitoring and management are 

essential. Attention to the underlying medical conditions 

contributing to the syndrome is crucial, as is the prevention 

of recurrent episodes through measures such as early 

mobilization and discontinuation of offending 

medications.13 

The management of Ogilvie Syndrome necessitates a tailored 

approach that considers the severity of symptoms, patient 

comorbidities, and available resources. Timely recognition 

and intervention, whether through conservative measures, 

pharmacological interventions, or procedural options, are 

pivotal in mitigating the risk of complications and improving 

patient outcomes in this challenging clinical scenario. Close 

collaboration among healthcare providers, including 

surgeons and gastroenterologists, is often essential in 

delivering optimal care to patients with Ogilvie Syndrome.13 

 

CONCLUSION 

In conclusion, Ogilvie Syndrome, or acute colonic pseudo-

obstruction, represents a fascinating and complex clinical 

entity that demands a thorough understanding of its 

epidemiology, pathophysiology, clinical manifestations, 

diagnosis, and treatment strategies. This comprehensive 

review has illuminated various aspects of this syndrome, 

emphasizing the importance of early recognition and 

intervention. 

Ogilvie Syndrome's pathophysiology, characterized by a 

delicate interplay of neurogenic, myogenic, and 
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neurohumoral factors, underscores the need for a holistic 

approach to diagnosis and management. The clinical 

manifestations, ranging from abdominal distension to 

potential life-threatening complications, necessitate vigilance 

and an astute clinical eye in differentiating this syndrome 

from other abdominal conditions. 

Diagnosis relies on a combination of clinical assessment, 

physical examination, imaging modalities, laboratory tests, 

and the exclusion of differential diagnoses. Early and 

accurate diagnosis is pivotal, as it allows for timely 

intervention and the prevention of catastrophic complications 

such as colonic perforation. 

Treatment strategies encompass conservative measures, 

pharmacological interventions, and procedural options, with 

the goal of relieving colonic distension and restoring normal 

colonic motility. Neostigmine, in particular, has emerged as 

a valuable tool in the pharmacological armamentarium. 

The management of Ogilvie Syndrome is not only a medical 

challenge but also a multidisciplinary endeavor, requiring 

collaboration among healthcare providers from various 

specialties, including gastroenterologists, surgeons, and 

critical care teams. 

As our understanding of Ogilvie Syndrome continues to 

evolve, ongoing research endeavors hold promise for further 

elucidating its pathophysiological mechanisms and refining 

treatment approaches. However, the cornerstone of 

successful management remains early recognition, prompt 

intervention, and the provision of comprehensive care to 

enhance patient outcomes. 

In the face of this intriguing and often unpredictable 

syndrome, healthcare providers must remain vigilant, 

adaptive, and well-informed, ultimately ensuring the best 

possible care and outcomes for patients grappling with 

Ogilvie Syndrome. 
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