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Endoscopic colonic decompression
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ABSTRACT: Colonic pseudo-obstruction, or Ogilvie’s syndrome, is charac-
terized by marked distension of the large intestine in the absence of mechanical
obstruction. Etiology is unknown. Left untreated, it may lead to perforation with
amortality of 46%. Reversible causes such as electrolyte imbalance, anticholiner-
gic drugs, analgesics, steroids or hypothyroidism should be excluded. Early
recognition of pseudo-obstruction with institution of supportive means followed
by colonoscopic decompression with tube placement should be successful in all
cases. Can ] Gastroenterol 1990;4(9):542-545
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La décompression du célon par endoscopie

RESUME: La pseudo-occlusion du clon, aussi appelée syndrome d'Ogilvie, se
caractérise par la distension marquée du gros intestin en I'absence de toute
obstruction mécanique. Non traitée, cette affection d'étiologie inconnue peut
entrainer une perforation accompagnée d'un taux de mortalité de 46%. Il est
nécessaire d'exclure toutes causes réversibles — déséquilibre électrolytique, an-
ticholinergiques, analgésiques, stéroides ou hyperthyroidisme. Le diagnostic
précoce de pseudo-obstruction et l'institution de moyens de soutien suivis par la
décompression du colon par endoscopie devraient résoudre tous les cas.

OLONIC PSEUDO-OBSTRUCTION, OR

Ogilvie's syndrome (1), is charac-
terized by marked distension of the large
intestine in the absence of mechanical
obstruction. It is a form of colonic ileus
that, left untreated, may lead to perfora-
tion of the right colon with a mortality
rate as high as 46% (2). Urgent surgical
decompression with cecostomy is
reported to have a mortality rate of 12
to 20% (3). Over a decade ago these
patients required surgical treatment.

Endoscopic decompression will now be-
come the treatment of choice.

The etiology of this syndrome is un-
known. Ogilvie (1) in 1948 reported a
patient with colonic distension who
had invasive carcinoma at the root of
the mesentery involving the prevertebral
ganglion. He believed that this invasion
resulted in an autonomic imbalance
leading to distension. This concept is
still acceprable. These patients are un-
well with major systemic illnesses, sep-
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sis, recent trauma or operation. Many
comg from intensive care units.

DIAGNOSIS

Typically a sick or injured patient is
noted to have developed progressive
abdominal distension. This is often as-
sociated with diminished bowel sounds
and, depending on the degree of disten-
sion, some tenderness. There may or
may not be diarrhea. In contrast to
mechanical obstruction, vomiting is
uncommon. Significant peritoneal
signs could imply that perforation is
impending or has occurred. Confirma-
tion of the diagnosis of pseudo-obstruc-
tion requires abdominal x-rays in the
supine and lateral positions (4).

Controversy exists as to what cecal
measurement is most critical. A cecal
diameter of 9 ecm or less is not likely to
lead to perforation. Most agree that a
diameter of 12 cmor more requires close
observation (5). With this degree of
bowel distension, the physician is
obliged to rule out a mechanical lesion.
Concern over obstruction can be
eliminated either endoscopically or
radiologically with an enema using a
water-soluble contrast media such as
Hypaque (Winthrop). The mechanical
causes could be distal obstruction or
missed cecal volvulus (6). The water-
soluble contrast enema may have an
additional beneficial effect because of
its osmotic character, and may aid in
the emptying of the distal colon.
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-onservative management of
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ut mechanical cause
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The usual approach is to follow the
ient’s abdominal signs closely and
at the films in 6 to 8 h, depending
the clinical situation, and compar-
cal diameters. Reversible causes,
as electrolyte imbalance, anti-
slinergic drugs, analgesics, steroids or
thyroidism should be excluded.
sics are thought to be the most
non reversible cause. In a review of
literature, the number of cases that
slve with conservative management
d from 40 to 96% (7). In the latter
ly, most cases resolved within two
The clinician must decide
ether to proceed to endoscopic
ompression rather then wait an in-
ordina ¢ period of time and risk perfora-
tion, if there is no resolution.
-
~ SUPPORTIVE THERAPY
T In some patients the distension will
lve by discontinuation of medica-
on and general supportive measures
ch as hydration, enemas, and a rectal
‘tbe (Table 1). The passage of a
nasogastric tube and withholding oral
intake are helpful. Frequent turning of
patient to the prone position allows
istribution of colonic gas into the
cending colon and allows easier
evacuation.

~ ENDOSCOPIC APPROACH
The endoscopic approach was first
reported in 1977 (8). Colonoscopic
decompression is initially successful in
the vast majority of cases. However, in
ble proportion of patients varying
n 20 to 60%, there was recurrence of
the pseudo-obstruction within a few
hours to days (9-11). This would then
necessitate a repeat colonoscopic
‘decompression or operative de-
compression.

There are some concerns about the
risks of colonoscopic attempts at
decompression in an already distended
and usually unprepared colon. Resul-
tant perforation in many of these sick
patients would be potentially more
serious (11). However, the author’s ex-
perience has supported the theory that
endoscopy can be carried out safely and
effectively in virtually all patients.
There is no question that colonoscopy
under these circumstances — with an ill
patient and an unprepared bowel — is
more difficult, takes longer and requires
more care than routine colonoscopy.
The use of frequent and large irrigations
of tap water through the accessory
channel may be necessary for visualiza-
tion, and allows the cecum to be
reached in virtually all cases. Only the
smallest amounts of air are insufflated
during the examination. Manual pres-
sure by an assistant can also facilitate
the expulsion of air. Success of decom-
pression is confirmed by reduction of
abdominal distension and cecal size
seen on fluoroscopy.

The endoscopist should watch for
evidence of mucosal ischemia, which is
demonstrated by a dusky, hemorrhagic
orulcerated mucosa, usually in the right
colon.

In the past, management of patients
whose distension persisted despite en-
doscopy or soon recurred, required
either repeat endoscopy or surgical
decompression by cecostomy. The
author believes that this mode of treat-
ment is now unacceptable, and all
patients with pseudo-obstrucrion who
are treated by colonic decompression
should have, at the time of endoscopy,
a decompression tube placed in the
right colon.

A number of techniques has been
described which will accomplish this
(Table 2).

Although fluoroscopy is not man-
datory to reach the right colon, it is
certainly helpful and necessary for
monitoring tube placement. Ideally the
patient should be endoscoped on a
fluoroscopy table.

The author’s initial technique was to
use a two-channel colonoscope with a
large channel (10F). When the endo-

scope reached the cecum, a Wilson-
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TABLE 2
Colonoscopic methods of endo-
scopic decompression
Colonoscopy fo right colon with
suction decompression

Colonoscopy to right colon with "drop
off* of decompression tube attached
by long suture, two-channel
endscope

Colonoscopy to right colon with large
channel endoscope and passage of
10F nasobiliary tube through
endoscope channel with pusher
fube

Colonoscopy to right colon with *
regular’ endoscope
Passage of sheathed guidewire
Endoscope removed
Decompression tube passed over
guidewire
Colonoscaopy fo right colon with long
fenestrated fygon overtube

Cook 10F nasobiliary catheter (Figure
1) with extra holes cut was pushed out
over a flexible Teflon-coated sheathed
guidewire 480 cm long. The catheter
was pushed out by pusher tube as the
endoscope was withdrawn. Although
the author’s first cases were performed
under fluoroscopy (12), this tube can be
placed without fluoroscopy. This is pos-
sible because the 10F Wilson-Cook
nasobiliary tube is sufficiently stiff that,
as it is pushed out, there is little chance
of it slipping back from the right colon
as the endoscope is withdrawn. A
colonoscope with a large 10F channel is
required.

Figure 1) Wilson-Cook [0F nasobiliary tbe
with 480 cm guidewire
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Using a standard colonoscope with a
2.8 mm single accessory channel, the
following procedure may be carried out.
On reaching the cecum, the guidewire
is maintained at its insertion level with
fluoroscopic control as the endoscope is
removed. Over this wire a 140 mL
nasogastric tube or enterolysis tube is
passed and left in place. The guidewire
should be sheathed, as this offers added
stiffness. Fluoroscopic control is neces-
sary (Figure 2). Because the wire is flop-
py, it can buckle or even slip back as the
decompression tube is advanced. If the
wire slips too far distally endoscopic
reinsertion will be necessary.

Another method uses a fenestrated
tygon overtube that is pushed out upon
reaching the right colon (13), and the
endoscope is then withdrawn. The pas-
sage of a decompression tube, attached
by a short suture loop held by forceps
through the channel and dropped off in
the right colon, is another possibility
(14,15). Usually a double channel en-
doscope is required. There is the danger
of pulling the tube back as the endo-
scope is withdrawn.

Does the endoscope have to reach
the ceclitn? It is the author’s opinion
that the decompression tube in the
region of the ascending colon and
hepatic flexure should be adequate. The
decompression tube is then attached to
intermittent suction at 40 mmHg. The
author currently irrigates with tap water
100 mL every 2 to 3 h.

A flat plate is taken after the proce-
dure to monitor colon size and tube
placement. In all patients, control of
cecal pseudo-obstruction takes place
within 24 h, and the tube may be
withdrawn in three or four days, or
sooner if peristalsis pushes it out.

At the author’s institute, between
1984 and 1989, 16 patients were treated
with 17 decompressions. All patients
were treated with conservative
methods. When distension persisted or
increased (all patients had cecal
diameters of 12 cm or greater) endo-
scopic tube decompression was carried
out (Table 3). All intubations were suc-
cessful and no complication was en-
countered. All patients except one
survived and left the hospital. The one
patient died seven days after successful
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Figure 2) Radiopaque decompression tube placed in cecum

intubation, of massive pulmonary em-
bolus. He was being treated for acute
renal failure and sepsis. All cases with
one exception were carried out under
fluoroscopic control. One patient, a 24-
year-old sailor with extensive third de-
gree burns and sepsis, had a recurrence
of ileus 10 days after successful tube
decompression. His second intubation
was also successful.,

An alternative mode of decompres-
sion has recently been published (16).
This describes the treatment of pseudo-
obstruction with an epidural block, and
postulates that the problem is related to
excessive sympathetic tone and that
splanchnic sympathetic blockade by

epidural anesthesia should be success-

ful. Although this has the advantage of

simplicity, only five of eight cases were
successful. Pseudo-obstruction is a
potentially fatal disorder in these criti-
cally ill patients. Early recognition with
the institution of supportive means fol-
lowed by colonoscopic decompression
with tube placement should be success-
ful in all cases.

Another condition in which endo-
scopic decompression is useful is nar-
rowing of the distal colon developing
into marked abdominal distension after
colonoscopy. This distension may he
precipitated by the antiperistaltic ef-
fects of analgesics or anticholinergics.
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In this situation the prompt passage of
anasogastric tube over an endoscopi-
cally placed, fluoroscopically moni-
tored guidewire will result in quick
telief from distension.

In cases of high grade obstruction, a
slim gastroscope may be used. Under
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