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ABSTRACT: Colonic pseuJo-obscruction, or Ogilvie's syndrome, is charac
terized hy marked distension of the large intestine in the absence of mechanical 
obstruction. Euology is unknown. Left untreateJ, it may lead to perforation with 
a mortality of 46%. Reversible causes such as electrolyte imbalance, anricholiner
gic Jrugs, analgesics, steroiJs or hypothyro1d1sm should he excluded. Early 
recognition of pseudo-obstruction with institution of supportive means followed 
by colonoscopic decompression with rube placement shoulJ be successful in all 
cases. Can J Gastroenterol 1990;4(9):542-545 
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La decompression du colon par endoscopie 

RESUME: La pseuc.lo-occlus1on du colon, aussi appclcc syndrome <l'Ogilvie, sc 
caracterise par la distension marquee du gros intestin en !'absence de toute 
obstruction mccanique. Non traitee, cette affection d'euologie inconnue peut 
entrainer une perforation accompagnee d'un taux de mortalite de 46%. II est 
necessaire d'exclure toutes causes reversibles - desequilibre electrolytique, an
ticholinerg1ques, analgesiques, stero'idcs ou hyperthyniidisme. Le diagnostic 
precoce de pseudo-obstruction et ('institution de moyens Jc soutten suivis par la 
decompression du colon par endoscopic devraient rcsoudre tous les cas. 

COLONIC' PSEUOO-O~'TRUC110N, 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 uncreated, may lead to perfora
tion of the right colon with a mortality 
rate as high as 46% (2). U rgent surgical 
decompression with cecostomy is 
reported to have a mortality rate of 12 
to 20% (3). Over a decade ago chese 
patients required surgical treatment. 

Endoscopic decompression wi ll now be
come the treatment of choice. 

The ettology of this syndrome 1s un
known. Ogilvie ( I ) in 1948 reported a 
patient with colonic distension who 
had mvasive carcinoma at the root of 
the mcsentery involving the prevertebral 
ganglion. He believed that this invasion 
resulted in an autonomic imbalance 
leading to d1stens1on. This concept is 
still acceptable. These patients are un
well with maJor systemic illnesses, sep-
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sis, recent trauma or operauon. Many 
com.s;, from intensive care units. 

DIAGNOSIS 
Typically a sick or injured patient is 

noted to have developed progres.,1ve 
abdominal distension. This is often as
sociated with dimmished bowel sounds 
and, depending on the degree of d isten
sion, some tenJemess. There may or 
may not be diarrhea. In contrast to 
mechanical obstruction, vomiting 1s 
uncommon. S ignificant peritoneal 
signs could imply that perforation 1s 
impending or has occurred. Confirma
tion of the diagnosis of pseudo-obstruc
tion requi res ahdominal x-rays m the 
supine and lateral positions ( 4 ). 

Controversy exists as to what cecal 
measurement is most critical. A cecal 
diameter of 9 cm or less is not likely co 
lead to perforation. Most agree that a 
diameter of 12 cm or more requires close 
observation (S). With tl11S degree of 
howel distension, the phys ician 1s 
obliged to rule our a mechanical lesion. 
Concern over ohscruct10n can he 
elim inated either endoscopically or 
radiologically with an enema using a 
water-soluble contrast media such ,h 

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 m 
che emptying of the distal colon. 
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TABLE 1 
Conservative management of 
pseudo-obstruction of the colon 
Rule out mechanlcal cause 

(Gostrografin enema) 
Correct electrolyte and metabolic or 
septic problems 

Stop analgesics 
Nasogastric suction 
Rectal tube 
Cleansing enema 
Frequent turning of patient 

The usual approach is ro follow the 
patient's abdominal signs closely and 
repeat the films in 6 to 8 h , depending 
on rhc clinical situation, and compar
ing cecal diameters. Reversible causes, 
such as electrolyte imbalance, anti
cholinergic drugs, analgesics, steroids or 
hypothyroidism should be excluded. 
Analgesics are thought to be the most 
common reversible cause. In a review of 
the literature, the number of cases that 
resolve with conservative management 
varied from 40 to 96% (7). In the latter 
srudy, most cases resolveJ within two 
days. The clinician m ust decide 
whether to proceed to endoscopic 
decompression rather then wait an in
ordinate perioJ of time and risk perfora
tion, if there is no resolution. 

SUPPORTIVE THERAPY 
In some patients the distension will 

resolve by discontinuation of medica
tion and general supportive measures 
such as hydration, enemas, and a rectal 
rube (Table l ). The passage of a 
nasogastric tube and wirhholJing oral 
intake are helpful. Frequent turning of 
the patient co the prone position allows 
redistribution of colonic gas into the 
descending colon anJ al lows easier 
evacuation. 

ENDOSCOPIC APPROACH 
The endoscopic approach was first 

reported in 1977 ( 8). Colonoscopic 
decompression is init ia lly successful in 
the vast majority of cases. However, in 
a sizable proportion of patients varying 
from 20 to 60%, there was recurrence of 
the pseudo-obstruction within a few 
hours to days (9-11). This would then 
necessitate a repeat co lonoscopic 
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 mucosa! ischemia, which is 
demonstrated by a dusky, hemorrhagic 
or ulcerated mucosa, usual ly in the right 
colon. 

In the past, management of patients 
whose distension persisteJ despite en
doscopy or soon recurred, required 
e ither repeat endoscopy o r surgical 
decompression by cecostomy. The 
author believes that this mode of treat
ment is now unacceptable, anJ a ll 
patients with pseudo-obsrruction who 
are treated hy colonic decompression 
should have, at the time of endoscopy, 
a decompression tube placed in the 
right colon. 

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

Although fluoroscopy is not man
datory ro reach the right colon, it is 
certainly helpfu l and necessary for 
monitoring tube placement. Ideally the 
patient sho uld be endoscoped on a 
fluoroscopy cable. 

The author's initial technique was to 
use a two-channel colonoscope with a 
large channel (lOF). When the endo
scope reached the cecum , a Wilson-
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TABLE 2 
Colonoscopic methods of endo
scopic decompression 

Colonoscopy to 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 
1 OF nasobiliary tube through 
endoscope channel with pusher 
tube 

Colonoscopy to right colon with · 
regular' endoscope 

Passage of sheathed guldewire 
Endoscope removed 
Decompression tube passed over 

guidewire 
Colonoscopy to right colon with long 

fenestrated tygon overtube 

Cook !OF nasobiliary catheter (Figure 
l) with extra holes cut was pushed out 
over a flexible Teflon-coated sheathed 
guidewire 480 cm long. The catheter 
was pusheJ out hy pusher tuhe as the 
endoscope was withdrawn. Although 
the author's first cases were performed 
umler fluoroscopy ( 12), this tube can be 
place<l without fluoroscopy. This is pos
sible because the J OF W ilson-Cook 
nasohiliary tube is sufficiently stiff that, 
as it is pu~hed out, there is little chance 
of it slipping back from the right colon 
as the endoscope is withdrawn . A 
colonoscope with a large lOF channel is 
required. 

Figure 1) Wilson-Cook I OF nasobiliary tu/x> 
witli 480 cm g111dewire 
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Usmg a standard colonoscopc with a 
2.8 mm single accessory channel, the 
followmg procedure may be carried out. 
O n reaching the cecum, the guidewirc 
is maintained at its insertion level with 
fluoroscopic con trol as the endoscope is 
removed. Over this wire a 140 ml 
nasogasuic tube or em erolysis tube is 
passed and left 111 place. T he guidewire 
should be sheathed, as th is offers added 
sti ffness. Fluoroscopic control is neces
sary (Figure 2). Because the wire is flop
py, it can huckle or even slip back as the 
decompresskm tuhe is advanced. If the 
wire slips too far dista lly endoscopic 
reinsertion will be necessary. 

Another method uses a fenestrated 
tygon uvertuhe that is pushed out upon 
reaching the right colon ( 13 ), and the 
endoscope is then withdrawn. The pas
sage of a decompression tube, anached 
by a sho rt suture loop held by forceps 
through the channel and dropped off in 
the righ t colon, is another possibility 
(l 4, 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 cecum ? It is the author's opinion 
that the decompression tube in the 
region of the ascending colo n and 
hepat ic flexure should be adequate. The 
decompression tube 1s then attached to 
intermittent suction at 40 mmHg. T he 
author currently irrigates with tap water 
100 ml every 2 to 3 h . 

A flat plate is taken after the proce
dure to mo111 tor colon size and tube 
placement. In all patients, control of 
cecal pseudo-obstruction takes place 
with in 24 h , and the tube may be 
withdrawn in three or four clays, or 
sooner if peristalsis pushes it out. 

A t the author's insti tute , between 
1984 and 1989, 16 patients were treated 
with 17 decompressions. All patients 
were t rea te d with conserv ati ve 
methods. When distension persisted or 
in creas ed (a ll patie nts had ceca l 
diameters of 12 cm or greater) endo
scopic tube decompression was carried 
out (Table 3 ). A 11 incubations were suc
cessful and no complication was en
countered . A ll pat ients except one 
survived and left the hospital. The one 
patien t died seven J ays after successful 
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Figure 2) Radio/>aque decomf>ression tube placed in cecum 

intubation, of massive pulmonary em
bo lus. He was bemg treated for acute 
renal failure and sepsis. A ll cases with 
one except ion were carried out under 
fluoroscopic control. O ne patient , a 24-
year-old sailor with extensive third de
gree hums and sepsis, haJ a recurrence 
of ileus 10 days afte r successful tube 
decompression. His second intubation 
was also successful. 

A n alte rnau ve mode of decompres
sion has recently heen published (1 6 ). 
T his describes the treatment of pseudo
obstruct ion with an epidural block, and 
postulates that the problem is re lated to 
excessive sympathetic tone and that 
splanch111c sympathetic blockade by 

epidural anesthesia should he success
ful. A lthough this has the advantage of 
simplicity, only fi ve of eight cases were 
successful. Pse udo-obstructio n is a 
potentia lly fatal disorder in these cnt1· 

catty ill patients. Early recog111Lion wnh 
the institution of suppo rtive means fol
lowed by colonoscopic decompression 
with tube placement should be success
ful in all cases. 

A nother condition in which endo
scopic decompression is useful is nar
rowing of the distal colon developing 
into marked abdominal <listension after 
colonoscopy. This distension may be 
precipi tated by the antiperista ltic cf. 
feces of analgesics o r anticholinergrcs. 
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In this situation the prompt passage of 
a nasogastric tube over an endoscopi
cally placed, fluoroscopica lly mo ni
tored guidewire will result in quick 
relief from distension. 

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