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Ogilvie’s Syndrome With Cecal Perforation Post Cesarean 
Section: A Case Report

Dennis Wei Jian Gonga, b, Victor Jian Yuan China

Abstract

This case report seeks to highlight a rather uncommon yet impor-
tant complication of cesarean section (CS) Ogilvie’s syndrome (OS). 
This syndrome describes the phenomenon of an acute colonic pseu-
do-obstruction (ACPO), often without an obvious mechanical cause. 
The obstruction can then lead to bowel perforation or ischemia. We 
present a case of a young, healthy primigravida who developed OS 
on day 6 post CS, complicated by a perforated cecum and fecal peri-
tonitis. We will summarize the sequence of events, management and 
outcome of the patient in this report. We hope that this report will 
help guide obstetricians and midwifery staff to promptly recognize 
and treat complications of OS.
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Introduction

In 1948, Sir William H. Ogilvie first coined the term Ogilvie’s 
syndrome (OS) following his observation on two of his pa-
tients with metastatic cancer [1]. He describes the clinical sce-
nario of acute massive dilatation of colon with no mechanical 
obstruction of the distal colon.

OS still remained as an under-recognized condition. Its 
true incidence is still a mystery, partly due to the nature of the 
mild cases which tend to resolve spontaneously. Furthermore, 
there are no reliable national or international data to suggest its 
frequency [2]. However, delay in diagnosing has a significant 
direct correlation with mortality rates. It has been suggested 
that there is a 15% mortality rate in a healthy patient who 
received early intervention with no complications compared 
to 36-50% mortality rate in someone with a perforation or is-
chemic bowel [3].

OS does not have any age predilection although it was ob-

served more often in the elderly patients as well as those with 
multiple co-morbidities. It has a male/female ratio of 1.5:1 [4]. 
In the obstetrics setting, cesarean section (CS) was noted to be 
the most common procedure associated with OS, even though, 
it has also been reported to occur following vaginal birth and 
forceps assisted delivery [4-6]. The UK Confidential Enquiry 
into Maternal and Child Health (CEMACH) 2000 - 2002 re-
port mentioned four deaths from OS, all following CS [7].

However, despite a rising rate of CS occurring worldwide, 
OS remains a relatively rare condition that deserved prompt 
recognition. Clinically, it would be rather challenging to dif-
ferentiate between OS and paralytic ileus in the initial stage.

Case Report

A 19-year-old G1P0 presented for induction of labor (IOL) as 
she was post-date at 41 weeks. Antenatal care had been un-
eventful, and she was categorized as a low-risk pregnancy. She 
was induced with 1 mg of prostaglandin gel followed by arti-
ficial rupture of membrane (ARM) the subsequent day, which 
showed the presence of light meconium stained liquor. Her 
labor was augmented with oxytocin and routine labor moni-
toring was commenced with no abnormal recordings through-
out labor. Following 12 h of active labor with good progress 
initially, it then arrested at 8 cm. On examination, the cervix 
was found to be 8 cm dilated and baby was in direct occiput-
posterior position. Subsequently, a category 2 emergency CS 
for failure to progress was initiated.

CS went smoothly, and abdomen entered via Joel Cohen 
technique. The peritoneal cavity and pelvic organs appeared 
normal. No electro-coagulation instruments were used dur-
ing the procedure. Baby was delivered via Wrigley’s forceps, 
weighing 4.6 kg. The Apgar score was 9 at 1 min and 9 at 5 
min. The estimated blood loss was 500 mL. No bowel or blad-
der injury was observed intra-operatively.

Post-operatively, her recovery was slow due to pain and 
not passing flatus. There was documented bowel sound and 
distended abdomen on day 3. However, due to the fact that she 
opened her bowel on post-operative day 3, no further investi-
gations were carried out. She then requested to be discharged 
home on day 4 post-operatively feeling well.

She presented to the emergency department on day 6 post-
operatively with recurrent vomiting, generalized abdominal 
pain and distension. She also mentioned that she did open her 
bowel but it was different from her normal routine and her 
abdomen was so distended that she felt “she is pregnant again 
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at 40 weeks”. Apart from these symptoms, she had been breast 
feeding and bonding well with baby.

Clinically, she was afebrile; however, she was having 
tachycardia and generalized tenderness elicited all over her 
abdomen. She also specifically mentioned bilateral shoulder 
tip pain. Her blood results came back with markedly elevated 
CRP of 612 and white cell count of 12.1 × 109/L. On imaging, 
abdominal X-ray showed distended loop of small and large 
bowel with positive Rigler’s sign, suggestive of perforation 
(Fig. 1). This was confirmed on CT scan, which showed a large 
perforation, presumably in the cecal region (Fig. 2).

She was brought to the theater for an emergency laparoto-
my. It was a joined operation by both the obstetric and general 
surgical team. The peritoneum was filled with fecal material 
and a perforation was seen at the cecum measuring approxi-
mately 5 cm in diameter. Approximately 5 L of fecal-purulent 
fluid was drained. A right hemi-colectomy was performed with 
end ileostomy and VAC dressing was applied. Following the 
primary laparotomy, she subsequently underwent three more 
exploratory laparotomies due to multiple collections, wound 
dehiscence and abdominal cavity washout.

Her recovery post-operatively was complicated by persis-
tent sepsis requiring extensive antibiotics and inotropic sup-
port, prolonged intubation, multiple re-laparotomy, bilateral 
pleural effusions and pulmonary embolism.

The patient in our case was finally discharged home 35 
days post primary laparotomy with an ileostomy. She is to re-
main on oral antibiotics for the next 4 weeks and rivaroxaban 
for 3 months (treatment for pulmonary embolism).

Discussion

The hallmark symptom of OS is marked abdominal distension 
developing over a short time frame [2]. Often this is associated 
with abdominal pain, nausea and vomiting. The woman is typi-
cally 2 - 12 days post CS [4]. As mentioned earlier, the signs 

and symptoms may initially mimic paralytic ileus. However, 
in OS, bowel sounds are often reported to be higher pitched 
and hyperactive [8]. In addition, the patient may still be able 
to pass small amount of fecal fluid and flatus. Abdominal pain 
in OS usually manifests as dull crampy sensation with no spe-
cific localization, typical of hollow viscus distension. This may 
then progress to localize over the right iliac fossa, indicating 
impending rupture of the cecum [9].

Patient is usually tachycardic, afebrile (pyrexia might 
indicate sepsis) and may be hypotensive. Laboratory results 
might not be very helpful in the first instance. In the acute set-
ting, a plain erect abdominal X-ray would be most helpful in 
terms of narrowing down the list of differential diagnosis. This 
may show a typical picture of large bowel dilatation, especially 
the cecum with or without pneumoperitoneum. A CT of abdo-
men can then be requested to confirm the diagnosis of OS and 
more importantly to measure the cecal diameter, which would 
aid in the management and outcome of patient.

The exact etiology of OS is still poorly understood. How-
ever, the current consensus is that there is an imbalance of 
sympathetic and parasympathetic innervation of the colon 
[4]. Physiologically, the parasympathetic system increases the 
motility of the colon while the sympathetic system does the 
exact opposite. In a large analysis of 400 cases of OS, it was 
suggested that there is a temporary neuropraxia of the sacral 
parasympathetic outflow (S2-S4) [10]. This finding may help 
to explain OS post CS; however, this is yet to be confirmed.

The cecum, being the part of colon with the thinnest wall 
and largest diameter, makes it especially vulnerable to perfora-
tion. This can be explained by the Law of Laplace which states 
that the tension in the wall of a hollow viscus is directly pro-
portional to its radius and intraluminal pressure [11].

Management of OS has been classically divided into con-
servative/medical and surgical. These options are dependent 
upon the cecal diameter, which in turn is dependent on early 
recognition of the condition. In general, cecal dilatation of less 
than 10 cm can be managed conservatively provided there are 

Figure 1. Diffuse gas distended loops of small and large bowel with 
some fecal loading noted in the cecum and right hemicolon. Suspicion 
of free gas with positive Rigler sign.

Figure 2. Large perforation with complex fluid and fecal material cen-
tered in the right lower quadrant favoring cecal pole source.



Articles © The authors   |   Journal compilation © J Clin Gynecol Obstet and Elmer Press Inc™   |   www.jcgo.org 25

Gong et al J Clin Gynecol Obstet. 2018;7(1):23-25

no signs of perforation [4]. This involves the patient being kept 
nil by mouth and use of nasogastric decompression. Any nar-
cotic analgesics and anti-cholinergic drugs should be stopped.

Medical therapy involves the use of neostigmine, which 
promotes colon motility by inhibiting acetylcholinesterase. A 
small trial done in 1999 has shown that 50% of patients had 
immediate response (within 30 min, passing of flatus and re-
duced abdominal distension) and 73% had a sustained response 
(lasted over 3 h, of reduced cecal diameter) [12]. Neostigmine 
is given intravenously, 2.5 mg over 3 - 5 min. Colonoscopic 
decompression can be used next if treatment with neostigmine 
failed. This however has a variable success rate (61-78%) with 
a recurrence rate of 40% [13, 14].

Any signs of bowel perforation would warrant a surgical 
management. This usually entails laparotomy with bowel re-
section and formation of a stoma.

Conclusion

We hoped that this case on OS has managed to once again 
highlight the importance of this rare yet sinister condition, es-
pecially to our obstetric colleagues. It is important to main-
tain a high index of suspicion in the post CS patient presenting 
with progressive abdominal distension, despite the presence of 
falsely reassuring bowel sounds and passage of flatus. It can-
not be stressed enough the importance of early diagnosis and 
intervention in preventing a catastrophic outcome to an other-
wise young, healthy lady in her reproductive years.
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