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Ogilvie syndrome is a rare complication which can occur following caesarean section, this case displays the presentation, diagnosis and management of Ogilvie syndrome.
Although this condifion is associated with significant morbidity, this case report lllustrates how appropriate recognition and multidisciplinary management ot Ogilvie syndrome can aid full

recovery.

A 30 year old primiparous female with a normal BMI receiving midwifery led antenatal care

't IS Important to differentiate
Ogilvie syndrome from paralytic
lleus which Is a more common
postoperative complication.

presented in spontaneous labour at term +4 days. Due to inadequate contractions oxytocinon Ogilvie syndrome (O\SO kNnown as
was commenced, the CTG was subsequently classified as pathological, combined with pyrexia acute colonic pS@UdO—ObSTFUCﬂOﬂ) is
suggesting possible chorioamnionitis and subsequent failure to progress in labour led to a

characterised by massive colonic
distension in the absence of any

category 2 caesarean section.

Intraoperative findings included a high bladder, free fluid and occipitoposterior presentation : : oo :

with caput and moulding raising the suspicion of cephalopelvic disproportion. Uterine tone was mechanical obsiruction In QQI‘VI@ syndrome the pOTleﬂT
poor and an oxytocin infusion was required, total estimated blood loss was 1200ml. Fiqure 1: CT sean qure 2: CT scan mlgh’r have bowel SOUﬂ.dS and
On the third postnatal day the patient was reviewed for abdominal distension and oral showing distended showing. oerforation PUSSAgC of flafus \eodmg T.O
antibiotics were changed back to intravenous therapy. The patient did not pass any stools and bowel loops (day 3 (day 5 postop) false reassurance that there is no

had a tender abdomen although bowel sounds were present. pos’rop) 7

. sinister pathology.

A CT of the abdomen and pelvis was performed which showed significantly dilated bowel loops

CLINICAL OGILVIE SYNDROME PARALYTIC ILEUS

14Odddy ASVO 3Hl

(figure 1). FEATURE

Initial conservative management took place until the patient deteriorated 2 days later with N Absent

hypotension of 80/40 and a lactate of 6.4. Nausea & Mild and infermittent More common
Vomiting

An urgent repeat CT scan demonstrated air and free fluid in the abdomen with perforation of 2ot | Passing Flatus ~ Present Absent

. . 1 . . ing Stool diarrh i b

hollow viscus (figure 2). A midline laparotomy was performed, and this confirmed a perforated Passing Stoo gﬁsenT/ feMAIAOHASeI T el /e lal

caecum. A right hemicolectomy was performed, the patient remained in intensive care for 48 CONCI—USION Afreciofioowell  Limited 1o coloh Small & large infestine

hours postoperatively. Further CTAP suggested ongoing peritonitic process and two days later a Ogilvie syndrome is an important differential diagnosis in postoperative abdominal pain, where

radiologist performed ultrasound guided drainage. Three days later a fourth CT scan showed a clinically .cc?nc.:e.med It IS Important to ob’rolr“}mqgmg.oqu speaqhs‘ review early. Early infervention

and multidisciplinary management are crucial in optimizing patient outcome.

moderate reduction in the intraabdominal fluid. The patient 12 months after the primary
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