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Introduction: Colonic Pseudo-0Obstruction

Colonic pseudo-obstruction is a condition in which the colon becomes
significantly enlarged and behaves as though it is blocked, even though no
physical obstruction is present. It occurs when the nerves or muscles
controlling movement through the colon temporarily stop working normally.
The acute form, also called Ogilvie syndrome, most often develops in people
who are hospitalized, seriously ill, injured, or recovering from surgery.
Symptoms can include abdominal swelling, discomfort, nausea, vomiting,
constipation, and difficulty passing gas. Prompt diagnosis is important
because severe or prolonged colon enlargement may reduce blood flow,
damage the bowel wall, or cause perforation.

Key Takeaways

 Colonic pseudo-obstruction causes colon enlargement without a
physical blockage.

o The acute form is also called acute colonic pseudo-obstruction or Ogilvie
syndrome.

« Abnormal nerve and muscle activity slows or stops movement through
the colon.

e It commonly occurs during hospitalization or after major surgery.

« Severe illness, infection, injury, and certain medications may trigger it.

o Abdominal distension is one of the most common signs.

« Patients may be unable to pass stool or gas.

« Imaging is needed to rule out a mechanical bowel obstruction.



What Causes Colon Angioectasias?

Known Causes:

Colonic pseudo-obstruction develops when the nerves controlling colon
movement become temporarily disrupted. The precise mechanism is not
fully understood, but abnormal regulation by the autonomic nervous
system is believed to reduce muscular contractions. It most often occurs
alongside a severe medical condition, recent surgery, trauma, metabolic
abnormality, or medication that slows intestinal movement.

« Recent surgery: Abdominal, cardiac, orthopedic, transplant, and other
major operations may trigger the condition.

« Severe infection or sepsis: Systemic illness may interfere with normal
colon movement.

« Heart conditions: Heart attack and heart failure have been associated
with acute pseudo-obstruction.

« Neurological conditions: Stroke, Parkinson’s disease, and other nerve
disorders may affect bowel function.

« Physical trauma: Hip, back, pelvic, or other significant injuries may
contribute.

o Kidney or liver failure: Severe organ dysfunction may disrupt fluid,
electrolyte, and nerve regulation.

o Electrolyte imbalances: Abnormal potassium, magnesium, calcium, or
other electrolyte levels may reduce intestinal movement.

« Medications: Opioids, antidepressants, anticholinergic medicines, and
other drugs may slow the colon.
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Common Signs & Symptoms

Colonic pseudo-obstruction commonly causes progressive abdominal
swelling, discomfort, nausea, and difficulty passing stool or gas. Symptoms
may appear over several hours or days. Some patients may still pass small
amounts of stool or experience diarrhea, so bowel movements do not
completely rule out the condition.

Core Symptoms

Include: J

 Noticeable abdominal swelling or distension
Abdominal pressure, cramping, or discomfort
Constipation

Inability or difficulty passing gas

Nausea

Vomiting

Reduced appetite y

Severe cases can
also cause:

« Sudden or severe abdominal pain

« Significant abdominal tenderness

e Fever

 Rapid heart rate

e Low blood pressure

« Persistent vomiting and dehydration
e Blood in the stool

« Reduced blood flow to the colon
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Diagnosis & Medical Testing

Diagnosis requires confirming colon enlargement while ruling out a physical
obstruction, such as a tumor, stricture, stool blockage, or twisted bowel.
Doctors evaluate symptoms, recent medical events, medications, laboratory
results, and abdominal imaging. Abdominal X-rays and CT scans are
commonly used to assess the degree of dilation and identify complications.

Diagnostic Tools:

« Medical history evaluation: Reviews symptom onset, recent surgery,
hospitalization, injury, infection, and existing medical conditions.

« Medication review: Identifies opioids, anticholinergic drugs,
antidepressants, and other medicines that may slow colon movement.

« Physical examination: Checks abdominal swelling, tenderness, bowel
sounds, fever, heart rate, and signs of dehydration.

« Abdominal X-ray: Shows colon enlargement and helps monitor changes
in colon diameter.

« CT scan: Rules out a physical blockage and checks for inflammation,
ischemia, or perforation.

« Water-soluble contrast study: May help exclude a blockage in selected
patients.

o Complete blood count: Checks for infection, inflammation, bleeding, or
anemia.

o Electrolyte testing: Detects abnormalities in potassium, magnesium,
calcium, and other minerals.

« Kidney function testing: Evaluates dehydration and kidney disease.
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During an acute episode, patients are usually instructed not to eat or drink for
a short period because the colon is not moving contents normally. Fluids and
electrolytes are provided intravenously when needed. Food is gradually
restarted only after colon function improves and the treating medical team
confirms that eating is safe. Diet alone cannot resolve acute colonic pseudo-
obstruction.

Key Insights:

« Do not eat or drink during an acute episode unless the medical team
approves it.

 Receive IV fluids and electrolytes when oral intake is restricted.

« Restart liquids and food gradually after colon function improves.

 Begin with clear liquids when advised by the healthcare team.

 Progress to soft, easily digested foods as tolerated.

« Eat smaller meals during early recovery.

o Chew food thoroughly and eat slowly.

 Maintain adequate hydration after oral intake resumes.

« Avoid very large or heavy meals during recovery.

« Limit foods that cause excessive gas or bloating if they worsen
symptoms.
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Medications & Treatment Options

Treatment usually begins in the hospital with bowel rest, correction of fluid
and electrolyte abnormalities, treatment of the underlying illness, and
discontinuation of medicines that slow bowel movement. Patients are
monitored closely because persistent enlargement may require medication or
procedural decompression.

Treatment Options

Bowel rest: Food and drinks are temporarily withheld to reduce pressure
within the colon.

Intravenous fluids: Replace fluids and help prevent dehydration.
Electrolyte replacement: Corrects potassium, magnesium, calcium, and
other abnormalities.

Medication review: |dentifies and stops medicines that may worsen colon
movement when medically appropriate.

Opioid reduction: Opioid pain medicines are reduced or avoided when
possible because they slow the digestive tract.

Treatment of infection: Antibiotics or other therapy may be used when
infection or sepsis is present.

Treatment of underlying illness: Heart, kidney, liver, neurological, or
metabolic conditions are managed.

Nasogastric decompression: A tube may remove fluid and air from the
stomach.

Rectal tube decompression: A tube may help release gas and reduce
pressure in the colon.



Advanced Therapies & Procedures

Advanced treatment is considered when the colon remains enlarged after
conservative management, complications are developing, or the patient is
not an appropriate candidate for standard medication therapy. Treatment
selection depends on colon diameter, symptom severity, medical condition,
and evidence of bowel damage.

Therapy Options:

« Intravenous neostigmine: Stimulates colon contractions in
patients who do not improve with conservative care.

» Monitored repeat neostigmine: A second dose may be
administered when the initial response is incomplete.

« Colonoscopic decompression: A flexible scope is used to release
trapped gas and reduce colon pressure.

« Decompression tube placement: A tube may be left temporarily in
the colon after endoscopic decompression.

» Repeat colonoscopic decompression: May be considered when
colon enlargement returns.

« Percutaneous cecostomy: A decompression tube may be placed
through the abdominal wall in selected difficult cases.

 Radiologic decompression: Image-guided procedures may be
considered in carefully selected patients.

 Surgical decompression: Surgery may be required when medical
and endoscopic approaches fail.



Coping With Colonic Pseudo-Obstruction

Recovery involves following medical instructions, gradually resuming food
and activity, reviewing contributing medications, and watching for recurrent
abdominal swelling. Many acute cases occur alongside another serious
illness, so continued management of the underlying condition is an
important part of preventing recurrence and supporting recovery.

Practical Strategies

 Follow hospital and discharge instructions carefully.

 Take prescribed medications exactly as directed.

Do not restart stopped medications without medical approval.
 Avoid unnecessary opioid medicines when alternatives are available.
 Attend recommended follow-up appointments.

» Resume eating only according to medical guidance.
 Reintroduce food gradually after bowel function returns.

 Drink adequate fluids once oral intake is permitted.

« Walk and remain physically active as tolerated.

 Change position regularly when prolonged bed rest is unavoidable.
» Monitor abdominal swelling and discomfort.

« Track bowel movements and the ability to pass gas.




Q1: What is colonic pseudo-obstruction?

A: Colonic pseudo-obstruction is abnormal enlargement of the colon
that produces symptoms of bowel blockage even though no physical
obstruction is present. The acute form is also known as Ogilvie
syndrome.

Q2: What causes colonic pseudo-obstruction?

A: It commonly develops after major surgery or alongside severe
illness, infection, injury, electrolyte imbalance, organ failure,
neurological disease, or medications that slow intestinal movement.

Q3: How is colonic pseudo-obstruction diagnosed?

A: Diagnosis typically involves medical history, physical examination,
blood tests, abdominal X-rays, and a CT scan. These tests confirm
colon dilation, identify complications, and rule out a physical bowel
blockage.

Q4: How is colonic pseudo-obstruction treated?

A: Initial treatment may include temporary bowel rest, IV fluids,
electrolyte correction, medication adjustments, decompression tubes,
and walking when safe. Neostigmine, colonoscopic decompression, or
surgery may be required when the condition does not improve or
complications develop.
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Take Action

f you experience Colonic Pseudo-Obstruction, don't ignore it. Early
diagnosis and treatment can prevent complications.

Schedule a consultation with GastroDoxs for expert guidance on
managing your digestive health.

For additional resources, visit GastroDoxs.com.

Your health starts with knowledge.
Take the first step today!

SCHEDULE AN APPOINTMENT
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