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Abstract
Background  Acute colonic pseudo-obstruction or Ogilvie’s syndrome (OS) is a rare form of postsurgical or posttraumatic 
complication. OS rarely occurs in the postoperative course of gynecologic and obstetric patients and is difficult to diagnose.
Case presentation  We present the case of an 83-years-old patient with carcinosarcoma of the uterus who developed OS 
with non-obstructive dilation of the right hemicolon and intraabdominal compression after total abdominal hysterectomy, 
omentectomy, and lymphadenectomy. Laparotomy with colonic decompression and abdominal dressing was performed. 
Subsequently, the patient developed pneumonia and peritonitis and died due to septic shock.
Systematic literature review  We identified 49 case reports and 10 case series describing 17 gynecologic (cervical cancer, 
n = 2; carcinosarcoma of the uterus, n = 1; benign gynecologic condition, n = 14) and 76 obstetric patients (cesarean sec-
tion, n = 66; OS during pregnancy or after vaginal delivery, n = 10). Outcome data were available for 59 patients. First-line 
treatment was conservative in 22/59 (37%) cases, laparotomy with decompression or colon resection was performed in 
20/59 (34%) cases, endoscopic decompression in 12/59 (20%) cases, and i.v. neostigmine in 4/59 (7%) cases. Resolution 
was achieved in 22/59 (37%) of patients. The most common second-line treatment was right hemicolectomy. Adverse events 
grade 3 and 4 were observed in 8/59 and 31/59 patients (together 66%), respectively, mortality was 3/59 (5%).
Conclusion  OS is a rare postoperative complication of gynecologic and obstetric patients with a good prognosis, but a high 
morbidity. Pregnancy seems to be a predisposing factor for OS. Conservative treatment is a successful first-line approach.

Keywords  Ogilvie’s syndrome · Pseudo-obstruction · Colon dilatation · Bowel decompression · Gynecology · Surgical 
complication

Abbreviations
OS	� Ogilvie’s syndrome
MRT	� Magnetic resonance tomography
CT	� Computed tomography
POD	� Postoperative day

NPO	� Nil per os
CTCAE	� Common Terminology Criteria for Adverse 

Events

Background

Ogilvie’s syndrome (OS) is a rare, but potentially fatal form 
of acute postsurgical or posttraumatic pseudo-obstruction of 
the colon diagnosed mostly in older adults [1]. It typically 
occurs in the sixth and seventh decades of life in patients 
with multiple co-morbidities and surgical interventions. Men 
are more often affected than women [2]. OS leads to a mas-
sive dilation of the colon and is usually confined to the right 
hemicolon with massive cecal dilation and high intraab-
dominal pressure. The pathophysiology of OS is unknown, 
but a dysfunction of the autonomic nervous system with 
reduced activity of stimulatory neurotransmitters such as 
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acetylcholine on the one hand and overactivity of inhibitory 
neurotransmitters such as vasoactive intestinal peptide on 
the other hand have been suspected to be the underlying 
cause. The anatomic localization in the cecum, ascending 
colon, and transverse colon corresponds to the separation of 
the parasympathetic efferent innervation zones between the 
vagus nerve and the sacral nerve roots at the splenic flexure 
[2, 3]. Clinical signs and symptoms of OS include abdomi-
nal distension, cecal dilation, pain, and intraabdominal 
compression without evidence of mechanical obstruction. 
Prolonged OS may lead to bowel ischemia with subsequent 
bowel perforation and peritonitis. A mortality rate of 15% 
in uncomplicated cases and 44% in complicated cases has 
been reported in the literature [1, 2]. First-line therapy of OS 
is conservative including electrolyte stabilization, oral food 
abstinence, and bowel stimulation with neostigmine [4]. In 
complicated cases endoscopic or open surgical decompres-
sion of the colon are the mainstay of treatment [3, 5].

OS in gynecologic and obstetric patients is rare and diffi-
cult to diagnose. In addition, gynecologists and obstetricians 
are usually not familiar with the diagnosis and management 
of OS. However, OS may complicate the postoperative 
course of gynecologic surgery or cesarean section and may 
even occur after vaginal delivery. In addition, age is a well-
known predisposing factor for OS and—given the fact of 
an aging population—OS may be encountered more often 
among gynecologic patients in the future. To increase the 
awareness of OS in the gynecologic and obstetric commu-
nity and to highlight the clinical characteristics, manage-
ment, and prognosis of patients with OS, we report the case 
of a woman with uterine carcinosarcoma who developed 
postoperative OS. Additionally, we present a systematic 
review of the literature with cohort studies, case series, 
and case reports of gynecologic and obstetric patients with 
OS. We discuss the most common therapies and respective 
outcomes.

Case report

We report the case of an 83-years-old woman who presented 
to the clinic with vaginal discharge. Gynecologic examina-
tion revealed an exophytic tumor protruding from the cer-
vical os and involving the upper third of the vaginal wall. 
Biopsies were taken demonstrating a poorly differentiated 
carcinosarcoma of the uterus. On manual pelvic examina-
tion, the uterus was enlarged and mobile, the parametria were 
not involved. A magnetic resonance tomography (MRT) of 
the pelvis showed an enlarged uterus with a centrally inho-
mogeneous tumor infiltrating the uterine walls without signs 
of serosal involvement or extrauterine disease. There was 
no ascites and no signs of peritoneal carcinomatosis. The 
right iliac lymph nodes were enlarged. A pelvic computed 

tomography (CT) scan of the lungs showed emphysema, 
but no signs of metastases. The patient was assessed for 
surgical fitness and subsequently underwent total abdomi-
nal hysterectomy with resection of the upper third of the 
vagina, omentectomy, and pelvic lymphadenectomy. The 
tumor was completely resected and the intraoperative course 
was uncomplicated. On histology the carcinosarcoma cells 
consisted of undifferentiated non-keratinizing squamous 
cell cancer cells (60%) and undifferentiated spindle cells 
sarcoma cells (40%). Tumor cells expressed p40, and CK 
5/6, the expression of desmin and S100 was negative. The 
final tumor stage was pT3a, pN0, G3, L1, V1, Pn1, R0. On 
the fourth postoperative day, the patient developed anuria, 
abdominal pain and abdominal distension. An abdominal 
CT scan demonstrated non-obstructive dilation of the right 
hemicolon 8 cm in the largest diameter and intraabdomi-
nal compression. Figure 1 shows a CT image of the patient 
demonstrating cecal dilation. Conservative therapy was not 
indicated due to dehiscence of the abdominal fascia and the 
acute clinical presentation. An intravesical pressure catheter 
was applied and intraabdominal compression was confirmed. 
The patient underwent laparotomy on the same day. There 
was no mechanical obstruction and OS was diagnosed. 
We placed a rectal decompression tube. Primary abdomi-
nal closure was not possible and abdominal dressing was 
performed. Two repetitive laparotomies after 3 and 6 days 
with colonic decompression and abdominal dressing were 
performed until the abdomen was finally closed after 8 days. 
Subsequently, the patient developed pneumonia and sepsis 
and died due to a septic shock 26 days after initial surgery.

Literature review

In a systematic literature search of the databases PubMed, 
EMBASE, and Cochrane Central Register of Controlled Tri-
als (search date 14-03-2019) using the search terms (“colonic 
pseudo-obstruction”[MeSH Terms] OR (“colonic”[All 
Fields] AND “pseudo-obstruction”[All Fields]) OR “colonic 
pseudo-obstruction”[All Fields] OR (“colonic”[All Fields] 
AND “pseudo”[All Fields] AND “obstruction”[All Fields]) 
OR “colonic pseudo obstruction”[All Fields]), we identi-
fied 1120 citations. After screening all abstracts, 22 citations 
were identified reporting on obstetric or gynecologic patients 
with OS, defined for the purpose of this review as acute 
colonic pseudo-obstruction in the absence of mechanical 
causes for obstruction or any other mechanical occlusive gut 
lesion, diagnosed on the basis of clinical intraoperative find-
ings and/or imaging studies among patients after gyneco-
logic or obstetric surgery or delivery [6–27]. Studies not 
reporting on women with OS, not reporting on gynecologic 
or obstetric patients, and double publications were excluded. 
The 22 identified studies were retrieved in full and cross 
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reference searches were performed identifying a further 36 
studies reporting on women with OS [28–63]. Therefore, in 
summary, 58 studies were analyzed for this review (59 when 
including the present case report). Figure 2 shows a flow dia-
gram of the literature search algorithm. Among the 59 stud-
ies, we found 49 case reports and 10 case series describing 
93 patients. Of these patients, 3 were diagnosed with cancer 
(cervical cancer, n = 2; carcinosarcoma of the uterus, n = 1), 

14 had a benign gynecologic condition, 66 had a cesarean 
section, and 10 developed OS during pregnancy or after 
vaginal delivery. The mean age of all reported patients was 
35.9 years. The mean cecal dilation was 10.9 cm and the 
mean postoperative day (POD) on which the first symptoms 
of OS developed, was POD 2.6. Apart from pregnancy itself, 
only 2/93 patients had a potentially predisposing condition, 
namely Friedreich’s ataxia [29] and osteogenesis imperfecta 
[33].

Of the 49 case reports, 9 reported on gynecologic patients 
and 40 on obstetric patients. Of the 10 case series, 1 reported 
on gynecologic patients, 7 reported on obstetric patients, 
and 2 reported on mixed populations. No prospectively col-
lected data were identified. Only 10 studies reported on ≥ 3 
patients: 3 cases [22, 23, 27, 34, 51], 4 cases [16, 37, 52, 
57], and 7 cases [45], respectively. Table 1 shows the study 
characteristics of patients with OS described in all 59 stud-
ies. In summary, 93 cases of OS in gynecologic and obstetric 
patients have been reported in the literature.

Treatment modalities of patients with OS and outcomes 
were reported in 40 studies (41 including the present case 
report) and 59 patients and are shown in Table 2. The most 
common first line treatment of OS was conservative (including 
one or more of the following: nil per os [NPO], nasogastric 
tube, electrolyte balancing, iv fluid substitution, no opioids, 
analgesics, and/or antibiotics) in 22/59 (37%) cases, followed 
by laparotomy with surgical decompression or colon resection 
in 20/59 (34%) cases, decompression by rectal tube or colo-
noscopy in 12/59 (20%) cases, and neostigmine in 4/59 (7%) 
cases. Resolution was achieved in 22/59 (37%) of patients. 
Thus, 37/59 (63%) patients had to undergo at least one lapa-
rotomy to control the condition. Among them, the most com-
mon treatment was right hemicolectomy in 25 cases, other 
colon resection (ileocecal resection, subtotal colectomy) in 10 
cases. Ileostomy was necessary in 7 patients. The reported 

Fig. 1   Computed tomography 
scan of the patient demonstrat-
ing cecal dilation of at least 
8 cm due to Ogilvie’s syndrome. 
The screenshot has been modi-
fied to crop out patient-identify-
ing information

IDENTIFICATION
PubMed, Cochrane Central
Register of Controlled Trials
Citations identified: n=1141

FULL-TEXT SCREENING
Articles retrieved in full: n=22
Additional articles identified

through cross-reference
search: n=36

Excluded: n=1129
• Not reporting on Ogilvie’s 

Syndrome
• Not reporting on Obstetrics

or Gynecology patients

SCREENING
Abstracts screened: n=1141

SYNTHESIS
Articles included: n=58

(59 including this report)
Case series: n=10
Case reports: n=49

Total number of patients
with Ogilvie’s Syndrome: 

n=93

Fig. 2   Flow diagram of the literature search algorithm
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Table 1   Clinical studies describing women with gynecologic or obstetric conditions with Ogilvie’s syndrome

Author Year Study type Number of cases Age (years) Underlying 
condition

Colon dilation 
(cm)

Time of first 
symptoms after 
surgery (POD)

Tempfer [this] 2019 CR 1 83 Carcinosarcoma 
of the uterus

8 4

Orfanelli [6] 2018 CR 1 35 Cervical cancer 11 2
Elsebay [7] 2017 CR 1 40 CSec – 2
Khajenoori [8] 2016 CR 1 40 CSec – 1
Margot [9] 2016 CR 1 35 CSec 11 3
Cebola [10] 2015 CR 1 41 Bleeding dis-

order
 < 10 2

Gunyeli [28] 2015 CR 1 36 HYS  < 10 4
E [11] 2014 CR 1 22 VD – 10
Yasa [29] 2014 CR 1 39 HYS; Friedre-

ich’s ataxia
9 5

George [30] 2013 CR 2 45; 48 Abdominal 
fistula repair 
(n = 1); vaginal 
HYS + TVT 
(n = 1)

13; 12 6; 2

Lang [31] 2013 CR 1 37 CSec – –
Latunde-Dada 

[12]
2013 CR 1 20 CSec 13 0

Munzar [13] 2013 CR 1 – CSec 1
Kim [32] 2012 CR 1 23 Pregnancy 10 –
Fiegel [33] 2011 CR 1 27 CSec; Osteogen-

esis imperfecta
20 0

Kotsev [14] 2011 CR 1 35 CSec – 2
Roux [15] 2011 CR 1 – CSec – –
Shakir [34] 2011 CS 3 35; 26; 21 CSec (n = 3)  > 10; –; 13 2; 1; 4
Bhatti [35] 2010 CR 1 32 VD 14 1
Rawlings [16] 2010 CS 4 33; 28; 32; 39 CSec (n = 4) –; –; –; 10 2; 6; 1; 3
Cartlidge [36] 2010 CR 1 36 VD – 5
Cho [37] 2009 CS 4 32; 30; 28; 29 CSec (n = 4) 11; > 10; > 10; < 5 0; 2; 1; 1
Saha [17] 2009 CR 1 28 CSec  > 10 1
Tung [38] 2008 CR 1 – Pregnancy – –
Ernst [18] 2007 CR 1 33 CSec 9 1
Rausch [39] 2007 CR 1 41 Pregnancy – –
Srivastava [40] 2007 CR 1 31 CSec 13 3
Attarbashi [41] 2006 CR 1 42 CSec 11.5 1
Busch [42] 2004 CR 1 – CSec –
Roth [43] 2003 CR 2 81; 87 Abdominal HYS 

(n = 2)
11; 14 5; 3

De [44] 2002 CR 1 38 CSec – 4
Schjoldager [45] 2001 CS 7 – CSec (n = 7) – –
Roberts [19] 2000 CR 1 – CSec – –
Cantiello [46] 1996 CR 2 – CSec (n = 2) – –
Pecha [47] 1996 CR 1 – Pregnancy – –
Wignakumar 

[20]
1995 CR 1 – CSec – –

Tang [48] 1995 CR 1 29 CSec 13 2
Beer [49] 1994 CR 1 32 CSec – –
Dickson [50] 1994 CR 1 32 CSec – –
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outcomes of patients with OS carried a significant morbidity. 
We graded adverse events according to Common Terminology 
Criteria for Adverse Events (CTCAE) version 4.03 criteria 
[64]. Specifically, CTCAEs of grades 3 and 4 were observed 
in 8/59 and 31/59 patients (together 66%), respectively. The 
mortality rate was 3/59 (5.1%) when adding our own patient 
to the 58 patients with outcome data reported in the literature.

Discussion

OS is a form of postsurgical or posttraumatic pseudo-
obstruction of the colon. OS may complicate the postop-
erative course of gynecologic patients and is difficult to 
diagnose due to its rarity. In a case report and systematic 

Table 1   (continued)

Author Year Study type Number of cases Age (years) Underlying 
condition

Colon dilation 
(cm)

Time of first 
symptoms after 
surgery (POD)

Kolben [51] 1993 CS 3 42; 32; 26 CSec (n = 3) 10; 12.5; – 1; 1; 2
Nishida [21] 1993 CR 1 23 Pregnancy 12 –
Thessen [22] 1993 CS 3 – Vaginal surgery 

(n = 3)
– –

Weber [23] 1993 CS 3 – CSec (n = 3) – –
Hamed [52] 1992 CS 4 – HYS (n = 2); 

CSec (n = 2)
 < 9 (n = 3); > 9 

(n = 1)
–

Imai [24] 1990 CR 1 – Pregnancy – –
Walss Rodríguez 

[53]
1990 CR 2 – CSec (n = 2) – –

Rodriguez-Ball-
esteros [54]

1989 CR 2 – CSec (n = 2) – 1; 1

Singh [25] 1989 CR 1 48 Cervical cancer 15 13
Schreiner [26] 1988 CR 1 – Abdominal HYS – –
Paraskevaides 

[55]
1988 CR 1 32 CSec 6.5 4

Moore [56] 1986 CR 1 – CSec –
Hall [57] 1985 CS 4 – CSec (n = 4) – 0; 2; 2; 2
Choo [58] 1979 CR 1 – CSec – –
DePalma [59] 1978 CR 1 – CSec – –
Rudigoz [60] 1978 CR 1 – CSec – –
Spira [27] 1976 CS 3 – Abdominal HYS 

(n = 1); VD 
(n = 1); CSec 
(n = 1)

– –

Jensen [61] 1972 CR 1 28 CSec 10 4
Millar [62] 1966 CR 2 24; 35 CSec (n = 2) – 5, 2
Robertson [63] 1958 CR 1 22 CSec – 2
Pooled analysis CR: n = 49 [9 gyn, 40 obs, 0 

mixed] CS: n = 10 [1 gyn, 7 
obs, 2 mixed]

n = 93 [17 gyn, 
76 obs]

Mean 35.9 
median 32.5, 
interquartile 
range 28–39

Cancer (n = 3); 
Benign 
Gynecologic 
condition 
(n = 14); CSec 
(n = 66); Preg-
nancy (n = 10)

Mean 10.9 Mean 2.6

POD postoperative day, CR case report, CSec cesarean section, CS case series, HYS hysterectomy, VD vaginal delivery, TVT tension-free vaginal 
tape, gyn gynecology, obs obstetrics
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review of the literature, we found that OS is a very rare 
surgical complication of gynecologic oncology patients. 
Of note, including the case presented here, only three 
cases of women with OS after surgery for a gynecologic 
tumor were identified in the literature. OS was successfully 
resolved by iv neostigmine in one case and by laparotomy 
and manual decompression in the other case. The third 
patient died after laparotomy and decompression after 
developing pneumonia and sepsis. In the broader gyneco-
logic and obstetric literature, we identified another 49 case 
reports and 10 case series describing 93 patients with OS. 
Fourteen of these patients had a benign gynecologic con-
dition, 66 developed OS after cesarean section, and 10 
developed OS during pregnancy or after vaginal delivery.

It is of note that most patients with OS identified were 
pregnant. Seventy-six of 92 patients identified in the litera-
ture search were pregnant and developed OS either during 
pregnancy, after vaginal delivery or after cesarean section. 
This suggests that pregnancy is a predisposing factor for 
OS. It is well known that pregnant women often complain 
of obstipation. For example, Derbyshire et al. report an inci-
dence of 35%, 39%, and 20% in the first, second, and third 
trimesters of pregnancy, respectively [65]. Although the 
exact reason for this is unknown, it is consistent with the fact 
that most patients with OS reported in the literature were 
pregnant. In addition, the sympathetic hyperactivity during 
pregnancy is in line with the reduced activity of stimulatory 
neurotransmitters such as acetylcholine and overactivity of 
inhibitory neurotransmitters such as vasoactive intestinal 
peptide described in OS [2, 3].

There are several limitations to this review. For exam-
ple, OS is rare and there is a high likelihood of underre-
porting of gynecologic and obstetric cases in the literature. 
In addition, many cases may have gone undiagnosed due 
to the relative lack of awareness of OS in the gynecologic 
community. Therefore, reporting bias has to be considered 
when interpreting the results of our review. Moreover, the 
real incidence of OS may be higher than reported in the lit-
erature and described in this systematic review. Finally, we 
found that most cases of OS were diagnosed among obstetric 
patients and concluded that pregnancy predisposes to OS. 
However, pregnancy is much more common than gyneco-
logic surgery and therefore, the higher detection rate of 
OS after cesarean section and vaginal delivery may reflect 
higher absolute numbers rather than relative rates.

The outcome of both gynecologic and obstetric patients 
with OS was good in the analyzed studies, but the morbid-
ity and mortality were high, because a majority of patients 
required major surgery. Specifically, in patients with avail-
able outcome data conservative treatment consisting of 
analgesics, electrolyte balancing, iv fluids, antibiotics, and 
placement of a nasogastric tube was most often used as a 
first line intervention (37% of cases). Other conservative 

means of treatment used in these patients were i.v. neostig-
mine and colon decompression by rectal tube or colonos-
copy. Successful resolution of OS by conservative means 
was achieved in 37% of cases. Major surgery with colon 
resection, mostly right hemicolectomy, however, was neces-
sary in 59% of cases. Although OS was finally resolved in 
95% of cases, the morbidity was high. Specifically, adverse 
events grade 3 or 4 were observed in 66% of patients.

A mortality rate of 15% in uncomplicated cases of OS 
and 44% in complicated cases of OS has been cited in the 
literature [1, 2]. Our data are in contrast to these high mor-
tality rates, since we found a mortality rate of only 5%. It is 
reasonable to assume that our patient population is different 
from the general surgical population described in other stud-
ies. Gynecologic and obstetric patients were young with a 
mean age of 35.9 years and may thus have a better prognosis 
than most other patients with OS, who are typically in their 
6th and 7th decades of life [1–3, 5].

In conclusion, we found that OS is a very rare postop-
erative complication of gynecologic oncology patients with 
only three cases reported in the literature. Based on 93 
gynecologic and obstetric patients identified in the litera-
ture, we conclude that OS has a good prognosis but carries 
a high morbidity. Pregnancy seems to be a predisposing fac-
tor for OS. Conservative treatment is a successful first-line 
approach but colon resection is necessary in 59% of patients. 
Despite this, the mortality was only 5%. Gynecologic and 
obstetric surgeons should be aware of this rare surgical 
complication.
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