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A case of Ogilvie’s syndrome associated with
electrolyte imbalance in a healthy individual
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ABSTRACT

Ogilvie’s syndrome or acute colonic pseudo-obstruction is a rare and acquired disorder
characterized by significant dilatation of the colon. The condition is mainly seen in
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hospitalized patients with medical or surgical problems. We report the case of a middle

aged healthy lady who presented with Ogilvie’s syndrome and associated electrolyte
imbalance in the form of hypokalemia and hypomagnesemia. Ogilvie’s syndrome itself is
a rare condition, and to the best of our knowledge has not been reported among healthy

individuals yet.
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INTRODUCTION

Acute colonic pseudo—obstruction, otherwise known as
Ogilvie’s syndrome (OS), is a rare and acquired disorder
seen in debilitated medical or surgical patients. It mainly
involves the right colon and is characterized by acute
massive dilatation of the colon in the absence of any
mechanical cause. Electrolyte imbalances like hypokalemia,
hyponatremia, hypomagnesemia and hypocalcemia have
been associated with OS. We report the case of a middle
aged lady who presented with 2 days history of constipation
and abdominal distension; and was diagnosed to have OS
with electrolyte imbalance. The occurrence of OS in a
healthy individual is a rare scenario.

CASE REPORT

A 48 year old lady, unmarried and illiterate, hailing from
a rural area, was brought to the Emergency Department
with 2 days history of constipation and progressive
abdominal distension, associated with mild abdominal
pain. She had 4 to 5 episodes of vomiting and was
nauseous. She had history for 3 episodes of watery

diarrhoea 1 day prior to constipation. She also noticed
mild weakness of both lower limbs, as she was having
difficulty in walking without support. The weakness was
not associated with any muscle tenderness or spasms.
There was no upper limb involvement. There were no
history similar episodes in the past. She did not have
any comorbid conditions like hypertension, diabetes or
thyroid disorders.

On examination, she was conscious, oriented, and
moderately built. She was afebrile and had a heart rate
of 80 beats/minute, blood pressure of 130/90 mmHg,
respiratory rate of 22/minute with saturation 94%
(room air). Her abdomen was distended with mild diffuse
tenderness on palpation. There were no skin discolorations.
There was no guarding or rigidity; and no organomegaly.
Tympanitic note was heard on abdominal percussion.
Bowel sounds were absent on auscultation. Neurological
examination revealed a power of 4/5 at both hip and knee
joints and 5/5 at the ankles. Her lower limb deep tendon
reflexes were diminished. There were no fasciculations and
plantars were bilaterally flexors. Her upper limb power and
reflexes were not affected. There was no cranial nerve or
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sensory involvement and no spinal abnormalities. Other
systemic examinations were normal.

Her plain abdominal film showed dilatation of the
colon (Figure 1) and contrast enhanced computerized
tomography of the abdomen revealed a grossly distended
sigmoid colon with normal proximal colon and normal
distal transition to rectum suggestive of colonic pseudo—
obstruction (Figure 2). Her blood investigations showed
hyponatremia of 130 mEq/L (136-146), hypokalemia of
2.8 mEq/L (3.5 — 5) and hypomagnesimia of 1.27 mg%
(1.5 — 2.3). Her arterial blood gas showed metabolic
alkalosis. Her urine potassium was 15mmol/day,
which was suggestive of an extra-renal loss; and urine
microscopy was normal. Her complete blood count,
renal and liver functions were normal. Serum calcium
was 8.5 mg/dL (8.7 — 10.2) and thyroid profile was
normal. HbAlc was also within normal range. ANA
and Anti dsDNA were negative. ECG and chest X-ray
were normal.

Figure 1: Colonic dilatation

Figure 2: Colonic pseudo—obstruction
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Based on the history, examination and investigative
findings, the diagnosis of OS with associated electrolyte
imbalance was considered. She was kept nil per oral and
Ryles tube was placed. Intravenous magnesium sulphate,
intravenous 10% calcium gluconate and normal saline with
40 mEq potassium chloride were given. Her electrolytes
were corrected within 24 hours of admission, following
which patient passed stools and was symptomatically
better in terms of abdominal complaints and lower limb
weakness. She was discharged after 96 hours of admission
with normal electrolyte values.

DISCUSSION

Acute colonic pseudo-obstruction, otherwise known as
Ogilvie’s syndrome (OS) is a rare and acquired disorder,
characterized by acute dilatation of the colon without
any mechanical obstruction. It was first described by
Sir Heneage Ogilvie in 1948. It is more often seen in
elderly hospitalized patients with medical problems
like cardiovascular, neurological and renal ailments or
in post-surgical and post-traumatic conditions. Other
associated conditions include electrolyte imbalance, alcohol
abuse, sepsis, neoplasia and drugs like antiparkinsonian
agents, antidepressants and narcotics. A disruption in
the autonomic nervous system is considered as the main
cause in the pathogenesis of OS. Abdominal distension
associated with nausea, vomiting and abdominal pain are
some of the main features of OS. These symptoms may
develop gradually over a few days or even acutely within
24 hours. Some patients may present with low grade
fever. Electrolyte imbalances in the form of hypokalemia,
hypomagnesemia, hyponatremia and hypocalcemia
have been noted. Intestinal perforation is the main
complication. Colonic decompression with correction
of electrolyte imbalances and etiology is the goal of
treatment. Medical decompression with neostigmine,
endoscopic decompression, percutaneous cecostomy
and surgical decompression (cecostomy, colostomy or
resection) are some of the modalities of treatment.!

Only a handful of cases of OS have been reported. A
case of caecal perforation in a patient with OS following
caesarean section was reported by Saha et al.?> Another
two cases of post caesarean OS were reported by Fatnassi
et al.”> OS with intestinal perforation was noticed by Jani
in an elderly lady.* According to a case seties by Tenofsky
et al, patients undergoing orthopedic and spinal surgeries
were at higher risk of developing OS as a postoperative
complication.” In another case seties by Mehta et al, OS
was diagnosed in a patients admitted in critical care unit.
But these patients had underlying medical conditions like
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diabetes, hypertension and stroke.® Hypokalemia associated
with OS was observed by Sunnoqrot et al in a patient with
multiple comorbidities.” In contrast to the above cases, our
patient was a healthy individual with no comorbid condition
or any medical or surgical ailments.

CONCLUSION

OS is a rare condition seen among patients with
cardiac, renal or neurological ailments or among those
taking certain medications. It may also occur as a post-
operative complication. Electrolyte imbalance has been
associated with OS. Our patient presented with acute
onset intestinal obstruction and was diagnosed to have
OS with electrolyte imbalance. She did not have any
ailments or comorbidities and did not undergo any
surgical procedures. To the best of our knowledge, such
a scenario of OS presenting in a healthy individual has
not been reported yet.
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