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KEYWORDS Abstract Acute colonic pseudo-obstruction (ACPO) is an obstructive phenomenon of func-
Acute colonic tional origin characterized by pain and acute colonic dilatation in the absence of a mechanical
pseudo-obstruction; cause. It primarily affects patients with several comorbidities, postoperative patients, and/or
Ogilvie syndrome; critically ill patients. The most widely accepted pathophysiologic theory is enteric autonomic
Large-bowel dysfunction. Diagnosis must be confirmed through abdominal tomography, ruling out causes of
obstruction; mechanical obstruction and revealing complications, such as ischemia and/or bowel perfora-
Treatment; tion. Treatment is stepped, taking symptom severity, cecal diameter, hemodynamic stability,
Cecostomy and/or the presence of complications into account. It is started with conservative measures, and

in cases with partial response or refractoriness, there are pharmacologic, endoscopic, and sur-
gical therapeutic options. The aim of this article is to describe four cases of patients diagnosed
with ACPO treated at a tertiary care hospital.

© 2025 Asociacion Mexicana de Gastroenterologia. Published by Masson Doyma México S.A. This
is an open access article under the CC BY-NC-ND license (http://creativecommons.org/licenses/
by-nc-nd/4.0/).

PALABRAS CLAVE Pseudo-obstruccion colénica aguda: una serie de casos y revision de la literatura
Pseudo-obstruccion

coldnica aguda; Resumen La pseudo-obstruccion colonica aguda (ACPO) es un fendmeno obstructivo de origen
Sindrome de Ogilvie; funcional caracterizado por dolor y dilatacién colénica aguda en ausencia de causa mecanica.
Obstruccién intestinal Afecta principalmente a pacientes con varias comorbilidades, en estado postoperatorio y/o
coldnica; criticamente enfermos. La teoria fisiopatologica mas aceptada es la disfuncion autondémica
Tratamiento; entérica. El diagnostico se debe confirmar con tomografia abdominal que descarte causas
Cecostomia de obstruccion mecanicas y revele complicaciones como isquemia y/o perforacion intestinal.

El tratamiento es escalonado considerando gravedad de sintomas, diametro cecal, estabili-
dad hemodinamica y/o presencia de complicaciones, iniciando con medidas conservadoras y

* Corresponding author at: Av. Vasco de Quiroga 5, colonia Belisario Dominguez Seccion XVI, 14080, Tlalpan, Mexico City, Mexico. Tel.: +52
(55) 54870900.
E-mail address: enriquecossmd@gmail.com (E. Coss-Adame).

2255-534X/© 2025 Asociacion Mexicana de Gastroenterologia. Published by Masson Doyma México S.A. This is an open access article under
the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).

RGMXEN-1109; No. of Pages 5


https://doi.org/10.1016/j.rgmxen.2025.10.023
http://www.elsevier.es/rgmx
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
mailto:enriquecossmd@gmail.com
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/

+Model

A. Fuentes-Montalvo, A.L. Ordonez-Vazquez, J.S. Arenas-Martinez et al.

para casos con respuesta parcial y/o refractarios, existen opciones terapéuticas farmacologi-
cas, endoscopicas y quirtrgicas. El objetivo de este articulo es describir 4 casos de pacientes
atendidos en un hospital de tercer nivel de atencion con diagndstico de ACPO.

© 2025 Asociacion Mexicana de Gastroenterologia. Publicado por Masson Doyma México S.A.
Este es un articulo Open Access bajo la CC BY-NC-ND licencia (http://creativecommons.org/

licencias/by-nc-nd/4.0/).

Introduction

Acute colonic pseudo-obstruction (ACPO) is a functional
disorder characterized by dysmotility and dilatation of
the colon, in the absence of an identifiable mechanical
obstruction.” Its incidence is unknown, and its etiology
is not fully defined, but it is recognized as a multifac-
torial entity. An imbalance in autonomic nervous system
regulation that affects the function of the interstitial
cells of Cajal, contributing to altered colonic motility,
has been proposed.? The most common risk factors asso-
ciated with ACPO include prolonged hospitalization, age
above 60 years, male sex, the use of medications that
have an effect on intestinal motility (opioids and anti-
cholinergics), and hydroelectrolyte disorders (hypokalemia
and hypocalcemia), infections, postoperative states, and
decompensated chronic diseases, such as hypothyroidism,
cardiovascular diseases, and neurodegenerative disorders.?
Clinically, patients may present with acute abdominal pain
and distension, nausea, vomiting, constipation, or diarrhea
(in up to 40% of cases). Computed tomography (CT) is the
diagnostic method of choice, because it enables document-
ing colonic dilatation —usually of the cecum and ascending
colon-, confirming the absence of mechanical obstruction,
and ruling out the differential diagnoses.® Three clinical
variants of ACPO have been described: the classic vari-
ant; the variant with secretory diarrhea (SD), intestinal
loss of potassium, and refractory hypokalemia;* and a vari-
ant associated with hypothyroidism® (Table 1). Treatment
is divided into the conservative approach, with measures of
metabolic status support and correction (effective in 77-96%
of patients with the classic variant), and pharmacologic
(neostigmine) and/or endoscopic decompression (effective
in 60-94% of patients with the classic variant). The SD
variant tends to have a lower response to conventional
strategies and warrants the chronic use of spironolactone.
Ischemia and bowel perforation are among the most rel-
evant complications, reported in 3-15% of cases, and are
associated with fever, abdominal hyperalgesia, cecal dilata-
tion greater than 12cm, and clinical symptom persistence
for more than six days. The mortality rate is lower than
1% in uncomplicated cases but can reach up to 50% when
there are complications.? The treatment of ACPO has three
main goals: to decompress the colon, prevent complications,
and reduce the risk of recurrence. In patients with a cecal
diameter < 12cm and no signs of complications, the initial
approach is based on correcting the hydroelectrolyte status,
suspending drugs that affect motility, managing comorbidi-
ties, encouraging walking, and decompressing the colon with

a transanal decompression tube (TDT). This conservative
strategy has a reported success rate of close to 70%." Clin-
ical response is the evacuation of large volumes of gas and
stools; radiologic response is a decrease in colonic diam-
eter to <12cm, seen on imaging studies (thus, radiologic
studies every 48h are part of the follow-up for evalu-
ating disease progression); and sustained response is the
resolution of symptoms and dilatation for at least 72h.*>
Pharmacologic (neostigmine) or endoscopic decompression
is recommended in patients with an initial cecal diame-
ter > 12cm or with no clinical response after 48—72h,
who continue with no complications,® due to the increased
risk of perforation. Endoscopic decompression is recom-
mended for patients in whom neostigmine is contraindicated
or who have no pharmacologic response. There are currently
no randomized clinical trials that compare the efficacy of
neostigmine versus endoscopic decompression, or that sup-
port the use of the latter, but available evidence suggests
there are similar safety and success rates comparable to
pharmacologic treatment (36-88%).”-% An additional advan-
tage of endoscopic decompression is that it enables direct
evaluation of the colonic mucosa, when looking for ischemic
changes.’

The classic neostigmine application route is an intra-
venous bolus (2mg in 5minutes), under cardiac monitoring
because of the risk of bradycardia or arrhythmias. Rela-
tive contraindications include recent myocardial infarction,
bradycardia, kidney failure, peptic ulcer, reactive respira-
tory disease, and acidosis. Absolute contraindications are
bowel obstruction and urinary retention. The reported suc-
cess rate with this strategy is up to 90%. The mechanism
of action of neostigmine is based on increased circulat-
ing acetylcholine that potentiates parasympathetic tone
and colonic smooth muscle contractility. In cases of par-
tial response (reduced pain, moderate decrease in the
cecal diameter with respect to initial size, partial tolerance
of oral diet), or in the absence of clinical improvement,
the bolus can be repeated in 24h.> Retrospective stud-
ies have suggested that continuous neostigmine infusion
(0.4—0.8 mg/h) can induce an effective clinical response.
Compared with bolus, continuous infusion showed a greater
effect on reducing the intestinal diameter (73.7% vs 40.5%),
albeit with a longer time to initial response (3.5h vs
1.4h)."9-"2 Lastly, more recent evidence has proposed the
use of subcutaneous neostigmine administration. In a study
that included 182 patients with ACPO, ileus, or refractory
constipation, clinical response in a median of 29h, with
no increase of adverse effects, was reported.’>' Regard-
ing endoscopic decompression, the available international
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Table 1

Characteristics that distinguish the clinical variants of acute colonic pseudo-obstruction.

Clinical subtype

Clinical data

Treatment response

Classic (80—90%)

Secretory diarrhea (<5%)

Atrophic visceral myopathy
(<1%)

Acute abdominal pain and distension,
nausea, vomiting, constipation (60%).

Associated with the presence of
pre-existing nephropathy (80%),
hypokalemia, metabolic acidosis, and
diarrhea, with imaging studies
consistent with ACPO.

Associated with late-onset
hypothyroidism; signs of atrophic
visceral myopathy (thin wall,
atrophic muscularis propria layer
with no inflammation or fibrosis) are
identified, along with unaffected
ganglion cells and myenteric plexus.

Effectiveness of conservative treatment
(74%), pharmacologic treatment (89%), and
endoscopic colonic decompression (82%).
Lower mortality rate (1—8%) than the other
subtypes.

Effectiveness of conservative treatment
(36%), pharmacologic treatment (7%), and
endoscopic colonic decompression (50%);
Has a higher mortality rate (21%).

Requires chronic use of spironolactone.
Refractory to conventional treatment,
shows good response to thyroid hormone
replacement.

ACPO: acute chronic pseudo-obstruction.

guidelines on the management of ACPO suggest avoiding
the use of pre-decompression colonic preparation, but rec-
ommend the use of decompression tubes with intermittent
suction, flushed with saline solution every 4—6h, as well
as the post-procedure administration of polyethylene glycol
(29.5 g dissolved in 500 ml of water, divided into two doses),
due to the association with a lower recurrence rate after
the decompression. '

Endoscopic percutaneous cecostomy (EPC) is a ther-
apeutic option in patients with refractoriness to the
abovementioned strategies, especially in high-risk surgi-
cal patients. It can be performed endoscopically or under
radiologic guidance. The most frequent complications are
localized pain, bleeding, the formation of granulomas, or
perforation. Reported technical success rates are above 80%.
Even though the studies on its effectiveness are limited
and retrospective, international guidelines recognize EPC
as part of the therapeutic management of ACPO.¢ In the
presence of ischemia or bowel perforation, surgical mana-
gement with subtotal or total colectomy with a protective
stoma are indicated. Finally, the use of prokinetics, such
as pyridostigmine or prucalopride, and osmotic laxatives,
such as polyethylene glycol, may contribute to recurrence
prevention.

This case series describes the experience with the
diagnosis and treatment of ACPO at a tertiary care hospi-
tal, emphasizing the clinical characteristics, risk factors,
complications, and therapeutic progression of the patients
evaluated. The current literature was also reviewed to con-
textualize the clinical findings and support the management
decisions.

Material and methods

A retrospective review of the clinical records of patients
diagnosed with ACPO, within the time frame of March
and September 2024, at the Instituto Nacional de Ciencias

Médicas y Nutricion ‘‘Salvador Zubirdn’’, was carried out.
Clinical, laboratory, imaging, and therapeutic data, as well
as clinical outcomes, were documented.

Results

Four patients diagnosed with ACPO were included in the
study. They were all older adults (age range: 77-89
years), with multiple comorbidities. Three cases had
clinical resolution with conservative or pharmacologic treat-
ment, and one case required invasive management with
EPC.

Case 1

A 77-year-old woman, with a past medical history of high
blood pressure and rheumatoid arthritis in treatment with
an immunosuppressant, was admitted to the hospital due
to community-acquired pneumonia and pleural effusion.
Antimicrobial treatment was started, along with potassium
replacement, given that moderate hypokalemia (2.9 mEq/l)
was reported in the laboratory work-up. During hospitaliza-
tion, she developed abdominal distension and constipation.
CT showed generalized colonic dilatation (max. 10.1cm),
with no signs of mechanical obstruction (Fig. 1A). Conser-
vative treatment with a TDT was given. Forty-eight hours
later, the patient presented with improvement in abdomi-
nal distension, she passed gas, and her stools had no signs of
inflammation, all of which was congruent with the decrease
in the cecal dilatation shown in the control abdominal x-ray,
compared with the initial diameter (Fig. 1B). Oral diet was
restarted and treatment with polyethylene glycol, 17 g/day
every 24 h, was begun to prevent recurrence. However, the
patient presented with adult respiratory distress syndrome,
causing her death.
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Figure 1 A) Radiologic study of a 77-year-old woman with
acute intestinal pseudo-obstruction at the time of diagnosis
and B) at 48 h after conservative treatment, showing obvious
radiologic improvement, with reduced colonic dilatation.

Case 2

An 89-year-old woman, with a past medical history of
high blood pressure, heart failure, diabetes mellitus, and
vascular dementia, had presented with two episodes of
secretory-type ACPO in the past six months. She sought
medical attention for bloating, nausea, pain, and constipa-
tion alternating with diarrhea. Moderate hypokalemia (2.5
mEq/l) with no identifiable extraintestinal cause stood out in
the laboratory work-up. CT showed colonic dilatation (max.
10 cm) with no obstruction. Conservative treatment was ini-
tially indicated. Given the lack of response, an initial dose
of 2mg of neostigmine was administered as a bolus, after
which the patient passed gas. A repeat dose was attempted
at 24 h, but there was no passage of stools and no significant
decrease in the cecal diameter. Due to the recurrent ACPO
events, EPC was performed, with favorable clinical pro-
gression. The patient was discharged, with pharmacologic
management (prucalopride 1 mg every 24h, polyethylene
glycol 17 g every 24 h, and spironolactone 25 mg every 24 h).
During follow-up she presented with localized pain as the
only complication and continues in follow-up as an outpa-
tient.

Case 3

An 86-year-old man, with a past medical history of Parkin-
son’s disease, high blood pressure, and ischemic heart
disease, sought medical attention for nausea, abdominal
pain, and three days of acute diarrhea and bloating. Physi-
cal examination revealed a painful distended abdomen, with
reduced peristaltic sounds. Laboratory work-up showed mild
hyponatremia, hypokalemia, and hypomagnesemia. CT iden-
tified dilatation of the right colon (max. 8.6cm), with no
signs of obstruction. Conservative treatment with a TDT was
given, achieving clinical resolution with no complications.
Management was started with prucalopride 0.5mg every
24h and polyethylene glycol 17¢g every 24h, maintaining
the passage of gas, the absence of abdominal distension,
and one bowel movement per day during the 48h of in-
hospital observation. Oropharyngeal dysphagia secondary
to Parkinson’s was identified, along with inadequate food
intake and hydration. The patient was referred to speech

therapy for swallowing rehabilitation. Instructed to adhere
to pharmacologic treatment for his comorbidities and main-
tain prucalopride and polyethylene glycol use, the patient
was discharged for outpatient follow-up.

Case 4

An 88-year-old man had a past medical history of ischemic
heart disease, non-specified arrhythmia, vascular dementia,
and a previous episode of ACPO. He sought medical atten-
tion for nausea, vomiting, bloating, and acute constipation.
Physical examination revealed the patient was stable, with
a tympanic abdomen and decreased peristalsis. Laboratory
work-up showed moderate hypokalemia (2.7 mEq/l). CT
identified generalized colonic dilatation, predominantly in
the sigmoid colon (max. 9 cm). Conservative treatment with
a TDT was started. At 48 h the distension persisted, with sec-
ondary hypokalemia, which in the approach, was consistent
with gastrointestinal losses, suggesting the secretory vari-
ant of ACPO. Control imaging identified colonic diameter
progression (max. 10cm). Due to his history of arrythmia,
the patient was not a candidate for neostigmine use, and
management with endoscopic colonic decompression was
proposed, but refused by his relatives. Given the absence
of ischemia, perforation, and abdominal sepsis, medical
treatment was started with prucalopride 1 mg every 24h,
spironolactone 25mg every 24h, and oral erythromycin in
suspension 250 mg every 8 h for 5 days, resulting in clinical
improvement and voluntary discharge.

Discussion

ACPO is an underdiagnosed entity that primarily affects
older adults with multiple comorbidities. In our series,
conservative treatment was effective in three of the four
cases, reinforcing its role as first-line treatment in the
absence of complications. In the patient with recurrence
and the clinical secretory variant - identified by refrac-
tory hypokalemia with no apparent secondary cause - it
was necessary to implement stepped drug treatment with
neostigmine and later perform EPC, with a favorable out-
come. Said case strengthens support for the performance of
EPC as a useful alternative in patients with refractoriness
and those who are high-risk surgical patients. Timely suspi-
cion of the clinical subtypes, such as the secretory variant,
enables treatment personalization (for example, chronic use
of spironolactone). The experience presented herein rein-
forces the stepped approach proposed in the literature and
provides practical information on the implementation of
strategies, according to clinical response and patient con-
text.

Conclusion

Our four cases showed that general measures continue to
be effective as first-line management in most patients with
ACPO. Awareness of the different clinical subtypes enables a
more precise therapeutic approach to be carried out. Never-
theless, in patients with recurrence and limited response to
conservative and pharmacologic treatment, EPC is a useful
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therapeutic alternative in selected settings. Its successful
implementation depends on local knowledge of the pro-
cedure, adequate case selection, the experience of the
treating team, and the available multidisciplinary support.

Funding

No funding of any kind was received to carry out this article.

Declaration of competing interest

The authors declare that they have no conflict of interest

References

1. Arthur T, Burgess A. Acute colonic pseudo-obstruction.
Clin Colon Rectal Surg. 2022;35:221-6, http://dx.doi.org/
10.1055/5-0041-1740044.

2. Underhill J, Munding E, Hayden D. Acute colonic pseudo-
obstruction and volvulus: pathophysiology, evaluation,
and treatment. Clin Colon Rectal Surg. 2021;34:242-50,
http://dx.doi.org/10.1055/s-0041-1727195.

3. Sen A, Chokshi R. Update on the diagnosis and manage-
ment of Acute Colonic Pseudo-obstruction (ACPO). Curr
Gastroenterol Rep. 2023;25:191-7, http://dx.doi.org/10
.1007/s11894-023-00881-w.

4, Loftus CG, Harewood GC, Baron TH. Assessment of pre-
dictors of response to neostigmine for acute colonic
pseudo-obstruction. Am J Gastroenterol. 2002;97:3118-22,
http://dx.doi.org/10.1111/j.1572-0241.2002.07108.x.

5. Mehta R, John A, Nair P, et al. Factors predicting suc-
cessful outcome following neostigmine therapy in acute
colonic pseudo-obstruction: a prospective study. J Gas-
troenterol Hepatol. 2006;21:459-61, http://dx.doi.org/10
.1111/j.1440-1746.2005.03994.x.

6. Vanek P, Urban O, Falt P. Percutaneous endoscopic cecos-
tomy for management of Ogilvie’s syndrome: a case
series and literature review with an update on current
guidelines (with video). Surg Endosc. 2023;37:8144-53,
http://dx.doi.org/10.1007/s00464-023-10281-w.

7.

10.

1.

12.

14.

15.

Saunders MD, Kimmey MB. Systematic review: acute colonic
pseudo-obstruction. Aliment Pharmacol Ther. 2005;22:917-25,
http://dx.doi.org/10.1111/j.1365-2036.2005.02668.x.

. Saunders MD. Acute colonic pseudo-obstruction. Best Pract

Res Clin Gastroenterol. 2007;21:671-87, http://dx.doi.org/10.
1016/j.bpg.2007.03.001.

. Naveed M, Jamil LH, Fujii-Lau LL, et al. American Society for

Gastrointestinal Endoscopy guideline on the role of endoscopy
in the management of acute colonic pseudo-obstruction
and colonic volvulus. Gastrointest Endosc. 2020;91:228-35,
http://dx.doi.org/10.1016/j.gie.2019.09.007.

White L, Sandhu G. Continuous neostigmine infusion ver-
sus bolus neostigmine in refractory Ogilvie syndrome.
Am J Emerg Med. 2011;29:576.e1-3, http://dx.doi.org/10.
1016/j.ajem.2010.06.006.

Smedley LW, Foster DB, Barthol CA, et al. Safety and
efficacy of intermittent bolus and continuous infusion
neostigmine for acute colonic pseudo-obstruction. J Inten-
sive Care Med. 2020;35:1039-43, http://dx.doi.org/10.1177
/0885066618809010.

Van Der Spoel J, Oudemans-van Straaten H, Stoutenbeek
C, et al. Neostigmine resolves critical illness-related colonic
ileus in intensive care patients with multiple organ fail-
ure - a prospective, double-blind, placebo-controlled trial.
Intensive Care Med. 2001;27:822-7, http://dx.doi.org/10.
1007/s001340100926.

. ilban O, Cicekci F, Celik JB, et al. Neostigmine treatment

protocols applied in acute colonic pseudo-obstruction dis-
ease: a retrospective comparative study. Turk J Gastroenterol.
2019;30:228-33, http://dx.doi.org/10.5152/tjg.2018.18193.

Kram B, Greenland M, Grant M, et al. Efficacy and safety
of subcutaneous neostigmine for ileus, acute colonic
pseudo-obstruction, or refractory constipation. Ann Phar-
macother. 2018;52:505-12, http://dx.doi.org/10.1177
/1060028018754302.

Sgouros SN, Vlachogiannakos J, Vassiliadis K, et al.
Effect of polyethylene glycol electrolyte balanced solu-
tion on patients with acute colonic pseudo obstruction
after resolution of colonic dilation: a prospective, ran-
domised, placebo controlled trial. Gut. 2006;55:638-42,
http://dx.doi.org/10.1136/gut.2005.082099.


dx.doi.org/10.1055/s-0041-1740044
dx.doi.org/10.1055/s-0041-1740044
dx.doi.org/10.1055/s-0041-1727195
dx.doi.org/10.1007/s11894-023-00881-w
dx.doi.org/10.1007/s11894-023-00881-w
dx.doi.org/10.1111/j.1572-0241.2002.07108.x
dx.doi.org/10.1111/j.1440-1746.2005.03994.x
dx.doi.org/10.1111/j.1440-1746.2005.03994.x
dx.doi.org/10.1007/s00464-023-10281-w
dx.doi.org/10.1111/j.1365-2036.2005.02668.x
dx.doi.org/10.1016/j.bpg.2007.03.001
dx.doi.org/10.1016/j.bpg.2007.03.001
dx.doi.org/10.1016/j.gie.2019.09.007
dx.doi.org/10.1016/j.ajem.2010.06.006
dx.doi.org/10.1016/j.ajem.2010.06.006
dx.doi.org/10.1177/0885066618809010
dx.doi.org/10.1177/0885066618809010
dx.doi.org/10.1007/s001340100926
dx.doi.org/10.1007/s001340100926
dx.doi.org/10.5152/tjg.2018.18193
dx.doi.org/10.1177/1060028018754302
dx.doi.org/10.1177/1060028018754302
dx.doi.org/10.1136/gut.2005.082099

	Acute colonic pseudo-obstruction: A case series and literature review
	Introduction
	Material and methods
	Results
	Case 1
	Case 2
	Case 3
	Case 4

	Discussion
	Conclusion
	Funding
	Declaration of competing interest

	References

