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. ABSTRACT

Ogilvie Syndrome, also known as acute colonic pseudo-obstruction (ACPO), is a

Article info: . rare condition characterized by the acute dilation of the colon without any obvious
Received: April 20, 2025 ' mechanical obstruction. It is most commonly seen in critically ill patients with severe
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burn patients. The first patient was a 63-year-old male who sustained third-degree
burns over 40% of his total body surface area (TBSA). On day 12 post-burn, he
developed significant abdominal distension, and imaging confirmed severe cecal
dilation (15 cm in diameter). The diagnosis of Ogilvie Syndrome was made, and
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performed, which successfully relieved the gas buildup and led to a marked
improvement in the patient’s condition within two days. The second patient, a
45-year-old female, presented with second or third-degree burns covering 30%
TBSA. On day 10 post-burn, she developed mild abdominal distension and vague
abdominal pain. Imaging confirmed cecal dilation of 16 cm. Treatment was initiated
with nasogastric decompression, oral laxatives, intravenous neostigmine, and
electrolyte correction. Within three days, her condition significantly improved, and
no invasive procedures were required. Both cases highlight the effectiveness of
supportive care, electrolyte management, and pharmacological treatments such as
neostigmine in facilitating recovery. The main takeaway is the necessity for vigilant
monitoring of burn patients, particularly those at high risk for Ogilvie Syndrome, and
the importance of early, appropriate interventions to ensure better patient outcomes.

* Corresponding Author:

Samira Sobhani

Address: Department of Anesthesiology, School of Medicine, Mazandaran University of Medical Sciences, Sari, Iran.
E-mail: psm916255@gmail.com

Copyright © 2026 Tehran University of Medical Sciences. Published by Tehran University of Medical Sciences

This work is licensed under a Creative C Attribution-NonCommercial 4.0 International license(https://creati org/li /by-nc/4.0/).
BY NC

Noncommercial uses of the work are permitted, provided the original work is properly cited.



https://orcid.org/0009-0006-7876-9639
https://orcid.org/0000-0003-3804-9531
https://orcid.org/0009-0007-4899-2634
https://creativecommons.org/licenses/by-nc/4.0/
http://doi.org/10.18502/crcp.v11i3.22792

May/June 2026, Volume 11, Issue 3

Introduction

gilvie Syndrome, also known as acute
colonic pseudo-obstruction (ACPO), is
characterized by the acute dilation of
the colon, typically affecting the cecum,
without mechanical obstruction [1]. This
syndrome most commonly occurs in
critically ill patients, particularly those
with severe underlying conditions or those following
major surgical procedures. It has been sporadically
reported in burn patients, with an incidence in
intensive care units ranging from 0.5% to 1%. Despite
being rare, the development of Ogilvie Syndrome in
burn patients presents a significant clinical challenge
due to the high-risk nature of these individuals [2].

Burn patients represent a distinct population in
whom gastrointestinal dysfunction may substantially
complicate critical care management. Extensive
thermal injury induces a systemic inflammatory
response, catecholamine surge, prolonged
immobilization, aggressive  fluid resuscitation,
electrolyte disturbances, and frequent exposure to
opioid analgesics, all of which may impair autonomic
regulation and gastrointestinal motility. Development
of Ogilvie Syndrome in this setting may interfere
with enteral nutrition, delay wound healing and
rehabilitation, prolong intensive care unit stay, and
increase morbidity. Therefore, recognizing acute
colonic pseudo-obstruction in burn patients carries
particular clinical importance beyond its occurrence
in the general critically ill population [1-3].

The pathophysiology of Ogilvie Syndrome remains
unclear, but contributing factors may include opioid
use, electrolyte disturbances, and the stress associated
with severe burn injuries. Delayed diagnosis and
treatment can lead to severe complications, including
cecal perforation and sepsis, which can worsen patient
prognosis significantly [3].

In burn patients, delayed recognition of Ogilvie
Syndrome may have consequences extending beyond
bowel dysfunction. Progressive colonic dilation can
compromise nutritional support, worsen metabolic
stress, increase intra-abdominal pressure, impair
respiratory mechanics, and predispose patients to
bowel ischemia, perforation, systemic infection, and
deterioration of burn recovery. These complications
may ultimately interfere with essential burn
management priorities, including wound care, fluid
balance, and early mobilization [4].

This case report discusses two patients who
developed Ogilvie Syndrome following severe thermal
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injuries, contributing further to the limited literature
on this rare but critical condition in burn patients.

Case Presentation

The first patient was a 63-year-old male with a history
of coronary artery disease (CAD), who was admitted
to the burn unit on April 13, 2018, following a severe
thermal injury. He had sustained third-degree burns
over approximately 40% of his total body surface area
(TBSA), primarily involving his chest and abdomen.
His condition was complicated by significant
cardiovascular  comorbidities, which included
hypertension and ischemic heart disease, making
him a high-risk patient. At the time of admission,
he was administered standard burn care, including
intravenous fluids and opioid analgesics for pain
management. On day 12 post-burn (May 5, 2018),
the patient developed severe abdominal distension.
Physical examination revealed a distended, tympanic
abdomen with decreased or absent bowel sounds,
and no rebound tenderness or guarding on palpation.
His general condition was stable, with a normal
level of consciousness and no significant respiratory
compromise.

Diagnostic imaging, including an abdominal X-ray and

ultrasound on May 6, 2018, revealed marked cecal
dilation, approximately 15 cm in diameter, consistent
with Ogilvie Syndrome ( Figire 1). No mechanical
obstruction or masses were observed, and the colon
appeared distended from the cecum to the rectum.
Blood tests indicated elevated D-dimer levels,
suggesting a systemic inflammatory or thrombotic
process. Given the clinical findings, the diagnosis of
acute colonic pseudo-obstruction was made.

The patient was started on supportive care, including
nasogastric tube placement for gastric decompression,
electrolyte correction (especially sodium and
potassium due to the observed hyponatremia and
hypokalemia), and discontinuation of motility-
inhibiting medications such as opioids. Despite initial
treatment, the patient showed partial improvement
with intravenous neostigmine (2 mg), but further
management was needed. On May 12, 2018, the
patient underwent a therapeutic colonoscopy, which
successfully relieved the gas accumulation, and he
experienced significant clinical improvement. His
bowel motility returned to normal within two days
of the procedure, and he was discharged from the
intensive care unit after stabilization. Follow-up tests,
including blood cultures and urinalysis, showed no
signs of systemic infection or sepsis, although his
creatinine levels remainedslightly elevated, suggesting
early renal compromise. Management decisions
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Fig. 1. Abdominal X-ray with marked cecal dilation, consistent with Ogilvie Syndrome

in this patient required balancing gastrointestinal
recovery with ongoing burn treatment priorities.
Fluid administration was carefully monitored because
excessive fluid replacement could aggravate bowel
edemaand abdominal distension, whereasinadequate
resuscitation could compromise tissue perfusion
and burn recovery. Additionally, reduction of opioid
exposure to improve gastrointestinal motility had to
be weighed against adequate analgesia requirements
for burn care.

In the second case, the patient was a 45-year-old
female who was admitted to the burn unit due to
second- or third-degree burns covering 30% of her
TBSA, predominantly on her lower body. Her burn
injuries were less severe than the first patient’s,
and she had no significant comorbidities, making
her a relatively lower-risk patient. The patient was
stable upon admission, receiving standard burn
care, intravenous fluids, and analgesics. Ten days
after admission (April 23, 2018), she developed mild
abdominal distension and vague abdominal pain. Her
vital signs were stable, and she was alert and oriented.
On examination, her abdomen was mildly distended,
and slight discomfort was noted on palpation,
but there was no significant guarding or rebound
tenderness. Bowel sounds were reduced.

Abdominal X-ray confirmed cecal dilation,
approximately 16 cm in diameter, with no evidence
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of mechanical obstruction. Based on these
findings, the diagnosis of Ogilvie Syndrome was
made (Figure 2). Treatment was initiated with
nasogastric decompression, oral laxatives, and
intravenous neostigmine. Electrolyte imbalances,
particularly hypokalemia, were corrected as part
of the management. Given the coexistence of burn
injury and gastrointestinal dysfunction, supportive
management emphasized maintenance of adequate
hydration while avoiding unnecessary fluid overload.
Pain management strategies were also reassessed to
minimize opioid-related impairment of bowel motility
without compromising patient comfort.

Within three days, the patient showed significant
clinical improvement, and her abdominal distension
resolved without the need for invasive interventions
such as colonoscopy. The patient was closely
monitored for complications, including sepsis and
renal dysfunction, but no adverse events were noted
during the hospital stay.

Discussion

Ogilvie Syndrome, while relatively rare, is increasingly
recognized in critically ill patients, particularly
those with significant comorbidities, including
cardiovascular disease, trauma, and after major
surgeries [5]. In burn patients, the occurrence of
Ogilvie Syndrome presents unique challenges due to
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the complex interplay between burn-related stress,
medications, and electrolyte disturbances [6]. The
patients in this case report highlight the critical role of
early recognition and treatment in preventing severe
complications such as cecal perforation, sepsis, and
death [7].

As evidenced by this case, several factors likely
contributed to the development of Ogilvie Syndrome
in these burn patients [8]. In the first patient, his
advanced age, history of coronary artery disease, and
opioid use for pain management may have played a
significant role in the development of colonic pseudo-
obstruction [9]. Studies have shown that 95% of
Ogilvie Syndrome cases are linked to underlying
medical or surgical conditions, and burn patients often
face additional risks due to systemic inflammatory
responses and medications that inhibit gut motility
[10].

These factors, combined with the stress response
following extensive burn injuries, can result in delayed
gastricand colonic motility, leading to the development
of Ogilvie Syndrome [11]. Management of Ogilvie
Syndrome in burn patients requires consideration
of challenges that are less prominent in other
patient populations. Burn resuscitation protocols
often necessitate careful fluid administration, yet
excessive fluid exposure may contribute to bowel wall
edema and aggravate gastrointestinal dysfunction.

4

Fig. 2. Abdominal X-ray confirmed cecal dilation, approximately 16 cm in diameter

Furthermore, opioid analgesics remain fundamental
for burn-related pain control but may worsen
intestinal hypomotility. Although neostigmine is
considered an effective pharmacologic treatment
for acute colonic pseudo-obstruction, its cholinergic
adverse effects—including bradycardia, increased
secretions, and potential hemodynamic instability—
require close monitoring in critically ill burn patients
who frequently exhibit altered cardiovascular
physiology. Consequently, treatment decisions should
balance decompression strategies with preservation
of adequate analgesia, nutritional support, and burn
recovery [8-10].

In contrast, the second patient, who had fewer
comorbidities, experienced a milder form of Ogilvie
Syndrome and responded well to supportive care and
non-invasive treatment, underscoring the importance
of individualized management [12]. This highlights a
significant strength of this case report: it demonstrates
how Ogilvie Syndrome can vary in severity depending
on patient characteristics and underscores the
importance of personalized treatment plans in
critically ill patients [13].

The diagnostic approach in both cases, involving
imaging techniques such as abdominal X-rays and CT
scans, was crucial in differentiating Ogilvie Syndrome
from mechanical bowel obstructions [14]. This
distinction is vital, as the management strategies for
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these conditions differ significantly. Initial treatment
with  nasogastric  decompression, electrolyte
correction, and discontinuation of motility-inhibiting
drugs is well-established as the first-line approach
[15]. The use of neostigmine, a cholinergic agent,
was successful in both cases, but as seen in the first
patient, further interventions such as therapeutic
colonoscopy were necessary to achieve complete
resolution [16]. The success of colonoscopy in
relieving gas accumulation is consistent with reports
indicating that therapeutic colonoscopy can be highly
effective when the cecum is severely distended [17].

Despite these successful outcomes, there are
limitations to this case report. The relatively
small sample size (only two patients) limits the
generalizability of the findings, and there is a need
for further studies to explore the effectiveness of
different management strategies for Ogilvie Syndrome
in burn patients [18]. Additionally, the lack of detailed
information on the patients’ nutritional status, wound
healing progress, and long-term follow-up outcomes
leaves some unanswered questions about the full
scope of recovery [19].

Ogilvie Syndrome in burn patients is uncommon
but clinically significant, because it can complicate
nutritional support, prolong critical care management,
and increase the risk of gastrointestinal and systemic
complications. These cases emphasize that abdominal
distension in burn patients should not be attributed
solely toileus or routine critical illness. Early diagnostic
evaluation and prompt intervention are essential to
prevent progression to ischemia, perforation, and
sepsis. Management should remain individualized and
account for burn-specific considerations, including
fluid balance, opioid requirements, and close
monitoring during pharmacologic decompression.
Increased awareness among burn and critical care
teams may facilitate earlier recognition and improved
outcomes.

Ethical Considerations
Compliance with ethical guidelines

There were no ethical considerations to address in
this article.

Funding

No funding was received to assist with the preparation
of this manuscript.

May/June 2026, Volume 11, Issue 3

Conflict of Interests

The authors have no conflict of interest to declare.
Informed Consent

Informed consent for publication of this case report
has been obtained from the patient and is available
upon request.

References

[1] Siah'S, Seddik H, Ababou K, Ihrai H, Drissi Kamili N. The Ogilvie
syndrome in a severely burned patient. Ann Burns Fire Disas-
ters. 2011;24(3):157-9.

[2] Valero Gasalla JV, Vazquez-Barro A, Pousa RF, Marte-
lo VF. Acute colonic pseudo-obstruction in a burn patient.
Burns. 1993;19(6):538-40. https://doi.org/10.1016/0305-
4179(93)90018-4

[3] Kadesky K, Purdue GF, Hunt JL. Acute pseudo-obstruction in
critically ill patients with burns. J Burn Care Rehabil. 1995;16(2
Pt 1):132-5. https://doi.org/10.1097/00004630-199503000-
00007

[4] Ross SW, Oommen B, Wormer BA. Acute colonic pseudo-ob-
struction: defining the epidemiology, treatment, and adverse
outcomes of Ogilvie’s syndrome. Am Surg. 2016;82(2):102-11.
https://doi.org/10.1177/000313481608200211

[5] Haj M, Haj M, Rockey DC. Ogilvie’s syndrome: management and
outcomes. Medicine (Baltimore). 2018;97(27):e11187. https://
doi.org/10.1097/MD.0000000000011187

[6] Vanek VW, Al-Salti M. Acute pseudo-obstruction of the colon
(Ogilvie’s syndrome): an analysis of 400 cases. Dis Colon Rec-
tum. 1986;29(3):203-10. https://doi.org/10.1007/BF02555027

[7] Pereira P, Djeudji F, Leduc P, Fanget F, Barth X. Ogilvie’s syn-
drome-acute colonic pseudo-obstruction. J Visc Surg.
2015;152(2):99-105. https://doi.org/10.1016/j.jvisc-
surg.2015.02.004

[8] Aguiar D, Egli B, Balic I. Fatal Ogilvie’s syndrome after hip sur-
gery and review of the literature. Forensic Sci Med Pathol.
2022;18(2):170-5. https://doi.org/10.1007/s12024-022-
00470-9

[9] Tsoutsos D, Tsakou EG, Lykoudis E. Acute colonic pseudo-ob-
struction (Ogilvie’s syndrome): a rare complication of severe
thermal injury. Ann Burns Fire Disasters. 1999;12(2):88-91.

[10] Saunders MD. Acute colonic pseudo-obstruction. Best Pract
Res Clin Gastroenterol. 2007;21(5):671-87. https://doi.
org/10.1016/j.bpg.2007.03.001

[11]Ponec RJ, Saunders MD, Kimmey MB. Neostigmine for
the treatment of acute colonic pseudo-obstruction. N

Hojjati M et al. Interventions in Ogilvie Syndrome in Burn Patients. CRCP. 2026; 11(3):105-110



https://doi.org/10.1016/0305-4179(93)90018-4
https://doi.org/10.1016/0305-4179(93)90018-4
https://doi.org/10.1097/00004630-199503000-00007
https://doi.org/10.1097/00004630-199503000-00007
https://doi.org/10.1177/000313481608200211
https://doi.org/10.1097/MD.0000000000011187
https://doi.org/10.1097/MD.0000000000011187
https://doi.org/10.1007/BF02555027
https://doi.org/10.1016/j.jviscsurg.2015.02.004
https://doi.org/10.1016/j.jviscsurg.2015.02.004
https://doi.org/10.1007/s12024-022-00470-9
https://doi.org/10.1007/s12024-022-00470-9
https://doi.org/10.1016/j.bpg.2007.03.001
https://doi.org/10.1016/j.bpg.2007.03.001

May/June 2026, Volume 11, Issue 3

Engl J Med. 1999;341(3):137-41. https://doi.org/10.1056/
NEJM199907153410301

[12] Durai R. Colonic pseudo-obstruction. Singapore Med J.
2009;50(3):237-44.

[13] Stack PS. Ogilvie’s syndrome: would you recognize it? Postgrad
Med J. 1991;89(5):131-4. https://doi.org/10.1080/00325481.1
991.11700896

[14] Georgescu S, Dubei L, Zaharia M. Ogilvie’s syndrome: acute co-
lonic pseudo-obstruction. Rom J Gastroenterol. 2003;12(1):51-
5.

[15] Daabiss M. Clinical approach to acute colonic pseudo-obstruc-
tion. Curr Gastroenterol Rep. 2009;11(5):463-8.

[16] Soltany A, Hraib M, Apelian S. Postburn abdominal pain of

RCE.

gastrointestinal origin: a scoping review. Plast Reconstr Surg
Glob Open. 2024;12(11):e6300. https://doi.org/10.1097/
GOX.0000000000006300

[17] Obeidat RA, Alshwayyat S, Alshwayyat T. Ogilvie syndrome with
caecal perforation following caesarean section: a rare case
report from Jordan. Ann Med Surg (Lond). 2024;86:6261-5.
https://doi.org/10.1097/MS9.0000000000002524

[18] Nelson JD, Urban JA, Salsbury TL, Lowry JK, Garvin KL. Acute co-
lonic pseudo-obstruction (Ogilvie syndrome) after arthroplasty
in the lower extremity. J Bone Joint Surg Am. 2006;88(3):604-
10. https://doi.org/10.2106/00004623-200603000-00020

[19]Jusabani AM, Jusabani MA, Patel DK. Ogilvie syndrome: pe-
culiar manifestation of AIDS in a non-institutionalized mid-
dle-aged female. Pan Afr Med J. 2020;37:298. https://doi.
org/10.11604/pam;.2020.37.298.25252

Hojjati M et al. Interventions in Ogilvie Syndrome in Burn Patients. CRCP. 2026; 11(3):105-110



https://doi.org/10.1056/NEJM199907153410301
https://doi.org/10.1056/NEJM199907153410301
https://doi.org/10.1080/00325481.1991.11700896
https://doi.org/10.1080/00325481.1991.11700896
https://doi.org/10.1097/GOX.0000000000006300
https://doi.org/10.1097/GOX.0000000000006300
https://doi.org/10.1097/MS9.0000000000002524
https://doi.org/10.2106/00004623-200603000-00020
https://doi.org/10.11604/pamj.2020.37.298.25252
https://doi.org/10.11604/pamj.2020.37.298.25252

	Diagnostic Approach and Therapeutic Interventions in Ogilvie Syndrome in Burn Patients: A Report of 
	A B S T R A C T 
	Keywords
	Introduction
	Case Presentation 
	Discussion
	Ethical Considerations 
	Compliance with ethical guidelines 
	Funding
	Conflict of Interests 
	Informed Consent 

	References


