Colonic pseudo obstruction (Ogilvie syndrome) in a Young Male with prior diagnosed case of appendicular adenocarcinoma
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Teaching Points
Numerous causes of Ogilvie syndrome has been identified, and the demographics of affected patients generally reflect these, with elderly unwell patients being most frequently affected [1]. Usually seen in people over 60 years of age and there is a male predilection [3]
The hallmark of colonic pseudo-obstruction is the presence of dilatation of the large bowel (often marked) without evidence of an abrupt transition point or mechanically obstructing lesion.
It is important to note, however, that a gradual transition point is frequently present, usually at or near the splenic flexure [2]
Treatment involves correction of the underlying disorder and correction of any biochemical abnormalities. Medical treatment options include anticholinesterases like neostigmine and antibiotics like erythromycin [3, 4].

Decompression with a rectal tube (endoscopic decompression) or careful colonoscopy may be effective 5. Caecal distension over 11 cm is predictive of medical/endoscopic management failure [4]. In severe cases, surgical or fluoroscopy-assisted caecostomy is recommended, or even occasionally a percutaneous endoscopic colostomy (PEC) 3,4
Case Outline

A 30‑year‑old man presented with 2 months of severe Painful swelling in the right iliac fossa region. Contrast CT was performed which revealed  an enhancing soft tissue area with internal pockets of collection seen inferomedial to the ileocecal junction. The mass was inseparable from the right iliopsoas muscle and was closely abutting the right external iliac artery. The appendix could not be visualized separately from the mass.  Laparoscopic Appendectomy was performed to remove the exophytic mass involving the appendix and lymph node excision was also done; histology displayed malignant epithelial neoplasm arranged in nests and glands and is having signet ring morphology. The neoplastic cells have pleomorphic hyperchromatic nuclei and high N/C ratio one lymph node was also identified and involved by tumor, confirming metastatic adenocarcinoma of appendix and involved lymph node. Recovery was uneventful, with pain and pus coming out of the incision site .Exploratory laparotomy with side to side ileocolic bypass was then performed. Later on another CT was performed post laparotomy which showed mass involving the cecum and ascending colon consistent with disease recurrence. In addition dilated large bowel loops suspicious for colonic pseudo-obstruction (Ogilvie syndrome) is seen. This case shows the possibility of development of colonic pseudo-obstruction (Ogilvie syndrome) after laparotomy was performed.
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