
Colonic Pseudo-obstruction in a 68-Year-Old Male 
taking a Single Anticholinergic Agent 

Introduction 
ACPO tends to occur in patients with multiple comorbidities and places patients at risk for intestinal ischemia and 
perforation. When perforation occurs, it is associated with a 50% mortality (1). We present the case of a 68-year-old 
male who presented to the hospital with ACPO initially thought to be due to mechanical obstruction, as sigmoid wall 
thickening was noted on admission CT scan. The patient had multiple comorbidities, including type two diabetes 
mellitus, hypertension and schizophrenia. The patient’s home medications included one anticholinergic medication. 
Due to the degree of distention at time of presentation and concern for impending rupture, the patient was taken 
emergently to the operating room and underwent a subtotal colectomy with end ileostomy.  
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Discussion 
ACPO is a relatively rare hospitalization, accounting for 1 in every 1,000 hospitalizations in the US (3). ACPO 
typically occurs in patients following nonoperative trauma, infection, joint replacement, endocrine disruption, 
electrolyte imbalance, narcotic medications, anticholinergic medications and autoimmune conditions such as systemic 
lupus erythematosus. In some cases, no underlying cause is identified. It is thought to ultimately result from 
autonomic dysregulation of the gastrointestinal cause. As the colon dilates the risk of colonic ischemia and perforation 
increases. The threat of perforation is greatest when the transverse colon diameter is greater than 9cm (5), cecal 
diameter is greater than 10-12cm (4) or the dilation has been persistent greater than 6 days (4). According to the Law 
of Laplace, wall stress is directly proportional to the chamber radius and inversely proportional to the wall thickness. 
Thus, the cecum, given its large diameter and relatively thin walls, is at greatest risk of perforation as colonic 
distention increases (5).  
In patients not at risk of imminent rupture, conservative management is appropriate. The patient should be made NPO 
and provided with IV fluid hydration. Any reversible causes should be addressed. Narcotic use should be minimized. 
Mechanical obstruction must be eliminated from the differential diagnosis. Further intervention includes neostigmine 
administration with close cardiac monitoring.  
Should non-invasive interventions fail, more invasive treatments may be attempted. Prior to surgical intervention, 
colonoscopy decompression may be attempted. Due to the degree of dilation with ACPO, care must be taken with 
intubation, as the colon is at risk of perforation.  
If endoscopic intervention fails or is not possible, surgical intervention is appropriate. Often subtotal colectomy with 
end ileostomy is needed. This carries with it significant morbidity and mortality. In one literature review, stoma 
related complications occurred in 2.9% - 81.1% of patients (6). Peristomal skin complications and hernia were the 
most frequently reported complications (6).  
In patients for whom surgery and endoscopy are too great a risk and conservative management fails, a percutaneous 
cecostomy may be considered. However, data on this seems limited to case studies.  
In the case of our patient, the transverse colon was dilated to 10.4 cm at time of presentation, and the sigmoid wall 
was noted to be thickened on CT scan. There was concern for massive dilation due to presumed distal mechanical 
obstruction. As such the above algorithm was not followed and the patient was taken to the OR. At time of operation 
no sigmoid mass was palpated. No sigmoid mass was identified on pathology. Colonic dilation was due to ACPO. The 
patient’s predisposing factors include type 2 diabetes mellitus and one anticholinergic medication.  

Abstract  
First described in 1948, acute colonic pseudo-obstruction (ACPO) refers to massive large bowel distension without 
evidence of a mechanical obstruction. ACPO typically presents with abdominal distention, abdominal pain, nausea 
and vomiting. Perforation occurs in 3-15% of cases and is associated with 50% mortality when it occurs (1). Colonic 
distention leads to poor perfusion, which predisposes the colon to ischemia and perforation (2). We  present the case 
of a 68-year-old male with ACPO, thought to be secondary to a single anticholinergic medication, requiring 
emergent colectomy.  
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Case Report 
68-year-old institutionalized male with cognitive delay, COPD, type 2 diabetes mellitus, hypertension, 
schizophrenia, provoked pulmonary embolus and GERD presented with progressively worsening abdominal pain 
and distension over the course of several days.  Patient’s surgical history was significant for open appendectomy in 
childhood. The patient’s home medications were significant for Benztropine 2mg PO bid. The patient took no other 
medications with known associations with colonic pseudo-obstruction. CT scan was done at time of presentation to 
the ED. CT was concerning for colonic dilation and sigmoid thickening. The diameter of the transverse colon was 
10.4cm. The sigmoid wall was 1.2cm thick. The patient was admitted with a diagnosis of colonic obstruction, with a 
presumed mechanical etiology. Due to extent of colonic dilation, there was concern for impending colonic rupture.  

The patient was taken to the operating room at time of admission. He underwent exploratory laparotomy, subtotal 
colectomy, mobilization of the splenic flexure, lysis of adhesions and creation of end ileostomy. At time of operation 
the colon was measured at a diameter of 11cm. No sigmoidal masses or thickening was palpated. It was noted that 
the tinea coli were showing signs of impending rupture, as the fibers were beginning to divide. Pathology was 
consistent with colonic luminal dilation and mural thinning. No sigmoidal mass or abnormality beyond dilation was 
noted. Additional pathology included melanosis coli, diverticulosis, 6 benign polyps.  

The patient’s post operative course was complicated by hypoxic respiratory failure due to a mucus plug. This 
resolved after bronchoscopy. The remainder of his post operative hospital course was uneventful. Patient was able to 
discharge to his home facility.  
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Gross surgical specimen. Marker is 13cm.  
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