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Intestinal pseudo-obstruction syndrome
in a patient with acute polyradiculoneuritis

Syndrom stfevni pseudoobstrukce u nemocného s akutni

polyradikuloneuritidou

Dear Editor,

Acute colonic pseudo-obstruction (ACPO) is
characterized by acute colonic dilatation in
the absence of a mechanical obstruction. It
occurs in a variety of settings, including in-
flammatory, neoplastic, post-traumatic, and
systemic conditions. Progressive colonic dis-
tension may lead to ischaemia and subse-
quent perforation in approximately 15% of
patients, with an associated mortality rate of
up to 40% [1]. In 1948, Sir William Ogilvie de-
scribed two patients with pseudo-obstruc-
tion syndrome associated with malignant in-
filtration of the prevertebral ganglia [2].

Autonomic innervation of the intestinal
wall and its imbalance play a crucial role in
the pathophysiology of intestinal pseudo-
obstruction. Ogilvie originally attributed
this condition to deprivation of sympa-
thetic innervation [2]. However, current evi-
dence suggests a predominance of sympa-
thetic tone with reduced parasympathetic
activity. Impaired parasympathetic inner-
vation, particularly in the distal colon, re-
sults in an atonic segment and functional
obstruction [3].

Among the wide range of conditions as-
sociated with intestinal pseudo-obstruction,
neurological disorders such as Parkinson’s
disease, other neurodegenerative diseases,
and drug-induced states (e.g., due to seda-
tives) are commonly reported [4]. Polyneu-
ropathies are rarely implicated, and only
a limited number of reports describe an as-
sociation with Guillain—Barré syndrome [5].
We present a case of a 78-year-old patient
with acute inflammatory demyelinating
polyradiculoneuritis (AIDP) complicated by
severe intestinal pseudo-obstruction.

A 78-year-old man was admitted to the
Department of Neurology on November 18,
2024 with acute onset of upper and lower
limbs weakness and paraesthesias of the
hands and feet, which began earlier that

morning. During the day, both motor weak-
ness and sensory disturbances progressed,
predominantly in the distal extremities (tac-
tile hypesthesia). At approximately 17:30,
while attempting to walk to the toilet with
forearm crutches, his legs gave way and he
was unable to stand.

Neurological examination revealed mod-
erate quadriparesis, more pronounced dis-
tally. The patient was able to hold his head
elevated for up to 20 s. Grip strength meas-
ured 26 kPa in the right hand and 22 kPa in
the left. In the outstretched arm position,
the right arm dropped within 4 s, whereas
the left was maintained for more than 20 s.
Lower limb elevation was sustained for
15 s on the right and 20 s on the left. Cra-
nial nerves were intact. Sensory examination
showed impairment (tactile hypesthesia) in
the distal halves of the hands and fingers
and approximately 10cm below the patella
bilaterally; vibration sense was absent in the
lower limbs.

Electromyography performed on No-
vember 21 confirmed a demyelinating poly-
radiculoneuropathy. Cerebrospinal fluid
analysis demonstrated protein-cytologi-
cal dissociation (protein 0.64g/L, leukocyte
count 1/uL), confirming the diagnosis of AIDP.
Intravenous immunoglobulin therapy (Kiovig,
total dose 2g/kg over 5 days) was adminis-
tered, resulting in mild clinical improvement.
Brain CT (November 18 2024) was unremarka-
ble; brain MRI (November 20) revealed multi-
ple small non-expansive lesions and an arach-
noid cyst in the left temporal region.

The patient was a retired clerk. His med-
ical history included trial fibrillation (since
2009) treated with repeated cardioversions
(CHA,DS,-VASc score 2) and long-term an-
ticoagulation with dabigatran. Following
amiodarone therapy, he had maintained
sinus rhythm since 2022. Additional comor-
bidities included arterial hypertension, im-
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paired glucose tolerance, dilation of the
ascending aorta, and renal cysts. He had
a history of COVID-19 infection in Decem-
ber 2021.

The clinical course became complicated
on November 26, when the patient devel-
oped abdominal pain, hypogastric tender-
ness, and mild enterorrhagia, accompanied
by mild anaemia. Abdominal ultrasound re-
vealed meteorism and a right renal cyst. On
November 29, his condition deteriorated,
with subfebrile temperature, lethargy, leuko-
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Fig. 1. Postcontrast CT scan with a reconstruction of 3mm layers in the coronal plane. (A) Significant dilatation of the caecum with
a fluid content. (B) Dilatation of the caecum and colon sigmoideum.
C - caecum; D - colon descendens; R — rectum; S — colon sigmoideum
Obr. 1. CT vysetieni po podani kontrastni latky s rekonstrukci v 3mm vrstvach v korondini roviné. (A) Vyrazna dilatace slepého stfeva
s obsahem tekutiny. (B) Dilatace slepého stfeva a sigmatu.

C - slepé stievo; D — colon descendens; R — rektum; S — colon sigmoideum

cytosis (18,6), and potassium levels ranging
from 3.5-4.4 mmol/L. Chest X-ray showed
no signs of pneumonia but revealed ele-
vation of the right hemidiaphragm. Oral
intubation and mechanical ventilation
installed.

On December 2, the patient developed
diffuse abdominal pain, recurrent vomit-
ing, abdominal distension with tympanic
percussion, and reduced bowel sounds. Ur-
gent abdominal CT demonstrated mas-
sive dilatation of the caecum and ascend-
ing colon (115 x 125mm), elevation of
the right hemidiaphragm, and compres-
sive atelectasis of the middle and lower
lobes (Fig. 1). Based on clinical and radio-
logical findings, a diagnosis of ACPO (Ogil-
vie syndrome) was established. Conserva-
tive management was initiated, including
neostigmine (0.5mg s.c. every 6 h), rectal de-
compression, dietary restriction, and con-
sideration of endoscopic decompression;

however, endoscopic intervention was
not indicated.

By December 18, the patient was con-
scious, cooperative, and communicative.
Abdominal findings had significantly im-
proved. Antibiotic therapy was discontin-
ued on December 26. Mechanical ventila-
tion was terminated on January 1, 2025, and
intensive rehabilitation was initiated. On
January 30, the patient was transferred to
a rehabilitation facility. At that time, he was
off prokinetic therapy, tolerating a puréed
diet, able to sitindependently, and ambulate
with a walker. Gastrointestinal function was
stable.

Neurological causes account for approx-
imately 27% of ACPO cases and include
stroke, Parkinson'’s disease, medications (e.g.,
antidepressants, antipsychotics, antiparkin-
sonian drugs), and electrolyte disturbances
such as hypokalaemia [6]. Colonic motility
depends heavily on autonomic innervation,

with peristaltic activity typically originat-
ing in the caecum and propagating distally
(Tab. 1). The transition zone is located near
the splenic flexure, reflecting the interface
between vagal and sacral parasympathetic
innervation. Dysfunction of this autonomic
regulation, involving the enteric nervous
system and interstitial cells of Cajal, results in
impaired motility [2].

Both reduced and uncoordinated auto-
nomic stimulation may lead to severe mo-
tility disturbances. Although Guillain—-Barré
syndrome associated with intestinal pseudo-
obstruction has been reported, it remains
rare [5]. Our findings are consistent with pre-
viously published cases [7-10].

ACPO must be distinguished from par-
alytic ileus and mechanical obstruction.
While ileus may result from vascular com-
promise or mechanical causes, pseudo-ob-
struction presents with marked colonic dil-
atation without an identifiable obstruction,
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Cardiac diseases
Surgical interventions
Electrolyte disorders
Metabolic disorders
Respiratory disorders
Renal disorders
Infections

Inflammatory causes
Medication

Oncological causes
Neurological causes
Old age

Tab. 1. Causes of acute colonic pseudo-obstruction.

myocardial infarction, congestive heart failure
intra-abdominal, urological, gynaecological, orthopaedic, cardiac, neurosurgical - spine
hyponatremia, hypokalemia, hypocalcemia, hypercalcemia, hypomagnesemia
diabetes mellitus, hypothyroidism, hepatopathy

chronic obstructive pulmonary disease, mechanical ventilation
renal insufficiency, nephrolithiasis

herpes zoster, sepsis, cytomegalovirus

appendicitis, cholecystitis, pancreatitis, gastritis, pneumonia

opioids, anticholinergics, calcium channel blockers, laxatives, antidepressants, antipsychotics, epidural anaesthe-
sia, benzodiazepines

small cell lung cancer, multiple myeloma, acute myeloid leukemia, pelvic radiation, retroperitoneal invasion

Parkinson'’s disease, dementia, stroke, multiple sclerosis, Alzheimer’s disease

potentially progressing to ischaemia and
perforation.

The incidence of ACPO has decreased in
recent years. Wells etal. (2017) reported ap-
proximately 100 cases per 100,000 hospi-
tal admissions, with mortality reduced to
6.4% from previously reported rates of up to
30% [2]. However, complications such as per-
foration or ischaemia still occur in 10-20%
of cases and are associated with high
mortality.

We report a rare case of AIDP complicated
by severe ACPO. Early recognition and mul-
tidisciplinary management were essential
for a favourable outcome. The patient sur-
vived a life-threatening condition and con-
tinues rehabilitation with gradual functional
improvement.

Conflict of interest

The authors declare they have no potential conflicts of
interest concerning drugs, products, or services used in
the study.

Literatura

1. Underhill J, Munding E, Hayden D. Acute colonic
pseudo-obstruction and volvulus: pathophysiology,
evaluation, and treatment. Clin Colon Rectal Surg 2021;
34(4): 242-250. doi: 10.1055/5-0041-1727195.

2. Wells CI, O'Grady G, Bissett IP. Acute colonic pseudo-
obstruction: a systematic review of aetiology and mech-
anisms. World J Gastroenterol 2017; 23(30): 5634-5644.
doi: 10.3748/wjg.v23.i30.5634.

3. Arthur T, Burgess A. Acute colonic pseudo-ob-
struction. Clin Colon Rectal Surg 2022; 35(3): 221-226.
doi: 10.1055/5-0041-1740044.

4. Vanek P, Urban O, Falt P. Percutaneous endoscopic
cecostomy for management of Ogilvie’s syndrome:
a case series and literature Review with an update on
current guideline. [online]. Available from: https.//doi.
0rg/10.1007/s00464-023-10281-w.

5.Pérez-LaraJL, SantanaY,Herndndez-Torres Jetal. Acute
colonic pseudo-obstruction caused by dexmedetomi-
dine: a case report and literature review. Am J Case Rep
2019; 20: 278-284. doi: 10.12659/AJCR.913645.

6.Haj M, Haj M, Rockey DC. Ogilvie's syndrome: manage-
ment and outcomes. Medicine (Baltimore) 2018; 97(27):
e11187. doi: 10.1097/MD.0000000000011187.

7.Man BL, Fu YP. Intestinal pseudo-obstruction as a present-
ing symptom of Guillain-Barré syndrome. BMJ Case Rep
2014; 2014: bcr2014205155. doi: 10.1136/bcr-2014-205155.

8. Ramirez R, Zuckerman MJ, Hejazi RA etal. Treatment
of acute colonic pseudo-obstruction with tegaserod.
Am J Med Sci 2010; 339(6): 575-576. doi: 10.1097/MAJ.0
b013e3181db6b95.

9. Sahu TA. An atypical descending variant of guillain-
barré syndrome with bulbar palsy, autonomic instability,
and delayed colonic pseudo-obstruction: a case report.
Cureus 2025; 17(10): €95802. doi: 10.7759/cureus.95802.
10. Luo L, Chen L, Li J etal. Case report: successful treat-
ment of severe Guillain-Barré syndrome with paralytic
ileus as a presenting symptom by intensive immuno-
therapy. Front Immunol 2025; 16: 1435817. doi: 10.3389/
fimmu.2025.1435817.

Cesk Slov Neurol N 2026; 89/122(3): 199-201

201




