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Ogilvie’s syndrome presented with delirium in an older
patient with renal cell carcinoma and multiple myeloma

Renal cell karsinom ve multiple miyelomu olan yasli hastada dueliriumla kendini

gosteren Ogilvie sendromu

To the Editor,

Acute colonic pseudo-obstruction (Ogilvie’s
syndrome [OS]) is a disorder characterized by
gross dilatation of the cecum and right hemicolon,
in the absence of an anatomic lesion that obstructs
the flow of intestinal contents (1). Delirium is of-
ten not recognized by health professionals, either
due to the clinical condition itself or due to the va-
riability of symptoms, as well as to the concomi-
tance of etiologic factors (2).

A 77-year-old male admitted to the emergency de-
partment with symptoms of sudden change in
mental status, nervousness, abdominal distention,
and no defecation for three days. He had hyperten-
sion, renal cell carcinoma and multiple myeloma.
On physical examination, although bowel sounds
were present, the abdomen was tympanic. In addi-
tion, he had cognitive and perceptual problems
and was presenting psychomotor agitation and ir-
ritability. According to these clinical signs and
symptoms, delirium was diagnosed by confusion
assessment method (3). On admission to hospital,
blood analyses revealed: white blood cell:
10600/uLs, hemoglobin: 10.6 g/dl, glucose: 133
mg/dl, urea: 66 mg/dl, creatinine: 1.6 mg/dl, sodi-
um (Na+): 142 mM/L, potassium (K+): 5.1 mM/L,
and ionized calcium: 1.25 mM/L. Plain and up-
right abdominal radiograph showed a dilated co-
lon (Figure 1). He was hospitalized and nasogas-
tric aspiration was initiated. In order to stabilize
the patient, haloperidol up to 2 mg was started in-
travenously. He was then supported with intrave-
nous fluids, and a rectal tube was inserted. At the
same time, he was placed in the prone position.
Six hours later, although psychotic symptoms we-
re under control, decompression was not achieved.
Neostigmine (1.5 mg) infusion was started, and
defecation was achieved. The following day, neos-
tigmine infusion was repeated. On the 4™ day of

hospitalization, colonic decompression was comp-
letely achieved and the patient was discharged.

Ogilvie’s syndrome is a rare condition usually ari-
sing in older people (1). Until this report, there
had been no previous case in the literature of OS
presenting with delirium in an older patient with
both renal cell carcinoma and multiple myeloma.
We suggest initial conservative therapy after mec-
hanical causes of obstruction have been excluded
in patients without significant abdominal pain or
signs of peritonitis and in those with one or more
potential factors that are reversible. Supportive
care, including eliminating possible precipitating
factors, is a part of the management of all patients

Figure 1. Plain and upright abdominal radiography showed a di-
lated colon, especially from the cecum to the splenic flexure,
with air-fluid levels.
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with OS (4). To avoid unnecessary interventions,
comprehensive geriatric assessment should be re-

REFERENCES

1. Vanek VW, Al-Salti M. Acute pseudo-obstruction of the co-
lon (Ogilvie's syndrome). An analysis of 400 cases. Dis Co-
lon Rectum 1986; 29: 203-10.

2. Inouye SK. The dilemma of delirium: clinical and research
controversies regarding diagnosis and evaluation of deliri-
um in hospitalized elderly medical patients. Am J Med
1994; 97: 2178-88.

3. Inouye SK, van Dyck CH, Alessi CA, et al. Clarifying con-
fusion: the confusion assessment method. A new method
for detection of delirium. Ann Intern Med 1990; 113: 941-8.

193

commended for the optimum management of older
patients (5), as in our case.
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Mesenteric fibromatosis: A case report

Mezenterik fibromatozis: Olgu sunumu

To the Editor,

Mesenteric fibromatosis (MF) accounts for appro-
ximately 8% of all cases with fibromatosis. The
mesentery of the small bowel is frequently invol-
ved; however, it can originate from ileocolic me-
sentery, gastrocolic ligament, omentum, and ret-
roperitoneum (1). Since the value of the pathologi-
cal diagnosis of gastrointestinal stromal tumor
(GIST) has been increasing with the introduction
of recent and successful biological therapy proto-
cols, it is important to establish the differential di-
agnosis of MF.

A b54-year-old male was admitted to the hospital
with abdominal pain. Examination of the abdo-
men showed a palpable mass without tenderness
in the lower quadrant. Ultrasonography revealed

a mass 10 cm in diameter; however, its origin co-
uld not be determined. It was thought to be an in-
testinal tumor, and resection of the ileal segment
with mass was performed. Pathological examinati-
on demonstrated the small bowel segment with an
adjacent large mass with regular contours measu-
ring 12x11x8.5 cm. The tumor, settled in the me-
sentery of the bowel, was firm and nodular and fa-
irly well circumscribed. Opening the bowel revea-
led a mucosal surface with entirely normal appe-
arance. The cut surface of the tumor exhibited a
grey-brownish, coarsely trabeculated surface (Fi-
gure 1a). The samples taken from the tumor had a
similar spindle-shaped appearance without atypi-
ain a collagenous stroma (Figure 1b). Immunohis-
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