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GIRIS

Psodoobstriiksiyon, mekanik bir engel olmadan ince veya kalin bagirsagin pasa-
jinin mekanik olarak engellenmesi sonucu goriilen semptomlarinin izlenmesi-
dir. Akut kolonik psddoobstriiksiyon ya da diger adiyla ogilvie sendromu me-
kanik bir obstriiksiyon olmadan kolon segmentlerinin ileri derece distansiyonu
ve klinik olarak obstriiksiyon bulgularinin ortaya ¢ikmasidir. Bu sendrom 1948
yilinda ilk olarak Ogilvie tarafindan tarif edilmistir (1). Ayrica Nonobstriiktif
kolon dilatasyonu, Idiopatik nontoksik megakolon, Spastik ileus gibi adlarla da
bilinmektedir.

Psodoobstriiksiyon akut veya kronik sekilde bulgu verebilir. Akut sekilde en
sik kronik bobrek yetmezligi, kronik obstriiktif akciger hastaligi, serebral veya
kardiyovaskiiler bozuklugu olan hastalari etkiler. Akut form genellikle kolonu tu-
tarken, kronik sekli ise gastrointestinal kanalin diger kisimlarini etkileleyebilir,
subakut ve kismi barsak tikaniklig1 olusturabilir ayrica periyodik olarak tekrarla-
ma egilimindedir (2).

PATOGENEZ

Psodoobstriiksiyon'un kesin patogenezi tam olarak bilinmemektedir. Parasempa-
tik sinir sistemi bagirsak hareketliligini artirirken sempatik sistem tersi bir islev
gorir. Travma, spinal anestezi ve farmakolojik ajanlarla iligkili psodoobstriiksii-
yon etyolojide otonom sinir sisteminin bozulmasina isaret eder. Parasempatik
liflerin S2'den S4% kesilmesi, sonucu atonik bir distal kolon ve fonksiyonel bir
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afferent lifler ve splanknik liflerle kemoreseptor trigger zon uyarilir (27,28). Af-
ferent uyaranlar kusma merkezinde degerlendirildikten sonra kusma merkezin-
den, solunum merkezine, farenks, gastrointestinal ve abdominal kaslara giden
efferent uyaranlar vagus frenik ve spinal sinirler aracilig: ile kusmay1 olusturur
(29,30).

SONUC

Psodoobstriiksiyon, bagirsak igeriginin akisini engelleyen mekanik bir engel ol-
madan intestinal sistemde distansiyon ile karekterize bir hastaliktir. Cogunlukla
gekum ve sag hemikolonu ilgilendirmekle birlikte distansiyon rektuma kadar da
uzanabilir. Temel klinik 6zellik abdominal distansiyondur. Ayrica hastalarin %60
inda bulanti-kusma, %50 sinde kabizlik ve paradoksal olarak % 40 ishal olabilir
.Prognozu hastanin yandas hastaliklari, taninin erken konulmasi ve komplikas-
yonlarin varligi belirler. Tedavi ; konservatif takip, medikal, transanal dekompres-
yon, perkutan dekompresyon, kolonoskopik dekompresyon ve cerrahiyi yontem-
leri icermektedir.

KAYNAKLAR

1. Dorudi S, Berry AR, Kettlewell MG. Acute colonic pseudo-obstruction. Br J Surg 1992;
79(2):99-103.

2. Mahmoud N, Rombeau J, Ross HM, et al. [Colon and rectum]. Biological Basis of Modern Sur-
gical Practice. Ulusoy AN, Topgiil K, translation editors. Chapter 48. Istanbul: Nobel Medical
Bookstores; 2010

3. Vanek VW, Al-Salti M. Acute pseudo-obstruction of the colon (Ogilvie’s syndrome). An analy-
sis of 400 cases. Dis Colon Rectum 1986; 29:203.

4. Kaya B, Bulut NE, Bat O, et al. [Does Ogilvie’s syndrome cause significant morbidity and mor-
tality in older patients?]. The New Journal of Medicine 2011;28(4):228-30

5. Saunders MD. Acute colonic pseudo-obstruction. Best Pract Res Clin Gastroenterol 2007;
21:671.

6. Johnson CD, Rice RP, Kelvin FM, et al. The radiologic evaluation of gross cecal distension:
emphasis on cecal ileus. AJR Am ] Roentgenol 1985; 145:1211.

7. Sloyer AF, Panella VS, Demas BE, et al. Ogilvie’s syndrome. Successful management without
colonoscopy. Dig Dis Sci 1988; 33:1391.

8. Tavusbay C, Atahan K, Gen¢ H,at al. [Chronic intestinal pseudoobstruction]. Kolon Rektum
Hast Derg 2011; 21(1):36-40.

9. Colemont L], Camilleri M. Chronic intestinal pseudo-obstruction: diagnosis and treatment.
Mayo Clin Proc 1989;64(1):60-70.

10. Rex DK. Colonoscopy and acute coloni cpseudoobstruction. Gastrointest Endosc Clin N Am
1997; 7: 499- 508

11. Delgado-Aros S, Camilleri M. Pseudo-obstruction in the critically ill. Best Pract Res Clin Gast-
roenterol. 2003;17:427-444

12. Saunders MD, Kimmey MB. Systematic review: acute colonic pseudo-obstruction. Aliment
Pharmacol Ther 2005; 22:917.

-86 -



Bulanti ve Kusmaya Multidisipliner Yaklasim

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

Kram B, Greenland M, Grant M, et al. Efficacy and Safety of Subcutaneous Neostigmine for
Ileus, Acute Colonic Pseudo-obstruction, or Refractory Constipation. Ann Pharmacother.
2018 Jun;52(6):505-512.

Rausch ME, Troiano NH, Rosen T. Use of neostigmine to relieve a suspected colonic pseudo-
obstruction in pregnancy. J Perinatol 2007; 27:244.

Saunders MD, Kimmey MB. Systematicreview: acute colonic pseudo-obstruction. Aliment
Pharmacol Ther. 2005 Nov 15;22(10):917-25.

Kukora J S, Dent T L. Colonic decompression of massive nonobstructive cecal dilation. Arch
Surg. 1977;112:512-517.

Gosche J R, Sharpe J N, Larson G M. Colonoscopic decompression for pseudo-obstruction of
the colon. Am Surg. 1989;55:111-115

Gosche J R, Sharpe J N, Larson G M. Colonoscopic decompression for pseudo-obstruction of
the colon. Am Surg. 1989;55:111-115.

Bode W E, Beart R W, Spencer R J, et al. Colonoscopic decompression for acute pseudo-obst-
ruction of the colon (Ogilvie’s syndrome) Am J Surg. 1984;147:243-245.

Nano D, Prindiville T, Pauly M, et al. Colonoscopic therapy of acute pseudoobstruction of the
colon. Am J Gastroenterol. 1987;82:145-148

Geller A, Petersen B T, Gostout C J. Endoscopic decompression for acute colonic pseudo-obst-
ruction. Gastrointest Endosc. 1996;44:144-150.

Ogilvie WH. William Heneage Ogilvie 1887-1971. Large-intestine colic due to sympathetic
deprivation. A new clinical syndrome. Dis Colon Rectum 1987; 30:984.

Malagelade JR, Malagelade C. Nause and vomiting. Sleisenger and Fortran’s Gastrointestinal
and Liver Disease. 2006;143-58

flter T, Sarug M. Bulanti, kusma ile bagvuran hastaya yaklagim. Gastroenteroloji TGV Yayini
Gastroenteroloji 2003;69-76.2

Quigley LM, Hasler WL, Parkman HP. AGA technical review on nause and vomiting. Gastro-
enterology 2001;120:263-86.

Mc Cracken G, Houston P, Lefebvre G. Guideline for the management of postoperative nausea
and vomiting. JOGC JUILLET 2008; 209: 600-7.

Dipiro JT, Talbert RL, Yee GC, et al. PharmacotherapyA pathophysiologic approach. Dipiro CV.
Nausea and vomiting. New York:The McGraw-Hill Companies Inc;2008; 607-16.

Naylor RJ, Inall FC. The physiology and pharmacology of postoperative nausea and vomiting.
Anaesthesia. 1994;49:Suppl:2-5.

Cubeddu LX, Hoffmann IS, Fuenmayor NT, et al. Changes in serotonin metabolism in cancer
patients: its relationship to nausea and vomiting induced by chemotherapeutic drugs.British
Journal of Cancer. 1992;66(1):198-203.

Minami M, Endo T, Hamaue N, et al. Serotonin and anticancer drug-induced emesis. Yakugaku
Zasshi. 2004;124(8):491-507.

-87-



