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Marked cecal dilatation due to colonic pseudo-obstruc- 
tion (Ogilvie's syndrome) is most often treated by colon- 
oscopic decompression. When this fails, cecostomy is 
usually indicated if the bowel is not infarcted. We de- 
scribe a new technique of laparoscopy-guided percuta- 
neous cecostomy using T-fasteners to retract and anchor 
the cecum to the anterior abdominal wall and using a 
Foley catheter as a cecostomy tube. We performed this 
procedure successfully in a patient with colonic pseudo- 
obstruction who had marked cecal dilatation that could 
not be decompressed by colonoscopy. Laparoscopic in- 
spection showed that the cecum was viable, and a lapa- 
roscopic cecostomy was placed. This procedure can be 
performed easily and safely and with much less morbidity 
than laparotomy and open cecostomy. [Key words: Lapa- 
roscopy; Diagnostic laparoscopy; Therapeutic laparos- 
copy; Cecostomy; Colonic pseudo-obstruction; Ogilvie's 
syndrome; T-fasteners; Surgical technique] 
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C olonic pseudo-obst ruct ion (Ogilvie 's  syn- 
drome)  is c o m m o n  in elderly, debil i tated pa- 

tients following surgery, major trauma, or sep- 
sis.i, 2 Treatment  consists of decompress ion  by na- 

sogastric and rectal tubes for mild cases, but, if this 
fails or if the cecum is greatly dilated (>9-12  cm 
in diameter) ,  the colon should be decompressed  
directly. This is most readily accompl ished  by co- 
lonoscopy, 3-9 which is successful in about  85 per- 
cent of cases, al though a second or third session 
may be required.  If co lonoscopy  is unsuccessful,  
however,  or if there is a concern  about cecal per- 
foration, exploratory laparotomy is indicated. In- 
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farction or perforat ion calls for resection,  but, if 
the cecum is viable, a cecos tomy should be per- 

formed. 1~ 
We have repor ted  a laparoscopic technique  for 

gastrostomies and jejunostomies using T-fasteners 
to retract and anchor  the bowel.  1. A similar ap- 
proach has been  used successfully to place a ce- 
costomy in a patient with colonic pseudo-obstruc- 

tion in whom colonoscopic  decompress ion  was 
unsuccessful. 
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R E P O R T  O F  A CASE 

A 78-year-old Caucasian man had an uncompli-  

cated left total knee  arthroplasty for degenerat ive 
joint disease. Pneumonia  deve loped  three days 
after the operation, and he required  endotracheal  
intubation and mechanical  ventilation. His abdo- 
men  then gradually became distended,  and a radio- 

graph showed a diffusely dilated colon with a cecal 
diameter  of 15 cm (Fig. 1). Colonoscopy was per- 

formed, but the scope could not be advanced be- 
yond the hepatic flexure, and the cecum could 
only be partially decompressed  (to 10 cm). An- 
other  co lonoscopy was performed,  but again it was 
impossible to negotiate the hepatic flexure. A long 
tube was left at the hepatic flexure, but this did not 
further diminish the size of the cecum (Fig. 2). 
Right lower quadrant tenderness  developed.  At this 
point  a diagnostic laparoscopy was performed,  and 
it revealed a markedly dilated cecum with small 
serosal tears and a blotchy ischemic appearance 
but no sign of infarction. A cecos tomy was con- 
structed under  laparoscopic guidance by the tech- 
nique descr ibed be low (Fig. 3), and the patient 
recovered.  
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Figure 1. Radiograph of the patient with colonic pseudo- 
obstruction. The colon was diffusely dilated, and the cecal 
diameter was 15 cm. 

T E C H N I Q U E  

The patient was prepared  as usual for laparo- 
scopic surgery, and a prophylactic antibiotic (ce- 
fotetan) was adminis tered intravenously. We used 

general anesthesia, but previous exper ience  in sim- 
ilar operations has shown that local anesthesia 
would suffice in some cases. The stomach and 
urinary bladder  were  intubated and decompressed .  
A pneumope r i t oneum was established to 15 mmHg 
with CO> A 10-mm trocar was inserted in the 
subumbilical position, and a 30 ~ laparoscope was 
introduced. 

The colon, especially the cecum, was evaluated 
for evidence of infarction. If the bowel  had been  
perforated or if perforat ion had appeared  to be 
imminent,  we would have opened  the abdomen  
and per formed a resection, but the cecum looked 
viable in this case. A 5-ram port was then inserted 
in the right anterior axillary line at the level of the 
umbilicus in order  to introduce a grasper, which 
was used to retract and manipulate the intestine 

Figure 2. Radiograph of the patient after a long tube was 
placed in the hepatic flexure of the colon. The cecum 
remained dilated at 11 cm. 

and omentum and to facilitate inspect ion of the 
entire intraperitoneal surface of the cecum. The 

grasper was also used to stabilize the cecum while 
placing the T-fasteners. 

Four T-fasteners (Fig. 4; Flexiflo | In t roducer  
Gastrostomy Kit, No. 50190; Ross Laboratories, Co- 
lumbus, OH) were placed through the abdominal  
wall into the cecum in a d iamond configuration 
about 4 cm apart to retract and anchor  the cecum 
to the anterior abdominal  wall. A slotted need le  
loaded with a T-fastener (a metal T-bar with a long 
nylon suture attached to its center)  was passed 
through the abdominal  wall and the wall of the 
cecum under  laparoscopic view (Fig. 5). The T- 
fastener was then dis lodged into the cecal lumen 
by a stylet, and the need le  and the stylet were 
withdrawn. This left the T-bar in the cecal lumen 
attached to a nylon suture that exi ted the abdomen  
along the need le  tract (Fig. 6). The  pneumoper i -  
toneum was decreased to 10 mmHg so the cecum 
could be drawn up against the anterior abdominal  
wall without tension. 
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Needle ~ / T - F a s t e n e r  
Grasper Introducer ~ 

Figure 5. The slotted needle loaded with a T-fastener is 
passed through the abdominal wall and the wall of the 
cecum under laparoscopic view. A grasper is used to 
stabilize the cecum. The T-fastener is dislodged into the 
cecal lumen by the stylet. 

Figure 3. Radiograph of the patient after decompression 
by laparoscopic cecostomy. The metal bars of the T- 
fasteners anchoring the cecum and the cecostomy cathe- 
ter are seen in the right lower quadrant. 

The first T-fastener, the most difficult one  to 
place, was inserted through a tenia coli for greater 

security. This one  should be placed farthest from 
the laparoscope, because this facilitates insertion 

of the others. The cecum was stabilized with the 

grasper as the T-fasteners were inserted (Fig. 5). 
Once the cecum was drawn up against the abdom- 
inal wall by the T-fasteners, the cecos tomy was 

created by an introducer  technique.  An 18-gauge 
need le  was inserted through the center  of the 

Figure 4. The T-fastener consists of a metal T-bar, 1 cm long and 1 mm in diameter, attached to a long nylon suture. It 
is mounted at the tip of a slotted needle. The stylet is used to dislodge the T-fastener after it is inserted. 
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Figure 6. The needle and the stylet are withdrawn, leaving 
the T-bar in the cecal lumen. The T-bar is attached to the 
nylon suture that exited the abdomen along the needle 
tract. Three additional T-fasteners are placed in a diamond 
configuration about 4 cm apart. 

diamond created by the T-fasteners on the abdom- 

inal wall and the cecum. A J-guide wire was intro- 

duced into the cecal lumen, and dilators were 

serially passed over the J-wire to create a tract (Fig. 
7). The skin and subcutaneous tissue were gener- 
ously incised at the cecos tomy site to avoid wound  

infection. 
The Foley catheter, stiffened by a styler intro- 

ducer, was then inserted into the cecum over the 

J-wire, and the bal loon was inflated (Fig. 8). The 
cecum was then d ropped  carefully away from 

the abdominal  wall by lessening tension on the 
T-fasteners to confirm that the catheter was in 
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Figure 8. A Foley catheter, stiffened by a stylet introducer, 
is inserted into the cecum over the J-wire, and the balloon 
is inflated. 

the right position. Catheter p lacement  was also 
checked by a radiograph, and the possibility of 
leakage around the tube was checked  by injecting 

contrast media into the cecum (Fig. 9). The T- 

T-Fasteners 

Figure7. An 18-gauge needle is inserted through the 
center of the diamond created by the T-fasteners. A J- 
guide wire is introduced into the cecal lumen, and dilators 
are serially passed over the J-wire to create a tract. 

Figure 9. Radiograph of the patient after laparoscopic 
cecostomy. There was no extravasation of the contrast 
media. 
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fasteners were then secured with just enough ten- 
sion to keep the cecum snugly against the abdom- 
inal wall. 

The cecostomy catheter was connected to a bag 
for gravity drainage. Two weeks later, when the 
cecum was adherent to the abdominal wall, the T- 
fasteners were cut at the skin level, the sutures and 
bolsters were removed, and the metal T-bars were 
allowed to pass in the stool. 

DISCUSSION 

Pseudo-obstruction of the colon (Ogilvie's syn- 
drome) with a massively dilated colon (greater 
thah 9-12 cm) is a medical emergency. Although 
the exact risk of perforation is unknown, it is prob- 
ably similar to that of mechanical colonic obstruc- 
tion. Untreated, infarction and perforation of the 
cecum can develop, with peritonitis, sepsis, and 
death. 1~ 

The massively dilated colon can be decom- 
pressed by colonoscopic decompression alone >9 
or by colonoscopic decompression and placement 
of a long colonic tube. 12 The 15 percent of patients 
who cannot be decompressed by colonoscopy re- 
quire surgical therapy, which has included laparot- 
omy and cecostomy or, if the bowel is infarcted, 
resection. 

Operative cecostomy has a high rate of compli- 
cations, and other methods of cecostomy have been 
tried. An interventional radiology technique in- 
volves percutaneous insertion of a tube guided by 
computed tomographic (CT) scans. 1>15 The cecum 
cannot be visually evaluated by this technique, 
however, so necrotic bowel can be missed, espe- 
cially if there is no perforation. Furthermore, the 
security of the cecopexy and the resulting seal that 
must prevent leakage alongside the tube is of con- 
cern with this method. 

Percutaneous endoscopic cecostomy has also 
been performed using a technique similar-to 
that for percutaneous endoscopic gastrostomy 
(PEG) .16-18 But this procedure is not feasible when 
the cecum cannot be reached by the colonoscope, 
which occurs in the patients who are most likely 
to benefit from cecostomy. 

The initial treatment of Ogilvie's syndrome 
should be conservative, with nasogastric suction, 
rectal tubes, and reversing of metabolic or narcotic- 
induced problems. ~9 Many patients respond. If con- 
servative treatment fails, if the diameter of the 
cecum is greater than 10 cm, or if pain and tender- 

ness appear in the right lower quadrant, the colon 
should be decompressed by colonoscopy and 
placement of a long tube in the cecum. Recurrence 
can be treated by another colonoscopy. If colono- 
scopic treatment is unsuccessful, or if the patient 
develops signs of colon ischemia or perforation, a 
diagnostic laparoscopy should be the next step. If 
necrotic bowel is found, laparotomy and bowel 
resection are indicated. Otherwise a cecostomy 
catheter can be placed under laparoscopic guid- 
ance using the technique described in this paper. 

Our method of diagnostic laparoscopy and lapa- 
roscopic cecostomy has advantages over other ap- 
proaches. The bowel can be examined visually so 
as not to miss an infarcted cecum; colonoscopy is 
not necessary to guide the procedure; laparotomy 
is avoided in the absence of bowel infarction; and 
patients tolerate laparoscopy better than lapai;ot- 
omy. Any surgeon experienced in laparoscopic sur- 
gery should be able to perform this procedure. 
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