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Respiratory symptoms of an abdominal origin
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Description

A 75-year-old, fully dependent woman was sent to
the emergency department due to a sudden onset of
fever (38°C), polypnoea and dyspnoea. The patient
had a history of Parkinson’s disease and vascular
dementia, making it impossible to cooperate in
the medical interview. She was feverish, breathing
rapidly, although haemodynamically stable and
with peripheral oxygen saturation of over 95%.
Blood tests showed increase in C-reactive protein
(8.51 mg/dL), leucocytosis (13×109/L, 67% neutrophils and 23.1% lymphocytes) and slight hypokalaemia (3 mmol/L), without respiratory insufficiency
in the arterial blood. Chest X-ray showed no clear
infectious consolidation.
Acute tracheobronchitis was assumed, so she
was given an antibiotic and potassium chloride and
was discharged. The patient returned the next day
without fever but with all of the other symptoms,
adding to them prostration. She was still breathing
rapidly but her abdomen was larger and tympanic,
with noticeable pain while it was being palpated,
adding therefore an abdominal X-ray to the tests.
Blood tests showed no change and both thoracic
(figure 1) and abdominal X-rays (figure 2) showed
intestinal and gastric dilation with gas. A nasogastric tube was inserted, draining food content,
and a decompressive colonoscopy was performed
which identified colic hypotonia with hard to
remove faecal matter, 60 cm from the anal margin.
The patient was admitted to the ward after being
diagnosed with acute colonic pseudo-obstruction
(Ogilvie syndrome). She was treated with multiple
enemas and ionic correction and was discharged
without symptoms.

Figure 2

Abdominal X-ray with digestive tract dilation.

Acute colonic pseudo-obstruction is a rare
entity with a multifactorial origin;1 2 in this case,
possibly due to the antiparkinsonian medication,
ionic unbalance and lack of movement. This is an
interesting case because of the unusual presenting
symptoms, as well as the image that can allow the
early diagnosis and adequate treatment, avoiding
complications.

Learning points
►► In patients who do not cooperate with the

medical interview, respiratory symptoms must
not be considered carelessly and a thorough
physical examination is mandatory.
►► In an elderly patient, one must always consider
medication as a likely cause since dopamine
agonists are related to intestinal motility
inhibition.
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