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Case Report

A CASE OF ACUTE MESENTERIC ISCHEMIA: DIAGNOSTIC DILEMMA AND SURGICAL CHALLENGE
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ABSTRACT

Mesenteric ischemia is an uncommon condition, and we need to have a high index of suspicion to diagnose and manage this condition. Predisposing
conditions such as myocardial infarction, portal hypertension, pancreatitis, inflammatory bowel disease, post-operative states, trauma, and
hypercoagulable states such as DVT, pregnancy, and neoplasms should always be accounted for before diagnosing this condition. In emergency
situations, surgical exploration is warranted. Here, we present a case of 57-year-old male, known case of DVT RT lower limb, on anticoagulants,
presented with the complaints of epigastric pain, absolute constipation, and abdominal distention of 3 days duration. He was investigated and
managed by exploratory laparotomy with peritoneal lavage and resection of gangrenous bowel with proximal jejunostomy and distal ileostomy.
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INTRODUCTION

Mesenteric ischemia (MI) is an uncommon medical condition that
accounts 0.1% of all hospital admissions, with high mortality rates
ranging from 24 to 94% [1]. It includes inadequate blood supply,
inflammatory injury, and eventually necrosis of the bowel wall.
The disease can be divided into acute and chronic MI (CMI), with
the acute being subdivided into four categories [2]. Therefore,
acute MI (AMI) can occur as a result of arterial embolism, arterial
thrombosis, mesenteric venous thrombosis, and non-occlusive
causes resulting from hypoperfusion with secondary severe and
prolonged visceral vasoconstriction [3]. Bowel damage is always in
proportion to the mesenteric blood flow decrease. It may vary from
minimum lesions, due to reversible ischemia, to transmural injury,
with subsequent necrosis and perforation [4]. CMI is associated to
diffuse atherosclerotic disease in more than 95% of cases, with all
major mesenteric arteries presenting stenosis or occlusion. Because
of a lack of specific signs or due to its sometime quiet presentation,
this condition is frequently diagnosed only at an advanced stage [5].
Computed tomography (CT) imagingand CT angiography contribute to
differential diagnosis and management of acute mesenteric ischemia.
Angiography is also the criterion standard for CMI, with mesenteric
duplex ultrasonography and magnetic resonance angiography also
being of significant importance. Therapeutic approach of MI includes
both medical and surgical treatments. Surgical procedures include
restoration of the blood flow with arteriotomy, endarterectomy or
anterograde bypass, and exploratory laparotomy with resection of
necrotic bowel.

CASE REPORT

A 57-year-old male, known case of DVT RT lower limb, on
anticoagulants, presented with the complaints of epigastric pain,
absolute constipation, and abdominal distention of 3 days duration.
Pain was insidious onset, gradually progressive, continuous, and
severe intensity. It began in the epigastric region and then became
generalized. The patient was initially managed conservatively at a
peripheral hospital with IV fluids, antibiotics, and bowel rest and then
air evacuated to our center. On examination, the patient was conscious,
cooperative, and oriented. He had tachycardia, P-124/min, BP
124/70 mmHg, RR -18/min, and Sp0,99% at room air. Per abdomen
examination, abdominal distention was present with epigastric

tenderness and absent bowel sounds. There was no guarding or
rigidity. On digital rectal examination, stools were present. However,
there was no blood or tenderness. Laboratory parameters revealed
Hb of 8.1 g%, TLC - 6100/cumm, and P79L16. His INR was 1.88.
His blood sugars, LFTs, and RFTs were within normal limits. Urgent
CECT abdomen was done in view of acute intestinal obstruction. CT
findings showed long segment, smooth, symmetrical circumferential
bowel thickening, with edematous changes involving distal jejunum
and proximal ileum. Mesentery of involved bowel showed reduced
vascularity and inflammatory fat stranding and moderate ascites
giving an impression of acute small bowel obstruction with bowel
ischemia with hemoperitoneum (Fig. 1).

The patient was prepared for emergency exploratory laparotomy
in view acute small bowel obstruction with bowel ischemia and
hemoperitoneum. Pre-operative stabilization of the patient was done
with transfusion of two units of PRBC and four units FFP. The consent
was taken for high-risk surgery in view of anticipated large segment
bowel resection due to bowel ischemia. Furthermore, the consent was
taken for stoma formation. Exploratory laparotomy was performed with
peritoneal lavage and resection of gangrenous bowel with proximal
jejunostomy and distal ileostomy. The intraoperative findings showed
around 2 L of hemoperitoneum, around 25 inches of gangrenous bowel
segment from distal jejunum till mid ileum, thickened mesentery, and
bowel wall edema (Fig. 2).

Intraoperatively, the patient was transfused two units PRBC and four
units FFP. The patient was nursed in ICU on ventilator. Postoperatively,
the patient was kept nil orally and managed conservatively with
intravenous fluids, broad-spectrum intravenous antibiotics, and
analgesics. Strict intake output monitoring was done to prevent
dehydration or fluid overload. Pneumatic pumps were used in lower
limbs to prevent DVT. Total parenteral nutrition was started from
post-operative day 2 followed by enteral feeding from post-operative
day 5. Refeeding of jejunostomy contents into the ileal stoma was
done to prevent the loss of nutrients. Stoma care and dressings
were done as required. Chest care was done in the form of chest
physiotherapy, steam inhalation, and incentive spirometry to prevent
basal atelectasis. Early ambulation was started from post-operative
day 2. Bowel sounds returned on the 5% post-operative day and
enteral feeding was started. Sutures were removed after 14 days. The
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Fig. 2: Intraoperative findings of acute small bowel obstruction
with bowel ischemia with hemoperitoneum

patient was referred to tertiary care center after suture removal for
complete hematology work-up.
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DISCUSSION

MI is an uncommon medical condition with high mortality rates.
When acute occlusion of a major artery occurs, profound illness
usually results, and survival is fortunate. Non-occlusive mesenteric
insufficiency and mesenteric venous occlusion occur in the presence of
severe concurrent illness of variable causes. Chronic intestinal ischemia
often presents a diagnostic challenge, but results are gratifying with
timely therapy. Because of a lack of specific signs or due to its sometime
quiet presentation, this condition is frequently diagnosed only at
an advanced stage. Therapeutic approach refers to both medical and
surgical treatments.

In our case, the patient had a hypercoagulable state and was on oral
anticoagulants for 2 years with irregular INR monitoring. The patient was
transferred to our hospital 3 days after the initial presentation, and by the
time, he was taken up for surgery, significant bowel ischemia had already
set in. The patient underwent resection of sufficient length of small
intestine. Postoperatively, the patient had an uneventful recovery and was
subsequently referred to a tertiary center for complete hematology work-
up. Bowel restoration was performed 3 months after the initial surgery.

Obada et al. [6] also described an interesting AMI case in a 45-year-
old male, due to NBTE where in a patient with a history of smoking
complained of pain abdomen and CT angiography showed SMA
thrombus. Here, laparotomy was done with SMA thrombectomy and
endarterectomy and small bowel resection. Wu et al. [7] also reported
a case of male, 85-year-old with acute-onset progressive periumbilical
cramping pain with elevated D-dimer. This was a case of acute SMA
occlusion diagnosed on CT abdomen with massively ischemic small
intestine with ascites filled with blood. Haghighi et al. [8] reported
a pregnant lady with 28 years presenting with pain abdomen, mild
degree with fever, and malaise. Initially, it was taught to be of influenza
infection but when later on when abdominal pain was severe, and the
patient looked toxic. Acute abdomen was diagnosed, and exploratory
laparotomy was done to diagnose AMI. All the authors who reported
AMI highlighted the importance of early diagnosis and timely action led
to excellent outcomes [7,9].

CONCLUSION

MI is an uncommon condition, and we need to have a high index
of suspicion to diagnose and manage this condition. Predisposing
conditions such as myocardial infarction, portal hypertension,
pancreatitis, inflammatory bowel disease, post-operative states,
trauma, and hypercoagulable states such as DVT, pregnancy, and
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neoplasms should always be accounted for before diagnosing this
condition. In emergency situations, surgical exploration is warranted.
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