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Mesenteric vascular Ischemia

uncommon vascular emergency 
diagnosis is often difficult, 

and 

delay in diagnosis results in a 
grave outcome.



Mesenteric ischemia due to 

disruption in blood flow to 

the small intestine or the right colon.

ÂMore often In elderly,.

intestinal viability is 100% when 
symptoms are < 12 hours, 

before diagnosis.



SMA,  branch of abdominal aorta ,   supplies 
the intestine from the lower part of the duodenum + 

two -thirds of the transverse colon , as well as 
the pancreas .

http://en.wikipedia.org/wiki/Abdominal_aorta
http://en.wikipedia.org/wiki/Intestine
http://en.wikipedia.org/wiki/Duodenum
http://en.wikipedia.org/wiki/Transverse_colon
http://en.wikipedia.org/wiki/Pancreas
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Large caliber  + 45  degree angle
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There are acute and chronic   

forms of   

mesenteric vascular 
ischemia.



Acute Mesenteric Ischemia (AMI)
 Etiology

ÂSMA Occlusion  

ÂEmbolism: MI, A fib, Endocarditis (65%) 

ÂThrombosis: Atherosclerosis(25%) 

 

ÂNon -occlusive Mesenteric Ischemia(6%)  

ÂAtherosclerosis + shock 

Â Mesenteric Venous Thrombosis (MVT) (4%)

ÂPrimary clotting disorder



in chronic mesenteric ischemia 

  M. arteries can develop collaterals  

This explains 

the lack of significant ischemia 

despite the high incidence of 
atherosclerotic aorta 

  

  collaterals are insufficient in case of 

acute embolic insult occurs   .



ÂSuspect the diagnosis  

in elderly + abdominal pain related to meals  

ÂPatients at risk include the following:

ÂCongestive heart failure (CHF)

ÂCardiac arrhythmias (AF)

ÂRecent MI

ÂAtherosclerosis

ÂHypo -volemia, Shock

Â Hyper -coagulable state (MVT)



ÂMortality rates vary from 60 -90% 
according to the  approach  

ÂA survival rate of 90% if 
angiography

 was obtained  early.



Clinical presentation

Classic Presentation:

ÂRapid onset of severe, peri -umbilical pain

(Pain out of proportion to findings on 
physical examination). 

ÂNausea and vomiting

ÂUrgent bowel evacuation

           IN THE PRESENCE OF

Risk factors for acute mesenteric ischemia



Clinical variations 

ÂPain refractory to analgesics
ÂGradual onset, (sudden with embolus)  
ÂOften related to meals (intestinal angina).
Âmay be absent in 20% of cases.  
ÂNausea and vomiting are frequent, and
ÂDiarrhea in  (50%) 
  
Â (SMA) embolism triad :

 GI emptying, abdominal pain, 
and underlying cardiac disease



ÂAbdominal distention, ileus, frank 
peritonitis, and shock may be present 

(advanced ischemia).

 

ÂGross or occult blood  in 50% of cases.

Â (( Do not wait for definite physical signs ))   

   this would be equal to

 waiting

   for the ischemic bowel to infarct



Mesenteric Venous Thrombosis:  

ÂFever

ÂAbdominal distension

ÂHem -occult positive stool



Lab. Findings

ÂNonspecific  &  unreliable . 

ÂMetabolic acidosis:  in 50% of cases.

ÂLactic acidosis   

Âleukocytosis > 15,000/mm3.

ÂHemo -concentration

ÂElevated LDH, amylase, AST, & CPK

ÂElevated K and Phos. (late signs)



Imaging Studies:  
ÂPlain abdominal radiographs:  

normal or nonspecific. 

A physician may see  

pneumatosis,  or portal venous gas

ÂSelective angiography:  

the study of choice:

       

ÂCT scanning  

ÂMRI



Plain abdominal films 

Diffuse dilation of 
small bowel with  
Some air in Left 

colon and Rectum.  
NO free air



Pneumatosis intestinalis   CT  



hepatic flexure  

no apparent cause  



Occlusion of SMA at origin
 (black arrowhead)



Mesenteric Angiogram

complete lack of contrast in mesenteric vessels in AP view (left). 

 The occluded origins of celiac axis and SMA  Lateral view (right).

Lateral view  



CT Angiogram

complete occlusion and lack of IV contrast in SMA 

from its origin  (Arrows).



DIFFERENTIALS

Appendicitis, 
Cholangitis  
Cholecystitis and Biliary Colic 
Lactic Acidosis 
Myocardial Infarction 
Bowel Obstruction, 
Pancreatitis 

http://www.emedicine.com/EMERG/topic41.htm
http://www.emedicine.com/EMERG/topic96.htm
http://www.emedicine.com/EMERG/topic98.htm
http://www.emedicine.com/EMERG/topic291.htm
http://www.emedicine.com/EMERG/topic327.htm
http://www.emedicine.com/EMERG/topic65.htm
http://www.emedicine.com/EMERG/topic65.htm
http://www.emedicine.com/EMERG/topic354.htm


Ischemia              Infarction

Marked by:

 peritoneal signs, fever



Management



Consider the following   

ÂAdmit to the hospital/ICU

ÂAggressive resuscitation  

ÂStart IV with isotonic crystalloid 
solution ( NS or LR)

ÂInsert Foley catheter

ÂMonitor response to resuscitation

ÂAdminister broad spectrum antibiotics

ÂLikely intra -abdominal septic process

ÂParenteral narcotic analgesics



ÂAnticoagulation

ÂInfusion of a vasodilator



 Gastric decompression:  

   NGT is useful diagnostically , to 
evaluate the presence of blood, 

&

 therapeutically , to relieve 
distention 2ry to ileus



Consultations :

Âvascular surgeon   

 If not available, 

   consult a general surgeon.  

ÂInterventional radiology  

for further diagnostic testing.



MEDICATIONS

Â Limit drug therapy:

   until angiography is performed.  

ÂMesenteric venous thrombosis requires 
anticoagulation.

×If no peritoneal signs , and no 
collaterals on the angiography,   
administer intra -arterial papaverine  
infusion, with repeated angiography.  

×If the patient has peritoneal signs , 
administer continuous papaverine 
infusion and laparotomy 



Transfer:  

ÂTransfer: if imaging studies or 
therapeutic interventions

 are not available.  

ÂOtherwise, do not transfer.

Âhowever, resuscitation  

prior to transfer.



Complications:

ÂSepsis/septic shock

ÂMultiple system organ failure

ÂDeath


