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INTRODUCTION
Occlusion of the mesenteric is a known cause 

of catastrophic intestinal ischemia or infarc-
tion.1 Clinicians should recognize the different 
pathologic categories in mesenteric ischemia,2, 

3 as they differ in epidemiology, risk factors, 
clinical presentation, operative approach and 
prognosis (figure 1):2 

1.	 Embolic
2.	 Thrombotic occlusion of the superior mes-

enteric artery (SMA)
3.	 Non-occlusive mesenteric ischemia 

(NOMI) 
4.	 Mesenteric venous thrombosis (MVT). 

The frequency of acute mesenteric ischemia 
(AMI) among patients with acute abdomen var-

ies 17.7% in emergency laparotomies to 31.0% in 
damage-control laparotomies in non-trauma 
patients.4-6 Acute thrombotic SMA occlusion 
and MVT are difficult to diagnose at first evalu-
ation. Acute on chronic mesenteric ischemia, 
with an insidious clinical course, may show 
signs of ischemia in the duodenum on endos-
copy and in the right colon.7 A high proportion 
of the often misdiagnosed patients with acute 
thrombotic SMA occlusion may have had long-
standing preexisting symptoms of chronic mes-
enteric ischemia (CMI), including postprandial 
abdominal pain (abdominal angina), food fear, 
diarrhoea and weight loss. In arterial occlusive 
AMI (the first two categories), the current diag-
nostic and therapeutic strategy aims at restor-
ing mesenteric circulation by endovascular or 
surgical means, before irreversible intestinal in-

Mesenteric ischemia comes in different distinct pathologic categories which required clinicians’ awareness because man-
agement varies based on pathology. The major breakthrough was with the evolution of high-resolution CT scan which can pro-
vide precise diagnosis. With the plethora of endovascular management of mesenteric ischemia, multicenter studies showed 
lower bowel resection rates and lower death rates in the endovascular cohort compared to pen surgical cohort yet patients who 
show signs of peritonitis then open surgical embolectomy or thrombectomy is a good option along with the necessary bowl re-
section. We are presenting a case of acute on chronic mesenteric ischemia in a hospital setting lacks the necessary endovascular 
tools to manage the vascular element of the pathology by stenting. The indication for laparotomy was inevitable because of the 
established peritonitis and bowel ischemia. The arterial atherosclerosis and thrombosis were managed by open atherectomy, 
thrombectomy and patch angioplasty with excellent immediate and in follow-ups.
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jury develops. When transmural bowel necrosis 
has already occurred, intestinal revasculariza-
tion reduces the extent of damage and facili-
tates healing of bowel anastomoses.8 In SMA 
thrombosis, occlusion most frequently affects 
the orifice (93.5%) and initial segment of the 
great vessel, In embolism it occurs before or at 
the level of the middle colic artery (in 57.9%).9 
Most of the reported cases of acute SMA oc-
clusion in literature were adults with advanced 
arteriosclerosis or embolization in the setting 
of chronic atrial fibrillation10 or in the setting of 
pro thrombotic conditions like antiphospholipid 
syndrome or vasculitis.11, 12 Venous thromboem-
bolism and arterial ischemic events are the main 
deleterious diseases associated with the use of 
combined hormonal contraceptives (CHC). Even 
though their composition has been substantial-
ly improved, the vascular risk persists with the 
most recent CHCs use.13 The body of research 
documents the small magnitude of the prob-
lem of arterial thrombotic events in women us-
ing combined oestrogen–progestin hormonal 
contraceptives.14 In the era of minimal invasive 
surgery the endovascular therapy has become 
an important alternative, especially in patients 
with acute thrombotic superior mesenteric ar-
tery (SMA) occlusion, where the occlusive le-
sion can be recanalized either antegradely from 
the femoral or brachial artery,15 or retrogradely 
from an exposed SMA after laparotomy, and 
stented.2, 16 Aspiration embolectomy, thrombol-
ysis17 and open surgical embolectomy, followed 
by on-table angiography, are the treatment op-
tions for embolic SMA occlusion.18, 19 All cases 
of mesenteric ischemia with signs of peritoni-

tis or possible bowel infarction, regardless of 
etiology, generally warrant immediate surgical 
intervention for the resection of ischemic or ne-
crotic intestines.20 Definitive treatment options 
include the following:

•	 Acute mesenteric arterial embolism (AMAE) 
- Papaverine infusion, surgical embolecto-
my, and intra-arterial thrombolysis.

•	 Acute mesenteric arterial thrombosis 
(AMAT) - Papaverine infusion and arterial 
reconstruction, either through aortosupe-
rior mesenteric arterial bypass grafting or 
through reimplantation of the superior mes-
enteric artery (SMA) into the aorta.21

The uniqueness of this case is that is in the 
middle of the spectrum between acute AMI due 
to embolization, and Chronic MI due to athero-
sclerosis. Moreover, it shows the feasibility and 
success of doing endarterectomy and angio-
plasty in such cases

CASE PRESENTATION
We are presenting a case of 40 years female 

with no history of diabetes mellitus, no hy-
pertension or smoking.  She presented with 6 
months history of progressive abdominal pain 
especially with feeding and loss around 10 kilo-
grams (Kg) of her weight. All her lab tests were 
normal (PCV, lipid profile, ANA, homocysteine in 
urine). Her ECG and echocardiogram were nor-
mal. The relation of the pain to feeding was the 
smoking gun which leads us to the suspicion of 
intestinal ischemia. She started to have exac-
erbation of her abdominal pain made her seek 
medical consultation for her condition. Abdomi-
nal examination showed diffuse tenderness 
(signs of peritonitis). Computerized tomogra-
phy with contrast (CTA) was requested (figure 
2) which showed clearly the ostial and proximal 
occlusion of SMA. This patient then scheduled 
for surgery and underwent surgery by open up-
per midline laparotomy and exploration of SMA 
artery after releases of small intestine adhe-
sion. About 1.5 meter of small intestine found 
unhealthy which was resected and submucosal 
single layer absorbable suture anastomosis was 
done. SMA artery opened longitudinally found 
filled with organized thrombus for which endar-
terectomy was done with balloon dilatation of 
ostial narrowing. On top of the organized throm-
bus there was a soft friable thrombus which ob-

 Mesenteric
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 Figure 1: Classification of mesenteric ischemia.
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viously caused the acute exacerbation of the 
case. Dacron patch was used for the angioplas-
ty. On postoperative day 3 the patient started 
liquid diet and she had recurrence of symptoms 
during feeding. She was kept on intramuscular 
Heparin 5000 international unit every 6 hours 
for 3 days. Patient was discharged home in post-
operative day 5 on dual antiplatelet aspirin and 
Clopidogril. Retrospectively when we reviewed 
her any associated risk factors the only positive 
thing in her past medical history which can sug-
gest pro thrombotic was the use of hormonal 
contraceptives. We couldn’t establish causality 
or association between the hormonal contra-
ceptive and the AMI but we used the benefit of 
doubt and we suggested to the patient to stop 
using the hormonal contraceptive and try using 
other non-hormonal modalities.

DISCUSSION
Thrombotic mesenteric artery occlusion re-

quires high index of suspicion to reach a quick 
diagnosis in young patients with low risk fac-
tors. Adding to that the lack of any plasma mark-
er which is sufficiently enough to make accurate 
diagnosis makes it even harder.22 Yet the major 
breakthrough was with the evolution of high-

resolution CT.23, 24 With the plethora of endo-
vascular management of mesenteric ischemia, 
multicenter studies showed lower bowel resec-
tion rates and lower death rates in the endovas-
cular cohort compared to pen surgical cohort,25 
yet no randomized clinical trials exist, making 
it difficult to compare outcomes.2 And litera-
ture suggests that when patient shows signs 
of peritonitis the open surgical embolectomy 
or thrombectomy is a good option along with 
the necessary bowl resection2, 26 as seen in the 
surgical algorithm for management of patients 
with acute superior mesenteric artery (SMA) 
occlusion (figure 6).2 In our case, combining the 
clinical findings of peritonitis and the CTA find-
ings and lack of necessary endovascular skills 
in managing mesenteric ischemia, then open 
thrombectomy, patch angioplasty and resec-
tion of the ischemic bowel was the favoured ap-
proach. Using antiplatelet post AMI is advocate 
in the literature as a pharmacologic secondary 
prevention against future thrombosis specially 
with the use of synthetic patch.27 Literature 
search did not show using endarterectomy and 
patch angioplasty in management such cases 
specially in this time where the endovascular 
approach is the standard of care in such cases.

 Figure 2:
CTA show-
 ing the
 ostial and
 proximal
SMA occlu-
 sion

 Figure 4:
Patch angio-
 plasty SMA

 Figure 5:
 The retrieved
 organized
 thrombus
 from the
 SMA

Figure 3: 
Open 
thrombecto-
my of SMA 
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CONCLUSION
Open surgical thrombectomy and patch an-

gioplasty in the setting of established bowel is-
chemia offers excellent outcome in that subset 
of patients. 
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Anti Nuclear Antibody (ANA), Chronic mesenteric ischemia (CMI), 

Combined hormonal contraceptives (CHC), Computerized tomography 

(CTA), Electrocardiography (ECG), Kilogram (Kg), Mesenteric venous 

thrombosis (MVT), Non-occlusive mesenteric ischemia (NOMI), Packed 

Cell Volume (PCV), Superior mesenteric artery (SMA)
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