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Patient data

72 ylo female
Visited ER at 102/2/21 11:42

Vital sign: T/P/R: 35.4/76/18
BP: 73/36mmHg
Sp02:96%

Chief complaint

fel LA« JMPRERGHER - =54A8 > VIR

E2 ¥l : low grade fever this morning

Past history

TCC with right obstructive uropathy s/p PCN

s/p left nephrectomy
Breast ca
DM

Present illness

Dysuria, urinary frequency for days
Decrease urine output for days
No N/V

Physical examination

Conscious: E4V5M6
Breathing sound: clear
Heart: RHB
Abdomen:
soft, no tenderness or guarding
Extremity: freely, edema(+)




Tentative diagnosis

Suspect urosepsis with septic shock

Initial Order

WBC/DC/Hb

F/S(280)

BUN, Cr, GOT, Na, K, Lipase, Troponin-I
B/C x Il

CXR(AP + Lat), KUB

VBG (G4)

N/S 500 cc challenge then 60cc/hr

on Foley, U/A, U/C

Claforen 2g IV st

i PH=7.289

% e PCO2=24.9 mmHg

e . P0O2=56 mmHg

o Not : BE=-15 mmol/L
HCO03=11.9 mmol/L

TCO2=13 mmollL

Foung  MPF S02=86 %

LAC=11.8 mg/dL

mEEEN uwes we na [TTEL ] LTE

Order

Bedside echo: IVC collapse, right
hydronephrosis and hydroureter

N/S 500cc challenge st
(BP:79/41mmHg, HR:78)

Abd CT without contrast

CT




Order

= Consult radiologist: right hydronephrosis as
before; A-colon to T-colon wall swelling =>
favor colitis

= Consult GU

pre-op, sent p't to OR on call (for re-on Rt

PCN)

HEGUJR, ##OBN

CT report

= Impression :

= 1. Right distal ureteral lesion with chronic
obstructive uropathy and c/w UTI association.

= 2. Colon wall thickening with pericolic edema
with gradually increased severity from distal
T-colon to cecum. DDx: Acute colitis or
perfusion related

= on monitor = SREEEN
= Dopamine 0~40cc/hr
i 18]
‘ day 1 21:07 progress note Day 2

= Con’s as previous level = 11:15 VBG (G6) PH=7.179

= chest: clear BS = 14:10 NaHCO3 4amp IV st 5522247 mao

= Abd: soft, tenderness over para-umbilical area = 15:30 Admission m";'m

= Ext: warm W‘g‘mm
NA=136 mmol/L
K=5.3 mmollL
HCT=30 %PCV
HB=10.2 g/dL

2/22, 2/23 no progress note 1] &%

Day 4 02:30 Duty note

S: abdominal pain, N/V with bile content

O: diffuse distended abdomen and tympanic,
hypoactive bowel sound, no obvious
tenderness

= A: ileus, r/o obstruction r/o colitis progression
= P:

1) NPO with NG decompression

2) shift ATB to Invanz

3) consult GS/Inf/Gl as needed

4) flu KUB




Day 4 12:50

i nr

= Abd CT without contrast o e :
= WBC/DC, CRP sgmenied Newire

1000/l
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CT 2/24 GS consult
A case of 72 trs old female. Hx of TCC
s/p Lt nephrectomy. This time, came to
due to septic shock, urosepsis. PCN
was done and acute on CKDwas noted.
Abdominal pain since yesterday. No
stool passage since few days ago.
Fever was noted. No vomiting and
nausea. PE: diffuse tenderness, no
muscle guading. Abd CT: distended
colon with much gas, minimal ascites.
WBC: 22.7, CRP:21.3.IMP: Acute colitis
with ileusPlan:NPO with NG
decompressionlV antibiotics
treatmentfoliow up KUB coming
momingthanks!
21 2
2/25 reconsult GS OP finding
= Distal T-colon and proximal D-colon located at very deep
m%c\xdmm ' paraspinal retroperitoneum due to previous nephrectomy,
progressive in severity, CT scan bowel ischemia from terminal ileum to splenic flexure
showed dilated colon and Si, PE
showed diffuse tendemness with
peritoneal sign+, high susp of ischemic
bowel with necrosis, suggest operation,

24




Post op

= admitted to SICU e o roREMARGEYINCLEION

u 3/2 angiography aamed ssansionof e smal bowslicops consistent it
ileus.

-Diffuse small caliber over SMA teritory. Otherwise no
definite vascular occlusion at main branches of SMA.

d surgical clips at LUQ with ding

i in favor of post operath
-Focal wall hyperemia ot RLQ.
~The angiosheath was kept in the right femoral artery with
the tip of ang placed at p SMA trunk for
further PGE1 infusion,
Impression:
1. Marked distension of the small bowel loops with diffuse
small caliber over SMA territory could be related to
hypoperfusion status. Otherwise no definite vascular
occlusion at main branches of SMA.
2. The tip of angiocathether was placed at proximal SMA
trunk for further PGE1
MEENG MRS EETE
Mos7eM)

Discussion

= Tintinalli's section 9: suggested lab for
mesenteric ischemia => lactate, {H &sepsistl,
5 => T

= pain out of proportion to PE

= nausea 56~93%, vomiting 38~80%, diarrhea
31~48%

= Selective CT angiography 96% sensitive

2012231 225-35. doi- 10.1153000338085. Epub 2012 Jun 13

Beyond lactate: is there a role for serum lactate measurement in diagnosing acute mesenteric
ischemia?.

De E. Ceyhan GO F
Depanment of Surgery. Kinikum Rechts der Isar, Technische Universitit Manchen. Murech, Gemany

 H

Abstract

BACKGROUNDIAIMS: Measurement of serum [actate remains the most frequently applied laboratory investigation to disgnose
acute mesenteric (intestinal) ischemia. The present review aims at critically guestioning the widespread measurement of serum
lactate to diagnose acute mesenteric ischemia in clinical practice and at drawing attention to mare novel markers of intestinal
ischemia

METHODS: An electronic search of mulliple dalabases was performed with the key words ‘lactate’, 'marker’, ‘mesenteri
intestinal’ and ischemia’ to detect all relevant studies. Additicnally. the references of published anicles were alsc revi

RESULTS: Serum lactate is an unspecific marker of tssue hypoperfusion and undergoes significant elevation anly after
advanced mesenterc damage. While L-lactate is the routinely measured sterecisomer of lactate, the other sterecisamer, D-
lactate, has baen shown to bear a somewhat higher specificity, which is stil not comparable to the extramely specific nature of
ischemia markers from cther organs (e.g. cardiac ischemia). Larger studies are currently lacking to reliably advocate the routine
clinical usage of novel merkers like mucosal damage markers such as intestinal fatty acid-binding protein.

CONCLUSION: Based on current evidence, the level of no single serum marker, including serum laclate, is elevated early and
specifically encugh in the serum to diagnose acule mesenteric ischemia,

Copyright € 2012 S. Karger AG, Basel,

2010 Jan 18(1) 63
[Prognostic factors for hospital mortality in patients with acute mesenteric ischemia who
undergo intestinal resection due to necrosis].

JArticle in Turkish]

Unaip HR, Atahan K Kamer €, Yaga H, Tarcan £, Onal MA.

Department of 4ih General Surery, Ataturk Training and Research Hospital, tamir, Turkey drvsgimynet com
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Abstract

BACKGROUND: The purpose of this study was to review our experience in patients with acute mesenteric ischemia (AMI) and
1o identify prognostic factors associated with hospital monality.

METHODS: Clinical data of patients with AM| were reviewed and analyzed retrospectively. A total of 67 patients (34 female,
overall mean age 66 years) were evaluated in the study

RESULTS: Small bowsl necrosis was detected in all patients, whike colonic involvement was present in 21 (31.3%). Necrosed
small bowels were resected in 59 (88%) in the first intervention. Embolectony was also performed in 2 (3%) of these cases.
Anastormosis was established in 22 (32.8%). Second-look operation was performed in 31 (46.3%) and primary resection and re-
resection were performed in 8 (11.9%) and 11 (16.4%] patients, respectively. Hospital mortality rate was 58.7% (n=38). Logistic
regression analysis showed prolanged symptom duration (=24h) (p=0.000), sepsis (p=0.022) and colonic necrosis
accompanied with small bowel necrosis (p=0.002) as the independent prognostic factors in hospital mortality

CONCLUSION: AMI has a high hospital mortality rate dus to late diagnosis and sepsis. Another risk factor is colonic
invalvement. Early evalustion in high-risk patients and resection for necrosed intestinal segments as soon as possible prior to
sepsis may reduce the hospital mortality rate

OT)533 6.
[Acute mesenteric ischemia: study of predictive factors of mortality].

[Article in French]
Apuini F, Bouhatfa A, B

aoui ), Kheifi §. Ben rar A, Houa orif A

Sendca de Chinrgie, Hopital Habib Thameur. Turés, Tunisie

Abstract

BACKGROUND: Acute mesenteric ischemia is a surgical emergency that requires a quick diagnosis and therapautic care,
Without treatment, the cutcome is towards intestinal infarction whose prognosis remains grim.

AIM: To look for predictive factors of mortality of this disease.

METHODS: We retraspectively reviewed the clinical data of patients hospitalized between January 2000 and December 2008
for acute mesanteric ischemia. Univariate and multivariate analysis of factors that could influence mertality was conducted

RESULTS: 26 patients. predominantly male, were included. The mean age was 60 years. These patients were cared for on
averags 4 days after the anset of symptoms. The diagnosis was made pre-cperatively in @ patients. by CT scan in & patients and
by Doppler ultrasound in 1 patient. The cause of AMI was arterial thrombesis in 19 cases, venous thrambesis in 4 cases and non
ecclusive mesenteric ischemia in 3 cases. 25 patents were operated on emergency 24 tmes by a laparotemy and one time by a
laparoscopy. The surgery consisted in bowel resection in 15 patients: an abstention was decided in cne cass of venaus
mesenteric ischemia and in § cases where necrosis affectad all small bowels. Revascularization of the supericr mesantaric
artery was assacialed in 4 cases. Quicome was simple in & patients. The martality rate was §9%. death occurred in a period of
JO to JS0 after surgery. This rate wasn't influenced by age or sex. It was higher in patients with precperative collapse (p = 0.02)
and having an sxpansive bowel necrosis (p=.0001). The prognosis is better in cases of vanaus infarction with a martality rate of
zere

CONCLUSION: Prognesis of acute mesenteric ischemia depends on the aeticlogy and the quickness of treatment, It is directly
linked to the extansion of intestinal infarction. An urgent and multidisciplinary care is necessary

2010 )l 256(1)93-101 @i 10 1148radiel 10091938
Diagnostic accuracy of CTinacute ic ischemia: ic review and
meta-analysis

Manks J

Depastment of Diagnastic Radiolgy, University Hospital, Robent-Koch- Sirasse 40, Goemingen, Garmany . Menke- M@ T-Oriine oo

Abstract
PURPOSE: To use meta-analysis to determine the diagnostic accuracy of contrast agent-enhanced multidetector computed
tomography (CT) in primary acute mesenteric ischemia (AMI).

MATERIALS AND METHODS: The Publed search engine and five other slactronic databases were searched for "mesenteric
ischemia.” "computed tomography.” and related terms in articles published between January 1896 and September 2009, without
language restrictions. Reference lists of retrieved articles were also searched. Two reviewers independently selected six studies
that reportad 2 % 2 contingency data on the diagnastic accuracy of multidetestor CT in primary AMI in at least 10 patisnts with
disease and 10 patients without disease and that used surgery or clinical sutcome as the reference standard, Study data were
independently extracted by the two reviewers, and dissg was reschved by The study quality was assessed
by using items from the Quality Assessment of Diagnostic Accuracy Studies tool. The primary 2 x 2 count data were investigated
with & bivariate random-effects meta-analysis of sensitivity and specificity.

RESULTS: Three studies were prospective, and three were retrospective. All studies were of high quality. The CT scanners
used in the included studies had between four and 40 rows. The between-study heterogeneity wes low to moderate. Overall, AMI
was found in 142 of 510 studied cases. The meta-enalysis showed 8 pocled sensitivity of 93.3% (95% confidence interval:
B2.8%, 97.8%) and a pooled specificity of 95.9% (95% confidence interval: $1.2%, 88 2%).

CONCLUSION: On the basis of 8 tharcugh clinical d mult CT allows the diagnosis of
primary AMI with high sensitivity and specificity. Thus, it may be used as the firstine imaging method.




Clinical manifestation, risk factors, and classification of acute
mesenteric ischemia
® Arterial ceclusive ® Arterisl nonocclusive ® Yenous
REVIEW ARTICLE Sudden occlusion of the superior Ischemia caused by reduction in Thrombosis of the mesentenic-
mesenleric arery by an embolus o cardinc outped with reactive vessel portal axs
- = thrombus in spasm
] wal alterabions Predisposition:
cute iesenteric 1Ischemia: — -
Predisposition: = Clinical status followsng heart — Pancreatits, pancreatic
~ Carda arhythmea, paricy- surgery with exiracorporeal caranoma
a Vascular Emergency it ity e N
— Coronary hearl dsease, chrs- comphcated desease course AT I deficiency, peotean C
) cal stahus following myocardial - Long-term hemodalysis deficency, prolein 5 deficency)
. i, = medcabon - HCC (hepatocelutar carcno-
Karl-Wal ~ Penpheral artenal coclusive ) wilh macrovscua in-
drsease (PADD) Clinical manifestations: vasion
~ In responsive patents: in-
Clinical manifestations: credsing abdomnal pain Clinical manifestations:
- Sudd ot -k B abdomi- ~ Dependent on severdty of
= Pain-free inferval approx- rial distension, increase in - thrombosis
malely 6 o 12 hours afler Eammalory parameders, sigrs: — Ofien nonspecific abdominal
symplom onsel ol sepsis complants lasfing several
~ Subsequent gangrene of the days
iniestine with perionds. ~ Venous infarction with perilons-
155 in a minonty of cases

Treatment R

Endovascular treatment for AMI
— T
dlagmesing and :
e e b o o = Endovascular | ‘el - . :
Translemoral aspirabon Large embolus ciose ko oufiel lia, C
" Surgery 14 conbinuous drug periusion Penphera emboitsm lla,C
(papavorne, prostavasn, hepamn) | no porionds,
nonocchusive exchorss
Local fibrinolysis {r-PA) Penghera embaimm Ila,C
0 periionits,
a3 diagnasic techrigue for cases
| of stenoss
Stent PTA Stenoses and codusions cose LB
o cuiel
Poctal vonous ransjugutr transhepatc)
Portal venous rechanreling Ischemia of the wall of the inlesine | IV
i cases of
venous
Portal decomgression (TIPS) Portal hyperiension with venous. v
eachermsa of the wall of B indestng
caused by congastion

AME aute mesengenc chema, A niratrienal, PR secombnant tasue plasmncgen achvtor.
3% PIA percutanecus mshuminal angoplasty, TIPS, sansjuguar itrabepaic porioeysieme: ston shunt

® The morialty rale of mesenlenc ischemsa remains high
This is due lo delays in diagnosss

® Before hospital treatment, or at the lafest upon emer-
gency admession, the patient's risk profile must lead to
suspecied diagnosis

As 500N a5 diagnoss is suspected, mesentenc ische-
mia must be trealed as a vascular emengency, com-
parable lo myocardial infarction.

® One of the main sources for polential ime-saving is
targeled diagnosss. In cases of suspected occlusive
mesenlenc ischemia (arterial or venous), biphasic
contrast-enhanced CT must be performed. if nonocciu-
sive mesenlenc ischemia is suspecied, catheter angi-
ography with infraarienal infusion of vasodilaiors must
be performed

® n pabents with multiple
radiology options for rechanneling must be explored
promplly. In cases of peritonifis, imeversibly damaged
portions of the intestine must be resecied, with surgical

Venous 5 with

transjuguiar ranshepatic catheter lysis

= Thanks for your attention!




