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Introduction

| ntroduction

Mesenteric ischemia disorders are precipitated by a
circulation insufficiency event that deprives one several
abdominal organs of adequate respiration to meeibuobkc
demands. The mortality rate is high, ranging betw88-90%,
and depends on the etiology, the degree and laesfgischemic
bowel segments, and the amount of time betweenclinecal
onset of symptoms and the establishment of diagriGkiang et
al., 2011).

An early diagnosis and treatment are essentiahfiyaove
the outcomégWasnik et al., 2011).

This spectrum of disorders can be roughly categdrizy
the acuity or chronicity of presentation. Acute sm@sric
ischemia (AMI) is further subdivided based on thielegy of the
occlusion; embolic, thrombotic or nonocclusive. Has been
estimated that one third of acute cases are cabgedrterial
embolism, one third caused by acute arterial thasisy and the
remaining majority of acute cases are caused bgraatlusive
etiology, with a small proportion of cases from @aa thrombotic
etiology (Trompeter et al., 2002).

Unfortunately, contemporary population-based stidie
the epidemiology of AMI are lacking owing to lowtapsy rates

and reporting only of patients who have surgerye Tverall
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incidence of AMI between 1970 and 1982 in the oityMalmo,
Sweden, diagnosed at either autopsy or operatias, 12.9 per
100 000 person-years. The autopsy rate in the pbpolwas
87%. Among 402 patients, 270 (67.2%) had thrombadimb
SMA occlusion, 63 (15.7%) mesenteric venous thrasiso
(MVT), 62 (15.4%) nonocclusive mesenteric ischerfhEDMI)
and 7 (1.7%) had indeterminate aetiology. The enshdb
thrombus ratio was 1.4 : 1 among the 213 patients acute
SMA occlusion diagnosed at autopsy. Acute SMA cgicl was
more common than ruptured abdominal aortic aneurfSARA)
(Acosta., 2010).

Most patients of acute mesenteric ischemia compdéin
severe abdominal pain that is usually much outropgrtion to
the physical findings, and many will have been uorgi and/or
defecating. Leukocytosis is also a frequent findihgnderness in
the right lower quadrant and hyperactive bowel sisumare
usually found. Acute venous thrombosis can be asymgtic or
patients present with vague, generalized abdomipain
(Montgomery et al., 1997).

Chronic mesenteric ischemia presents itself withcaem
indolent course. The typical form of presentatienreécurrent
abdominal postprandial pain. The main cause oféhéty is the
atherosclerotic plaque, which is slowly formed.c®int is a slow

process, the affected patients develop collateesis@ls in an
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attempt to maintain an appropriate intestinal pRoio. The
symptoms appear when there are no sufficient eohtvessels
(Cognet et al., 2002).

Angiography was traditionally the gold standard foe
diagnosis of mesenteric ischemia. The developmefht o
multidetector row computed tomography (CT), howeVeas
permitted detailed analysis of vascular flow thaswever before
possible, thereby relegating angiography to more af
confirmatory roleg(Horton& Fishman.,2001).

Optimal treatment may include open or endovascular
surgery and patients are best treated in a vascetdre. The use
of endovascular therapy for mesenteric ischempaedominantly
limited to treatment of the chronic form of theelise. When the
results of open surgery are compared to those afusneous
angioplasty and stenting, there is a higher inadeof recurrent
symptoms after percutaneous angiopl@kisirajan et al., 2001).

Patients who have suspected mesenteric ischemia mus
receive adequate fluid resuscitation, becauselagpieak in the
setting of visceral ischemia may lead to significlnid shifts
(Falkensammer& Oldenburg., 2006).



