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Mesenteric ischemia is caused by decreased intestinal blood
flow that can be caused by a number of mechanisms. Decreased
intestinal blood flow results in ischemia and subsequent reperfusion
damage at the cellular level that may progress to the development of
mucosal injury, tissue necrosis, and metabolic acidosis (Dang et al.,
2008).

Antonio Beniviene first described mesenteric ischemia in the
15th century. It became more intensely studied in the mid 19th century
after case reports by Virchow and others. The first successful surgery
to repair a case of acute mesenteric ischemia was performed by Elliot,
who, in 1895, resected a gangrenous portion of bowe and
reanastomosed the viable bowel (Tessier and Williams, 2006).

In the early 20th century, advances were made in diagnostic
modalities, heparin was introduced for use in mesenteric venous
thrombosis, and residual arterial spasm was recognized. In the 1950s,
vascular surgical repair to restore blood flow to ischemic bowel before
gangrene occurred was introduced. The first successful embolectomy
without bowel resection was performed in 1957(Herbe and Steele, 2007).

Mesenteric vascular occlusion represents one of the most
dramatic intra-abdominal catastrophes encountered by physicians.
It isarelatively rare disorder seen in the emergency department (ED);
however, it is an important diagnosis to make because of its high

mortality rate. Vague and nonspecific clinical findings and limitations
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of diagnostic studies make the diagnosis a significant challenge.
Moreover, delays in diagnosis lead to increased mortality rates. Despite
recent advances in diagnosis and treatment, mortality rates continue to
remain high (Nishijima and Su., 2008 ).

The patho-physiology of intestinal ischemia can be divided
Into arterial and venous etiologies and acute and chronic ischemia. The
vast mgjority of cases are secondary to arterial causes. All diseases and
conditions that affect arteries, including atherosclerosis, arteritis,
aneurysms, arterial infections, dissections, arterial emboli, and
thrombosis, are reported to occur in the intestinal arteries (Agaoglu et
al., 2005).

Acute mesenteric ischemia can be further divided into
embolic, thrombotic, or non-occlusive causes. Chronic mesenteric
Ischemia usually results from long-standing atherosclerotic disease of 2

or more mesenteric vessels (Huang et al., 2005).

This essay is intended to review methods for diagnosis and

management of the acute type of mesenteric vascular occlusion..
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The aim of work isto review the recently adopted methods for
early diagnosis and treatment of patients presenting with manifestations

of acute mesenteric vascular occlusion.
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ANATOMY OF
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