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Learning Objectives 

ÁRevision of aetiology and pathophysiology. 
 

ÁOutcomes for acute mesenteric ischaemia (AMI) 
treatment modalities. 
 

ÁOutcomes for chronic mesenteric ischaemia (CMI) 
treatment modalities. 
 

ÁComparison of endovascular and surgical 
revascularisation. 
 
 



Acute Mesenteric Ischaemia 

ÁPathophysiology; 
Á Thrombosis of mesenteric arteries (58-64%).  
Á Embolism of mesenteric arteries (28-42%). 
Á Mesenteric venous thrombosis. 
Á Non-occlusive mesenteric ischaemia - Arteritis, 

Fibromuscular Dysplasia, Trauma, Aneurysm Rupture. 
 

ÁPresentation with acute abdominal pain in 75% to 90% 
associated with vomiting and GI dysfunction.  
 

άtŀƛƴ ƻǳǘ ƻŦ ǇǊƻǇƻǊǘƛƻƴ ǘƻ ǇƘȅǎƛŎŀƭ ŜȄŀƳƛƴŀǘƛƻƴέ 

 
ÁPeritoneal signs and sepsis are late findings   

associated with increased mortality. 
 



Acute Mesenteric Ischaemia 

ÁRisk factors; 
Á 30-43% previously asymptomatic patients may have acute 

deterioration of previous chronic disease. 
Á 75% will have an atrial tachyarrhythmia. 
Á 30% have a history of embolic events. 
Á 20% have synchronous emboli in other arterial beds. 

 

ÁAcute emboli accounts for 28% to 42% of AMI with 
SMA most commonly affected; 
Á 15% ostium. 
Á 50% distal to proximal jejunal and middle colic branches. 
Á 35% fragment and embolise distally. 

 





Chronic Mesenteric Ischaemia 

ÁFrequently caused by ostial atherosclerotic disease; 
Á Female (3-4:1 ratio). 
Á Median age 65 (range 40-90) years. 

 
ÁPresentation with mesenteric / intestinal angina; 
Á Central abdominal pain within 30 minutes of food. 
Á Food fear / weight loss. 

 

ÁCardiovascular risk factors; 
Á Smoking. 
Á Hypertension. 
Á Hypercholesterolaemia. 

 

ÁDisease in other vascular territories. 
 

 
  

 
 
 
 
 
 





Mesenteric Ischaemia Treatment !!!!!! 



Conservative Treatment 



Conservative Treatment 

VAGUE SYMPTOMS  
NORMAL or ELEVATED BMI 

 
INTERVENTION NOT 

REQUIRED 



Conservative Treatment 



Conservative Treatment 

TOO LATE 



Medical Treatment 

ÁRisk factor modification. 
 

ÁBest Medical Therapy; 
ÁAntiplatelet / Anticoagulation. 
ÁStatin therapy. 
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Mesenteric Ischaemia ï Outcome Analysis 

ÁAcute vs. Chronic. 
 

ÁEndovascular vs. Surgical Interventions. 
 

ÁDisease Distribution. 
 

ÁAdjuvant Procedures. 
 

Á Influence of Co-Morbidities; 
Á Gender. 
Á Age. 
Á Smoking. 
Á Medical therapy. 



Acute Mesenteric Ischaemia 



Acute Mesenteric Ischaemia 





Á58 patients reviewed between 1990 and 1999; 
Á Female = 36, mean age 67 (range 35-96) years. 
Á Embolism (28%), Thrombosis (64%),  Non-occlusive (8.6%).  
Á 95% presented with abdominal pain. 
Á 43% of patients had chronic mesenteric symptoms. 

 
ÁEmbolism patients older with higher AF prevalence. 

 
Á15 patients presented within 6 weeks after           

cardiac or vascular procedure. 
 
 

 
 

  
 
 
 
 
 
 



Á16 of 18 CT scans confirmed SMA occlusion or bowel 
changes compatible with AMI 
 

ÁSelective mesenteric angiography performed in 49 
patients (84%); 

 

Á8 patients had an endovascular treatment; 
Á Vasodilator (n=6). 
Á Angioplasty (n=10 ). 
Á Attempted thrombolysis (n=1). 

 
 
 



ÁAll 58 patients underwent surgical exploration; 
Á Mesenteric revascularisation with bypass grafting (n=22),  

thromboembolectomy (n=19), patch angioplasty (n=11), 
endarterectomy (n=5) and re-implantation (n=2). 
 

Á33 patients required bowel resection at first-look or 
second-look laparotomies. 
 

Á16 patients had ostomies. 
 





ÁMajor complications frequent in 46 patients; 
Á Respiratory failure 36%. 
Á Multi-organ failure 31%. 

 

 
Á30-day mortality rate = 32% (n=18); 
Á Embolism = 31%. 
Á Thrombosis = 32%. 
Á Non-occlusive = 80%. 

 
 

ÁMortality Rates - follow-up 529 (range 0 ς 2877) days; 
Á 90-day = 41%. 
Á 1ςyear = 57%. 
Á 3ςyears = 68%. 

 
 

 
 

 
 

AMI Outcomes 
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Thrombosis < 40% 

Embolic < 30% 

Three-Year Survival 

AMI Outcomes 



AMI Outcomes 





ÁRetrospective analysis of AMI between 2009-13; 
Á 3,157,499 acute hospital admissions in Maryland.  
Á 2255 (0.07%) diagnosed with AMI. 
Á Annual admission rate of 10/100,000. 
Á 90% classified as urgent. 
Á 59% female. 
Á Mean age 67 years. 

 
ÁRisk factors; 
Á Increasing age and illness severity. 
Á Hypercoagulability. 
Á Cardiac dysrhythmia. 
Á Renal insufficiency. 
Á Tertiary hospital admission. 



ÁPathophysiology; 
Á Not specifically identified. 
Á 9% hypercoagulable, 2% embolic event and 1% dissection.  

 
ÁAMI distribution and Bowel Resection; 
Á Small intestine 38%. 
Á Colonic 27%. 
Á Both small and large bowel 21%. 
Á Unclear in 7% who did not require bowel resection.  

 

ÁVascular Intervention ?? Infrequent ς 4%; 





Non-Survivors 
Older 





Varied                 
co-morbidities 



Higher risk 
patients had 

higher mortality 





Low vascular 
intervention rate  



ÁPatient Outcomes: 
 

ÁOverall mortality 24%. 
 
ÁMortality associated with a combination of small 

and large bowel resection or no resection at all. 
 
ÁAmongst survivors; 
Á 58% discharged home. 
Á 24% to a nursing facility. 
Á 9% to a rehabilitation centre. 
Á 6% to another acute hospital. 



AMI severity, increased age, hypercoagulability, need for multiple 
intestinal resection and mechanical ventilation all significantly  

increased mortality risk.  


