Passage of Gangrenous Small Bowel
Per Rectum Following Superior
Mesenteric Vessel Thrombosis
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ABSTRACT

Mesenteric venous thrombosis is a rare cause of chronic pain in abdomen. Only in few cases with abdominal pain, bowel infarct has
been reported. This report is that of a 42-year-old male with a history of chronic alcoholism, presented with continuous dull pain
in abdomen for 1 year and vomiting for 1 month, typically after ingestion of food. At the time of admission, his vitals were stable.
On examination of abdomen, the only finding was tenderness in left hypochondriac and left lumbar region without guarding or
rigidity. His erect abdomen radiograph suggested no evidence of intestinal perforation or obstruction. Ultrasonography of abdomen
suggested bowel loops with normal peristalsis, no evidence of any dilatation or oedema of wall or of free fluid in peritoneal cavity.
CT angiography of abdomen was suggestive of Superior Mesenteric Artery (SMA) thrombosis. While on conservative management
he passed almost 2 feet small bowel per rectum. Emergency diagnostic laparoscopy showed faecal matter in left paracolic gutter.
Exploratory laparotomy was done and jejuno-ileal resection and anastomosis were done.
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CASE REPORT

A 42-year-old male, complained of pain in abdomen for one year.
Pain was insidious in onset, dull aching type, continuous, in left
lumbar region, non-radiating, no aggravating or relieving factors.
Vomiting episodes typically followed ingestion of food.

He gave history of vomiting for 1 month with loss of appetite and
weight. Patient was a chronic alcoholic. He was admitted to several
hospitals in last one year for same complaints. Angiography revealed
superior mesenteric artery thrombosis and he was managed
conservatively, without relief of his pain.

At the time of presentation, he was afebrile with heart rate
88 Beats/minute, Blood pressure 110/70 mmHg and Respiratory
rate 20/minute. His abdomen was scaphoid with normally inverted
umbilicus; without distension, visible peristalsis or dilated veins.
There was mild tenderness in left lumbar, left hypochondriac
regions without guarding or rigidity. Bowel sounds were heard.

Liver and kidney function tests were normal with PTINR Il NS MCISIC U eClY

1.16 seconds. CBC-WBC:10300/mL, Platelets: 474000/mL.
Ultrasonography (USG) abdomen and pelvis suggested bowel loops
with normal peristalsis with no evidence of any dilatation or oedema
of wall or free fluid in peritoneal cavity. Normal flow in portal vein at
porta and confluence was seen.

Contrast Enhanced Computed Tomography (CECT) abdomen and
pelvis reports revealed chronic thrombotic occlusion of coeliac axis
artery from its origin along superior mesenteric artery just distal
to its origin, multiple mesenteric collaterals, partial hepatic artery
thrombosis with recanalization. Suprarenal abdominal aortic segment
appears irregular with plaque and relative narrowing, dominant
inferior mesenteric artery circulation. Central filling defects involving
mesenteric veins and extending to portal vein confluence suggestive
of mesenteric venous thrombosis. Oedematous enhancing segmental
bowel (ileum), splenic and liver infarcts.

With patient being vitally stable and no abnormality on laboratory [Table/Fig-2]: Diagnostic laparoscopy showing faecal matter in right paracolic gutter.
workup, he was planned for conservative management, but when

one evening he passed a portion of his small bowel per rectum [Table/  Exploratory laparotomy was mandatory which revealed dense
Fig-1], an emergent diagnostic laparoscopy was done under general  adhesions in jejunum and descending colon with presence of
anaesthesia which showed adhesions in bowel loops in epigastrium,  concealedtransectionofjejunumat20-25cmdistalto Duodenojejunal
left hypochondrium, left lumbar regions and presence of faecal matter  (D-J) flexure [Table/Fig-3]. Adhesions were separated. Jejuno-ileal
in left paracolic gutter [Table/Fig-2]. resection and anastomosis were done [Table/Fig-4].
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[Table/Fig-3]: Concealed complete transection of small intestine.

[Table/Fig-4]: The resected specimen.

Patient had an uneventful post-operative period and was
asymptomatic during follow-up visits.

DISCUSSION

Despite recent advances and research in the medical field, acute
thromboembolism of superior mesenteric artery still carries poor
prognosis [1,2] with arterial thrombosis having poorer prognosis
than venous [3,4], this is attributed to rather nonspecific signs
and symptoms that characterise acute mesenteric ischaemia
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[5,6]. In the early stage of ischaemia, abdomen remains soft and
non tender with pain out of proportion to physical examination
findings [7,8].

Romano N et al., reported a case of 39-year-old female that
developed small bowel infarct due to SMA thrombosis [9].
Raherinantenaina F et al., reported a case of 35-year-old male
having paroxysmal pain in epigastrium and bloody diarrhoea for 13
days with patient being stable haemodynamically [10]. Segmental
ischaemia was found at 10 cm from ileo-caecal junction. Resection
and anastomosis were done.

However, the index case presented with complete concealed
transection of ileum with passing of 2 feet of small bowel per rectally
making it a unique presentation.

CONCLUSION

Though acute mesenteric ischaemia due to Superior Mesenteric
Artery (SMA) thrombosis is a rare cause of presentation of acute
abdomen, it should be considered in all cases where there are
non-specific  signs and symptoms accompanying the acute
abdomen as presented in this case, clinicians should be prepared
for unexpected surprises that nature and human body present in
harmless looking cases.
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