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(Abstract

N

Ischemic bowel stenosis is an infrequent late complication of chronic ischemia in a patient with thrombosis of the Supe-
rior Mesenteric (SMV) and portal vein (PV) and there are only few cases reported. Abdominal Computed Tomography scan
(CT scan) is the preferred radiologic test for this disease. Close follow-up of each patient is essential even after treatment for
MSV thrombosis for an early diagnosis and treatment of this complication. We present a case of ischemic jejunal stenosis sub-
sequent to SMV thrombosis and anticoagulant treatment, as well as a literature overview
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Introduction

Mesenteric ischemia refers to intestinal hypoperfusion
which can be due to occlusive obstruction of the venous mesenteric
outflow, it can be classified as acute, sub-acute or late ischemia
due to time of onset [1]. Acute thrombotic occlusion of one or
more mesenteric veins reduce the perfusion pressure due to the
increased resistance in the mesenteric venous bed. As stasis begins,
venous pressure increases leading to fluid overflow toward tissues,
causing intestinal wall edema, which can produce submucosal
bleeding. If the venous arches and the rectal vessels are involved
and the venous flow is completely occluded, it will cause intestinal
infarction or, if it reperfuses, an ischemic estenosis stenosis[2].

Small bowel stenosis due to ischemia is a late complication
in patients with thrombosis of the Superior Mesenteric Vein
(SMV) and/or the Portal Vein (PV) [3,4]. Post ischemic stenosis
can present as a segmental circumferential ulcer and tubular
segmental stenosis [5]. Abdominal Computed Tomography (CT)
is the standard diagnostic method for the initial assessment as
well as for determining location, possible etiology and extent
of the pathology. We report a case of ischemic proximal jejunal
stenosis in a patient with history of SMV thrombosis due to Oral
Contraceptives (OC) and management with Oral Anticoagulant
(OA), as well as a literature review.

Case Report

A 49 year old female attended the emergency department
with vague abdominal pain of three weeks duration, progressive
oral intolerance and abdominal distention. Examination revealed
abdominal distention with palpable bowel loops, diffuse abdominal
tenderness and normal digital rectal examination. Her past medical
history included SMV thrombosis one month previously (Figure
1) currently under OA therapy with a factor Xa inhibitor. She
had history of OC chronic intake. On admission a nasogastric
tube was placed, obtaining abundant high intestinal output with
later symptoms improvement. Biochemical studies revealed no
alterations, leucocytes count of 5,200 /uL. High outlet obstruction
syndrome was diagnosed and a small intestine follow through was
performed, which revealed an increased diameter at the proximal
jejunum, up to 52 mm, and a subsequent transition zone (Figure
2A). Due to her medical history of thrombosis an abdominal CT
angiography was performed which showed significant stomach
dilatation as well as the duodenum and proximal jejunum with a
transition zone at the present site (Figure 2B) features of mechanical
small bowel obstruction. The previously thrombus in the SMV
had resolved. Enteroscopy was also performed and revealed a
significant decrease in jejunal caliber, 40 to 50 cm after Treitz
angle, due to stenosis presented with ulcerated edges covered with
fibrin, impassable, with 3mm diameter, a tissue simple was taken
(Figure 3). Based on the previous findings, surgical team decided
to perform an exploratory laparotomy where a stenosis was found
at 50 cm of Treitz angle of approximately 70 mm that conditioned
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the transtion zone (Figure 4), segmental resection was performed
with lateral-lateral anastomosis. She was discharged five days
later, currently under follow-up, without apparent complications.

A small bowel segment measuring 75 x 35 x 20 mm was received
in the pathology department, with dark brown serosa, violaceous
patches and a stenosis zone of 2 mm in diameter with loss of
folds, smooth and reluctant texture. Histopathological diagnosis
of abscessed stenosis with fibrous areas and abundant granulation
tissue (Figure 4).
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Figure 3

Figure 4

Discussion

Mesenteric Venous Trombosis Thrombosis (MVT) is
responsible of 5 to15% of all the mesenteric thrombosis cases; it
can be primary or idiopathic, spontaneous with no identified cause,
or secondary when it has a predisposing risk factor. It is more
common in men aged between 40 to 60 years and is has an acute
presentation in 6 to 9% of the cases 6. The incidence has increased
due to early diagnoss diagnosis by imaging methods, mortality
excedes exceeds the 20% and the initial symptom is diffuse
abdominal pain. In the 89% of the cases the SMV is involved and
in 11% the inferior mesenteric vein. The diagnosis is ideally by
CT, which has a sensitivity greater than 90% and by biochemical
studies usually with lactate and amylase (< 1,000) elevation. The
gold standard is mesenteric and portal vein angiography although
it is an invasive study reserved if other imagin imaging studies are
not conclusive. Subacute thrombosis is most often asymptomatic
or with mild diffuse abdominal pain [6,7]. Treatment is aimed at
relieving symptoms and preventing progression to acute ischemia,
OA therapy is the mainstay treatment, which should be continue
after the patient discharge. Thrombolysis and thrombectomy are
useful therapeutic options for acute cases with significant ischemia.
Surgery is reserved for those cases where there is no improvement
or there is an installed bowel acute ischemy ischemia. It has been
found secondary arterial vasospasm in some patients with venous
thrombosis, which worsens ischemia when there are no venous
collaterals [6,7].

Among the possible etiologies, OC consumption is
responsible for 4 to 5 % of the mesenteric vein thrombosis
(MVT), the mechanism is not completely understood: changes in
endothelium, antifibrinolytic activity and prothrombotic activity
have been associated but not related. The incidence of MVT in
relation to the total of patients who consume OC (18% of the
population in developing countries) is sporadic, our cases the
second reported in the world [8]. After a complete bibliographic
research in Pubmed and Lilacs we found nine reported cases of
jejunal stenosis after MVT. In two the complete paper and patient
data could not be obtained, so only seven cases were assesed
assessed, which are described in (Table 1).
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Case Time between . Thrombosed Treatment Cinical Clipical Surgical Treatment
MVT and stenosis vessel presentation
Male 46 years NA sMV Heparine | M | et S0 em Tt
Male 54 years 2 months PV OA Abdominal pain J Ejulizlsfﬁgzlental
I(jlr;l;;’) e[tl 2(1)1] 5:;?:1(%%6) 1 month PV & SMV OA High obstruction Szgrzﬁgtilsrgf;?igizat
Aok el | \esens | tmoon | rvaswv | 0n | vomipan | STt
Male 43 years 1 month SMV ThrimgoAlySis Abdominal pain Segrr;e(;ltcir;jzicttzion at
é%nlgz’)e[t lazl]. Male 64 years 1 month SMV Thr(lmgzlysis High obstruction Segmse(;l tceglr;i:icttzion at
(I;I(l)l(l)li)e} 13;-] 2 cases NA SMV NA NA Segmental resection

Table 1: Jejunal stenosis characteristics due to mesenteric vein thrombosis in reported cases from 1995 to 2020.

In (Table 1) is relevant the case of a woman with medical
history of consuming OC such as our patient. The mean time of
development stenosis post thrombosis venous was one month
in most of the reported patients and segmental resection was
performed in all cases. The likelihood of developing intestinal
ischemia depends upon the adequacy of systemic perfusion
perfusion and colateral collateral circulation, the number and
caliber of the affected vessels and the duration of the ischemic
insult. Intestinal injury is caused both by tissue hipoxia hypoxia
and reperfusion. The cause of the stenosis is not well understood
and it is believed that venous thrombosis generates ischemia to
the affected loop but not enough to generate necrosis, ischemia is
present and chornically chronically responds with fibrosis of the
involved tissues, therefore generating a fibrotic strand, stenosis,
and subsequent intestinal occlusion.

The management of the bowel stenosis in all the reviewed
cases was surgical resection with anastomosis, however, the
standard treatment of the thrombosis event has not been defined but
OA is generally accepted as the standard treatment, as in our case,
or more advanced therapies such as thrombolysis as mentioned by

Rawla, et al. [8] which mentions a successful treatment without
late complications. At the Shangdon Provincial Hospital, Xu, et al.
[14] performed a retrospective study from 2016 to 2017, finding
nine patients who presented acute venous thrombosis and necrosis
of the affected segment who underwent surgical resection and
anastomosis at the acute event and balloon-assisted thrombectomy
in the same procedure with recanalization in the 10% of the
patients. This technique can be successful in conjunction with long
term treatment of OA, although there is still insufficient evidence
to determine the optimal treatment and results in these patients.

Conclusion

Ischemic jejunal stenosis is a rare late complication of
mesenteric venous thrombosis, of which there must be high clinical
suspicion for the early diagnosis and treatment of thrombosis and
close monitoring for the development of stenosis weeks after the
thrombotic event. There is no standardized treatment and once
stenosis is diagnosed, the recommended treatment is segmental
resection with anastomosis and long-term anticoagulation.
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