ISSN: 2320-5407

Int. J. Adv. Res. 11(06), 1047-1053

ISSN NO. 2320-5407

{' 1, | INTERNATIONAL JOURNAL OF
a_g ' ADVANCED RESEARCH (IJAR)

Article DOI: 10.21474/1JAR01/17162
DOI URL: http://dx.doi.org/10.21474/1JAR01/17162

Journal Homepage: -www.journalijar.com INTRANTION U JOCRNAL P

S ANCED BLSEARUW SJAR)

CASE REPORT

INTRA-ABDOMINAL MULTI-ORGANS INFARCTION IN 73-YEARS OLD FEMALE
PATIENT WITH HYPERTENSIVE CRISIS: A CASE REPORT AND REVIEW OF

LITERATURE

Mahmoud Kassem, Justin Gibler, Matthew Funch and Mark Jennings
Department of Surgery, Mercy Health West Hospital, Cincinnati, USA.

Manuscript History
Received: 26 April 2023
Final Accepted: 31 May 2023
Published: June 2023

Key words:-

Hypertensive  Crisis,  Hypertensive
Emergency, Gastric Necrosis, Colonic
Ischemia, Acute Ischemia

---------------------------------------

Objective: Unexpected clinical course

Background: In hypertensive crisis patients, intestinal ischemia
has been reported, while gastric ischemia is rare due to its
multiple blood supply. A hypertensive crisis is classified
according to the progression of end-organ failure, which includes
cerebral, cardiac, and renal insults.

Case Presentation: A 73-year-old female patient with
uncontrolled hypertension and diabetes mellitus presented with
dyspnea and fatigue. Her blood pressure was 248/157 mmHg and
her serum blood glucose was 301 mg/dl. In the emergency room,
she received antihypertensive treatment and was admitted to the
intensive care unit to be monitored. 48 hours later, she developed
nausea, vomiting, constipation and severe abdominal pain. A CT
scan of the abdomen revealed infarction patches in the left renal
and the spleen while the first colonoscopy was irrelevant. The
second colonoscopy revealed left colonic and sigmoid necrosis.
Finally, she underwent exploratory laparotomy that identified
ischemic necrosis of the greater curvature of the stomach,
multiple levels of the small intestine, sigmoid and descending
colon.  Partial  gastrectomy, left colonic  resection,
sigmoidectomy, and colostomy were done.

Conclusion: This case illustrates the unusual site of ischemia in
an uncontrolled hypertensive patient, as well as the difficulty of
managing the patient and the adverse outcome. In order to rule
out intra-abdominal organ involvement, any patient who
develops abdominal pain in the course of hypertensive
emergency should be evaluated for surgical consultation and
contrast-enhanced CT.
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Introduction:-

Hypertensive crisis is a serious condition that poses a difficult challenge for both patients and physicians. The Joint
National Committee on Prevention, Detection, Evaluation, and Treatment of High Blood Pressure defines the
hypertensive emergency as a systolic blood pressure > 180 mmHg and a diastolic blood pressure > 120 mmHg with
the consequence of target-organ failure [1]. Kidneys, brain, retina and heart are common sites for infarction due to
hypertensive crisis. However, gastrointestinal tract is a rare site for this fatal complication but has been reported [2,
3]. Hypertensive crisis has a poor prognosis and a high mortality rate if not treated properly [4, 5]. Patients with
hypertensive crisis should be diagnosed immediately and start treatment as soon as possible to avoid end-organ
damage [5].

Therefore, we report a case with hypertensive crisis complicated by multi-organ intra-abdominal ischemia and
necrosis that was treated medically and surgically.

Case Presentation:

A 73-year-old African-American female patient presented to the emergency department with complaints of general
fatigue, intermittent sweats, chills, decreased appetite and shortness of breath. Patient also complained of chest pain
that was pressure-like. She denied any numbness or weakness, cough or sputum production with normal urinary and
bowel habits.

On examination, the patient looked nontoxic, well appearing, afebrile with normal vital signs except for the high
blood pressure (248/157 mmHg) and blood glucose (301 mg/dl). Abdominal examination was soft, non-tender and
not distended with no rebound or guarding. She had unremarkable laboratory results except for troponin (0.02).
Electrocardiogram showed normal sinus rhythm with a rate of 64 beats/minute and no axis abnormalities.
Additionally, the echocardiogram showed no abnormalities with ejection fraction of 52%. She received hydralazine
5mg/iv, blood pressure initially dropped down to 180/138 mmHg but then increased to 200/100 mmHg. Nicardipine
drip started in the emergency room then the patient admitted to the intensive care unit to complete her treatment for
hypertensive emergency and adjusting her blood pressure. Patient had a previous history of coronary artery disease
and cardiac arrest in 2008. Her family history is irrelevant

On Day 2 of admission, the patient developed abdominal pain. An abdominal computed tomography scan with
contrast was requested and revealed bilateral renal and splenic infarctions of unknown etiology and gastroparesis
that required a nasogastric tube to be relieved (Figure 1).

On Day 5, the patient started to be confused and lethargic with increased abdominal pain and bleeding per
rectum. Surgical consultation was requested and another abdominal computed tomography scan with
contrast and colonoscopy were done and showed intra-abdominal fluid collection and ischemic
colitis(Figure 2).

Additionally, patient’s chemistry and hematology laboratories deteriorated from day of admission to the
operative day as following (HB: 16.9 to 11.3 g/dl; HCT 50.6 to 33.8 %; WBC: 7.3 to 19.8; S. creatinine:
1.1to 2.4). Surgical decision was taken for emergency exploratory laparotomy and multi-organ ischemic
necrosis was determined. The intraoperative findings included multi-level small intestinal infarction,
ischemic necrosis of the left colon, and ischemia of the greater curvature of the stomach. Partial
gastrectomy, two small intestinal resections, anastomosis, left hemicolectomy, sigmoidectomy and
colostomy were done. Patient returned back to the intensive care unit and kept ventilated.
Histopathological examination was consistent with ischemia and transmural necrosis in all
specimens(Figure 3, 4).Multiple postoperative scenarios have been developed, including evacuation of
abdominal blood clots, delayed abdominal wall closure, gastrostomy tube insertion, and for delayed
extubation and waning from the ventilator, tracheostomy tube was placed. Upon discharge from the ICU,
the patient was transferred to the progressive care unit after two weeks and then the patient is following
up in the outpatient clinic.
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Discussion:-

Hypertension is a global health problem characterized by a chronic morbidity and high mortality. Hypertensive
crisis, a condition defined as a rapid, inappropriate, extreme and symptomatic increase in blood pressure [1, 6].It
affects about 1% of adults with hypertension with a 5-year survival rate of 74% among those populations [5, 7]. It is
divided into two categories, hypertensive emergency which has systolic blood pressure >220 mmHg and diastolic
blood pressure >120 mmHg with end-organ damage that include but not limited to brain, renal, retina, and cardiac;
while hypertensive urgency with systolic blood pressure >180 and diastolic blood pressure >120 in the absence of or
minimal organ involvement [1, 8]. The pathophysiology of the organ damage in Hypertensive crisis patients is the
fibrinoid necrosis of the small vessels wall that is associated with multiple thrombi resulting in severe vascular
damage [9, 10]. Intra-abdominal organs have also been reported to be affected. There has been a prevalence of
intestinal infarction, abdominal hemorrhage, and necrotizing pancreatitis in hypertensive emergencies [11]. It has
been shown that most patients with Hypertensive crisis as well as gastrointestinal ischemia presented first with acute
abdominal pain [12, 13]. It is rare for gastric ischemic necrosis to occur due to its multiple collateral blood supply
and it has not been reported in cases of hypertensive crisis. A few cases gastric ischemia have been described and its
etiology includes acute gastric dilatation, inflammation, toxicities, and complications of other procedures [14]. In
our case, the first presentation was elevated blood pressure without encephalopathy or papilledema. The clinical
course of our case was unexpected with an atypical presentation. Several cases of hypertensive emergency have
been reported to cause acute abdominal pain; however, the prognosis is poor in these cases. Consequently,
hypertensive emergencies must be identified promptly and treated aggressively [15].

Conclusion:-

Therefore, intestinal, colonic, and gastric ischemia may occur in hypertensive crisis patients even if they are
asymptomatic and control their blood pressure well. Once the abdominal pain started, Serial abdominal computed
tomography should be considered in the follow-up during the hospital stay for early detection and rapid intervention
for any gastrointestinal ischemia. Careful observation and good management may reduce mortality rates in
hypertensive crisis patients.
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Figures:

Figure 1:- A: Abdominal C.T scan showing bilateral kidney infarction
B: Abdominal C.T scan showing splenic infarction and gastric distension

1050



ISSN: 2320-5407 Int. J. Adv. Res. 11(06), 1047-1053

Figure 3:- Partial gastrectomy showing transmural necrosis (arrow) of stomach wall suggestive of gastric
ischemia.
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Figure 4:- Left colon resection showing colonic mucosa with active colitis and withering crypts

(arrow)with lamina propria fibrosis.
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