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Preventing Acute Mesenteric Ischemia in High-Risk Patients
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Acute mesenteric ischemia (AMI) is a life-threatening vascular emergency with an
overall mortality of 60-80%, especially in “high-risk” population

AMI remains a diagnostic challenge despite pathophysiological understanding and
modern treatment modalities

Various diagnostic challenges have led to a steady survival rate that has not
improved in the last 70 years. This is owing to difficulty detecting AMI before
bowel infarction ensues.

Bowel ischemia progresses to bowel necrosis and causes severe metabolic
derangements leading to multiple organ dysfunction and death

Timely diagnosis and prompt therapeutic methods are essential for improved
clinical outcomes

50% survival when diagnosed within 24 hours of symptom onset as compared to
<30% with delayed diagnosis

We present the case of a poorly-managed 70-year-old Caucasian woman
with various comorbidities, presenting acutely to the ER with an atypical
presentation and without any progressive symptoms. This patient was
classified "very high risk", but despite a concerning clinical picture, had not
been on any medications or monitored for any of her comorbidities. We
highlight the essential and multifaceted role of primary care physicians in
the prevention of bowel ischemia and recommend the use of routine
outpatient monitoring, which along with a high index of suspicion, has
clinical utility in preventing hospitalization, surgical interventions (bowel
resection), and other serious sequelae of AMI. Timely detection,
management, and specialist referrals from a family medicine physician can
lower the overall burden on healthcare resources and personnels
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