
 

Return: Calibri Size 10 

59 

Elderly Female with Acute Abdominal Pain with 
Superior Mesenteric Artery Thrombus 
Sassan Ghassemzadeh, MD* 
*University of California, Riverside, College of Medicine, Department of Emergency Medicine, Riverside, CA 
Correspondence should be addressed to Sassan Ghassemzadeh, MD at sghassem19@yahoo.com 
Submitted: August 18, 2017; Accepted: December 30, 2017; Electronically Published: April 15, 2018; https://doi.org/10.21980/J82W52  
Copyright: © 2018 Ghassemzadeh. This is an open access article distributed in accordance with the terms of the Creative Commons Attribution (CC BY 4.0) License. 
See: http://creativecommons.org/licenses/by/4.0/ 

Empty Line Calibri Size 12 

       
 

 

https://doi.org/10.21980/J82W52
https://doi.org/10.21980/J82W52
http://creativecommons.org/licenses/by/4.0/


 

Return: Calibri Size 10 

60 

       
Empty Line Calibri Size 12 

  

History of present illness:  An 80-year-old female with history of hypertension and atrial fibrillation, 
presented with sudden onset of abdominal pain after eating at a restaurant. The patient denied any fever, 
vomiting or diarrhea. She admitted to being noncompliant with medications including warfarin. Initial vital 
signs were within normal limits. On exam, the patient was very uncomfortable and could not lay still in bed, 
even after multiple doses of intravenous narcotic pain medications. The patient had generalized abdominal 
tenderness without rebound or guarding.  Labs revealed a white-blood-cell count of 13.8x103/mm3, lactic 
acid of 3.6 mg/dL, and international normalized ratio (INR) of 1.1, with normal renal function. 
 
Significant findings: Computed tomography (CT) angiogram of the abdomen and pelvis revealed a superior 
mesenteric artery (SMA) thrombosis 5 cm from the origin off of the abdominal aorta. As seen in the sagittal 
view, there does not appear to be any contrast 5 cm past the origin of the SMA. On the axial views, you can 
trace the SMA until the point that there is no longer any contrast visible which indicates the start of the 
thrombus.  The SMA does not appear to be reconstituted. There was normal flow to the celiac artery. (See 
annotated images). 
 
Discussion: This case involves a classic presentation of acute mesenteric ischemia, which is defined as the 
sudden onset of abdominal pain due to small intestinal hypo-perfusion secondary to reduction or complete 
occlusion of arterial blood flow to the intestines. The most common artery affected is the SMA. The main 
two reasons for this phenomenon are either due to an arterial embolus or from arterial thrombus from 
underlying atherosclerosis. The ratio of superior mesenteric embolus to thrombus has been shown to be 
1.4:1.1 Embolism to the mesenteric arteries is most frequently from a thrombus that breaks off from the left 
atrium, left ventricle, or proximal aorta, as in this case from underlying atrial fibrillation that has not been 
properly anticoagulated. The embolus frequently lodges 3-10 cm distal to the origin of the SMA.2 Thrombosis 
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of the mesenteric arteries is often secondary to a preexisting stenosis due to underlying history of 
atherosclerosis.  
 
The classic presentation of acute mesenteric ischemia involves an elderly patient, with underlying history of 
atrial fibrillation or peripheral arterial disease, presenting with sudden abdominal pain that is out of 
proportion to physical exam. These patients typically have subtherapeutic INR, post-prandial abdominal 
discomfort, elevated lactic acid, leukocytosis, and at times metabolic acidosis. The recommended initial 
diagnostic test of choice is a CT angiogram of the abdomen and pelvis with a sensitivity of 93.3% and 
specificity of 95.9%.3 Early diagnosis and treatment contribute to the improvement of therapeutic results 
for acute SMA occlusion.4  
 
Once diagnosis is made, treatment is multi-factorial. One should initiate fluid resuscitation immediately to 
maintain intravascular volume, give broad spectrum antibiotics for concern for sepsis secondary to bowel 
necrosis due to breakdown of the mucosal barrier, and initiate anticoagulation via unfractionated heparin. 
The next step is emergent vascular surgery consult for possible embolectomy, and if available, 
interventional radiology (IR) to undergo catheter-directed thrombolysis. The patient in this scenario 
underwent initial IR guided thrombolysis, without successful breakage of the clot. The patient subsequently 
underwent surgery for embolectomy with successful retrieval of the thrombus.  
 
Topics: Abdominal pain, mesenteric ischemia, superior mesenteric artery thrombosis, abdominal pain in elderly, atrial fibrillation, 
lactic acidosis. 
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