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CASE REPORT

Double ischemic ileal stenosis secondary to mesenteric injury

after blunt abdominal trauma
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Abstract

The authors describe a rare case in which blunt
abdominal trauma resulted in mesenteric injury with
delayed double ischemic ileal stenosis. Abdominal
computed tomography demonstrated stenotic ileal loop
with mural thickening. At surgery, a double stenotic
bowel loop was found adjacent to a healed defect in the
mesentery. Histological examination of the two resected
segments showed fibrotic and ischemic lesions within the
mesentery. Ischemic intestinal stenosis from mesenteric
injury should be considered in the differential diagnosis
in patients suffering from intestinal occlusion with a
history of blunt abdominal trauma.
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INTRODUCTION

In the current treatment of blunt abdominal trauma,
conservative management and observation with computed
tomography (CT) have become the standard of care for
the non-life threatening abdominal lesions. Ischemic

intestinal stenosis has been described as a delayed rare
complication of mesenteric blunt abdominal trauma. The
authors present herein a case of post-traumatic mesenteric
injury proved by histological examination, and with double
bowel stenosis on CT scan and enteroclysis.

CASE REPORT

A 35-year-old female was admitted after an automobile
accident with sudden deceleration. She drove the car and
carried the safety belt. The admission check-up showed
a cranial trauma and multiple fractures, in particular of
the two inferior limbs. She underwent contrast enhanced
abdominal CT which showed moderate fluid in the
peritoneal cavity attributed to recent bleeding, but no free
air, and no parenchymatous, visceral or vascular lesions.
She was transferred to the traumatologic unit for surgical
osteosynthesis, after which she underwent revalidation
treatment.

Six weeks later, she returned to the emergency
department with abdominal pain. Altogether, she suffered
from four painful abdominal crises with vomiting, described
as acute, periumbilical cramps, spontaneously resoluting,
compatible with subocclusion or Kénig syndrome.

Abdominal CT showed two ileal loops with a
thickened wall and narrowed lumen (Figure 1) adjacent to
a mesenteric haziness and minimal fluid in the Douglas.
There was no sign of absolute obstruction. An enteroclysis
confirmed two intestinal stenosis with rigid ileal loops, one
proximal and the other distal (Figure 2).

The patient underwent laparotomy. Two ileal lesions
were observed, one located at 180 cm from Treitz’s angle,
the second one at 60 cm from the Bauhin’s valve. Both were
scarred ischemic post-traumatic lesions located in front of
a mesenteric injury, with thickened ileal wall and narrowed
lumen (Figure 3). The two stenosed ileal segments were
resected and a latero-lateral anastomosis was performed.
Recovery was uneventful. Pathological examination
showed mucosal ulceration of the gut located in front of a
mesenteric tear (Figure 4), and degenerative infiltration of
the mesenteric small vessels, arterioles and veins (Figure 5).

DISCUSSION

Some patients with traumatic intestinal lesion such as
perforation or hemorrhage from disruption of mesenteric
vessels or parenchymatous tears require immediate surgical
intervention. Small and large bowel mesenteric injuries are
found in approximately 13.5 % of all patients undergoing
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Figure 1 A: Transversal abdominal computed tomography, demonstrating two
thickened bowel loops with mesenteric haziness (arrows); B: Frontal abdominal
computed tomography, demonstrating two thickened bowel loops with mesenteric
haziness (arrows).

Figure 2 Abdominal enteroclysis
showing two intestinal strictures, one
proximal, the other distal (arrows).

laparotomy after blunt abdominal trauma'?. In this
setting, small bowel injuries are more frequent than colonic
injuries, probably due to the factors, including location and
lack of redundancy, which prevents formation of closed
loops™. Contrast enhanced CT should be performed
carly in patients with blunt abdominal trauma because
most significant bowel and mesenteric injuries, as well
as associated injuries to other abdominal viscera, may be
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Figure 3 Preoperative picture showing two thickened, fibrotic small bowel
segments (arrows) in front of a scarred mesenteric tear.

Figure 5 Microscopic section of healed mesenteric injury showing vascular
chronic lesion with a repermeabilised venous thrombosis (arrows).

reliably identified. The presence of a moderate to large
volume of intra-peritoneal fluid without visible solid organ
injury can be an important sign of mesenteric or bowel
injurym, similar to this patient.

On the other hand, mesenteric injury may not cause
clinical manifestations'. Patients with blunt abdominal
trauma are often managed without surgical intervention
if there is no sign of bowel perforation or hypovolemic
shock. As a result, mesenteric injuries might remain
undiagnosed after blunt abdominal trauma.

Small bowel obstruction following blunt abdominal
trauma is rare. Three possible causes have been suggested:
small bowel perforationm, localized bowel ischemia'"
and mesenteric injury[(’]. Mesenteric vascular injury may
induce chronic ischemia of the corresponding segment of
small bowel, inducing secondary thickening of the bowel
wall and intestinal occlusion"". Post-traumatic bowel
lesions may also be found in the colon, mainly on the left
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side, specifically the sigmoid colon). The case described
herein and its pathological report, further support the
mesenteric injury theory of post-traumatic bowel strictures.
Most published reports of post-traumatic bowel stenosis
described one stricture of the small bowel™. The patient
reported herein suffered from a double localisation of small
bowel lesions, both treated by resection and anastomosis.

Under this particular circumstance, enteroclysis may
demonstrate the localization of the stricture, showing
a narrowed, rigid loop[g’m. Abdominal CT may show a
bowel wall thickening and a concentric narrowed intestinal
lumen, or signs of small bowel obstruction with changed
calibre of loops!". Although angiography may further
demonstrate mesenteric vessel occlusion and provide
additional information concerning mesenteric injury[g’m,
the authors consider that abdominal CT may provide
sufficient information to confirm the clinical suspicion of
post-traumatic small bowel stricture and to indicate the
need for surgical exploration. Laparotomy with resection
of the stenosed segment and primary anastomosis is the
appropriate treatment. Early recognition and intervention
may prevent prolonged morbidity"*'?.

In summary, a rare case of intestinal occlusion secondary
to double small bowel stricture due to abdominal blunt
trauma and mesentetic injury was desctibed. This diagnosis
should be considered in all patients presenting with
abdominal pain some weeks after blunt abdominal trauma.
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