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Introducere: Ischemia colonului (IC) dupa tratamentul chirurgical pentru anevrismul aortic abdominal
(AAA) este o complicatie severa cu o incidenta de 1%- 3% [1]. Rata mortalitatii la pacientii cu astfel de
complicatii constitue 40-90% [2]. Tratamentul chirurgical pentru AAA, inclusiv excizia anevrismului si
implantarea de proteze vasculare, sunt proceduri standard, dar prevenirea complicatiilor este foarte
importanta. Factorii de risc pentru dezvoltarea ischemiei de colon sunt: rupturda de AAA, varsta inaintata,
sexul feminin, hipertensiune arteriald/insuficienta cardiacd, reimplantare de arterd mezenterica inferioara
(AMI), microembolizare in AMI, timp operator prelungit, pierdere de sange >1 litru, anastomoza distala la
artera femurald, anatomia vascularizatiei intestinale [2, 3].

Material si metode. Se prezinta cazul clinic al unei paciente internate in Spitalul International Medpark
pentru interventie planica de rezectic a AAA fusiform infrarenal depistat aproximativ 9 luni anterior, in
cadrul examinarii pentru chirurgie cardiaca.

Background: Pacienta XY., in varsta de 81 ani, a suportat rezectie planica de anevrism aortic abdominal,
la nivel infrarenal. Din anamnestic pacienta sufera de hipertensiune arteriala, fibrilatie atriala paroxistica
CHA2DS2-Vasc — 4p, dislipidemie, artritd. in august 2024 a suportat by- pass AoCor N3. Medicatia
cronica: Bisoprolol 2,5 mg., Rivaroxaban 20 mg, Rosuvastatin 40 mg. Tipul antesteziei- generald, cu
analgezie epidurala. Interventia a durat 3,5 ore, pe durata careia s-au inregistrat pierderi sanguine 400 ml,
debit urinar 400 ml, infuzii totale 2800 ml, iar doza maximala sol. Noradrenalin 0,35 mcg/kg/ora dupa
declamparea aortei. In dinamica dupa interventie, la 7 ore a fost sevrati de ventilator, la 12 ore
hemodinamic stabild (TA-114/60 mmHg; FCC-91 b/min cu un ritm sinusal), abdomenul: indolor,
peristaltism prezent, eliminari pe drenuri cca. 300 ml — serohemoragic, prezente 4 scaune abundente. Debit
urinar 0,66 ml/kg/ord. EAB: pH-7,34 BE- -8,2 mmol/l, Hb-10,8 g/dL, lactat -0,97 mmol/l. La 24 ore dupa
interventie dinamica negativa si agravare hemodinamic: TA-96/60 mmHg; FCC-122 b/min cu ritm sinusal,
inclus Noradrenalin 0,15 mcg/kg/ora. Abdomenul: dolor la palpare, defans muscular, perstaltism prezent.
Eliminari pe drenuri +150 ml serohemoragic. Debit urinar: 0,62 ml/kg/ora. EAB: pH- 7,33 BE: -10 mmol/I,
Hb- 9,3 g/dL, lactat- 2,6 mmol/l. S-a efectuat CT abdominal cu contrast, unde artera mezenterica inferioara
nu se vizualiza. Pacienta a fost transferatd in sala de operatii in mod urgent unde s-a depistat ischemie de
colon descendent pina la sigmoid. Motiv primar fiind elevarea constanta a valorii lactatului.

Concluzii: Rata complicatiilor post-operatorii depinde nu doar de comorbiditatile pacientului, ci si de
tehnica operatorie. La pacientii varstnici cu comorbiditati multiple trebuie reevaluate raportul risc/
beneficiu in cadrul interventiilor planice. Un indice ridicat de suspiciune pentru semnele si simptomele de
IC trebuie mentinut postoperator la pacientii care prezinta factorii de risc identificati.
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Introduction. Colonic ischemia (CI) following surgical treatment of an abdominal aortic aneurysm (AAA)
is a severe complication, with an incidence ranging between 1%-3% [1]. The mortality rate among patients
with such complications reaches 40%-90% [2]. Surgical treatment of AAA, including aneurysm resection
and vascular prosthesis implantation, is considered standard; however, complication prevention remains
critical. Risk factors for colonic ischemia include: ruptured AAA, advanced age, female sex, arterial
hypertension/heart failure, reimplantation of the inferior mesenteric artery (IMA), microembolization in the
IMA, prolonged operative time, blood loss >1 liter, distal anastomosis to the femoral artery, and vascular
anatomy of the intestinal supply [2,3].

Materials and Methods. We present the clinical case of a female patient admitted to Medpark International
Hospital for an elective repair of a fusiform infrarenal AAA, which had been diagnosed approximately 9
months prior during cardiac surgery evaluation.

Case Presentation. Patient: Female, 81 years old; Comorbidities: Arterial hypertension, paroxysmal atrial
fibrillation (CHA2DS2-VASc score: 4), dyslipidemia, arthritis; History: Underwent AoCor N3 bypass
surgery in August 2024. Chronic medication: Bisoprolol 2.5 mg, Rivaroxaban 20 mg, Rosuvastatin 40 mg.
Anesthesia: General  anesthesia ~ with  epidural  analgesia. ~ Surgery  duration: 3.5  hours
Intraoperative data: Estimated blood loss: 400 mL; Urine output: 400 mL; Total fluids: 2800 mL; max
norepinephrine dose: 0.35 mcg/kg/h after aortic declamping. Postoperative course: at 7 hours post-op:
extubated, at 12 hours: hemodynamically stable (BP 114/60 mmHg, HR 91 bpm, sinus rhythm), abdomen:
non-tender, present bowel sounds, ~300 mL serosanguinous drainage fluid, 4 large-volume bowel
movements, urine output: 0.66 mL/kg/h; pH 7.34, Base Excess -8.2 mmol/L, Hb 10.8 g/dL, Lactate 0.97
mmol/L. At 24 hours post-op: clinical deterioration (BP 96/60 mmHg, HR 122 bpm (sinus rhythm)),
initiated norepinephrine at 0.15 mcg/kg/h, abdomen: tender on palpation, muscular guarding, bowel sounds
present, drain output: +150 mL serosanguinous fluid, urine output: 0.62 mL/kg/h, pH 7.33, BE -10 mmol/L,
Hb 9.3 g/dL, Lactate 2.6 mmol/L. Imaging: Abdominal CT with contrast revealed absence of visualization
of the inferior mesenteric artery. Emergency re-operation: Confirmed ischemia of the descending colon
extending to the sigmoid colon. Primary sign of ischemia: Persistent lactate elevation.

Conclusions. Postoperative complication rates are influenced not only by the patient's comorbidities but
also by the surgical technique. In elderly patients with multiple comorbidities, a thorough risk/benefit
analysis must be performed prior to elective interventions. A high index of suspicion for colonic ischemia
should be maintained in postoperative monitoring of patients with identified risk factor.
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