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RÉSUMÉ

Colite ischémique chez un patient atteint d’une insuf-
fisance rénale chronique: rapport de cas

Introduction. La colite ischémique se développe en 
raison de la réduction aiguë du flux sanguin dans 
le côlon et de l’apparition de lésions de reperfusion 
secondaire. Les patients dépendant de thérapies de 
remplacement rénal sont les plus à risque en raison de 
périodes fréquentes d’hypotension et d’hypoperfusion 
liées à l’hémodialyse.
Présentation de cas. Une patiente de 66 ans, aux 
antécédents de maladie rénale chronique (IRC) de 
stade IV, a présenté un choc hémorragique à la suite 
d’un saignement gastro-intestinal occulte et d’une ané-
mie post-hémorragique aiguë secondaire. En raison de 
multiples dysfonctionnements systémiques, elle a été 
admise à l’unité de soins intensifs (USI). Une thérapie 
de remplacement rénal continue par filtre à cytokines 
a été réalisée pour réduire le niveau de marqueurs 
inflammatoires circulants. Une tomodensitométrie a 
été réalisée, qui a déterminé le diagnostic de colite is-
chémique et elle a subi une colectomie subtotale avec 

ABSTRACT

Introduction. Ischemic colitis develops due to acute 
reduced blood flow through the colon and appearance 
of secondary reperfusion injuries. Patients dependent 
on renal replacement therapies are at highest risk be-
cause of frequent periods of hypotension and hypoper-
fusion, related to haemodialysis.
Case presentation. A 66-year-old female patient, 
with history of stage 4 chronic kidney disease (CKD), 
presented for haemorrhagic shock following occult 
gastrointestinal bleeding and secondary acute posthae-
morrhagic anaemia. Because of multiple systemic dys-
functions, she was admitted into the intensive care 
unit (ICU). Continuous renal replacement therapy 
with cytokine filter was performed, to reduce the lev-
el of circulating inflammatory markers. A computed 
tomography examination was performed, that estab-
lished the diagnosis of ischemic colitis and she under-
went subtotal colectomy with terminal ileostomy. The 
evolution was favourable, and after 10 days she was 
transferred from the ICU to the surgical ward. After 
another 5 days, she returned to the previous functional 
status and was discharged.
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INTRODUCTION

Ischemic colitis, the most frequent form of gas-
trointestinal ischemia, is a consequence of acute re-
duced blood flow through the colon and appearance 
of secondary reperfusion injuries1. The duration of 
hypoperfusion is determinant for ischemia extension 
and overall outcome2,3, patients dependent on renal 
replacement therapies being at the highest risk, es-
pecially due to microvascular damages and periods 
of hypotension in relation with haemodialysis4-6. A 
study conducted by Yngvadottir et al7 showed that 
the incidence of ischemic colitis is of 7.3 cases per 
100,000 people, while Demetriou et al8 support the 
fact that it can affect almost 18 per 100,000 of the 
population. It usually presents with unspecific warn-
ing symptoms or signs, like low abdominal pain, infe-
rior gastrointestinal bleeding, especially rectal bleed-
ing, ileus, fever, generalized peritonitis or shock9. Del 
Rosario Pastor-Juan et al described that there are two 
important presentation forms for ischemic colitis: the 
gangrenous type (transmural colonic necrosis), which 
usually requires surgical intervention and is associat-
ed with poor outcome, and the transient form (revers-
ible colonic lesions of mucosa or submucosa), with 
fewer complications, which usually responds well to 
conservative management10.

CASE PRESENTATION

A 66-year-old female patient, with a history of 
stage 4 chronic kidney disease (CKD), right nephrec-
tomy, splenectomy and type I obesity, presented 
for haemorrhagic shock following occult gastroin-
testinal bleeding and secondary acute posthaemor-
rhagic anaemia. She underwent upper endoscopy 
and colonoscopy, in the emergency department, 
without revealing an active site of bleeding. Because 
of multiple systemic dysfunctions, the patient was 

admitted into the intensive care unit (ICU) and res-
piratory, inotropic and vasopressor supports were 
ensured, with multiple blood transfusions, correc-
tion of the acid-base and hydroelectrolytic distur-
bances. Continuous renal replacement therapy with 
cytokine filter was performed, to reduce the level 
of circulating inflammatory markers. In the second 
day, after bowel preparation, a new colonoscopy was 
performed, revealing intense swelling of the trans-
verse and descending colon mucosa, with multiple 
inflammatory stenosis. The surgeon recommended 
a computed tomography examination, that observed 
a massive dilatation of ascending, transverse and de-
scending colon and cecum (Figure 1), with important 
hydroaeric levels and no evidence of a distal colonic 
obstruction (Figure 2).

Based on the findings, surgical intervention was 
needed, and subtotal colectomy with terminal ileos-
tomy were performed. The patient was extubated in 
the third day of ICU stay, but she needed high flow 
oxygen therapy for the next few days, in order to 
maintain a normal respiratory status. Upper endos-
copy and colonoscopy were repeated in the 7th day of 
hospitalisation, revealing type III hiatal hernia and 
extensive gastritis, for which proton pump inhibitors 
therapy was initiated. The continuous renal replace-
ment therapy has stopped and the patient resumed 
to her three-times-weekly program of intermittent 
hemodialysis. The macroscopic histopathological 
examination revealed multiple areas of colonic ad-
hesions and parcelar necrosis, and microscopically 
it was noticed total ischemic necrosis of the colonic 
mucosa, submucosa and submuscular layers, wide-
spread infiltration with leukocytes and granular 
changes of mucosa. The patient improved over the 
next 10 days and she was transferred from the ICU 
into the surgical ward. The evolution was favourable 
and after another 5 days, she returned to the previ-
ous functional status and was discharged home.

iléostomie terminale. Après 10 jours, elle a été trans-
férée de l’unité de soins intensifs au département de 
chirurgie. L’évolution a été favorable et après 5 jours, 
elle a repris la condition fonctionnelle précédente at a 
été renvoyée à la maison.
Conclusions. La colite ischémique peut conduire à 
une diminution des saignements gastro-intestinaux et 
même à un choc hémorragique, en particulier chez les 
patients atteints de maladie rénale chronique, d’hé-
modialyse intermittente, de maladies athéromateuses, 
d’insuffisance cardiaque et de diabète sucré.

Mots-clés: colite ischémique, insuffisance rénale 
chronique, reperfusion, hypotension, choc.

Conclusions. Ischemic colitis can lead to lower gas-
trointestinal bleeding and even to haemorrhagic shock, 
especially in patients with chronic kidney disease, in-
termittent hemodialysis, atherosclerotic diseases, heart 
failure and diabetes mellitus.

Keywords: ischemic colitis, chronic renal failure, rep-
erfusion, hypotension, shock.
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DISCUSSION

Ischemic colitis associated with lower intestinal 
bleedings require emergency colonoscopy, in order to 
establish the diagnosis and to perform local hemosta-
sis. However, like in our case, it may not always reveal 
the active site of bleeding, particularly if the bowel is 
unprepared10. Other used diagnosis tools are abdomi-
nal echography (rarely used), computed tomography 
and histological examination11-13.

The main symptoms in patients with ischemic 
colitis are abdominal pain14, rectal bleeding (in al-
most 66% of patients) – its absence is a predictor for 
negative outcome15, diarrhoea, nausea and vomit-
ing16. Cases with haemorrhagic shock are rare and 
usually have negative outcome16. Regarding the clini-
cal findings, patients can present abdominal tender-
ness, and, in severe cases, signs of acute peritonitis 
(abdominal distension, guarding and severe tender-
ness)17. Therefore, the triade formed by abdominal 
pain, tenderness and rectal bleeding represents the 
main presentation form8.

Our patient presented an important number of 
risk factors for ischemic colitis, the poor control of 
the kidney chronic dysfunction being the most rel-
evant. Studies have shown that patients with chronic 
kidney disease have many risk factors for ischemic 
colitis, like peripheral vascular disease and transient 
periods of hypotension (especially dialysis patients)7. 
Other major risk factors for ischemic colitis are: fe-
male gender, age over 50 years, atherosclerotic diseas-
es, heart failure, intermittent hemodialysis, diabetes 
mellitus, hypoalbuminemia, vasculitis, hypertension, 
anticoagulant treatment and other therapies2,17,18.

Mortality rate is considered around 15%8. 
Studies have shown that right colon ischemia or in-
volvement of both right and left colon in patients 
with age over 50 years are associated with poor 
outcome19. Other risk factors for mortality are con-
comitant small bowel ischemia, chronic respiratory 
disease, especially chronic obstructive pulmonary 
disease20,21.

Qui et al have showed in a study that ischemic 
colitis is the most encountered dominant histopatho-
logic pattern of lower gastrointestinal lesions in pa-
tients with impaired kidney function, followed by 
infectious colitis and medication-induced colonic in-
jury. They have concluded that colitis in patients with 
chronic renal disease is etiologically different from 
that found in people without renal dysfunction22.

CONCLUSIONS

Ischemic colitis can lead to lower gastrointesti-
nal bleeding and even to haemorrhagic shock, espe-
cially for patients with chronic kidney disease, and 
in cases with extensive mucosal inflammation and 
ischemia, surgical intervention may be required. 
The major risk factors are female gender, age over 
50 years, atherosclerotic diseases, heart failure, inter-
mittent hemodialysis, diabetes mellitus and hypoal-
buminemia, vasculitis, hypertension, anticoagulant 
and antiaggregant therapies.
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