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Abstract

The patient who came with acute abdominal condition in the casualty of Katihar Medical College were
treated and followed up with the diagnosis of Pneumatosis intestinalis. The data of 6 patients who came in
the emergency with abdominal pain complaint between July 2016 and January 2019, followed up and
treated with the diagnosis of pneumatosis intestinalis were retrospectively evaluated. Four of the patients
were male and two of them were female. The mean age of the patients was 61.66 (52-75y). When detailed
medical histories were examined, we found that 3 patients had chronic smoking, 3 patients had the chronic
obstructive pulmonary disease, none of them had a history of surgery and known gastrointestinal system
diseases. Mean HB value was 11.25 g/dl (9.2-12.6 g/dl), white blood cell count was 8716.6/mm3 (6200-
13000/mm3). Despite the absence of acute abdominal pain, 4 out of 6 patients who were admitted to
emergency surgery due to the presence of free air in direct graphics and continuous abdominal pain
suggestive of perforation, then segmental small intestine resection and end-to-end anastomosis were
performed by open surgery, and 2 patients were followed non-operatively after regulating the medical
treatment in the hospital. Pneumatosis intestinalis is a clinical symptom. Early diagnosis can be difficult
because many systems can be associated with the disease. However, careful evaluation of clinical findings,
radiological data, secondary diseases and laboratory data will help the clinician determine the correct
diagnosis and appropriate treatment method.

Introduction fully known, most of the cases can be

Pneumatosis intestinalis (PI) is a rare disorder
characterized by multiple gas-filled cysts in the
gastrointestinal tract, from the mouth to the anus,
often sub-serosal in the sub-mucosal part of the
intestinal wall. P1 identified by Du Vernoi® for
the first time in 1730 during a cadaver dissection
can be found in two forms as primary (15%) and
secondary (85%). Although the etiology is not

accompanied by gastrointestinal system diseases,
pulmonary system diseases, history of previous
abdominal surgery, trauma, connective tissue
diseases, iatrogenic injury®. The development of
pneumoperitoneum as a result of rupture of cysts
without  peritoneal irritation symptoms is
pathognomonic although there are not distinctive
clinical findings®. In this study, the experience
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which was obtained from the patients who applied
to the emergency service with acute abdomen
disorder and who were treated and followed up
with the diagnosis of Pneumatosis intestinalis was
presented.

Materials and Methods

The data of 6 patients who applied to the
emergency service with abdominal pain complaint
between July 2016 and January 2019, followed up
and treated with the diagnosis of pneumatosis
intestinalis were retrospectively evaluated. The
patients' detailed medical history and treatment
during the hospitalization were noted, such as age,
gender, accompanied-disease, chronic habits and
drug use, previous operations. Laboratory values,
radiological results, and if surgical procedures
were performed, the operation, complications,
hospitalization  periods, follow-up  periods,
pathological examination results were also noted.

Results

Four of the patients were male and two of them
were female. Mean age was 66.66 (52-75y). All
patients were admitted to the emergency service
with sudden severe abdominal pain. In the
physical examination, there was a widespread
defense in all of them. When detailed medical
histories were examined, we found that 3 patients
had chronic smoking, 3 patients had the chronic
obstructive pulmonary disease, none of them had
a history of surgery and known gastrointestinal
system diseases. Mean HB value was 11.25 g/dl
(9.2-12.6 g/dl), white blood cell count was
8716.6/mm3(6200-13000/mm3). All patients were
evaluated X ray Erect abdomen and Computed
Tomography of whole abdomen. Although there
was no acute abdominal pain, 4 of 6 patients were
admitted to emergency surgery due to the
presence of free air in direct graphics and
continuous abdominal pain suggestive of
perforation, then segmental small intestine
resection and end-to end anastomosis were
performed by open surgery, and 2 patients were
treated conservatively by medical therapy. The

diagnosis of all patients was radiologically
confirmed by computed tomography examination.
Tomographic results showed that all of them had a
widespread free air image in the intraperitoneal
site, wall thickening of uniformed quality in the
small intestine, and intraperitoneal disseminated
free fluid in the lower quadrants of the abdomen.
The patients undergoing  resection and
anastomosis had no other pathology in
intraoperative explorations that could cause these
changes in the intestinal wall. None of them
showed any evidence suggesting trauma or mass
lesions. All intestinal segments were subjected to
pathological examination. Pathological
examination of all specimens belonging to the
patients was reported as primary pneumatosis
intestinalis.

Discussion

Pneumatosis is a rare pathological condition
where multiple cysts filled with gas in the
subserosa and submucosa of intestinal wall are
seen, and its etiology has not been fully revealed
yet®. 1t is seen most commonly in the 6th decade,
being equal to the male/female ratio”. P is often
accompanied by  gastrointestinal  diseases
(inflammatory intestinal diseases, pyloric stenosis,
peptic ulcer, colitis, celiac sprue, tumor etc.) or
pulmonary system diseases (chronic obstructive
pulmonary disease, chronic bronchitis, cystic
fibrosis, pulmonary fibrosis etc.), previous
abdominal surgical history (mesenteric ischemia,
transplantation, anastomosis), trauma, connective
tissue diseases (lupus variants, scleroderma),
iatrogenic injury (endoscopy, enteric tube
placement, etc.) ®, but three of our patients had a
continuing complaints of COPD, while the other 3
patients did not have any underlying co-morbid
disease or history of the previous operation.
Although it can be seen in the entire
gastrointestinal tract, the colon is affected by 6%
in the disease with retention of bowel loop. There
were many cysts filled with gas in jejunum
segments. The character of symptoms may be
specific or nonspecific depending on retention
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localization. Abdominal distension, abdominal
pain, mucous defecation, diarrhea, meteorysmus,
invagination, volvulus, mechanical obstruction,
gastrointestinal haemorrhagia may occur®. All
patients had distension and epigastric sensitivity
in the abdomen. Sub-diaphragmatic free air,
dilatation of the small intestines and air-liquid
levels were present on the direct graphs of the
operated patients. These findings were confirmed
in the abdominal tomography evaluation, but no
specific sign was detected in the differential
diagnosis. Since close to half of patients have
been reported to have spontaneous remissions
during the treatment of pneumatosis intestinalis,
and recurrence of gas-filled cysts following
surgery has been reported, specific treatment is
not performed in asymptomatic cases and strict
follow-up and support are recommended®”. In
symptomatic cases, if there is no perforation,
bleeding, peritonitis, and sepsis, the nonoperative
oxygen therapy is sufficient®. Complications
such as volvulus, intestinal  obstruction,
intussusception, and perforation are seen only in
3% of patients™®. There were no significant
abdominal findings in our two patients with
underlying COPD stories, so they were first
treated by medical procedures, and they were
operated upon to dramatically reducing respond to
oxygen support therapy. However, the other six
cases were operated considering that the
perforation had developed. In patients with
intraoperative pneumatosis, internal herniation
and intestinal obstruction due to adhesions and
ligaments caused by cysts were detected.
Resection and end-to-end anastomosis were
applied to the small intestine segment with
obstruction segments and circulatory impairments.

Conclusions

It should not be forgotten that pneumatosis
intestinalis is a clinical symptom. Early diagnosis
can be difficult because many systems can be
associated with the disease. However, careful
evaluation of clinical findings, radiological data,
secondary diseases and laboratory data will help

the clinician determine the correct diagnosis and
appropriate treatment. It should also be noted that
in most cases the treatment of underlying disease
and supportive treatment are sufficient and that
emergency surgery indications may also be seen

References

1. Hwang J, Reddy SV, Sharp KW,
Penumatosiscystoides intestinalis with free
intraperitoneal air: A case report. The
American Surgeon 2003; 69:346-9

2. Yale CE, Balish E. Pneumatosiscystoides
intestinalis. Dis Colon Rectum1976;
19:107-11

3. KnechtleSJ, Davidoff AM, Rice RP.
Pneumatosis intestinalis, surgical
management and clinical outcome.
AnnSurg 1990; 212:160-65

4. Kbhalil PN, Huber-Wagner S, Ladurner R,
Kleespies A, Siebeck M, Mutschler
W,Hallfeldt K, Kanz KG. Natural history,
clinical pattern and surgical considerations
of penumatosis intestinalis. Eur J
MedRes (2009) 14: 231-239

5. Voboril R. Pneumatosiscystoides
intestinalis-A review. ActaMedica
(HradecKralove) 2001; 44:89-92

6. Blumberg D, Wald A. Other diseases of
the colon and rectum. In: Feldman M,
Friedman LS, Sleisenger MH, editors.
Sleisenger & Fordtran's gastrointestinal
and liver disease.7th ed. China: Saunders;
2002.p2307-9

7. Gagliardi G, Thompson IW, Hershman
MJ, Forbes A, Hawley PR, Talbotl C.
Pneumatosiscoli: a proposed pathogenesis
based on study of 25 cases and review of
the literature. Int J ColorectalDis 1996;
11:111-8

8. Orug¢ N, Tekin F, Cali’kan C, Harman M,
Ozlitemiz 0. Pnomatozissistoides
intestinalise bagl gastrointestinal kanama
olgusu. Endoscopy 2009; 17:43-5

Dr Shakeb Ahmad et al IMSCR Volume 07 Issue 02 February 2019

Page 558




9. St Peter SD, Abbas MA, Kelly KA. The
spectrum of pneumatosis intestinalis.
ArchSurg 2003; 138:68-75

10. Galandiuk S, Fazio VW.
Pneumatosiscystoides  intestinalis. A
review of literature. Dis Colon Rectum
1986; 29:358-63.

Dr Shakeb Ahmad et al IMSCR Volume 07 Issue 02 February 2019 Page 559




