Abdominal pain leading to incidental finding of
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polyarteritis nodosa
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DESCRIPTION

A S51-year-old man with new-onset hypertension
presented with mild epigastric pain that started
3 days ago. The pain was associated with emesis,
subjective fevers and diaphoresis. He denied
haematemesis, haematochezia, melena, fatigue,
night sweats, abnormal bowel movements, weight
change, skin changes or neuropathy.

His vitals were significant for heart rate of 120
bpm. He appeared pale with peripheral cyanosis.
Abdomen was diffusely tender with normal
bowel sounds. There was no rebound tenderness.
Complete blood count, comprehensive metabolic
panel, amylase and lipase levels were normal.
CT of the abdomen demonstrated an abdominal
haematoma centred ventral to the third portion of
the duodenum and bilateral renal wedge-shaped
infarcts (figures 1-3). Abdominal angiogram
showed irregular pancreaticoduodenal arcade with
microaneurysms originating from a branch of the
proximal superior mesenteric artery (figure 4).
The rupture of one of the microaneurysms was
presumed to be the source of the haematoma.
Rheumatological work-up included erythrocyte
sedimentation rate of 48 mm/hour (0-10 mm/hour),
C-reactive protein 81.3mg/L (0.00-3.00 mg/L),
negative antinuclear antibodies and antineutrophil
cytoplasmic antibodies. Hepatitis B serology, anti-
phospholipid, beta-2-glycoprotein and anticardi-
olipin antibodies were negative. The IgG,-related
disease was excluded based on clinical presentation
and laboratory workup (low IgG levels and normal
complement levels). Although the gold standard for
diagnosis of vasculitis is biopsy, it was not feasible
given the high risk of bleeding. The presump-
tive diagnosis of polyarteritis nodosa (PAN) was

Figure 1

CT abdomen revealing abdominal haematoma
(arrow mark), axial view.

Figure 2 CT abdomen revealing abdominal haematoma
(arrow mark), coronal view.

established, and the patient was treated with
steroids leading to significant clinical improvement.
He was advised to follow up in rheumatology clinic
for further treatment.

Retrospectively, our patient did manifest subjec-
tive fevers, but no other constitutional symptoms,
cutaneous involvement, peripheral neuropathy
or classically associated mononeuritis multiplex.
Yet, the new-onset hypertension, imaging findings
of wedge-shaped renal infarcts without glomer-
ular disease on urinalysis and microaneurysms
on abdominal angiograph led to the diagnosis of
PAN.

PAN is a necrotising vasculitis of medium-sized
arteries manifesting from single organ to polyvis-
ceral involvement, excluding lungs. Inflammation
of the arteries may lead to occlusion or rupture,
presenting as ischaemia or haemorrhage.! PAN
often presents with constitutional features, such
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Figure 3  CT abdomen revealing bilateral renal infarcts (arrow marks),
coronal view.

as fever, malaise, weight loss and myalgias, which are usually
recognised retrospectively. Arthralgias of large joints can occur
in up to 50% of cases. Mononeuritis multiplex is the main
neurological sign and occurs in 60% of patients.” Cutaneous
manifestations of PAN are purpura, livedo reticularis, necrotic
ulcers or subcutaneous nodules.! Involvement of gastrointes-
tinal tract can present as surgical abdomen in up to one-third
of the cases, but these symptoms are challenging to diagnose
due to their non-specific nature, requiring mesenteric angiog-
raphy or surgical exploration.! ? Involvement of the kidneys
can lead to tissue infarction, wedge-shaped infarcts or haema-
toma from rupture of renal microaneurysms, and renin-medi-
ated hypertension.?

The diagnosis of PAN cannot be made by a test or a clinical
finding, instead, it is a combination of clinical, angiographic and
biopsy findings. Most often, PAN is suspected when constitu-
tional symptoms and multisystem involvement are present with
the hallmark of microaneurysms are demonstrated on angiog-
raphy, even if histological confirmation is absent.

Figure 4 Abdominal angiography demonstrating a microaneurysm
(arrow mark).

Learning points

» Polyarteritis nodosa (PAN) affects medium-sized arteries
creating inflammation that results in their occlusion and
rupture, leading to ischaemia and haemorrhage, respectively.

» The diagnosis of PAN is a combination of clinical,
angiographic and biopsy findings.

» Healthcare professionals must suspect PAN when
constitutional symptoms and multisystem involvement are
present, with the hallmark of microaneurysms demonstrated
on angiography, even if histological confirmation is absent.
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