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Dear Editor,

Ischemic gastritis (IG) is an extremely rare entity due to the rich gastric

vascularization1. The present case is the ideal setting to suspect it.

A 55-year-old man with hypertension, dyslipidaemia, ischemic heart disease, and

type 1 diabetes mellitus (DM) with diabetic retinopathy and nephropathy. Under

treatment with Clopidogrel, ASA, Atorvastatin, Ramipril, Omeprazole and insulin

therapy.

He was brought to the emergency room with Glasgow Scale 5 so he was admitted to

the ICU.

Venous blood gases analysis on admission showed pH 6.96, pCO2 33.6 mmHg, pO2

120 mmHg, HCO3 8 mmol/L and glucose 780 mg/dL.

After a diagnosis of severe diabetic ketoacidosis, intensive fluid therapy and insulin

infusion were started.

At 24h he started with melenas. Gastroscopy showed a clearly delimited 7cm

blackish fundus mucosa, with a necrotic and ulcerated appearance (biopsy). This

area presented sheet bleeding treated with Hemospray (Figure 1A-B). A noncontrast

abdominal CT scan was performed due to high suspicion of IG, detecting gastric and

portal system pneumatosis (Figure 1C-D).

It was decided to continue with conservative treatment since the bleeding was self-

limited. He presented progressive metabolic stability and was discharged after 15

days.



The pathology examination confirmed findings compatible with IG.

The most common causes of IG are vascular2, especially of atherothrombotic origin.

Our case presented several macro/microvascular complications of DM.

The main symptom is abdominal anginal pain. Before admission, the patient had

postprandial abdominal pain. This finding and the absence of other triggering causes,

leads us to believe that the origin of diabetic decompensation was IG.

Highlight the possible interaction between Omeprazole and Clopidogrel, decreasing

the antiaggregant power of the latter3,4,5. In our case we replaced Omeprazole for

Pantoprazole, separating the dose between Pantoprazole and Clopidogrel by 12 h4.
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Figure 1. Gastroscopy (A-B): Clearly delimited blackish and necrotic area with

surrounding healthy mucosa. Sheet bleeding treated with Hemospray due to

extreme friability. Noncontrast abdominal CT scan: We see gas in the portal

system, predominantly in the left liver lobe (C) and the wall of the gastric fundus

significantly edematous with air bubbles in its thickness (D).


