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26 Mesenteric Artery Aneurysm

SURGICAL TREATMENT
OF COMPLICATIONS OF
SUPERIOR
MESENTERIC ARTERY
ANEURYSM

Trauma i5 a rare cause of superior mesenieric artery aneurysm and an isolated
aneurysm following penetrating abdominal injuries is very rare. But the risk for
missed arterial injury of superior mesenteric ariery following penetraling
abdominal injuries is very high. The haemorrhage may be masked because of the
tamponade in the mesentery during initial surgery and the late complications of
Jalse aneurysms comes on the scene in future.

We report 2 cases of superior mesenteric artery aneurysms as missed arierial
injuries, their complications of arteriovenous and enteric fistulas and results of
their surgical freafment.

T'wo cases of superior mesenteric artery aneurysms underweni surgery. The artery
was reconstructed and the arteriovenous fistula between superior mesenteric
artery and vein was closed in case I. The aneurysm was excised, enteric fisinla
was closed and an aorta-mesenteric bypass using a saphenous vein grafi was
performed in case 2,

The haemorrhage may become masked because of the lamponade in ithe
mesentery during a penetrating abdominal injury and initial surgery, and the late
complication of the false aneurysm comes on the scene in future, Extraanatomic
bypass using a transmesenteric approach provides successful result in surgical
treatment of superior mesenteric artery aneurysms.

Key words: Aneurysm, superior mesenteric ariery, missed injury

uperior mesenteric artery (SMA) aneurysms are the third
most common visceral lesions comprising 8 % of all
visceral artery aneurysms (1). In etiology they are most
often infectious, and mycotic aneurysms account for more
than half of these lesions (2,3). Arteriosclerosis and medial
degeneration represent secondary events while trauma is a rare casue
and isolated SMA aneurysms following penetrating abdominal
injuries are very rare (4). Because of the close proximity of
neighboring vessels such as abdominal aorta, inferior vena cava,
celiac truncus and renal arteries, it is a very low probability to
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encounter an isolated superior mesenteric
artery aneurysm as a missed arterial injury
without any other pathology in the related
vascular structures. The most important and
fatal complication of superior mesenteric

artery aneurysms is rupture. Aneurysmal
rupture, either freely or nto the
gastrointestinal tract or to the supenor

mesenteric vein is uncommon.

In this paper we report 2 cases of superior
mesenteric artery aneurysms as missed artenal
injuries, their complications of arteriovenous
and enteric fistulas and the results of their
surgical treatment.

CASE REPORT

Case I: A 25 years old femala patient had
undergone operation following gunshot injury
to the abdomen and the injured area on the
third part of the duedonum was repaired by
primary repour. During the first surgical
intervention, no other important vascular
trauma had been detected. Following an
uneventful postoperative course for 15 days
she had a pulsating mass in abdomen and a
bruit was heard. Abdominal aortography
revealed an aneurysm of mesenteric artery on
its proximal portion and a fistula between
superior mesenteric artery and vein. Under
general anesthesia, placing the patient in
supine position, a laparotomy through median
incision was performed. Aneurysm and the
fistula tract was approached directly through
the base of the transverse colon mesentery,
after pulling the small bowel downward and to
the left. The pancreas was retracted superiorly
and anteriorly to obtain control of superior

portion of the artery. The vein was repaired by
lateral  suturation  technique  following
proximal and distal control of the artery, and
the artery was reconstructed by saphenous
vein patchplasty. The patient was discharged
10 days after surgery with an uneventful

postoperative course. Postoperative
angiography demonstrated that the superior
mesenteric  artery was  reconctructed

successfully keeping its continuity and the
arteriovenous fistula was closed (Figure 1).

Case II: A 21 years old male patient who had
a gunshot injury to the abdomen had
undergone laparotomy and a  bowel
anastomosis had been performed after excision
of the injured segment. No important vascular
trauma had been detected during surgical
procedure. The patient who had an uneventful
postoperative course for 26 days was admitted
to our hospital with massive intestinal
haemorrhage. Endoscopic examination
demontrated a bleeding in the third part of
duedonum through a fistula. The suture line of
the jejunal anastomosis was intact without any
bleeding. Selective arteriography revealed an
aneurysm of the proximal portion of the
superior mesenteric artery and enteric fistula
(Figure 2). Under general anesthesia,

following median laparotomy, the aneurysm
was aproached through the mesentery of the
transverse colon. The aneurysm was infected
and resection of the aneurysm was decided.
Aortomesenteric bypass using saphenous vein
graft between infrarenal aorta and the distal
portion

of the mesenteric artery was

Figure 1. Postoperative angiography
demonstrating superior mesenteric artery
reconstructed and the arteriovenous fistula

closed.
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Figure 2.- Selective arteriography revealing the
aneurysm of the proximal portion of the
superior mesenteric artery and the enteric
fistula.

Figure 3. Postoperative angiography revealed
the abdominal aorta-superior mesenteric artery
bypass grafts were both open.

accomplished before opening the fibrous
capsule of the false aneurysm. The proximal
and the distal ends of the aneurysm were
ligated and the aneurysm was excised. The
orifice of the fistula in the duedonum was
closed by primary sutures. Seeing that the
bowel viability was not good enough at the
middle portion of transvers colon, arteria
colica media which was originating from
aneurysm segment was bypassed with another
saphenous vein graft. Proximal end of this
saphenous vein graft was anastomosed to the
former one (the one between infrarenal
abdominal aorta-superior mesenteric artery)
constructing a Y form. It was observed that the
perfusion of whole intestinal system was good
enough. The surgical wound was closed in
layers. The patient had an uneventful
postoperative course and discharged 12 days
after surgery. The angiography which was
performed 3 months after surgery revealed the
superior mesenteric artery bypass grafts were
bath open (Figure 3).

DISCUSSION

Missed arterial injuries are among the
traumatic vascular pathologies whose prompt
diagnosis and definitive treatment methods
remain uncertain (5,6). There is usually not
enough time and possibility for the surgeon to
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evaluate the vascular system specifically by
arteriography when he encounters a patient
with general trauma. During surgical
intervention the vasculer structures close to the
injured area are evaluated. But the tamponade
of an hemorrhage inside the mesentery may
cause missing of any injury of mesenteric
arteries. These missed mesenteric arterial
injuries appear with delayed complications
such as false aneurysms, rupture,
arterio-venous fistulas, enteric fistulas after a
period of time. [solated injury of superior
mesenteric artery is a very low probability
because of its close proximity to aorta and
inferior vena cava. During a penetrating injury
which penetrates the body through anterior,
posterior or oblique sides, superior mesenteric
artery is usually injured at the same time with
abdominal aorta and vena cava inferior
because all these vessels course on the same
line. But when an injury penetrates the body
through lateral side isolated injury of any of
these vessels may occur. Suchlike, in both of
our 2 cases trajectory of the missiles were
parellel to the anterior wall of the abdomen.
Surgical exposure and revascularization in
superior mesenteric artery aneurysms are still
under debate (7-9). For a true aneurysm which
involves the proximal portion a retroperitoneal
approach provides advantage to achieve an
easy exposure. For traumatic aneurysms, a
transsperitoneal approach is a more
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appropriate thinking because of possibility of
intestinal  surgical interventions  and
identifying intestinal perfusion. By medial
rotation of the left-sided abdominal viscera
(Mattox maneuver), they can be visualized just
at the origin of the superior mesenteric artery
(10). But in this approach reaching the middlle
portion of the artery and its branches will be
difficult. For this reason we preferred direct
approach through the mesentery. The superior
mesenteric artery can be isolated for length,
needed for careful dissection through the
mesentery  with elevated pancreas and
duedonum. In surgical treatment of mycotic
and false superior mesenteric  artery
aneurysms, simple ligation has proved to be an
acceptable procedure to avoid graft infection
(11,12). The risk of bowel ischemia is high in
patients in which ligation is done in a proximal
segment, and arterial reconstruction, with an
interposition graft or aortomesenteric bypass
after exclusion or excision of the aneurysm is
required. In our second case we identified that
the bowel viability on the right side of
transverse colon was not good enough because
arteria colica media which was originating
from the ligated segment had been lgated
although the distal portion of superior
mesenteric artery was bypassed. In the
presence of infection, extraanatomic bypass
with an autogenous saphenous vein is an
appropriate method for arterial reconstruction
and long term antibiotic therapy is
recommended in such cases. We performed an
aortomesenteric bypass between infrarenal
abdominal aorta and distal portion of superior
mesenteric artery using saphenous vein graft
in our second case. Both proximal and distal
anastomoses and the graft were left away from
the infectious area.

CONCLUSIONS

In summary, the risk for missed arterial injury of
superior mesenteric artery following penetrating
abdominal injuries is very high. The haemorrhage
may be masked because of the tamponade in the
mesentery during initial surgery and the late
complication of false aneurysms comes on the
scene in future. Extraanatomic bypass by a
transmesenteric  approach provides successful

Koguyolu Heart Journal

results in surgical treatment of superior mesenteric
artery aneurysms.
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