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ABSTRACT

Visceral artery aneurysm (VAA) is very rare among vascular pathologies. Incidence reported in autopsy series and angiographic studies

varies between 0.1% and 0.2%. Most cases are asymptomatic and are diagnosed as result of complications, or incidentally, when imaging

is performed for another reason.Three percent of VAAs are superior mesenteric artery (SMA) terminal branch aneurysms. Intra- and/

or extraperitoneal bleeding due to ruptured aneurysm is life-threatening condition and requires emergent intervention. Therefore,

surgical or endovascular interventional treatment must be performed rapidly after diagnosis. Presently described is case of ileocolic

artery aneurysm in a patient admitted with abdominal pain, nausea, and vomiting. Endovascular intervention had been planned; however,

during hospitalization, aneurysm ruptured and emergent surgery was performed. Review of the literature is also presented.
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INTRODUCTION

Visceral artery aneurysm (VAA) is very rare among vascular
pathologies. VAA was first described by Beaussiers in 1770, a
splenic artery aneurysm found at autopsy. In 1871, Quincke
described the symptoms of hepatic artery aneurysm. Kehr
performed the first successful surgical procedure to treat
VAA in 1903, and in 1932, Lindboe was the first to diagnose
splenic aneurysm preoperatively with abdominal X-ray. Most
cases are asymptomatic and are diagnosed as result of com-
plications, or incidentally, when imaging is performed for
another reason. Reported incidence has increased in recent
years due to frequent use of imaging methods.!" In autopsy
series, incidence varies between 0.1% and 0.2%./ Three per-
cent of VAAs are superior mesenteric artery (SMA) termi-
nal branch aneurysms. Aneurysm is most commonly seen in
the jejunal artery, followed by the middle colic artery, and
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the ileal artery.3l Most common causes are atherosclerosis,
angiodysplasia, arteritis, and infection.’®! Intra- and/or ex-
traperitoneal bleeding as result of ruptured aneurysm is life-
threatening condition and requires emergent intervention.
Therefore, surgical or endovascular interventional treatment
must be performed rapidly after diagnosis.

In this article, we report a case of ileocolic artery aneurysm
in a patient who was admitted with abdominal pain, nau-
sea, vomiting. Endovascular intervention had been planned;
however, during hospitalization, the aneurysm ruptured and
emergent surgery was performed. We also present a review
of the literature.

CASE REPORT

A 27-year-old male patient was admitted to emergency sur-
gery department with abdominal pain. Physical examination
revealed tenderness in the right lower quadrant of abdomen.
Vital signs were stable. Abdominal ultrasonography (USG)
demonstrated aneurysmal vascular lesion 57x52 mm in size in
the right lower quadrant, which was thought to originate from
mesenteric vessels, and inside the aneurysmal sac there was a
hyperechoic lesion with fluid level that could indicate throm-
bus. Abdominal and thoracic computerized tomography (CT)
and CT angiography were performed. Aneurysmal dilatation
distal to ileocolic artery approximately 5 cm in diameter was
found. There was no additional vascular aneurysm or vascular
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pathology observed in thoracic or abdominal images or car-
diovascular system images (Figs. |, 2). Hemoglobin level was
10.2 g/dL, hematocrit value was 31.3%, and other coagulation
parameters were normal. The patient did not have any signs
of acute abdomen. Endovascular treatment was planned.

While hospitalized awaiting endovascular intervention, pa-
tient had sudden onset of abdominal distension, hypotension,
and tachycardia. Emergent abdominal USG was performed,
and extensive intraabdominal fluid was observed. The patient
underwent emergent surgery with diagnosis of ruptured an-
eurysm. In exploratory laparotomy, large quantity of fresh
blood in the abdomen, giant hematoma in the small bowel
mesentery, and ruptured aneurysm in the terminal branches
of ileocolic artery were detected (Fig. 3).

Figure 1. Axial computed tomography angiography image of an-
eurysmal dilatation approximately 5 cm in diameter located distal
to ileocolic artery.

Figure 2. Coronal computed tomography angiography image of
aneurysmal dilatation approximately 5 cm in diameter located dis-
tal to ileocolic artery.
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Figure 3. View of ileocolic arterial aneurysm rupture.

Preoperative blood pressure was 70/50 mmHg, pulse was
120/bpm, hemoglobin was 5.1 g/dL, hematocrit was 15.3%,
pH was 7.05, lactate concentration was 6.3 mmol/L, and
base deficit was determined to be -21.3 mmol/L. Partial small
bowel resection, including ruptured aneurysmal area, was
performed. Anastomoses were avoided, due to hemodynamic
and metabolic instability; loops of small intestine were exte-
riorized as end ileostomy. Three units of erythrocyte sus-
pension were transfused peroperatively. Postoperatively, the
patient was kept under observation in the intensive care unit,
and transferred to service the next day. He was discharged
from the hospital on postoperative 10* day.

Microscopic examination of pathology specimen revealed re-
canalized thrombotic vascular structures in the mesenteric
fatty tissue near the ruptured aneurysm. There were no signs
indicating vasculitis. Stoma closure was performed second
month postoperatively. At follow-up 6 months after surgery,
the patient had no complications.

DISCUSSION

VAA is very rare among vascular pathologies, but reported
incidence has increased in recent years due to frequent use of
imaging methods.!" In autopsy series and angiographic studies
it has been said to be 0.1% to 0.2%.1) Among cases of VAA,
3% are SMA terminal branch aneurysm. Aneurysm is most
commonly seen in the jejunal artery, followed by middle colic
artery and ileal artery.?* Most common causes are athero-
sclerosis, angiodysplasia, arteritis, and infection.l®*]

Grotemeyer et al. reported in their study that 39.1% of VAAs
are diagnosed incidentally, 60.9% of VAAs are symptomatic
(abdominal pain, nausea, vomiting, jaundice, etc.), and 17.4%
of VAAs cause hemorrhagic shock.[! Due to very high mor-
tality and morbidity associated with VAA, treatment of in-
cidental cases is recommended even when asymptomatic.!

It has been reported in the literature that 22% of VAAs are di-
agnosed after rupture.® Risk of rupture is higher in pregnant
women, patients who have many aneurysms, if aneurysm has
diameter of more than 2 cm, and in symptomatic patients.’-'"]
VAA is treated with surgery or endovascular intervention.
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Due to high probability of SMA terminal branch aneurysm
rupture and end-organ damage, surgical treatment is usually
preferred in these cases. Ligation of aneurysm and bowel re-
section procedure defined by Cooley and De Bakey in 1953
is still treatment of choice in surgery today.l' Endovascular
treatment can be attempted in patients who had previous
abdominal surgery or in patients with multiple comorbidi-
ties.'’] This treatment can be used in ruptured aneurysm('?
and in small asymptomatic aneurysm. Aneurysm embolization
(coil, glue, etc.) or covered stenting can be performed endo-
vascularly. However, if there is suspicion of mycotic infection
as etiology, high risk of infection of graft material should be
considered.!'*"] Endovascular treatment can be performed in
these cases with low rate of mortality and morbidity; how-
ever, many aneurysms may not be suitable for this treatment.
Furthermore, experienced staff and angiography units with
proper technical infrastructure are needed for endovascular
treatment, and such facilities are available in only limited num-
ber of hospitals. Mortality rate due to ruptured aneurysm
ranges from 8.5% to 75%.[1 Our patient was diagnosed with
abdominal pain, and endovascular intervention was planned,
but emergent surgery became necessary due to rupture of
aneurysm. We believe that the fact that the rupture occurred
in hospital conditions prevented mortality in this instance.
Anastomosis was avoided because the patient was in hemor-
rhagic shock. Small bowel loops had severe edema due to
resuscitation with intravenous fluid in a short time. This case
illustrates that terminal branch aneurysm of SMA can rupture
at any time. Therefore, performing treatment as soon as it is
diagnosed may reduce mortality and morbidity.

VAA is rare among vascular pathologies. Most cases are as-
ymptomatic. VAA is often detected only once complications
or symptoms arise, or incidentally, when imaging is performed
for another reason. Once SMA terminal branch aneurysm is
diagnosed, treatment is recommended as soon as possible
due to high mortality and morbidity of complications. Even
though endovascular treatment can be performed in selected
cases, surgical treatment is preferred due to possibility of
rupture and end-organ damage.
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Nadir goriilen bir hemoperitonium nedeni: Ileokolik arter anevrizma riiptiirii olgu sunumu

Dr. Adem Bayraktar, Dr. Kaan Gok, Dr. Fatih Yanar, Dr. Bahar Canbay Torun, Dr. Cemalettin Ertekin

Istanbul Universitesi Istanbul Tip Fakiiltesi, Genel Cerrahi Anabilim Dali, istanbul

Visseral arter anevrizmalari (VAA) vaskiiler patolojiler arasinda ¢ok nadir gériilmektedir. Otopsi calismalarinda goriilme sikligi %0.1-%0.2 arasinda
degismektedir. Cogu olguda semptomsuzdurlar ve komplikasyonlari sonucu tani alirlar ya da baska nedenle yapilan gériintlilemeler sirasinda insi-
dental olarak saptanirlar. Visseral arter anevrizmalari arasinda sliperiyor mezenterik arter (SMA) ug dal anevrizmalari %3 oraninda gorilmektedir.
Anevrizma riiptlirli sonucu intra ve/veya ekstraperitoneal kanamalar hayati tehdit etmekte ve acil miidahale gerektirmektedir. Bu nedenle tani ko-
nulduktan sonra hizli bir seklide cerrahi ya da endovaskdiler girisim ile tedavi edilmeleri gerekmektedir. Bu yazida, karin agrisi, bulanti, kusma nedeni
ile bagvuran ve goriintiilemelerinde ileokolik arterde anevrizma saptanip endovaskdiler girisim planlandigi ve hastanede yatis sirasinda riiptire olan,
acil cerrahi girisim uygulanan olguyu sunmayi ve literatiir taramasi yapmayi amagladik.

Anahtar sézclikler: Akut karin; anevrizma riiptiri; vaskiler anevrizma.
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