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Abstract- Superior mesenteric artery (SMA) aneurysm is a rare disease. In this case report, we present a 32 

years old woman who was admitted to our hospital with chronic abdominal pain. SMA aneurysm was 

diagnosed after radiological evaluation. The patient underwent ligation of the superior mesenteric artery 

aneurysm and remained well 12 months after the surgery. 
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Introduction 
 
Superior mesenteric artery (SMA) aneurysm is the third 
most common splanchnic artery aneurysm, accounting 
for 5.5% of these lesions (1). The prevalence of these 
aneurysms is the same between male and female. These 
aneurysms are most commonly placed at the first 
proximal 5cm of the artery. The most common cause of 
SMA aneurysm is considered to be infection; however a 
recent report suggested that an infectious etiology 
accounted for less than 5% of these aneurysms (2). 
Other causes include atherosclerosis, connective tissue 
disease, cystic medial necrosis, pancreatitis and 
trauma(3). SMAaneurysm is also seen with colon cancer 
(4), lupus erythematosus (5) and intestinal tuberculosis 
(6). Although many splanchnic artery aneurysms are 
asymptomatic, more than 90% of SMA aneurysms are 
symptomatic, with associated abdominal pain and 
gastrointestinal bleeding. Acute mesenteric ischemia 
may result from thromboembolism ofthe artery (7). The 
most common symptoms of SMA aneurysms include 
nausea, pain, hemorrhage, hemobilia and jaundice. The 
main risk of SMA aneurysms is rupture which has high 
rate of mortality (1).In the present case, we report a 
woman with chronic abdominal pain who was found to 
have superior mesenteric artery aneurysm and treated 
with aneurysm ligation. 

 
Case Report 
 
A 32 years old woman presented at a rural clinic with 

intermittent pain in right upper quadrant of abdomen 
that had started about 3 months earlier and progressed 
over the time. Ultrasonography was performed with 
suspicion to cholelithiasis. The gallbladder was normal, 
but ultrasonography revealed a 25mm x 20mm mass in 
the epigastric region which appeared to be SMA 
aneurysm. The patient was referred to our clinic then for 
further assessment and treatment.  

Physical examination on initial admission at our 
clinic (Department of surgery, Shohada Tajrish 
Hospital) revealed a well nourished cooperative patient. 
Her vital signs were pulse rate 86/min, blood pressure 
120/80 mmHg, oral temperature 37.1oC and respiratory 
rate 16/min. Physical examination of head and neck and 
chest was normal. Her abdomen was flat with no scars, 
bowel sound was normoactive and no bruit was heard. 
She had no epigastric or right upper quadrant (RUQ) 
tenderness, no palpable mass or organomegaly was 
detected and her peripheral pulses were palpable. 
Routine laboratory tests were within normal limits.  

Angiography and selective superior mesenteric 
artery arteriography was accomplished via femoral 
artery catheterization and revealed an isolated 50mm x 
50mm saccularSMA aneurism with no peripheral 
vascular connection (Figure 1). 

There was no other visible vascular deformity or 
aneurysm. A transthoracic echocardiography was 
performed prior to the surgery. The result was normal 
without any evidence of endocarditis or cardiac valve 
vegetation. 

The    patient     underwent     surgery    after    initial 
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Figure 1. Preoperative angiography revealed SMA aneurysm. 

 
preparation. Wide spectrum antibiotics were prescribed 
before the surgery. A long midline incision was made. 
The exploration of abdomen revealed no pathology 
except a palpable pulsatile mass. We approached to 
superior mesenteric artery origin by rotating the spleen, 
the stomach, the left colon and the tail of pancreas to the 
right. The left lobe of liver was freed. A saccular 
aneurysm was detected about 5cm from the origin of 
superior mesenteric artery which had a visible neck and 
a few small collateral vessels. Control was taken 
proximal and distal to the aneurysm with a vascular loop 
(Figure 2). The neck of the aneurysm was then ligated 
with 1-0 silk. The aneurysm was opened and some small 
collateral vessels with backflow were ligated within the 
aneurysm sac. Samples of the aneurysm wall and 
contents were sent to the pathology department for 
examination. The visceral organs were then placed back 
to their position and the abdomen was closed.  

Gastrointestinal activity resumed after 2 days and 
oral nutrition was started 3 days after the operation. The 
patient was discharged from the hospital after 5 days 
with good condition and recommended to perform 
transesophageal echocardiography to rule out 
endocarditis and  also  advised  to  undergo a CT scan of 

 

 
Figure 2. Superior mesenteric artery aneurysm 

abdominal vessels every year to detect other possible 
splanchnic artery aneurisms. The patient remained well 
after 1year of follow up with no complications. 

 
Discussion 
 
Because of the high risk of rupture or thrombosis (50%), 
SMA aneurysms can interrupt perfusion of internal 
organs and these aneurysms are potential lethal illnesses, 
therefore surgical treatment is reasonable in the absence 
of complicating factors (8). 

Debakey and Cooley introduced the first treatment of 
SMA aneurysm in 1953 by excising the aneurysm 
without revascularization (9). Since then, the most 
common procedures attempted to treat these aneurysms 
have been aneurysmorrhaphy and simple ligation and 
about a third of SMA aneurysms have been treated 
successfully by operation (3). Surgery may be 
performed via a trans mesenteric technique, but 
proximal aneurysms require either a left retroperitoneal 
approach with medial reflection of the colon, pancreas, 
and spleen, or a transscleral approach (10). SMA 
aneurysms can be ligated and excised safely because of 
the extensive collateral flow to the intestines via the 
celiac artery and the inferior mesenteric artery, thus 
temporary SMA occlusion and observation of the small 
bowel viability is recommended (3). Arterial 
reconstruction of the SMA after ligation of the aneurysm 
can be performed with an interposition graft if the 
viability of the small bowel is suspected (8,10). Due to 
high incidence of infectious etiology, saphenous graft is 
preferred over prosthetic grafts (8). In our case there was 
no need for arterial reconstruction due to adequate 
collateral flow. 

Endovascular treatment can also be considered in 
these patients and associates lower morbidity and 
mortality rates and shorter hospital stay, but nowadays 
many aneurysms are not suitable for this management 
and it is a technically difficult approach, that requires a 
specific training and the first cases represent a learning 
curve (11,12). Endovascular treatment is primarily used 
in small asymptomatic aneurysms in anatomical 
locations where surgery is potentially difficult or 
dangerous (13). The treatment choices include 
embolization of the aneurysm(14) or stent grafting (15). 
Anatomy conducive to transcatheter embolization 
includes aneurysms with a small neck, which are distal 
to the origin of the SMA and assessment of bowel 
viability should be warranted with angiographic 
determination of collateral flow (2). 

In conclusion, we report a case of SMA aneurysm 
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who presented with chronic RUQ abdominal pain. 
Diagnosis was suggested with ultrasonography and 
confirmed by angiography. The patient underwent 
surgery and the aneurism was ligated successfully 
without any complications. 
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