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Abstract
Giant superior mesenteric artery (SMA) pseudoaneurysms are a very rare clinical entity and follow a spectrum 
of their initial clinical manifestation. Due to the inherent increased mortality risk, in the face of rupture, urgent 
treatment is warranted. In this case report, we report the case of a 51-year-old patient with chronic pancrea-
titis complicated by a giant SMA pseudoaneurysm inside the pancreatic pseudocyst, presenting with diffuse 
abdominal pain, upper gastrointestinal bleeding and hemodynamic instability. Endovascular treatment with 
stent placement was performed, completely excluding the pseudoaneurysm from the circulation. Endovascular 
treatment of giant SMA pseudoaneurysms with stenting is feasible and may be considered as an alternate 
treatment option in patients who refuse surgery or are poor surgical candidates, even in the emergency setting. 

Key Words: Pseudoaneurysm; chronic pancreatitis; pancreatic pseudocyst; superior mesenteric artery;  
endovascular repair

Case Report Hell J Surg. 2023 Oct-Dec;93(2):79–82
doi.: 10.59869/23014

Corresponding author:
Francesk Mulita MD, MSc, PhD
Resident Surgeon at the Department of Surgery, 
General University Hospital of Patras, Achaia, Greece
Tel.: +30 6982785142, e-mail: oknarfmulita@hotmail.com

ORCID Id: orcid.org/0000-0001-7198-2628

Submission: 08.05.2023, Acceptance: 10.07.2023

Introduction

Visceral true arterial aneurysms and pseudoaneurysms 
(VAPA), are defined as weakening of the arterial wall with 
concomitant dilatation of all three layers or externally 
dilated haematomas with direct extravasation confined to 

the vessel’s wall, respectively. They develop most usually 
on the grounds of an inflammatory degenerative disease 
(eg. pancreatitis) [1] which may damage the arterial vessel 
wall and constitute a very rare pathological entity with an 
estimated prevalence of 0.1 to 2% [2,3], with morbidity 
due to rupture ranging from 25 to 80% [4].

According to the European Society of Vascular Surgery 
guidelines, in patients with asymptomatic pseudoaneu-
rysms of the mesenteric arteries, intervention may be 
considered irrespective of its size, while for symptomatic 
pseudoaneurysms urgent treatment is warranted albeit 
with low level of evidence [5].

The present study is a case report of a middle-aged man 



D-D Chlorogiannis, et al

Hellenic Journal of Surgery80

(~8,50 x 6,20cm greatest diameters in axial section) that 
actively extravasated into the cavity of the pancreatic 
pseudocyst and its radiographic features mimicked of an 
abdominal aorta aneurysm (Figure 1A, B).

Therapeutic Intervention

The present case was discussed in a multidisciplinary 
approach and the diagnosis of a superior mesenteric 
artery extravasating inside a pancreatic pseudocyst of 
the pancreatic head was made. Due to the high surgical 
complication risk stemming from the multiple comorbidi-
ties of the patient, the decision of endovascular exclusion 
of the aneurysm from the circulation was decided. In 
order to catheterise the SMA, the endovascular team 
decided to access it from right maxillary artery with an 
introducer sheath, since the lumen diameter of the right 
brachial artery was less than 3mm. The wide necked pseu-
doaneurysm was visualised with a selective arteriogram. 
Lastly, the treatment goal of excluding the giant superior 
mesenteric aneurysm was achieved with the placement 
of a coated 7x38mm stent in the SMA.

who presented with upper gastrointestinal (GI) bleeding 
due to the active extravasation in a pancreatic pseudocyst 
of a giant superior mesenteric artery pseudoaneurysm 
which was managed endovascularly with stent placement. 

Patient information  
and Clinical Findings

A 51-year-old man presented to the hospital’s emer-
gency room due to weakness and loss of consciousness. 
Three days prior to accessing the emergency room, the 
patient reported vomiting with coffee-ground appearance. 
In addition, the patient also reported that in the span of 
the past months, there was progressive unintentional 
weight loss accompanied with progressive weakness and 
low back pain. Moreover, the patient’s history included 
excessive alcohol consumption, excessive smoking, and 
iron deficiency anaemia. Family history was unremarkable. 
During physical examination, the patient reported gener-
alised slight abdominal tenderness without guarding or 
rigidity, on deep palpation. McBurney’s sign was negative. 

Timeline

Diagnostic Assessment and Therapeutic 
Intervention

Subsequent blood testing revealed significantly low 
haematocrit (Ht; 15,00%). An abdominal computed tomog-
raphy (CT) scan was performed and revealed signs of chronic 
liver disease, chronic pancreatitis and atherosclerosis of the 
abdominal aorta. Inside the pancreatic head, there was a 
lesion with radiological features suggestive of pancreatic 
pseudocyst inside of which there was active contrast ex-
travasation from the superior mesenteric artery. The walls 
of the superior mesenteric artery were well demarcated 
and had increased diameter (1,10cm), with radiological 
features suggestive of a possible SMA pseudoaneurysm. 
Understanding the risk of any potential surgical interven-
tion, the patient declined the suggested treatment and was 
discharged against medical advice (AMA).  

After two months, the patient’s condition deteriorated 
and was admitted to the hospital’s emergency depart-
ment due to haemodynamic instability stemming from 
repeated bouts of hematemesis and haematochezia. 
Blood test revealed elevated c reactive protein (CRP; 
2,44 mg/dl), normocytic anemia (Hemoglobin; 7,70mg/
dl, Ht; 23,90%, Mean Corpuscular Volume; MCV 81,60 
fL), while also presented increased fibrinogen (480 mg/
dl) and increased liver function enzymes. After hemody-
namic stabilization the patient underwent emergency 
abdominal CT with intravenous contrast, which revealed 
the increased dimensions of the SMA pseudoaneurysm 

A

B

Figure 1. Computed tomography angiography (CTA) of the 
superior mesenteric artery in transverse section at the first (A) 
and second (B) hospitalisation. 
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Follow-up and outcomes

The prognosis of such a case is intertwined with the risk 
for complications of the underlying disease, mainly chronic 
liver disease and chronic pancreatitis. In the verifying ar-
teriogram, complete exclusion of the pseudoaneurysmal 
sac was observed and with concomitant preservation of 
collaterality (Figure 2). During hospital stay, no vascular 
complications were observed, and the patient did not 
develop anaemia again. He was discharged ten days after 
the endovascular treatment. 

Discussion

Arterial pseudoaneurysms of the superior mesen-
teric artery are rare but can be a devastating sequala of 
pancreatitis, with the reported frequency due to chronic 
pancreatitis estimated to be 1.7% [6] with morbidity reach-
ing 80% when ruptured [4]. Factors that contribute to the 
increased risk of rupture include complicated pancreatitis, 
with abscess or pseudocyst formation, sepsis with mul-
tiorgan failure and concomitant anticoagulant use [7,8].

Symptomatic disease depends on the anatomic loca-
tion, however, abdominal pain will be the chief complaint 
in one third of the patients, which may also radiate to the 
back, mimicking the clinical features of pancreatitis [9]. 
Bleeding from the sac may also occur in different sites 
of the gastrointestinal tract like into the pancreatic duct 
(haemosuccus pancreaticus) in 1/5 of the cases, in the 
retroperitoneum, or also inside the pancreatic pseudo-
cyst, as in this case report [10]. The most frequent site for 

pseudo-aneurysms is the splenic artery which is involved 
in 35%-50% of occasions, while the gastroduodenal and 
pancreaticoduodenal vessels each constitute for 20%-25% 
of the cases. The remaining cases involve the rest of the 
visceral arteries (mesenteric, colic, and hepatic vessels) [11]
[12]. The diagnostic modality of choice is CT angiography, 
with endovascular arteriography being considered the 
gold-standard since it may also allow for synchronous 
endovascular treatment if possible [13]. Angioembolisation 
was one of the first endovascular methods with favourable 
results in poor surgical candidates and included detach-
able framing coils with subsequent smaller coil placing 
inside the framework to achieve tight packing and vessel 
occlusion [14,15]. Nonetheless, the increased sac in giant 
MSA pseudoaneurysms makes stent placement techniques 
a more suitable choice. Stent placement in the visceral 
arteries is not without potential complications, however. 
Ther paucity of data concerning the long-term stent throm-
bosis or stenosis rates and if such complication arises and 
whether there is sufficient time for collateral circulation 
to develop [16,17]. Collateralisation is important, since 
end-organ ischaemia may occur and result in short bowel 
syndrome requiring parenteral nutrition [18].

The highlight of this case report is the indolent clinical 
presentation with iron deficiency, anaemia and unintended 
weight loss, with high suspicion for colonic cancer, while 
the serious and rapid evolution into gigantic sizes does not 
exclude endovascular treatment with stent. Endovascular 
stenting of gigantic SMA pseudoaneurysms is feasible and 
can be recommended as an alternate treatment option to 
surgery or angioembolisation. The lack of clear evidence 
on the long-term efficacy of such procedures, to solidify 
its role in the concurrent clinical practice is mandatory. 
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