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Ruptured aneurysm of left colic artery: A case report
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Abstract:

Visceral artery aneurysms belong among the rarest aneurysms, while only few cases of left colic artery aneurysms have
been described. We present a case of a ruptured aneurysm of left colic artery in a 52 year old woman. The patient was
managed successfully by endovascular means. The post operative course was uneventful and the patient was discharged

from the hospital on the 7t postoperative day.

CASE REPORT

A 52 year old female patient with medical history of hypo-
thyroidism and tobacco abuse (60 pack years ) presented to
the emergency department of another hospital complaining
about hypogastric - left lower quadrant abdominal pain. Blood
tests, arterial blood gas analysis, abdominal and transvaginal
ultrasound were normal. The patient was admitted and treat-
ed with intravenous antibiotics (ceftriaxone, ciprofloxacin,
metronidazole) like an intra-abdominal inflammation, and
symptoms were relieved after 48 hours. On the 3" day of hos-
pitalization, the patient had acute hypogastric - left lumbar
abdominal pain and an episode of orthostatic hypotension.
At the same time, a complete blood count showed a drop in
hemoglobin / hematocrit (Hgb 9.5 g/dL ,Hct 28.4%) with no
hemodynamic changes in the status of the patient. Clinical ex-
amination revealed pain elicited by palpation of the left lum-
bar region with a palpable mass and positive Blumberg sign.
A Computed Tomography Angiography (CTA) was performed
revealing a ruptured left colic artery aneurysm (maximum di-
ameter = 1.1 cm) with a retroperitoneal hematoma (8.3 cm x
7 cm) (Fig. 1 and 2). The patient was hemodynamically stable
and was transferred to our hospital where she underwent an-
giography. Percutaneous access from the right common fem-
oral artery was gained under local anesthesia and selective
cannulation of the inferior mesenteric artery first and then of
the left colic artery was achieved with a vertebral catheter. Di-
agnostic angiography confirmed the presence of an aneurysm
of the left colic artery (Fig. 3). Embolization of the aneurysm
sac was achieved with multiple microcoils (Hilal Emboliza-
tion Microcoils 185- 4.0 cm - 6 mm - COOK MEDICAL ) (Fig.
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4). Additionally, embolization of the left colic artery proximal
to the aneurysm sac was performed with the same pushable
microcoils (Fig. 5). Postoperatively the patient was transferred
to the ward for further treatment. Over the following day,
complete blood count showed elevation of white blood cells
(WBC 18,300, Neu 82%) and further drop in hemoglobin / he-
matocrit (HgB 8.7 g/dL, Hct 27%), whereas physical examina-
tion of the patient revealed persistent hypogastric abdominal
pain. Arterial Blood Gas test showed no abnormalities (normal
range of pH and lactate). Contrast-enhanced abdominal com-
puted tomography scan was performed and showed a slight
increase in the dimensions of the retroperitoneal hematoma
(9.5 cm x 7 cm) with no active extravasation. No signs of co-
lonic ischemia were found. The patient was treated conserv-
atively with intravenous antibiotics (piperacillin/tazobactam,
metronidazole) and fluids , with gradual relief of symptoms.
She was discharged from our department on the 7t postop-
erative day. Abdominal computed tomography after 6 months
showed decrease of the dimensions of the retroperitoneal he-
matoma (3.8 cm x 4 cm) while the patient remained free of
symptoms.

Fig 1: Computed Tomography Angiography showing large retroperi-
toneal hematoma (8.3 cm x 7cm )
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Fig 4. Digital Subtraction Angiography (DSA) showing embolization
with microcoils of the aneurysmal sac of the left colic artery

Fig 2. Computed Tomography Angiography in coronal view showing:

a) black arrow: retroperitoneal hematoma and b) blue arrow: left col- &
ic artery aneurysm
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Fig 5. Digital Subtraction Angiography (DSA) showing embolization of
the aneurysmal sac and the left colic artery

DISCUSSION

Visceral aneurysms belong among the rarest aneurysms with
an incidence of 0.2-2% in the general population.’* Splenic
and hepatic aneurysms are the most common visceral an-
eurysms while inferior mesenteric artery aneurysms and its
branches are extremely rare and account for less than 1% of
Fig 3. Digital Subtraction Angiography (DSA) showing a left colic ar- 5 splanchnic aneurysms.® Only a few cases of left colic artery
tery aneurysm aneurysm have been described in the literature. The patho-
genesis of these aneurysms is not well understood, although
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various causes of splanchnic aneurysms have been proposed,
including atherosclerosis, medial degeneration, collagen dis-
eases (Ehlers-Danlos syndrome), vasculitis (Takayasu, Pol-
yarteritis nodosa) fibromuscular dysplasia and autoimmune
disorders.®” A male predominance of 5:1 has been reported.?
Most of the cases remain asymptomatic and the aneurysm is
randomly discovered during an investigation for another ab-
dominal pathology. Some cases, however, have presented in
the emergency department with rupture as a medical emer-
gency, with abdominal pain and hypovolemic shock. In these
cases, mortality seems to be 20%° although it has been re-
ported that in urgent surgery mortality can be increased up
to 70%.% Diagnosis is often made with computed tomography
angiography (CTA) while other imaging techniques such as
Magnetic Resonance Angiography (MRA), Digital Subtraction
Angiography (DSA) or even ultrasound could be used.'* Latest
guidelines report that mesenteric branch artery aneurysms
should be treated regardless of size.>** In the past, open sur-
gery with resection of the aneurysm with or without bypass
procedure was the treatment of choice for these entities.
Nowadays, endovascular techniques have been described
for the treatment of visceral aneurysms, including the use of
stent grafts, coil and N-butyl-2-cyanoacrylate (n-BCA) acrylic
glue. Given the fact that only few cases of aneurysms of the
mesenteric artery branches have been reported, there are no
large studies comparing the results and the most appropriate
treatment. However, various case reports have showed great
results with endovascular treatment, instead of the classic
open surgery, minimizing mortality, morbidity and the dura-
tion of hospitalization of the patients and should be the con-
sidered as the treatment of choice.

CONCLUSION

Inferior mesenteric artery aneurysms and mesenteric branch-
es artery aneurysms are rare entities. Any encountered lesion
should be treated regardless of size. There are no large studies
indicating the treatment of choice although latest results have
showed that endovascular treatment should be considered as
the first line of treatment for these patients even if rupture
has occurred.
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