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Endovascular Stent Placement in a Patient with
a Posttraumatic Isolated Superior Mesenteric Artery
Dissection with Focally Progressing Dissecting Aneurysms
and a Severely Compressed True Lumen

Young-Kyu Kim, M.D., Kyu Hee Her, M.D., Ph.D., Seung Hyoung Kim, M.D.}, Kwangsik Kim, M.D.

Department of Surgery and ‘Department of Radiology, Jgju National University School
of Medicine, Jgju-si, Republic of Korea

Reports on a posttraumatic isolated superior mesenteric artery (SMA) dissection are rare. Recently, endovascular
stent placement via percutaneous access, instead of vascular surgery, has been widely accepted as the initial treatment
for a patient with an isolated SMA dissection or its complications. A 60-year-old female patient was transferred to our
hospital due to an isolated SMA dissection after a car accident. The SMA dissection was 8.5 cm in length, and it involved
the true lumen, which was severely compressed by the thrombosed false lumen. The patient was closely observed
because she did not complain of any specific visceral pain. On the seventh hospital day, she underwent computed
tomography (CT) to decide on a further treatment plan, irrespective of the presence of the abdominal symptom. The
findings of the follow-up CT showed no difference compared to those of the previous CT. She was discharged with anti-
coagulants. One month later, the follow-up CT revealed focally progressing dissecting aneurysms in the false lumen of
the dissected SMA and a more severely compressed true lumen. Two self-expandable metallic stents were successfully
placed in the true lumen of the dissected SMA, covering two aneurysmal lesions. Herein, we report a successful
endovascular treatment with stent placement for treating focally progressing dissecting aneurysms and a severely com-
pressed true lumen in a patient with a posttraumatic isolated SMA dissection. [ J Trauma Inj 2015; 28: 266-271 |
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Fig. 1. (A, B, C) Superior mesenteric artery (SMA) angiogram on the day of the accident (A). SMA angiogram showed a dissecting
aneurysm (white arrow head) which was located a few centimeters from the vessel origin. The true lumen was compromised
moderately. Contrast-enhanced abdominal computed tomography (CT) scan on the seventh day after the accident (B, C). The
CT findings of the seventh day didn’'t show any difference compared to those of the accident day. Axial CT image (B)
showed SMA dissection. Most of the false lumen was thrombosed and severe true lumen stenosis was visualized in the SMA
(white arrow head). Coronal CT image (C) showed a severely narrowed true lumen (white arrows), which was compressed by
adilated, partially thrombosed false lumen. F; false lumen, T; true lumen

— 267 —



- Journal of Traumaand Injury Vol. 28, No. 4 -

out A AR eE A 6A7te] Au A " Folls £ dAESEY AA4 AE 7)Ao 2 em
Fo0l AT AwR fasiilh A eIl vigs Eolxl oA AR oF 8.5 cm A ole] AgRtakE e
flol B g0l gglou vhdge §lglan, B8 5o 7F gl AEReewate] o] A Rels = wd
ZAE QAL WEo HE Holl gk HAbd £ (entry tear)d AwhE el FUlRsE A A dw
g0l 114 mg/dLE A5 29 AP 2 £2¥hA A d A70] 0.9 em @R o glglov T offjZol= 717t
T BE ARG BI HAEe} v FRUAMIEY (false lumen)o] MO 7H5 A QlowA 7o) wi - &
22 gIglh, 8 A% e ol AR R ofA Qe ads Btk 4 T AlRR e

Fig. 2. (A, B) Computed tomography (CT) angiogram on the first month after the accident (A). Two dissecting aneurysms (white
arrows head) and a severe stenosis of the true lumen were seen in the superior mesenteric artery (SMA). CT angiogram on 3¢
month after endovascular stent placement (B). Follow-up CT angiogram showed that the intraluminal self-expandable metal-
lic stents were fully expanded in the SMA (white arrows) and all the branch arteries of the SMA were normally visualized.

/ r, ‘

Fig. 3. (A, B) Superior mesenteric artery (SMA) angiogram on the first month after the accident (A). SMA angiogram showed an
increase of the proximal dissecting aneurysm (white arrow head) and the true lumen of the SMA was compromised severely.
Another small dissecting aneurysm (white arrow) was slowly visuaized at the middle colic artery branching site from the
SMA.. Post-stenting SMA angiogram (B). Dissecting aneurysms decreased in size and the true lumen of the SMA was dilated
by self-expandable metallic stent (black arrows).
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Fig. 4. Sakamoto’s classification of isolated superior mesenteric artery dissection.
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