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ABSTRACT

Background. Peripheral mycotic aneurysm development
is a rare systemic complication of infective endocarditis.

Case report. We report on a case of a mycotic aneurysm
of the superior mesenteric artery in a 66-year-old man with
infective endocarditis of the mitral valve. After the mitral
valve was replaced by a mechanical valve, a laparotomy was
performed. The mycotic aneurysm was excised and the vessel
was repaired by sewing an autologous venous patch at the
neck of the aneurysm. Five years after the operation, the
patient is doing fine, with a normal morphology and patency
of the superior mesenteric artery.

Conclusion. Our case demonstrates that simultaneous
valve surgery and repair of a superior mesenteric artery
mycotic aneurysm by sewing a vein patch in the neck of the
artery is a viable treatment option.

INTRODUCTION

Systemic complications occur in 22% to 50% of patients
with infective endocarditis [Baddour 2005]. Between 2.5%
and 10% of cases of infective endocarditis are complicated by
mycotic aneurysms [Mansur 1986; Werner 1991; Baddour
2005]. The most frequent sites of involvement are cerebral
arteries and the aorta [Werner 1991]. Aneurysms of the supe-
rior mesenteric artery (SMA) are extremely uncommon, com-
prising about 8% of visceral artery aneurysms [DeBakey
1953; Mansur 1986; Friedman 1987; Werner 1991].

CASE REPORT

A 66-year-old man presented with a history of persisting
arthralgias over a period of 2 months combined with fatigue,
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chill, fever, and a 10-kg weight loss. Echocardiography
revealed vegetations on the anterior and posterior leaflet of
the mitral valve (maximum size, 1.7 x 0.4 cm) combined with
a severe mitral valve regurgitation. A computed tomography
(CT) scan of the abdomen was performed because of
increasing inflammatory parameters and the fact that CT
imaging of the thorax showed hypo-dense lesions on the
spleen. Besides a few small abscesses in the spleen, this
examination revealed an aneurysmatic dilatation of the SMA
compatible with an inflammatory aneurysm. Selective arteri-
ography confirmed aneurysmatic dilatations of the SMA
(Figure 1). Streptococcus sanguis was isolated from blood cul-
tures. The patient underwent 6 weeks of antibiotic therapy
(penicillin) after which he underwent operation.

Perioperatively the mitral valve seemed to be myxomatoid
with the presence of vegetations on the anterior leaflet and a
ruptured posterior leaflet. The mitral valve was replaced by a
mechanical valve. Two saccular aneurysms on the SMA were
excised. Patches of autologous vena saphena magna were used
for closure of the defect (Figure 2). The patient recovered
uneventfully from surgery and was discharged on the fif-
teenth postoperative day. A control duplex ultrasonography
of the SMA 6 weeks after the operation revealed a morpho-
logically normal SMA with a peak systolic flow of 1.22 m/sec.
There were no signs of inflammatory relapse at that time.
Cultures of the biopsy of the aneurysm remained sterile, as
did the biopsy results of the excised valve.

Five years after the operation the patient is still doing fine.
He has no complaints indicating recurrence of infection or
aneurysm. The mitral mechanical valve is functioning nor-
mally. A control duplex ultrasonography of the abdomen shows
a morphologically normal SMA with a maximum diameter of
0.5 cm and a peak systolic flow of 2 m/sec without turbulences.

DISCUSSION

"To date, about 3 treatment options have been described in
37 cases of mycotic aneurysm to the SMA due to infective
endocarditis (Table). The first successful treatment was
described by DeBakey and Cooley in 1949 [DeBakey 1953].
They excised a 5-cm aneurysm from a 27-year-old woman
without reconstruction of the artery and reported a 3.5-year
follow-up in 1953.
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Figure 1. Selective opacification during angiography of the superior
mesenteric artery (SMA) reveals 2 consecutive aneurysmatic dilata-
tions (arrows).

Further treatment options consist of embolization of the
vessel and bypass grafting with a venous graft (Table). Unfor-
tunately, as shown in the Table, only a few papers go into
detail on either treatment modalities or long-term outcome
of their cases.

Timing of surgical intervention for infective endocarditis
remains the subject of intense debate and depends on the cardiac
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Figure 2. Perioperative images. A, Resection of the saccular aneurysm
of the superior mesenteric artery (SMA) at the neck of the aneurysm.
B, Repair of the SMA with an autologous vein patch (dotted line).

Type of Treatment for

Superior Mesenteric Artery

Number Vein Timing of Treatment

Publication of Endocarditis  Ligation and/ Venous Patch for Superior
Author Date Cases Treatment or Excision  Bypasss Repair Embolization ~ Mesenteric Artery Follow-up
Friedman S et al 1987 19 (review) 14 1 Not mentioned to 3.5y
Volpe JR et al 1987 1 Conservative 1 NA Not mentioned
Charlier P et al 1988 2 Surgery 2 Seperate 17 mo (1 alive, 1 dead)
Ohmi M et al 1990 1 Surgery 1 Separate Not mentioned
Werner K et al 1991 1 Conservative 1 NA Not mentioned
Frikha | et al 1993 1 Surgery 1 Separate Not mentioned
Staat P et al 1996 1 Conservative 1 NA 4 mo
Cassada D et al 1998 1 Surgery 1 Separate Not mentioned
Silver SE et al 1999 1 Conservative 1 NA Died during procedure
Cantisani V et al 2000 1 Conservative 1 NA Not mentioned
Chaussende C et al 2001 1 Conservative 1 NA Not mentioned
Kozower B et al 2001 1 Conservative 1 NA 1y (alive)
Schmidt F et al 2002 1 Conservative 1 NA 11 d (died)
Erbay AR et al 2004 1 Conservative 1 NA Not mentioned
Huang YK et al 2005 1 Conservative 1 NA Not mentioned
Chu PH etal 2005 1 Surgery 1 Separate 4 months (alive)
Javid PJ et al 2005 1 Surgery 1 Separate Not mentioned
Rega F et al 2006 1 Surgery 1 Combined 5y (alive)

*NA indicates not applicable.
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and systemic complications of the infection, the virulence of
the organism, and the responsiveness to medical therapy.
Some recommend surgery if there has been 2 episodes of
embolization or 1 episode with residual large vegetations.
However, there are no data from prospective controlled trials
to support a firm recommendation [Baddour 2005]. No con-
comitant surgery of the infected valve and the SMA mycotic
aneurysm has been reported so far.

Close attention must be paid to bowel viability intra-
operatively, because ischemia may occur while ligating the
artery, necessitating subsequent bowel resection [Friedman
1987]. Vessel repair by either vein patch or bypass graft guar-
antees blood flow and may reduce the need for bowel resec-
tion after ligation of the nutrient artery.

We report on a successful 5-year follow-up of a patient
with a mycotic aneurysm of the SMA. We therefore believe
that simultaneous valve replacement followed by resection
of the mycotic aneurysm of the SMA and repair by sewing
an autologous venous patch in the neck of the aneurysm
can be considered a valuable treatment option in this type
of pathology.
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