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B cTaTbe npeacTaBneH cayyai paspbiBa UCTUHHON aHEBPWU3MbI CENE€3EHOYHON apTepPMUM Yy MaLMEHTa C KeNyAoUHbIM CBULLOM U PeLUAMBUPYIOLUM
KpoBoTeyeHneMm. MaupneHT 38 1IeT NOCTYNMA C NPU3HaKaMM aHEMU3UPYIOLLLErO AUreCTUBHOTO KPOBOTEYEHUA. YeTbipe mecAL,a Ha3az, No MeCTY XUTeNb-
cTBa emy BbisIM BbINOSIHEHbI FACTPOTOMMSA, NPOLUMBAHME COCYAQ B A3BE 3afiHel CTeHKU Tena Xenyaka. [AnautenbHoe Bpems NauueHT 310ynoTpebnsan
ankoronem. B TeyeHue AByx HeAe/b eXXeAHEBHO OTMEYEHbI YEPHDBIN Kas, cnabocTb, ronoBoKpyKeHue. PBOTbI He bbino. Mpy nocTynaeHun remorno-
6u1H 55 r/n, aputpoumTsl 2,55x10%2/n, rematokput 18,2 %. Mpu GprbporacTposyoseHOCKONMUM YCTAHOBIEHA KPOBOTOYALLASA A3BA ENYAKA. DKCTPEHHO
onepupoBaH. MNocne nanapoTomMnm 06HapyKeHbl PETPOracTpaibHas My bCUPYIOLLAA TeMaToMa, aHeBPU3Ma Cele3EHOYHOM apTepum, AedeKT 3aaHel
CTEHKM Keny/aKa (cauLL). BoinonHeHa AUCTanbHan Pe3eKLMsA NOAKENYA0YHOM Kenesbl Co CnaeH3KToMuel. Cene3éHouHan apTepus nepeceyeHa npok-
CMMasnbHee aHeBPU3MbI. Pe3ekuus xenyaka. MocneonepaunoHHbiil nepuog, 6e3 ocnoxHeHuid. NMocae KoppeKLyUn aHemMnUU NaLMEHT Bbin BbINUCAH.
MpuunHO KpoBOTEYEHUA OLIMBOYHO NPU3HAHO U3bA3BIEHUE KENYAKA, YTO ONPeSEeUI0 XMPYPrUUYeCKyHo TaKTUKY. B Halwem HabaoaeHUW TMbpuaHbIi
BapUaHT NIeYeHUA — SHAO0BACKYIAPHAA OKK/I03UA CeNe3EHOYHON apTepumn U pe3ekLMOHHAA XMPYpPrva nocie npeAonepaLMoHHON NoAroTOBKM — bbin
6bl ONTYMANIbHBIM.

KnitoueBble cnoBa: ucmuHHaA aHespu3Ma cene3éHo4HoU apmepuu, x#enyo0o4Hslli cauwy, peyudusupyrowee KpogomeyveHue, OUCMANbHAA Pe3eKyusa
Mo0xcesny00YHol }enesol, CAeHIKMOMUS, pe3eKyus 1esnyoKa, KAuHu4Yeckoe HabaodeHue.
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This article presents a case of rupture of a true splenic artery aneurysm (SAA) in a patient with a gastric fistula and recurrent bleeding. A 38-year-old man
was admitted with signs of anemia secondary to gastrointestinal bleeding. Four months earlier, at a local hospital, he had undergone gastrotomy and
suturing of a bleeding vessel within an ulcer of the posterior wall of the gastric body. The patient had a long history of alcohol abuse. For two weeks, he had
experienced daily melena, weakness, and dizziness. There was no vomiting. On admission, the hemoglobin level was 55 g/L, erythrocyte count 2.55x10'%L,
and hematocrit 18.2%. Fibrogastroduodenoscopy revealed a bleeding gastric ulcer. Emergency surgery was performed. Laparotomy revealed a pulsatile
retrogastric hematoma, a SAA, and a defect (fistula) in the posterior wall of the stomach. Distal pancreatectomy with splenectomy was performed. The
splenic artery (SA) was transected proximal to the aneurysm, followed by gastric resection. The postoperative course was uneventful. After correction of
anemia, the patient was discharged. Gastric ulceration was initially and erroneously considered the source of bleeding, which determined the surgical
strategy. In our case, a hybrid treatment approach consisting of endovascular occlusion of the SA followed by resection surgery after appropriate
preoperative preparation would have been optimal.
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BBEAEHMUE

Mo MexaHU3My Pa3BUTUA BbIAENAIOT UCTUHHbIE U JIOMKHbIE aHEB-
pu3Mbl. MepBbiit TN GopMUpyeTca B pe3y/ibTaTe NMepBUYHBIX CTPYK-
TYPHbIX MU3MEHEHWUI apTepun. AHEBPU3MATUUYECKMIA MELLOK COCTOUT
U3 C/I0EB UCTOHYEHHOMN COCYAMCTON CTEHKW: MHTUMbI, MeauUN W aj-
BEHTULMM [1]. JToXKHble aHeBPU3Mbl 06Pa3yHOTCA NOC/E NOBPEKAEHNSA
cocypa u3BHe ¢ 06pa3oBaHMEM MyNbCUPYIOLLEN TEMATOMbI, @ 3aTem
nonoCTH, KoTopas coobliaetcs ¢ cocygom. E€ cTteHkamu saBnstoTcs
OKpysKatoLye TKaHu [2].

McTMHHanA aHeBpu3ma ceneséHouHom aptepum (ACA) coctasnsaet
60-70% Bcex aHeBpPK3M BUCLLEPa/IbHBIX apTepuid unBoTa [3, 4]. YacTo-
Ta konebnetca ot 0,01% fo0 0,98% B 06Lweit nonynaumm [5] 1 BospacTa-
eT fo 10% cpeay naumeHToB cTaplue 60 neT (MHor1e — ¢ NopTanbHOM
runepTeHsunen) [6-8]. AuMarHocTMpyeTcs B YeTbipe Pasa Yalle Y KeH-
WyH [7]. B 6onblumHcTBE HabntoaeHni UcTMHHYI0 ACA 0BHapyKuBatoT
cnyyaiiHo Ha MCKT-aHrvorpadum npu obcnegoBaHMM NauMeHTa no
nosogy abaomuHanbHoM 6onu, aucnencum u T. 4. PaspblB UCTOHYEH-
HOW CTEHKM ceneséHouHoit aptepumn (CA) ¢ KpoBoTeueHMem B BproLu-
HYt0 MONIOCTb BCTpeyaeTca B 2-3% HabaoaeHWiA ¢ NeTanbHOCTbo 25%
n 6onee [5, 9].

CA onpepensetca Kak aHeBPU3MATUYECKaA, ec/in eé cermeHTap-
Hoe paclumpeHmne gocturaet 50% ot HopmanbHoro aAnametpa (0,6 cm)
[7, 10]. Mo pacnonoeHuto ACA MOryT 10KaIM30BaTbCA B AMCTa/IbHOM
—75%; cpeaHem — 20% 1 npoKcMmanbHom — 5% cermeHTax [4].

TeyeHne MOXKeET bbITb 6ECCUMNTOMHBIM (Kanobbl U NPU3HAKK
60n1e3HM oTcyTCTBYIOT, ACA BbIABASETCA CTy4aliHO METOA4AMM NIy4EBOW
[MArHOCTUKM); C KAMHUYECKUMM NposBaeHuaMmM (6o1b U 6onesHeH-
HOCTb B nogpebepbe cneBa); OCA0KHEHHBIM (PacC/IOeHNE UCTOHYEH-
HOW COCYAMCTOW CTEHKM, pa3pbiB, BHYTPUOPIOWHOE KpPoBOTEYeHwME)
[11].

[nAa neyeHus npeanaratoTcA NanapoCKONMUYECKoe KAMMUPOBaA-
Hue CA unu eé setselt [12, 13], peHTreHIHA0BACKYISPHANA OKKNO3UA
WM VMMNJAHTAUMA CTeHT-rpadTa, NpYMEHEeHUe KOTOPbIX 0COBEHHO
MOKa3aHO NpKW paspbiBe aHEBPU3MbI, NPEXAe BCEro y 60/bHbIX Mo-
YKWI0ro Bo3pacta ¢ KomopbuaHoi natonoruei [5, 14, 15]. Mpu Head-
bEKTUBHOCTM MM HEBO3MOXKHOCTU MPUMEHEHMSA Napaxmpypruyeckmx
METOZ0B Ha3HAYalT WMPOKOAOCTYMHOE XMPYPIrniyeckoe BmeLlaTesb-
ctBo [16].

KnuHuuyeckoe HabnoaeHue

NauuneHT gan MHGOPMUPOBaHHOE cornacve Ha 06paboTKy cBOMX
NepPCcOHasbHbIX AaHHbIX. MyKuMHa 38 neT nocTynuA ¢ anobammn Ha
cnabocTb, PBOTY «KODEWMHOM rywei», YEPHbIN Kan. YeTbipe mecAua
Ha3az, no NnoBoZy esyL04HOro KPOBOTEYEHMA B PaiOHHOM BO/bHULLE
BbIMO/IHEHbI /1aNAPOTOMMA, FaCTPOTOMMA, MPOLUMBAHWE KPOBOTOYa-
et A3Bbl XKenyaka. 3noynotpebnsn ankoronem. MosgHee ambyna-
TOPHO IeUNAICA MO NOBOAY ene3ofePpULUTHON aHeMUK. YPOBEHb re-
mornobuHa nogHanca ¢ 40 r/n go 79 r/n. Ha npoTaAMeHnn nocneaHmnx
[BYX Hefenb HEOAHOKPATHO OTMeYas YEPHbBIN Kan, YTo CBA3bIBaA C
NPUEMOM NpenapaTos enesa.

Mpu noctynneHun — coctosHue Taxénoe. AL 90/60 mm Hg,
YCC 90-100 ya/muH. Koska 1 camsuctble 060/10uKkM BaeaHble. Musot
YMEpPEHHO B3AyT B 3MUracTpuu, MArkuiA, 6e3601e3HeHHbIN. KoXHbIN
pybeL, nocne BepxHel CPeAMHHON nanapotomuu. Per rectum — Ha
nepyaTtke menexa.

dubporactpoayoseHockonua (OIAC): B xenyaxke Hebosblioe
KOJIMYECTBO FeMOPPArMYecKom XKUAKOCTH, CM3ncTas 060104Ka bnes-
HaA, o4aramu runepemupoBaHa. B Tene 1 aHTpanbHOM oTaene — eau-
HUYHble ocTpble 3po3un 1o 0,1x0,1 cm. Ha 3asHel cTeHKe y 6o/bLoi
KPWBU3HbI — KOHBEPreHLUMA CKNaZ0K NAOTHOM CAM3UCTON 060/104KM,
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INTRODUCTION

Based on their mechanism of development, aneurysms are
classified as true or false. True aneurysms develop from primary
structural changes in the artery. The aneurysmal sac consists of
the layers of a thinned vascular wall: the intima, media, and ad-
ventitia [1]. False aneurysms develop after external injury to the
vessel, with a pulsatile hematoma forming and then a cavity com-
municating with the vessel. The walls of this cavity are formed by
the surrounding tissues [2].

True splenic artery aneurysms (SAAs) account for 60-70% of
all visceral artery aneurysms of the abdomen [3, 4]. Their preva-
lence ranges from 0.01% to 0.98% in the general population [5]
and increases to 10% among patients over 60 years of age, many
of whom have portal hypertension [6-8]. They are diagnosed four
times more frequently in women [7]. In most cases, true SAAs are
detected incidentally on multidetector computed tomography
(MDCT) angiography during evaluation of patients for abdominal
pain, dyspepsia, and other complaints. Rupture of the thinned
splenic artery (SA) wall with intraperitoneal hemorrhage occurs
in 2-3% of cases and is associated with a mortality rate of 25% or
higher [5, 9].

The SA is considered aneurysmal when its segmental dila-
tion reaches 50% of the normal vessel diameter (0.6 cm) [7, 10].
By location, SAAs occur in the distal segment in 75% of cases, the
middle segment in 20%, and the proximal segment in 5% [4].

The clinical course may be asymptomatic, with no com-
plaints or signs of disease and incidental detection of the SAA on
imaging; symptomatic, with pain and tenderness in the left hypo-
chondrium; or complicated by dissection of the thinned vascular
wall, rupture, and intraperitoneal hemorrhage [11].

Treatment options include laparoscopic clipping of the SA or
its branches [12, 13], endovascular occlusion, or stent-graft im-
plantation. These approaches are particularly indicated in cases
of aneurysm rupture, especially in elderly patients with comor-
bid conditions [5, 14, 15]. If minimally invasive or endovascular
methods are ineffective or cannot be performed, open surgical
intervention is indicated [16].

Clinical case

The patient provided informed consent for the processing
of his personal data. A 38-year-old man was admitted with com-
plaints of weakness, coffee-ground vomiting, and black stools.
Four months earlier, he had undergone laparotomy, gastrotomy,
and suturing of a bleeding gastric ulcer at a district hospital be-
cause of gastric bleeding. He abused alcohol. Subsequently, he
received outpatient treatment for iron-deficiency anemia. His
hemoglobin level increased from 40 g/L to 79 g/L. During the pre-
ceding two weeks, he had repeatedly noted black stools, which
he attributed to iron supplementation.

On admission, his condition was severe. Blood pressure was
90/60 mm Hg and heart rate 90-100 beats/min. The skin and mu-
cous membranes were pale. The abdomen was moderately dis-
tended in the epigastric region, soft, and non-tender. A postoper-
ative scar from an upper midline laparotomy was present. Digital
rectal examination showed melena on the glove.

Fibrogastroduodenoscopy (FGDS) revealed a small amount
of hemorrhagic fluid in the stomach; the mucosa was pale with
focal areas of hyperemia. Isolated acute erosions measuring up
to 0.1x0.1 cm were identified in the body and antrum. On the
posterior wall near the greater curvature, convergence of folds
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nepuoanYeckoe KpaTKOBpeMeHHOe MoCTynieHne Kposu. B nogcam-
3UCTbIN CNOM BBEAEH afipeHanunH Ha 5% pacTBOpe MIOKO3bl B pa3se-
aeHun 1:20000 - 15,0 13 natv Toyek. MoctynneHne KpoBM yMeHbLLU-
NoCb. 3aK/IOYeHNE: ylunTan (BEPOATHEE, XPOHUYECKas) A3Ba 3aHeN
CTEeHKM Tena xenyaka. Npogonkatoweecs MaloOMHTEHCUBHOE KPOBOT-
eyeHue (rpynna no Forrest — 1B). Jluratypa B 061acTv yLINTOM A3BbI.
Puck kposoTeueHus no Forrest — 2C.

Mpw Y3U BbisiBNeHa renatocnaeHomeranus. O6Lmii aHaams Kpo-
BU: nenkouutol 4,7x10%/n, sputpountbl 2,55%10%%/n, remornobuH 55
r/n, rematokpuT 18,2 %, TpomboumTbl 372x10°/1.

Peunavsupytolee KpoBOTeUYEHWE M3 HE3aXKMBLUEN fA3Bbl, Ha-
pacTaioLLas aHemus, TeHAeHUMA K runotoHum (AL 80/40 mm Hg) cta-
/N NOKa3aHMeM K OnepaTMBHOMY JieYeHWt0. 3aniaHnpoBaHa pesek-
Lua Xenyaka.

BbinonHeHa cpefMHHAA N1anapoToMMA C UCCeYeHWeM Nocneo-
nepaLmoHHOro pybuLa. B TOHKOW M TONCTOW KULLKax KPOBb. BbipaeH-
HbI1 NEPUracTPUT U BapMUKO3HOE PaCLUMPeHUEe BEH CTEHKM KenyaKa,
cnneHomeranvs. MobwnnsoBaHa [BEHAALATMNEPCTHaA KULWKa Mo
Koxepy. PacceueHa enynouHo-o6004Han cBA3KA. 3a4HAA CTEHKA
KeNyaKa yTo/LeHa, cpaLleHa C NAOTHOW MOAMKeNy[o4HOM Keneson
(M¥K). BckpbiTa peTporactpasnbHas nonoctb 4x4 cm, TaMnOHMPOBAH-
Hasn GUOPVHOM U CBEXMMM CTYCTKaMU KPOBM, B KOTOPYHO OTKPbIBAsI-
CA ¥KEeNYyA0UHbIN cBULL A0 3 MM B anameTpe. CoLepKUMOoe yaaneHo.
Hauanocb apTepuanbHoe KposoTeueHue 13 CA. BpemeHHbIV remocTas
HanoxeHnem 3axmma CatuHckoro. CeneséHka ¢ xsoctom MK mo-
6unu3oBaHbl cneBa Hanpaso. MNepesAsaHa cene3éHovHas BeHa, CA
BblAeNeHa NPOKCMMabHee paspbiBa, AUTMPOBaHA, AONONHWUTENBHO
npowwuta. YaanéH ¢pubposHo nameHEHHbINM XBocT MK ¢ ceneséHKkoi n
aHeBpPM3MOW. 3a4HAA CTEHKA XKenyaKa B 061acTH CBMLLA rPA3HO-CEPO-
ro LuBeTa, N1oTHaA. [lBeHaauaTMnepcTHas KULWKa nepeceyeHa Totyac
33 NPUBPATHMKOM. Pe3eKuua Kenyaka Ha YPOBHE HUXKHelW cenesé-
HOYHON NMHUK. UHOUNBTPaLMA 1 OTEK Me30KoNoH. ChopmmpoBaH
raCTPO3HTEPOAHACTOMO3 Ha OTK/IKOUEHHOM No Py netne Bnepeanobo-
[l04HO, 3aTEM MENKKMLUIEYHBIN — OTAENbHbIMW BHEC/M3UCTBIMM LLIBA-
MU. YUnTbIBasA TPaBMATUYHbIN 3HTeponu3, auddysHy KPOBOTOUM-
BOCTb, OMepaLA 3aBeplleHa reMocTaT4ecknm TamnoHUMPOBAHUEM.
HasHayeHa penanapotomua yepes 24 yaca.

Mopdonormueckoe uccnepgoBaHue: 1 — cenesérka 17x10x7
CM C GParMeHTOM COCYAMCTOrO NyYKa M KMPOBOW KNETYaTKM obLueit
maccowi 425 1, no Kancyne pacceaHHble Ha0XeHNA CryCTKOB KPOBU U
dKnbpUHa; 2 — YacTb Kenyaka 12x11x1 cm Co CBULLLOM, IMraTypamm B
061acTu cBuLLa, cmM3ucTan 060104Ka cepas, CKnaavaTas.

Mukpockonuueckoe onucaHume: CA c aHeBpM3MaTUYECKMM pac-
LWMPEeHNEM NPOCBETA, UCTOHYEHWEM CTEHKM, CIOM COXPaHeHbI (puc.
1). CTeHKa KenyaKa ¢ UCTOHYEHWEM CIM3UCTON 060I04YKM C MpocBe-
TOM CBMLLA (pUC. 2). 3aK/THOUEHUE: CBULL )KEeNYAKA C FPaHYNEMATO3HbIM
BOCnaneHnem; GpUOPUHO3HO-NENKOLMTAPHBIN NnepuracTpuTt; ¢pnbpu-
HO3HbI NEePUCINEHNT; UCTUHHAA aHeBpu3ma CA.

Yepes 24 yaca BbINOSHEHA penanapoTtomus. B 6proLHoi noso-
cv go 200 mn cepo3HO-remopparMyeckoro oTaenaemoro. YaaneHsol
TamnoHbl. nddysHoe KpoBOTEUEHME U3 1IEBOTO Kynosa Anadparmel.
lemocTas Koarynaumei.

Puc. 1 Mukpogomoepamma (y8. x40). CmeHka CA ¢ yuacmramu
UCMOHYeHUA. 1 — HOPManbHaa MOAUUHA CMEHKU, 2 — UCMOHYeHUe
CMEHKU C COXpaHeHUEeM 8cex C/10€8 U pacwupeHuem npoceema; 3 —

npocsem cene3éHo4Hol apmepuu. OKPACKA 2eMAMOKCUAUH-303UHOM

Fig. 1 Photomicrograph (x40 magnification). SA wall with areas of
thinning. 1 —normal wall thickness,; 2 — wall thinning with preservation
of all layers and dilatation of the lumen; 3 — lumen of the SA.
Hematoxylin and eosin staining

of dense mucosa was noted, with intermittent brief episodes of
blood flow. Adrenaline diluted 1:20,000 in 5% glucose solution
(15.0 mL total) was injected into the submucosal layer at five
points. Bleeding decreased. Conclusion: a sutured, most likely
chronic, ulcer of the posterior wall of the gastric body. Ongoing
low-intensity bleeding, Forrest class IB. A ligature was visualized
in the area of the sutured ulcer. Bleeding risk according to the
Forrest classification: IIC.

Ultrasonography revealed hepatosplenomegaly. Com-
plete blood count showed leukocytes 4.7x10%L, erythrocytes
2.55x10"%/L, hemoglobin 55 g/L, hematocrit 18.2%, and platelets
372x109L.

Recurrent bleeding from a non-healed ulcer, progressive
anemia, and a tendency toward hypotension, with blood pres-
sure decreasing to 80/40 mm Hg, were considered indications for
surgical treatment. Gastric resection was planned.

A midline laparotomy with excision of the postoperative scar
was performed. Blood was present in both the small and large in-
testines. Marked perigastritis, varicose veins of the gastric wall,
and splenomegaly were noted. The duodenum was mobilized us-
ing the Kocher maneuver. The gastrocolic ligament was divided.
The posterior gastric wall was thickened and adherent to the firm
pancreas. A 4x4 cm retrogastric cavity filled with fibrin and fresh
blood clots was opened; a gastric fistula up to 3 mm in diameter
was discovered communicating with the cavity. Its contents were
evacuated. Arterial bleeding from the SA then occurred. Tempo-
rary hemostasis was achieved with a Satinsky clamp. The spleen
and pancreatic tail were mobilized from left to right. The splenic
vein was ligated, and the SA was isolated proximal to the rupture,
ligated, and additionally transfixed. The fibrotically altered pan-
creatic tail was removed together with the spleen and aneurysm.
The posterior gastric wall in the fistula area was firm and dirty
gray in color. The duodenum was transected immediately distal
to the pylorus. Gastric resection was performed at the level of
the lower splenic line. Mesocolonic infiltration and edema were
noted. An antecolic gastrojejunostomy was constructed using a
Roux-en-Y limb, followed by an enteroenterostomy with sepa-
rate extramucosal sutures. Given the traumatic enterolysis and
diffuse bleeding, the operation was completed with hemostatic
packing. Relaparotomy was scheduled for 24 hours later.

Histopathological examination: 1 - spleen measur-

ing 17x10x7 cm, with a fragment of the vascular pedicle
and adipose tissue, total weight 425 g; scattered depos-
its of blood clots and fibrin were present on the capsule;
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HeocnoHEHHOe TeyeHWe nocaeonepaLMoHHOro nepuoaa. Bol-
MUCaH B YLOBNETBOPUTENILHOM COCTOSHUM.

MaumeHT aHKeTUpoBaH No TenedoHy Yepes 7,5 mecaues. Kaye-
CTBOM $KM3HW YA0BNETBOPEH. He B3BELIMBANCA, HO CYMTAET, YTO BEC
yBennumaca. AnneTut XopoLUnii, aCCOPTUMEHT € HEOONbLIMMM Orpa-
HU4eHuAMU. CTyN exkeaHEBHbIN UAK Yepes AeHb. [aHbl peKomeHaa-
LMK Mo nuLesomy pexkumy. Mpu HeobXoaMMOCTU NpesioKeHo 0b-
PaTUTLCA B OTAENEHNE HEOTIOKHOMN XMPYPrM 061acTHOM 60bHMLBI.

OBCYXOEHUE

MaumueHT NOCTYNUA C PELUANBUPYIOLLMM KEeNYA04YHbIM KPOBOT-
€YeHUeMm, rMnoToHuen. Mpn NepBOM remopparnyeckom anusoge no
MECTY XKWUTENbCTBA BbINOMHEHbI FAaCTPOTOMMA, NMPOLUMBAHNE KA3BbI»
¢ cocyzom. MpogonKatoleecs aHEMM3MPYIOLLEE KPOBOTEYEHME, 3a-
K/HOUYEHME OMbITHOrO Bpaya-3HAOCKOMNMCTA M NPOTOKON MpPesLLecTBy-
IOLLLETO XMPYPIUYECKOr0 BMELUATeNbCTBA ONPEAEMAN MOKa3aHMA K
3KCTPEHHON OnepauMn. DHAOBACKYNAPHAA OKKJ/O3MA apTepuin xe-
NYAKa NO NOBOAY KPOBOTOYALLEN A3Bbl KaK a/ibTepHaTMBa OTKPbITON
XMPYPrumn He paccmaTpuBanach. Hamm ewé B8 1980-x rogax 1 B nocne-
ZYIOLLEM Ha AOCTaTOYHOM K/IMHUYECKOM MaTepuane noKkasaHa eé ma-
nas 3GGeKTMBHOCTD (B OTIMUME OT OKKAO3MK a. gastroduodenalis npu
3aHMX HU3KMX A3BaX 12-NePCTHOM KULUKM M KPOBOTOYALLMX SIOMKHBIX
KWCTaX rONI0BKU NOAXKENYL0UHO XKenesbl).

Koraa amarHo3 ACA 6blfi peTpOCNeKTUBHO YCTAaHOBAEH, CTano
ACHO, YTO KaTeTepu3auysa YPEBHOrO CTBOMA MOMA bbiTb Mone3HbIM
[LManeBTUYECKMM METOAO0M A8 YCTAaHOBAEHMA MPUYUHDI, I0KaNN3a-
LIMM UCTOYHUKA KPOBOTEYEHWA U €70 OCTAHOBKM METOAOM OKK/IH03UMU
CA [15, 17] uan umnnaHTtaumen creHT-rpadra [14] ¢ nocnepyowym
OTKPbITBIM XMPYPrU4YeCKMM BMELLATENbCTBOM.

Mexay Tem, Koguchi H et al npu yctaHoBneHHoM Ha KT noxkHoM
aHespuame CA 1 paspbiBe 3afHEN CTEHKM Kenyaka Ha GpoHe remo-
AVMHAMMYECKON HecTabnabHOCTY MaLUMEHTa BbINOAHWUAN SKCTPEHHYHO
NanapoTOMUIO, TacTPOTOMMIO, TemMocTas. 3aTem, Nocne yCTpaHeHuA
«CMepTeIbHOM Tpraabl», No npuHUMny "damage control surgery" cae-
JIaHa racTpPIKTOMMA (aA€HOKAPLMHOMA KeNyaKa), yaaneHa ceneséH-
Ka. TpeTbvM 3Tanom NpoBefeHa PEKOHCTPYKTMBHAA onepaums. Bcé
3aKOHYMIOCb 61arononyyHo. HeoTNOXHaA OTKPbITaA XMpyprua npu
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Puc. 2 Mukpogomoepamma (ys. x40). CmeHKa pe3eyuposaHHo2o #enyoka. 1 —npoceem ceu-
wa; 2 — ucmoHy4eHue cusucmoli 06004ku. OKPAcKa 2emamoKCUsIUH-303UHOM

Fig. 2 Photomicrograph (x40 magnification). Wall of the resected stomach. 1 — fistulous tract;
2 —thinning of the mucosa. Hematoxylin and eosin staining

2 — gastric specimen measuring 12x11x1 c¢cm, with a fistula and
ligatures in the fistula area; the mucosa was gray and folded.

Microscopic description: The SA showed aneurysmal dila-
tation of the lumen and thinning of the wall, with preservation
of all wall layers (Fig. 1). The gastric wall showed thinning of the
mucosa with a fistulous tract (Fig. 2). Conclusion: Mastric fistula
with granulomatous inflammation; fibrinoleukocytic perigastritis;
fibrinous perisplenitis; true SAA.

Twenty-four hours later, relaparotomy was performed. Up
to 200 mL of serohemorrhagic fluid was found in the abdominal
cavity. The surgical packs were removed. Diffuse bleeding from
the left hemidiaphragm was noted. Hemostasis was achieved by
coagulation.

The postoperative course was uncomplicated. The patient
was discharged in satisfactory condition.

The patient was interviewed by telephone 7.5 months lat-
er. He was satisfied with his quality of life. He had not weighed
himself but believed that he had gained weight. His appetite was
good, with only minor dietary restrictions. Bowel movements oc-
curred daily or every other day. Dietary recommendations were
provided. He was advised to contact the emergency surgery de-
partment of the regional hospital if necessary.

DISCUSSION

The patient was admitted with recurrent gastric bleeding
and hypotension. During the first hemorrhagic episode, gastrot-
omy and suturing of the presumed “ulcer”, together with the
bleeding vessel, had been performed at the local hospital. Ongo-
ing blood loss causing anemia, the conclusion of an experienced
endoscopist, and the operative report from the previous surgical
intervention determined the indication for emergency surgery.
Endovascular occlusion of the gastric arteries for a bleeding ulcer
as an alternative to open surgery was not considered. As early as
the 1980s, and subsequently in a sufficiently large clinical series,
we demonstrated its low efficacy, in contrast to occlusion of the
gastroduodenal artery in posterior low-lying duodenal ulcers and
bleeding pancreatic head pseudocysts.

When the diagnosis of SAA was established retrospective-
ly, it became clear that catheterization of the celiac trunk could
have been a useful diagnostic and therapeutic procedure for
identifying the cause and localization of the bleeding source and
achieving hemostasis by SA occlusion [15, 17] or stent-graft im-
plantation [14], followed by open surgery.

Meanwhile, Koguchi H et al, in a patient with a CT-diag-
nosed SA pseudoaneurysm and rupture of the posterior gastric
wall accompanied by hemodynamic instability, performed emer-
gency laparotomy, gastrotomy, and hemostasis. Subsequently,
after correction of the “lethal triad”, gastrectomy for gastric ade-
nocarcinoma and splenectomy were performed according to the
principles of damage control surgery. Reconstructive surgery was
carried out as the third stage. The outcome was favorable. Emer-
gency open surgery for ruptured pseudoaneurysm with massive
bleeding represents the authors’ principal treatment strategy [2].

Gastrointestinal bleeding is characteristic of SA pseudoan-
eurysms, particularly post-necrotic bleeding pancreatic pseudo-
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pa3pbiBe JIOKHOW aHEBPU3MbI Y MACCUBHOM KPOBOTEUYEHWUMW — MPUH-
LMn1anbHas nosmuma aBTopos [2].

[nsa noxHbIx aHeBpu3m CA (MOCTHEKPOTUYECKME KPOBOTOYALLME
KWCTbI NOZKENYLO4HON Kenesbl) XapaKTepHbl AMrecTUBHbIE KPOBOT-
eyeHuna. Ana nctnHHbix ACA — Her. Mpu TWaTenbHOM UTepaTypHOM
NoucKe Mbl OBHAPYXWMAM NyBAMKaLMIO MHAWMICKMX xupypros 2017
r., B KOTOPOM ONWCbIBAETCA NPOPbIB UCTUHHOM ACA B KenyioK yepes
33/3HIOK0 CTEHKY C TPWXKAbI PELMANBUPYIOLLMM, HEGONBLLMM N0 06b-
&My M, HaKOHEL,, MACCMBHbIM KPOBOTEYEHMEM C FeMopparMieckum
WwoKom. poBeseHa 3KCTPEHHaA NanapoToMusA, CNNEHIKTOMMA C pe-
3eKUMeN UCTUHHOM aHEeBPU3Mbl (IMCTONOMMYECKM MOATBEPXKAEHA),
ncceyeHune 3aHe CTEHKM aHTPaIbHOTO OTAeNa KeNyAKa CO CBULLOM.
ABTOPbI COOBLLLAIOT, YTO CTaTel O NPOPbIBE UCTUHHOW ACA B XKenyaok
He 06HapyXuK. Mo UX MHEHUIO, OTKPLITOE XMPYPrUYECKOe BMELLa-
TENIbCTBO OCTAETCA «30/10TbIM CTAaHAAPTOMY B IEYEHUM 3TUX NaLMeH-
ToB [1].

Mo nosogy rmbpuaHoro neyeHus. Rinaldi LF (2023) npueo-
[VT KIMHWYeCKoe HabntoaeHve paspbiBa NoKHOM ACA € rUraHTCKoM
NyNbCUpytoLLel reMaToMOM C aHEMU3MPYIOLWMM KPOBOTEYEHMEM
(remornobuH 7 r/n). MaupeHTy nposenu nocnenosatesibHO ImM60N-
3aumto CA v HUKHEN NaHKPeaToAyoAeHaNbHON apTepum CTalbHbIMM
cnupanamu. MNocne BOCCTaHOBAEHUA MOKa3aTenen reMoguHaMUKK 1
KoarynsaLum KpoBM Yepes CyTKM BbINONHUAM 1aNapoTomuio. Bckpbitne
CaNbHMKOBOM CYMKM COMPOBOXAANOCh MACCUBHbIM KPOBOTEYEHUEM.
Bblna nepeata aopTa NPOKCMMAsbHEE YCTbA YPEBHOro CTBONA. Bbi-
NOHUAW CNNEHIKTOMMIO U pe3eKumio CA NpoKcMManbHee paspbiBa.
KpoBoTeueHne 0CTaHOBMIOCH, HO MALMEHT yMep OT MOSMOPraHHOM
Hef0CTaTOYHOCTM Yepe3 HEeCKONbKO YacoB nocsie onepauuun. AsTo-
pbl NPEACTaBUAN CUCTEMHBIV 0630p NUTepaTypbl, BKAOYaOLWMiA 238
MCTOYHWKOB, U MPULLAN K BbIBOZY, UTO, HECMOTPA HAa PacTyLLyto nony-
NAPHOCTb 3HA0BACKYNAPHOTO NeyeHns paspbisa ACA, 4o cvx nop Het
[aHHbIX O NYYLIMX pe3ynbTaTax No CPAaBHEHWIO C OTKPbITON onepauy-
e, 0COBEHHO Y NALMEHTOB C reMOAMHAMMYECKON HECTabUIbHOCTbIO
1 6epemMeHHbIX KEHLLUMH [3]. ITOM e TOUKM 3peHUs NPUAEPKUBAETCA
Jacobson J et al [8].

Mo Hawemy MHeHWIo, MPU UCTUHHbLIX aHeBPU3MaAX, Y4MTbiBasA
baTanbHble NOCNEACTBUA B CyYae pa3pblBa, IHAOBACKYNAPHOE BMe-
LIATe/NbCTBO A0/MKHO ObITb MPUOPUTETHBIM METOLOM M/IAHOBOTO Jle-
yeHus. Kpome 3Toro, peHTreHXMpyprus, Kak nepsbli 3Tan rnbpuaHoro
BMeLLATeNbCTBA, MOXET NPUMEHATLCA NPU KPOBOTOYALLIMX aHEBPY3-
Max Yy reMOAMHAMUYECKU CTabWAbHBIX NALUMEHTOB. BTopbim 3Tanom
Ha3HaYyaeTCcA pe3eKLMOHHAA XMpPYpPruA.

He pacwundpoBaHbl NpU4nHLI 06Pa3oBaHUA KeyLo4HOro CBU-
L3 B Hawem HaboaeHUN. BO3MOXKHO, peub MAET O NPUKPbITON nep-
dopaummn B CanbHUKOBYHO CYMKY OCTPOI A3Bbl KeNyAKa (A3BeHHan
60/1€3Hb TUCTONOMMYECKM HE MOATBEPKAEHA) UM O NEepPeHeCcEHHOM
3Mnu304e OCTPOro maHKpeatTuTa. B niobom cnyvae, AnUTENbHO Cylue-
CTBYIOLLWMI PETPOracTpasibHbI BOCMAAWUTENbHbIV NPOLECC, HAaBEPHOE,
cnocobcTBoBan AecTpyKummn ACA ¢ KpoBOTeYEHUEM B Ca/lbHUKOBYHO
CYMKY M enyaok. De Silva WSL et al cunTatoT, 4to B Mx HabntogeHnm
CBULL Kenyaka 0bpa3oBanca B pesy/nbrate A/UTENbHOW NyNbCUpyto-
e komnpeccun Bonbluoit ACA (3x3x2,5 cm) Ha ero cTeHky [1]. Mo-
KeT bbITb, M B HALLeM HabAOAEHUM 3TO CTaNo NPUYMHON nepdopaLmm
)enyaka. EcTb ewwé ogHa BepcuA: Npy NPOLIMBAHWMKM KPOBOTOYALLLEN
A3Bbl YKe/yZIKa B PallOHHOW 60/bHMLLE B OB OblNa 3axBayeHa CTEHKa
ACA.

3AKNIOYEHUE

MctnHHaa aHespuama CA BcTpeyaeTtca pegKro. E€ paspbis moxeT
6biTb daTanbHbiM. HeocnoxkHEHHaAs ACA He MMeeT cneumdpuyecknx

cysts, but not of true SAAs. During a thorough literature search,
we identified a 2017 report by Indian surgeons describing rupture
of a true SAA into the stomach through the posterior wall, with
three episodes of recurrent low-volume bleeding followed by
massive hemorrhage and hemorrhagic shock. Emergency lapa-
rotomy, splenectomy with resection of the true aneurysm, which
was histologically confirmed, and excision of the posterior wall of
the gastric antrum containing the fistula were performed. The au-
thors reported no previous publications describing rupture of a
true SAA into the stomach. In their opinion, open surgery remains
the “gold standard” for treating such patients [1].

Regarding hybrid treatment, Rinaldi LF (2023) presented a
case of rupture of a SA pseudoaneurysm with a giant pulsatile
hematoma and ongoing blood loss causing severe anemia (hemo-
globin 7 g/L). The patient underwent sequential coil embolization
of the SA and the inferior pancreaticoduodenal artery. After res-
toration of hemodynamic parameters and correction of coagu-
lation abnormalities, laparotomy was performed 24 hours later.
Opening of the lesser sac was accompanied by massive bleeding.
The aorta was clamped proximal to the origin of the celiac trunk.
Splenectomy and resection of the SA proximal to the rupture
were performed. Hemostasis was achieved, but the patient died
of multiple organ failure several hours after surgery. The authors
also presented a systematic review of the literature including 238
references. They concluded that, despite the increasing popu-
larity of endovascular treatment for ruptured SAA, there is still
no evidence of superior outcomes compared with open surgery,
particularly in hemodynamically unstable patients and pregnant
women [3]. Jacobson J et al [8] share this view.

In true aneurysms, given the potentially fatal consequenc-
es of rupture, endovascular intervention should be the preferred
method of elective treatment. In addition, endovascular treat-
ment as the first stage of a hybrid approach may be used for
bleeding aneurysms in hemodynamically stable patients. Resec-
tional surgery may then be performed as the second stage.

The cause of gastric fistula formation in our case remains
unclear. It may have resulted from a contained perforation of an
acute gastric ulcer into the lesser sac. However, peptic ulcer dis-
ease was not confirmed histologically, nor was it due to a previ-
ous episode of acute pancreatitis. In either case, a long-standing
retrogastric inflammatory process may have contributed to de-
struction of the SAA with bleeding into the lesser sac and stom-
ach. De Silva WSL et al suggested that, in their case, the gastric
fistula developed as a result of prolonged pulsatile compression
of the gastric wall by a large SAA measuring 3x3x2.5 cm [1]. A
similar mechanism may also have caused gastric perforation in
our patient. Another possibility is that, during suturing of the
bleeding gastric ulcer at the district hospital, the SAA wall was in-
advertently incorporated into the suture.

CONCLUSION

True SAA is rare. Its rupture may be fatal. An uncomplicated
SAA has no specific clinical manifestations and is usually detected
incidentally on MDCT angiography performed for another indica-
tion. When an SAA is identified, endovascular techniques appear
appropriate to exclude the aneurysm and prevent complications
such as rupture and bleeding. Endovascular treatment is also in-
dicated as part of a hybrid approach in hemodynamically stable
patients with a bleeding aneurysm. In cases of ongoing blood loss
causing anemia and hemorrhagic shock, resectional surgery is in-
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KNAMHUYECKMX CUMNTOMOB M AMArHOCTUPYETCA caydaiHo Ha MCKT-aH-
rmorpaduu, BbINOSHAEMON MO Apyromy nosogy. [py 06HapyKeHUu
ACA, ans npeaynpesaeHus OCNOKHEHMI (pa3pbiB, KPOBOTEYEHME),
NpeACTaBAAETCA LiesiecoobpasHbiM MCMONb30BaTh /1A €€ OTK/IOYEeHNS
METOAbl PEHTFEHIHA0BACKYNAPHOW XMpyprum. OHa TakKe NokasaHa
npu rMbPUAHOM SIEYEHUN FTEMOLMHAMUYECKM CTabUbHBIX BONBHbIX C
KpOBOTOYaLLEelN aHEBPU3MOA. [Py aHEMU3UPYIOLLLEM KPOBOTEUYEHWM U
remopparmyeckom LLIOKe NoKasaHa pe3ekLMoHHan xmpyprua. Npopbis
ACA B Kenynok — HeobbluHas CUTyaLMs, NPy 3TOM A00MNepaLyoHHasn
[MArHoCTVKa NPeACTaB/feT 3HauYUTENbHbIE TPYAHOCTU, YTO U ObiNO
NOKa3aHo B HalleM HabnoaeHNN.

dicated. Rupture of an SAA into the stomach is an unusual clinical
situation, and preoperative diagnosis may be extremely challeng-
ing, as demonstrated by our case.
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