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Abstract
This case report describes an unusual case of upper 
gastrointestinal (UGI) bleeding caused by a ruptured su-
perior mesenteric artery (SMA) aneurysm in the duode-
num in a patient with rheumatoid arthritis. The patient 
presented with UGI bleeding and hemorrhagic shock. 
Emergency UGI endoscopy could not identify the source 
of the bleeding because of excessive blood clots under 
the second portion of the duodenum. An SMA aneurysm 
with active contrast extravasation was diagnosed by 
computed tomography. The aneurysm, together with 
the fourth portion of the duodenum and the proximal 
portion of the jejunum, was surgically resected, and the 
SMA was skeletonized. On postoperative day 15, the 
patient was discharged from hospital under satisfactory 
conditions. Rheumatoid arthritis has been known to 
cause a wide spectrum of manifestations, and an SMA 
aneurysm is an unusual extra-articular manifestation. 
An SMA aneurysm rupture presenting as upper gastro-
intestinal bleeding is a rare complication with a high 
mortality rate. The clinician must be alert to this poten-
tial issue to achieve rapid diagnostic confirmation, and 
immediate surgical or radiological intervention.
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Core tip: Gastrointestinal bleeding is a common medical 
emergency. Ruptured superior mesenteric artery aneu-
rysm is an uncommon cause of gastrointestinal bleeding, 
with few cases reported previously. Diagnosis is difficult 
before surgery. We reported the successful diagnosis and 
treatment of such a case.
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INTRODUCTION
Upper gastrointestinal (UGI) bleeding is a common medi-
cal emergency. Patients usually present with hematemesis 
or melena, and are diagnosed after endoscopic evaluation. 
Peptic ulcers and esophagogastric varices account for most 
causes of  UGI bleeding. A visceral aneurysm is an uncom-
mon cause of  gastrointestinal bleeding, and diagnosis is 
usually made after surgery. Here, we report an interesting 
case with pre-operative diagnosis of  a ruptured superior 
mesenteric artery (SMA) aneurysm in the duodenum of  a 
patient with rheumatoid arthritis. 

CASE REPORT
A 27-year-old man with a history of  rheumatoid arthritis 
was brought to the emergency department because of  
an episode of  coffee ground vomitus and dizziness. He 
suffered from melena for 2 d. His blood pressure was 
89/52 mmHg and his heart rate was 106/min. He pre-
sented with alert consciousness in the emergency depart-
ment. A nasogastric tube lavage revealed coffee ground 
material, and further investigation revealed hemoglobin 
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levels of  8.1 g/dL. Emergency UGI endoscopy was per-
formed after his hemodynamic status was stabilized with 
fluid hydration and blood transfusion. UGI endoscopy 
found excessive blood clots below the second portion of  
the duodenum. To identify the source of  the bleeding, 
abdominal contrast-enhanced computed tomography 
(CT) was performed. The CT scan revealed an aneurysm 
about 3.9 cm in diameter at the jejunal mesentery; with 
active contrast extravasation into the fourth portion of  
the duodenum (Figure 1). The aneurysm, together with 
the fourth portion of  the duodenum and the proximal 
portion of  the jejunum, was surgically resected, and the 
SMA was skeletonized. Pathology revealed an aneurysm 
measuring 3.8 cm × 3.5 cm × 2.0 cm at the mesenteric 
side, with blood clots within the cystic space, as well as a 
focal rupture into the lumen of  the small intestine. 

The patient was subsequently able to eat on postop-
erative day 7, and his condition was satisfactory. He was 
discharged from the hospital on postoperative day 15. 

DISCUSSION
UGI bleeding is a common medical condition that re-
sults in high patient morbidity. UGI bleeding commonly 
presents with hematemesis or melena. It is important to 
take a careful history and perform a thorough physical 
examination to identify the possible source and etiol-
ogy of  the bleeding. Common causes of  UGI bleeding 
include peptic ulcers, esophagogastric varices, erosive 
gastritis, Mallory-Weiss syndrome, angiodysplasia or 
Dieulafoy’s lesion. Peptic ulcers are responsible for ap-
proximately half  of  UGI bleedings[1]. 

Our patient with an SMA aneurysm rupture in the 
duodenum presenting as UGI bleeding was extremely 
rare; there have been only a few reported cases[2-4]. 
Overall, only 0.2% of  the general population is found 
to have an aneurysm of  the visceral arteries, and SMA 
aneurysms represent only 5.5% of  all visceral aneu-
rysms[5]. Unlike other splanchnic artery aneurysms, 
which are mostly asymptomatic, more than 90.0% of  
SMA aneurysms are symptomatic, manifesting primarily 
as nonspecific abdominal pain[6]. Rarely, an abdominal 
mobile pulsatile mass or abdominal bruit maybe found 
on physical examination. Common causes of  SMA 
aneurysms include septic emboli, atherosclerosis, pan-
creatitis and trauma. Septic emboli account for about 
one-third of  SMA aneurysms. Other uncommon causes 
are collagen vascular disease, connective tissue disease 
and neurofibromatosis[7]. Abdominal ultrasonography 
and CT are useful in identifying the type of  aneurysm. 
However, up to 50.0% of  SMA aneurysms present with 
a rupture, where hypovolemic shock, hemoperitoneum 
or acute abdomen are the first manifestations. Once an 
SMA aneurysm ruptures, a high intra-operative mortality 
rate of  more than 30.0% has been reported in previous 
studies[8]. Therefore, in patients diagnosed with an SMA 
aneurysm, surgical resection or radiological intervention 
should be recommended before the aneurysm ruptures.

An SMA aneurysm is an unusual extra-articular mani-
festation of  rheumatoid arthritis, and our patient had no 
other history contributing to the formation of  an aneu-
rysm, including septic embolic, trauma or atherosclerosis. 
Rheumatoid arthritis can cause a wide spectrum of  mani-
festations, from clinically insignificant to life-threatening. 
In postmortem examinations, rheumatoid vasculitis 
occurred in approximately 25.0% of  all patients with 
rheumatoid arthritis, whereas less than 1% of  rheumatoid 
arthritis patients developed clinical signs of  vasculitis[9]. 
Among these patients, 10%-38% will have gastrointestinal 
manifestations of  vasculitis and this may be the first mani-
festation[10,11]. Cases of  abdominal aneurysm rupture with 
syncope and hemorrhage, bowel infarction, and intestinal 
perforation have been described [10-13]. 

Therefore, in patients with rheumatoid arthritis who 
have UGI bleeding, diagnosis of  a ruptured SMA an-
eurysm in the duodenum should be considered, and the 
clinician should be alert to this issue to achieve rapid 
confirmation and to save lives. 
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Figure 1  Computed tomography scans. A: Computed tomography (CT) scan-
ning revealed a superior mesentery artery aneurysm about 3.9 cm in diameter at 
the jejunal mesentery (white arrow); B: CT scan showing a superior mesentery 
artery aneurysm (arrow head) with active contrast extravasation into the fourth 
portion of the duodenum (white arrow).
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