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Abnormal arteriovenous communications of the mesenteric vessels are arteriovenous fistula and

angiodysplasia (so-called arteriovenous malformation).

Mesenteric arteriovenous fistulas are rare lesions.

Our review of the literature has revealed 27
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Fig. 1 Inferior mesenteric arteriogram showing arteriovenous fistula.

o

A. Arterial phase showing dilated superior rectal artery (SRA) and saccular dilatations (arrows) at the
communicating segment.

B. Late arterial phase showing dilated superior rectal artery (SRA), Saccular dilatations (arrows) and
carly venous filling to markedly dilated superior rectal vein (V).

C. Capillary phase showing dilated superior rectal vein (V), sigmoid vein (SV) and opacified distal seg-
ment of superior rectal branch. Distal segment of inferior mesenteric vein is not opacified because of
the compression by mesenteric panniculitis.

D. Venous phase showing dilated and tortuous left colic vein (LCV) as a collateral way and inferior
mesenteric vein (IMV).
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cases,""*") 26 cases of which have been shown in the superior mesenteric vessels and only one case of which
has been shown in the inferior mesenteric vessels.!®

In our case inferior mesenteric arteriovenous fistula was shown by angiography in evaluating an
abdominal mass. The mass was mesenteric panniculitis of the sigrnoid mesocolon.

We show the angiographic findings of mesenteric arteriovenous fistula and add a new case suggest-

ing congenital in origin to the literature.

CASE REPORT

A 70-year-old man was admitted for evaluation of the abdominal mass, He has been complaining of
vague abdominal discomfort and constipation. He has been noted the mass three months prior to
the admission.

Past history revealed hypertension and he has had transient ischemic heart attack at the age of 55
and had myocardial infarction at the age of 66, Further past history could show no other signs of
disease,

On physical examination his abdomen was slightly distended. The well mobile, firm and non-
tender mass was palpated in his left lower quadrant. There was no lymphadenopathy, and the liver
and spleen were not palpated. Hematologic studies, clinical laboratory studies and wurinalysis were
normal.

Plain abdominal films showed mottled and concentric calcification in the anterior region of the
lower abdomen. Upper gastrointestinal series and barium enema studies showed diverticula and the
displacement of the sigmoid colon. Intravenous pyelogram showed the displacement of the left ureter
and hydronephrosis of the left kidney. Sigmoidscopic study showed only adenoma of the rectum and
the scope could not be advanced more than 30 cm from the anus, because the sigmoid colon was
deformed by the mass. There was no definite change in the mucosa of the sigmoid colon and rectum,
Computed tomogram showed calcification in the central region of the well-defined and homogenous
mass.

Abdominal aortogram and selective inferior mesnteric arteriogram showed the dilated superior
rectal artery and saccular dilatations at the communicating segment between the superior rectal artery
and veins. Late arterial phase showed early venous filling to the superior rectal vein, Venous phase
showed the dilated and tortuous left colic vein and inferior mesenteric vein (Fig. 1. A-D). There were no
tumor vessels, blush and neovascularity. No abnormalities have been showr in vasa recta. Angiographic
diagnosis was mesenteric arteriovenous fistula in the superior rectal vessels and an avascular mass of the
sigmoid mesocolomn.,

On January 19, 1978, laparotomy showed a very hard mass measuring about 7 cm in diameter.
The mass was derived from the sigmoid mesocolon and was adherent to the surroundings such as the
ileum, distal segment of the descending colon and retroperitoneum.

It was impossible to show the superior rectal artery and vein because the mass was firmly adherent
to the sigmoid colon. The markedly dilated veins have been shown around the mass. The mass was
removed with the distal segmenf of the descending colon and sigmoid colon,

Histologically the mass was so-called mesenteric panniculitis, No vessels have been involved in the
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mass and there were some dilated veins at the surface of the mass. The postoperative course was

uneventful,

DISCUSSION

An arteriovenous fistula is not a rare complication of trauma or surgery,”?”? However,
arteriovenous fistulas involving the mesenteric vessels are rare and 27 cases have been reported in the
literature. In 1960 Movitz et al.”’ reported the first case involving the mesenteric vessels of the snnall
bowel, occuring after bowel resection. Twenty-six cases of mesenteric arteriovenous fistulas have
been shown in the superior mesenteric vessels and only one case has been shown in the inferior
mesenteric vessels except our case (Table 1).

The etiology of these 26 cases of the superior mesenteric vessels have been reported as follows;
one case congenital;?®” 16 cases iatrogenic;?)-#7-1D-191M1920) a5nd 10 cases traumatic®®12-14)18)21)-23)
(Table 2).

The case of inferior mesenteric arteriovenous fistula, which Houdard reported in French
literature, was iatrogenic in origin occuring after colectomy.!®

The symptoms and signs in the cases of mesenteric arteriovenous fistula are abdominal bruit,
thrill, abdominal pain and diarrhea. The causes of abdominal pain are unclear and there have not

been shown pathologic findings of ischemia or infarction of the bowel.?” The hemodynamic manifesta-

Table 1 Location of mesenteric arteriovenous fistulas

Location Cases
Superior mesenteric artery 26
Main trunk 10
Jejunal branch 5
Ileal branch 4
Ileocolic branch 2
Middle colic branch 3
Right colic branch 2
Inferior mesenteric artery 2
Superior rectal branch 2%
Total 28

*Including author’s case.

Table 2 Etiology of mesenteric arteriovenous fistulas

Etiology Cases
Tatrogenic i 16

Bowel resection 14

Laparotomy 1

Gastrectomy 1
Gunshot wound 9
Stab wound 1

Congenital 2%

Total 28

*Including®author’s case,
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tions of the portal systems have been in confusion, There have been discussions that high cardiac
output states such as cardiomegaly and heart failure did not occur because of damping effect of
hepatic venous sinusoidal systems, 191923  However, some authors x-eportea that high cardiac output
states had been improved to normal after ligation of the fistula,!2/2029

In this case there was no symptoms and signs due to arteriovenous fistula. The possible explana-
tion of little hepatic dysfunction and clinical manifestation are that the increased blood flow in the
inferior mesenteric vein would not increase portal venous pressure significantly, because these hemody-
namic changes would be decreased to normal in joining with the large amount of blood flow from the
superior mesenteric vein and splenic vein and in damping effect of hepatic venous systems.

Angiographic findings of arteriovenous fistula are;

1. dilated feeding artery,

2. saccular dilatation at the communicating segment, and

3. early opacified and markedly dilated vein(s).

These angiographic findings are different from that of angiodysplasia®®-32),

The vessels in the cases of mesenteric panniculitis are rarely involved and in some cases displaced
and distorted vessels®® and vascular encasement®® have been reported angiographically, The thrombus
have been rarely shown in involved veins,

Mesenteric panniculitis is etiologically unknown and is characterized by chronic, nonspecific
inflammatory processes involving the adipose tissue of the mesentery. Abdominal trauma, abdominal
tuberculosis, mesenteric arterial occlusions, allergic reactions, Schwartzman phenomenon and pancreatitis
have been discussed as causative factors.?® %" Histologically mesenteric panniculitis has been shown
to be the same processes as seen in the fat necrosis of pancreatitis,

No relationships have been shown between arteriovenous fistula and mesenteric panniculitis in
this case histologically, Usually surgical treatment such as fistulectomy, ligation and bowel resection

has been performed.

CONCLUSION

The case of a 70-year-old man with inferior mesenteric arteriovenous fistula is reported. Although
27 cases with mesenteric arteriovenous fitulas have been reported, only one case of inferior mesenteric
arteriovenous fistula has been reported. The etiology is iatrogenic in 16 cases, traumatic in 10 cases
and congenital in one case.

This is the second case of inferior mesenteric arteriovenous fistula. The etiology in this case is
unclear but cengenital origin is suggested, and until now no cases have been reported as inferior

mesenteric arteriovenous fistula in Japan.
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