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INTRODUCTION

University of Nigeria Teaching Hospital, Ituku-Ozalla,
Enugu in the South East of Nigeria, is the centre
designated for the management of cardiovascular and
thoracic diseases by the Federal Government of Nigeria.
It has shouldered this responsibility to a reasonable
extent. However and in particular, there are challenges

facing the management of arterial aneurysm currently.
These challenges manifested themselves in the 37
patients with such pathology managed over the last five
years (2007-2011).

Aneurysm is defined as an enlargement of an artery more
than 50% of its anatomic diameter'. It can develop in any
location within the arterial net work but is commonly
found in the aorta, iliac, popliteal and femoral arteries in
the decreasing order of frequency. The carotid, renal,
visceral and upper extremity aortic arteries can also
develop aneurysm. In addition, intracranial
cerebrovascular aneurysm is distinct from extra-cranial
with regard to age, risk factors, clinical features and
treatment. The aetiology of arterial aneurysm is unknown
but risk factors such as hypertension, hyperlipidemia,
diabetes mellitus, age and cigarette smoking are well
documented’. Pseudoaneurysm do occur as a result of
injury to the artery with perforation and subsequent
adjacent swelling from extravasations.

PATIENTSAND METHODS

Medical records of 37 patients with documented arterial
aneurysm over a S-year period (2007-2011) were
searched for information. Those with intracranial
aneurysms were excluded from this study. Data collected
and documented included patients' demographics, types
of vessels involved, investigative tools used for the
diagnosis and the type of treatment received. Others are
the outcome and the length of hospital stay. Analysis was
by simple statistics and percentage.

RESULT

Table 1: Distribution of the aneurysms
Age(yrs) Male Female Total
10-39 2 8 10(27.03%)
40-69 9 9 18(48.65%)
70-99 3 6 9(24.32%)
Grand total 14 23 37 (100%)

Table 2: Central aneurysms

Type of involved Number  True aneurysm Pseudoaneurysm
vessel
Ascending thoracic 2 +
aorta
Arch of aorta 3 +
Descending thoracic 4 +
aorta
Acscending aorta and 3 +
arch
Whole aorta 2 +
Thoracoabdominal 0 0
aorta
Suprarenal abdominal 1 +
aorta

Infrarenal abdominal 4 +

aorta

Total 19

Key (-) indicates negative while (+) indicates positive
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Table 3: Peripheral artery aneurysms

Type of involve d Number True aneurysm Pseudoaneurysm

vessel

Superficial temporal 1 - +
artery
Common carotid artery 1
Axillary artery 2
Brachial artery 2
Common iliac artery 1 +
5
2
1
1

+

Femoral artery

Popliteal artery

Dorsalis pedis artery

Total 5

Key ( -) indicates negative while (+), indicates positive

Discussion

Diagnosis of peripheral aneurysms is easier than the
central types as it is often clinically obvious and simple
duplex ultrasound, a facility that is easily available and
affordable augments clinical effort in reaching definitive
diagnosis in some cases’. The central aneurysms require
additional diagnostic tools such as chest X-ray,
abdominal X-ray, CT-scan and MRI in certain situations.
The abdominal ultrasound may be of help, but is limited in
information about the infra and suprarenal status of the
aortic aneurysm as well as presence and absence of
leakage’. The CT-scan is very useful but it is costly and
most patients cannot afford it. MRI is even more costly
and is not readily available. Moreover, the interpretation
of the investigation is observer dependent and level of
accuracy is still worrisome as the majority of the reporters
have low level of experience. False positive and negative
are regularly encountered. Currently the hospital lacks
MRI and angiographic suites. The available CT-scan is
epileptic in function. Some of the services of the above
facilities are usually obtained from outside the teaching
hospital.

Medical management of an established aneurysm is like
buying time as the ultimate is surgical especially for large
ones. This medical management is of utmost importance
when surgery is contraindicated’. The greater numbers of
peripheral aneurysms are pseudo types as they mostly due
to trauma. The central ones are due to degenerative
changes as revealed by histology for the surgically
managed cases. Genetic’ and environment factors also do
play roles. At times, UNTH, lose sum of money used in
procuring prostheses as the patients they were used in
treating could not pay. Since then, the hospital stopped
stockpiling some prostheses like vascular grafts’ among
others and resorted to cash and carry method. Most of the
needed grafts in our cases were sourced on prescription by
local suppliers who get them from abroad, precisely from
India and South Africa. This arrangement takes some time
with delay. Due to this state of affairs there are no readily
available vascular prostheses like Dacron or Teflon on the
UNTH shelf for use in repair of aneurysms especially in
ruptured cases presenting as emergency’. One can
imagine what fate will befall a patient as emergency for

ruptured aneurysm that required surgical intervention
when there is non available with the supplier locally.

The other challenge identified is the issue of personnel.
The surgical skill for the management of peripheral as
well as infra-renal abdominal aortic aneurysm is firmly
established in our center’. This was demonstrated in an
earlier study at the same centre'. What is lacking is the
skill for the surgical repair of ascending, aortic arch and
descending thoracic aortic aneurysms including the
ascending aortic aneurysm with associated aortic
incompetence that do require modified Bental's
procedure. This is because of the absence high
technology system support during such procedure. The
challenges appear enormous but are not insurmountable.
The solution of the above challenges require continuous
training and retraining of manpower in the related field
such as vascular surgery, cardiothoracic surgery,
perfusion for on pump surgery, anaesthesiology and
interventional radiology. Interventional radiology needs
to come on board at UNTH, bearing in mind the benefits
and disadvantages over surgery.

The general challenges affecting the functionality of the
hospital were not considered and these include power,
finance, computer literacy etc as were highlighted in
another study'. The provision of equipment such as
angiographic suite, MRI and functional CT scan are sine
qua non to improved management of patients with
arterial aneurysms in UNTH, Enugu. Government effort
in this directive cannot be overemphasised. The issue of
consumables such as vascular grafts can be sorted out
through provision of revolving fund.

Conclusion: The challenges are divided into two broad
categories. One is the issue of availability of equipment,
both consumable and non consumable while the other has
to do with personnel. As intervention in arterial
aneurysms is the gold standard, it is not yet easily
available and affordable at this centre. Therefore the
challenges that have been identified are real and need to
be addressed in order to deliver optimal care to patients
within our domain. However, efforts are underway in
providing the solutions.
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