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Background. Splenic artery aneurysm is the most common type of visceral aneurysms. They are usually asymptomatic and have
a potential for rupture and therefore life-threatening hemorrhage. It is rare for them to cause sinistral portal hypertension.
Case Report. A 23-year-old female patient presented to our clinic with gastric varices, splenomegaly, pancytopenia, and normal
liver functions. She was thus diagnosed with left-sided portal hypertension. Radiologic evaluation showed splenomegaly, splenic
vein obstruction, and multiple aneurysms along the splenic artery ranging from 2.5 cm to 7 cm. Splenic artery aneurysm was
thought to be the cause of portal hypertension and hypersplenism. We decided splenectomy is the best course of treatment.
Pancytopenia could not be corrected preoperatively despite the transfusion treatment. Surgical exploration revealed multiple
aneurysms deeply embedded in pancreas. Thrombocyte and erythrocyte transfusion was performed after splenic artery ligation
to correct pancytopenia before further intervention. Splenic artery, spleen, and distal pancreas were resected en bloc. Patient’s
blood parameters became normal within first postoperative day. Patient had an uneventful postoperative course andwas discharged
without incident. Conclusion. Splenic artery aneurysms are rare but potentially life-threatening incidents.Therefore, it is important
to know the unusual presentations and prepare accordingly.

1. Introduction

Splenic artery aneurysm is the most common type of visceral
aneurysms and makes up to 60% of this group [1]. There
is a 4 : 1 female-to-male predominance. It has a potential
for rupture and erosion, which may cause life-threatening
hemorrhage [2]. Stanley et al. report that 22% of cases
present as emergencies and 8.5% result in death [3]. They
are usually between 2 and 4 cm, saccular, asymptomatic, and
present in mid to distal 1/3 of splenic artery [4]. Symptomatic
cases, enlarging aneurysms, aneurysms larger than 2 cm,
pregnancy, and liver transplantation candidates are consid-
ered for treatment [5]. Surgical treatment for splenic artery
aneurysms includes splenectomy and aneurysmectomy. Dis-
tal pancreatectomy may be performed when the aneurysm
is deeply embedded in the pancreatic tissue [6]. Other
treatment options include aneurysm ligation, endovascular
embolisation, or stenting and revascularisation.

Sinistral (left-sided) portal hypertension is a clinical
syndrome in the setting of splenic vein thrombosis due to
a primary pancreatic pathology. Splenic artery aneurysm
causing sinistral portal hypertension is very rare and is due
to splenic vein thrombosis that develops secondary to com-
pression by the aneurysm [7]. Also, if the aneurysm rises from
proximal splenic artery, it can cause compression at spleno-
portal confluence and proximal portal vein directly [8]. The
main danger of sinistral portal hypertension is gastric variceal
hemorrhage. Splenectomywith treatment of primary pancre-
atic pathology is the mainstay of management of this disease.

We are reporting a case where this disease represented
itself in an unusual way.

2. Case Report

A 23-year-old female patient presented to emergency
room with epilepsy. Her physical examination revealed
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Figure 1: Computerized Tomography (CT) scan shows multiple
aneurysms along splenic artery.

Figure 2: Selective angiography shows the multiple aneurysms
along splenic artery.

splenomegaly. She did not have ascites. Initial thrombocyte
value was 11000/𝜇L, leukocyte was 2900/𝜇L, and hemoglobin
value was 7.8 g/dL. Liver function tests were normal. Cranial
Magnetic Resonance Imaging and Echocardiography
were normal. Computerized Tomography showed a
splenomegaly of 17 cm and multiple aneurysms along
the splenic artery ranging from 2.5 cm to 7 cm (Figure 1).
Upper gastrointestinal endoscopy revealed isolated gastric
varices. Selective angiography revealed multiple aneurysms
along splenic artery (Figure 2). Venous phase angiography
confirmed the obstruction of splenic vein. Splenic artery
embolisation was attempted but it was not successful.

It was learned that she received portal hypertension
diagnosis at the age of 9 at a different institution. She was
managed at this institution and her file was missing. Patient’s
parents’ description of that period led us to believe that
she had been diagnosed with idiopathic portal hypertension
since it is occasionally concomitant with huge splenic artery
aneurysm and it is difficult to diagnose left-sided portal
hypertension at that age. Of course we cannot say for sure
what caused the portal hypertension. She dropped out from
her treatment 7 years ago and has not received any treatment
after that.

Figure 3:Display of the largest of aneurysms embedded in pancreas.

Patientwas thought to have left-sided portal hypertension
due to splenomegaly, normal liver functions, and gastric
varices. Since splenic vein was obstructed by the aneurysm,
we decided splenectomy and aneurysmectomy were the best
course of treatment. Pancytopenia could not be corrected
preoperatively despite multiple transfusions. It was evident
that pancytopenia could not be corrected without surgical
intervention. Surgery was planned.

Surgical exploration revealed multiple aneurysms were
embedded in pancreas (Figure 3). First course of actionwas to
ligate the splenic artery. Then thrombocyte and erythrocyte
transfusions were performed. Splenic artery, spleen, and
distal pancreas were resected en bloc. Patient’s thrombocyte
values on first postoperative day were 184000/𝜇L, leukocyte
value was 4200/𝜇L, and hemoglobin value was 9.7 g/dL.
Patient was discharged without incident.

3. Discussion

True splenic artery aneurysms are rare entities with an
estimated prevalence of 0.02%–0.1%. Giant aneurysms are
even rarer with around 20 cases reported so far [9]. Largest
reported so far is a pseudoaneurysm of 18 cm [10]. Splenic
artery aneurysms are mostly asymptomatic and diagnosed
incidentally [11]. Any aneurysm, if left untreated, has a poten-
tial for rupture and therefore life-threatening hemorrhage.
The life time risk of rupture is 2–10% for small and 28% for
giant aneurysms [2]. The highest incidence of rupture is in
young pregnant women with mortality being 75% and fetal
mortality being 95% [12].

It is generally accepted that all patients with symptomatic
aneurysms, patients who are pregnant or in the child bearing
age group, patientswith lesions larger than 2 cm, patientswith
lesions gradually increasing in size, or patients with portal
hypertension should undergo treatment [11]. Although there
are different methods of treatment, surgery is the best option
for dealing with giant aneurysms.

Splenic artery aneurysm causing sinistral portal hyper-
tension is rare and is due to splenic vein thrombosis that
develops secondary to compression by the aneurysm. There
are only few cases reported in literature. Elamurugan et al. [7]
report a 22-year-old pregnant patient who had an aneurysm
close to splenic hilum and was treated with splenectomy and
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aneurysmectomy. Debnath et al. [8] report a relatively large
5 × 4 cm juxta-ostial splenic artery aneurysm compressing
splenoportal confluence and therefore causing portal hyper-
tension. The case we reported is significantly different in that
there are multiple giant aneurysms covering whole splenic
artery.

4. Conclusion

Splenic artery aneurysms are rare but potentially life-
threatening incidents. Therefore, it is important to know of
the unusual presentations and prepare accordingly.

Consent

Written informed consent was obtained from the patient for
publication of this case report and any accompanying images.

Competing Interests

The authors declare that they have no competing interests.

Authors’ Contributions

Derya Karakoc found the patient. Both Kemal Beksac and
Derya Karakoc were active in the management of the patient
and drafted the paper together. Both authors read and
approved the final paper.

References

[1] C. F. Feo, A. M. Scanu, A. Fancellu, and S. Costantino, “Visceral
aneurysm and vascular anomaly involving the splenic artery,”
Digestive Diseases and Sciences, vol. 49, no. 9, pp. 1378–1380,
2004.

[2] D. Siablis, Z. G. Papathanassiou, D. Karnabatidis, N. Christeas,
K. Katsanos, and C. Vagianos, “Splenic arteriovenous fistula
and sudden onset of portal hypertension as complications of
a ruptured splenic artery aneurysm: successful treatment with
transcatheter arterial embolization. A case study and review of
the literature,”World Journal of Gastroenterology, vol. 12, no. 26,
pp. 4264–4266, 2006.

[3] J. C. Stanley, T.W.Wakefield, L. M. Graham,W.M.Whitehouse
Jr., G. B. Zelenock, and S. M. Lindenauer, “Clinical importance
and management of splanchnic artery aneurysms,” Journal of
Vascular Surgery, vol. 3, no. 5, pp. 836–840, 1986.

[4] J. L. Nosher, J. Chung, L. S. Brevetti, A. M. Graham, and R. L.
Siegel, “Visceral and renal artery aneurysms: a pictorial essay on
endovascular therapy,” Radiographics, vol. 26, no. 6, pp. 1687–
1704, 2006.

[5] S. A. Berceli, “Hepatic and splenic artery aneurysms,” Seminars
in Vascular Surgery, vol. 18, no. 4, pp. 196–201, 2005.

[6] M. Chadha andC. Ahuja, “Visceral artery aneurysms: diagnosis
and percutaneous management,” Seminars in Interventional
Radiology, vol. 26, no. 3, pp. 196–206, 2009.

[7] T. P. Elamurugan, S. S. Kumar, R. Muthukumarassamy, and
V. Kate, “Splenic artery aneurysm presenting as extrahepatic
portal vein obstruction: a case report,”Case Reports in Gastroin-
testinal Medicine, vol. 2011, Article ID 908529, 3 pages, 2011.

[8] J. Debnath, R. A. George, P. P. Rao, and K. Ghosh, “Splenic
artery aneurysm—a rare cause for extrahepatic portal venous
obstruction: a case report,” International Journal of Surgery, vol.
5, no. 5, pp. 351–352, 2007.

[9] S. Yadav, P. Sharma, P. K. Singh et al., “Giant splenic artery
aneurysm: a rare but potentially catastrophic surgical chal-
lenge,” International Journal of Surgery Case Reports, vol. 3, no.
11, pp. 533–536, 2012.

[10] R. F. Goldberg, W. Maley, E. P. Kennedy, C. J. Yeo, and
H. Lavu, “Giant splenic artery pseudoaneurysm,” Journal of
Gastrointestinal Surgery, vol. 15, no. 6, pp. 1063–1066, 2011.

[11] M. A. Abbas, W. M. Stone, R. J. Fowl et al., “Splenic artery
aneurysms: two decades experience at Mayo clinic,” Annals of
Vascular Surgery, vol. 16, no. 4, pp. 442–449, 2002.

[12] U. Sadat, O. Dar, S. Walsh, and K. Varty, “Splenic artery
aneurysms in pregnancy—a systematic review,” International
Journal of Surgery, vol. 6, no. 3, pp. 261–265, 2008.


