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ABSTRACT
Celiac artery aneurysms are the rarest forms of splanchnic 
artery aneurysms. They are usually detected incidentally, 
thanks to the advances in imaging technology. As the 

mortality rate in ruptured celiac artery aneurysms is high, 
timely diagnosis and management are important. The present 
case highlights the multi detector computerized tomography 
imaging appearances in one such rare case. 
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CASE REPORT 
An elderly male of 62 years age visited the surgery outpatient 
department of this institute with complaint of vague pain 
in right hypochondriac region for the past ten days. Pain 
was associated with intermittent non projectile vomiting. 
One month ago the patient had undergone percutaneous 
transluminal renal angioplasty (PTRA) for left renal artery 
stenosis. On physical examination, the patient was afebrile 
and had a blood pressure of 138/94 mm Hg and a heart rate 
of 82/min. Abdominal examination was unremarkable. Hence, 
the patient was referred for advanced imaging.

As plain radiograph too was unremarkable, a Multi detector 
computerized tomography (MDCT) was performed on patient’s 
insistence. MDCT demonstrated a saccular aneurysm of celiac 
artery of width 1.5 cm located about 1.8 cm from its aortic 
end. Multiplanar reconstruction [Table/Fig-1], Shaded Surface 
Display (SSD) [Table/Fig-2,3] and Color Coded SSD images 
[Table/Fig-4], demonstrated the lesion well.  Wall thickening and 
irregularity of this aneurysm was also noted which suggested 

it`s atherosclerotic etiology. Patient was offered symptomatic 
medical management instead of surgical intervention and 
was counseled for regular follow-up considering the size of 
aneurysm (< 2cm) and debilitated condition of the patient. 
Informed written consent was obtained from the patient for 
publication of the data and images.

DISCUSSION 
Splanchnic artery aneurysms (SAA) are usually rare conditions 
which are characterized by various types of clinical presentations 
and wide range of final outcomes. Abnormal arterial dilatation 
also referred as aneurysm was first described in visceral vessels 
by the French Physician, Beaussier, in 1770 [1].

There are two types of aneurysms: True aneurysms and 
pseudoaneurysm. In true aneurysms abnormality in vessel 
wall affects all three layers, whereas in pseudoaneurysm 
injuries or erosions due to pancreatitis, autoimmune disorders, 
vascular intervention, laparoscopic cholecystectomy, hepatic 
transplantation cause focal abnormality such that all layers of 

[Table/Fig-1]:	Sagittal reformatted CECT image showing the Celiac Artery aneurysm
[Table/Fig-2]:	Post CECT SSD frontal view image showing the aneurysm in Celiac Artery and stent in left renal artery
[Table/Fig-3]:	Post CECT SSD view from behind showing the aneurysm in Celiac Artery and stent in left renal artery
[Table/Fig-4]:	Post CECT Color Coded SSD view image showing the aneurysm in Celiac Artery and stent in left renal artery
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vessel wall are not affected but the vessel shows abnormal 
dilatation [2]. As all layers are not affected in pseudoaneurysm, 
the risk of rupture is.

Celiac artery aneurysm is one of the rarest forms of splanchnic 
artery aneurysms (approx. 4% of all visceral artery aneurysms). 
The incidence of occurrence ranges from 0.005% to 0.01%. 
This rare entity was first described in 1745 by Lancissi and 
since then less than 200 cases are reported worldwide [3-5].

The most common etiological factors for celiac artery 
aneurysm include infection, atherosclerosis, tuberculosis or 
syphilis, fibro-muscular dysplasia, trauma and polyarteritis 
nodosa [6].

Arteriosclerosis and medial degeneration are one of the 
most important pathological changes encountered in celiac 
artery aneurysms. Traumatic aneurysms due to penetrating 
injuries are uncommon. Post-stenotic dilatation and mycotic 
celiac artery aneurysms are also very rare. Most celiac 
artery aneurysms are asymptomatic with no sex predilection 
hence the detection tends to be incidental as it was in our 
case. Abdominal discomfort localized to the epigastrium 
accompanies in more than 60% of symptomatic celiac artery 
aneurysms [7].

The most serious complication of celiac artery aneurysmal 
disease is rupture. When celiac artery aneurysms rupture 
and an operative intervention is planned, high mortality rate 
to the tune of almost 40% has been reported [8-10]. When 
a rupture occurs, there is intra-peritoneal hemorrhage, which 
when communicates with alimentary tract can even manifest 
as haematemesis [6]. Reported rate of rupture is 5% for 
aneurismal size 15–22 mm and 50% to 70% for a size more 
than 32 mm [11]. About 80% mortality rate has also been 
reported in cases of rupture.  It has been concluded that a 
size of 2 cm is an indication for intervention [12].

Considering the high mortality rate after rupture, early 
recognition and accurate characterization with proper 
intervention are crucial. The definitive diagnosis of such 
aneurysms is made with contrast angiography, but it also can 
be made with high-quality MDCT (as it was done in our case) 
and MRI. Angiography localizes and defines the size of the 
aneurysm and detects other aneurysms as well as vasculitides. 
It offers the advantage of therapeutic intervention. Therefore, 
angiography is usually performed when radiologic or surgical 
therapy is planned.

Treatment of celiac artery aneurysm depends on the 
presentation, location, and size of the aneurysm. Generally, 
even if patient is asymptomatic but the diameter of the 
aneurysm is larger than 2 cm then active treatment is to 
be considered. Elective surgical repair is safe and effective. 
If the patient presents with a ruptured aneurysm then rapid 
resuscitation and surgical or radiologic intervention is of 

prime importance. In situations of emergency, one may ligate 
the aneurysm without spending time on reconstruction of 
the vessel; as abundant collateral circulation of the viscera 
ensures adequate blood supply.  

Metallic coils can be used for percutaneous transcatheter 
embolization and has been successful in upto 85% cases 
[13]. Aneurysms which are difficult to manage surgically 
and for high-risk surgical patients, embolisation is to be 
considered [14]. Endovascular stent-graft placement is a new 
promising treatment modality but long-term results are yet to 
be evaluated.

CONCLUSION 
Celiac artery aneurysms are although rare and asymptomatic 
most of the times, but important to recognize because of their 
high chances of being rupture and resulting consequences. 
Due to advancements in imaging technology such as 
MDCT, MRI and selective angiography it is easy to detect 
such asymptomatic aneurysms. Rupture is one of the most 
dreaded complications. On detection, management must 
be individualized according to the size and characteristics of 
the aneurysms. Usually, elective intervention is required for all 
symptomatic aneurysms and for most aneurysms which are 
larger than 2 cm in diameter in order to reduce the risk of 
rupture and hence mortality.
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