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ABSTRACT

Splenic Artery Aneurysm (SAA) is the most common
visceral artery aneurysm (60%). It remains asymptomatic
in over 95% of patients. SAA occurs predominantly in
women of child-bearing age. Multi-slice SC angiography
can accurately and clearly display the location of the SAA.
Different management strategies can be applied: open
surgery, endovascular approach and laparoscopy.

We present the case of a 30-year-old female with a history

CASE REPORT

A 30-year-old female with no history of trauma was admitted
to our hospital. She had a history of breast cancer T1cNOMO
and underwent breast tumor wide excision combined with
sentinel lymph node biopsy 1 month earlier. This treatment
was followed by routine CT scanning and CT angiography,
which revealed the SAA. Contrast-enhanced computed
tomography scanning showed an 28mm true aneurysm of
the splenic artery [Table/Fig-1]. At presentation the patient

[Table/Fig-1]: Contrast-enhanced CT scanning with 3D
reconstruction demonstrating the aneurysm of the tortuous splenic
artery and the SAA.
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of breast cancer TIcNOMO. Contrast-enhanced computed
tomography scanning showed a 28mm true aneurysm of
the splenic artery. Due to unfavourable anatomy for the
endovascular intervention (elongated and tortuous splenic
artery) the patient underwent open surgery. The aneurysm
was excised and the splenic artery was reconstructed with
end-to-end anastomosis. The patient was discharged from
the hospital without any complication after 3 days.
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was normotensive. The splenic artery was elongated and
tortuous. Due to unfavourable anatomy for endovascular
intervention the patient underwent open surgery. Through
transverse laparotomy the peritoneal cavity was opened.
The omental sac was revised and saccular SAA located
at the artery bifurcation in distal third of splenic artery was
exposed [Table/Fig-2]. Systemic anticoagulation was applied.
The aneurysm was excised and the splenic artery was
reconstructed with end-to-end anastomosis. Postoperatively

[Table/Fig-2]: Open exposure of the SAA.
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the patient was monitored 24 hours in the intensive care unit.
She was subsequently discharged from the hospital without
any complication after 3 days. The CT scanning on the 6"
postoperative day revealed patent splenic artery, without any
stenosis. The SAA was relatively straight, due to its shortage
following aneurysmectomy [Table/Fig-3]. Nevertheless the
wedge-shaped spleen infarction was found [Table/Fig-4].
During 18 months following the SA repair repeated ultrasound
examinations revealed shrinkage of infarcted area in the
spleen. Long-term preservation of splenic function has been
achieved.

[Table/Fig-3]: Contrast-enhanced CT scanning with 3D
reconstruction on the 6" postoperative day revealing patent splenic
artery (arrow).

[Table/Fig-4]: Contrast-enhanced CT scanning on the 6"
postoperative day revealing the wedge-shaped spleen infarction
(arrow).

DISCUSSION

Although rare, the SAA is the most common visceral artery
aneurysm (60%), with 4:1 female-to-male predominance ,
commonly located in the distal third of the splenic artery (75%
of cases) [1,2]. SAAs located in the middle third of the artery
are described in 20% of cases. SAAs remain asymptomatic in
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over 95% of patients. SAAs occur predominantly in younger
women (58%) of child-bearing age [3-5]. Multi-slice SC
angiography can accurately and clearly display the location
of the SAAs [6,7].

Our patient was a female in child-bearing age suffering from
the asymptomatic SAA located in distal third of splenic artery.
The artery was elongated with increased tortuosity [Table/
Fig-1] as described in many cases in the literature [1]. Saccular
shape of the aneurysm and location at the artery bifurcation
are also typical [Table/Fig-1].

SAAs are associated with atherosclerosis, although a few
cases of fibromuscular dysplasia were reported [7,8]. In our
case microscopic examination of aneurysm wall didn’t reveal
fioromuscular dysplasia.

Patients with this type of aneurysm often present without
symptoms and the SAAs are often found during investigation
of other abdominal diseases [9]. In the presented case the
SAA was revealed during routine CT scanning following breast
cancer excision.

True SAAs are usually not greater than 3cm in diameter. Mural
thrombus and calcifications frequently occurs. In our case the
SAA was 28mm in diameter.

Because of the associated potentially fatal consequences,
prompt management of SAA is of prime importance [4,10].
Different management strategies can be applied: open
surgery, endovascular approach and laparoscopy.

Open surgical approaches include proximal and distal ligation
of SAAs located in proximal and medial third of splenic artery.
When SAA is located at distal third of splenic artery aneurysm
excision and repair (primary anastomosis or patch closure)
should be considered [1]. The other options are ligation without
resection of the SAA located in proximal third of splenic artery
[11] and splenectomy with aneurysm resection for the SAA in
distal third of splenic artery [12].

Endovascular approach compared to open surgery, has a
lower success rate (85%), but significantly reduced morbidity
and mortality rates as well [1].

Although, in hemodynamically stable patients with not-
ruptured SAA endovascular approach is usually recommended
[1], the patient we present underwent open surgery due to
unfavourable anatomy for the endovascular intervention with
elongated and tortious splenic artery [Table/Fig-1]. During
operation, the splenic artery and the SAA were exposed
[Table/Fig-2], the splenic artery was cross-clamped, the
aneurysm was excised and the artery was sutured end-to-end.
The patient was subsequently discharged from the hospital
without any complications after 3 days. The CT scanning on
the 6" postoperative day revealed patent splenic artery [Table/
Fig-3] and the wedge-shaped spleen infarction [Table/Fig-4].
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The spleen infarction didn’t require any additional treatment
and was followed for 18 months with repeated ultrasound
examinations.

CONCLUSION

The SAA is an uncommon pathology with a potential for
rupture. If a rupture occurs, SAA became a life-threatening
pathology. Rapid diagnosis and treatment is of prime
importance.

Due to high mortality rate in case of aneurysm rupture, even
asymptomatic SAAs should be treated. In case of unfavourable
anatomy for the endovascular intervention, open repair is a
safe procedure.
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