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ABSTRACT

Spontaneous rupture of the splenic artery aneurysms (SAAs) is a rare complication (2% to 10%), it carries a
significant mortality risk. We report a case of a 48-year-old male who presented with acute severe epigastric
pain radiating through to the back. He was in class 3 haemorrhagic shock. Following stabilisation, a
computerised tomogram (CECT) of the abdomen was done, which revealed a ruptured SAA with blood in the
retro pancreatic area. As haemodynamic status deteriorated again, the patient underwent laparotomy and
ligation of the splenic artery and splenectomy. He recovered well. Therefore, early recognition and early
intervention for the ruptured visceral artery aneurysmes is critical.
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INTRODUCTION

Splenic artery aneurysms (SAAs) are the third most
prevalent type of abdominal aneurysm, following
aortic and iliac artery aneurysms (1). The SAAs
account for one third of all visceral artery
aneurysms (2, 3). While the natural progression of
these aneurysms is well documented, there is
ongoing debate regarding their causes and the
specific criteria for surgical intervention (2, 3, 4).
In a review of 28,512 autopsies, there were 46
cases of SAAs (incidence - 0.16%) (4). in another
study of angiograms, the incidence of SAAs was
0.78% (4, 5). However, in patients with cirrhotic
portal hypertension, the incidence of SAAs was
7.1% (6). SAAs are asymptomatic in most cases.
Spontaneous rupture occurs in 2% to 10% of
cases, with a 25% mortality rate. (7, 8). Here we

report a patient who presented following ruptured
SAA  managed successfully with surgical
intervention.

CASE REPORT

A 48-year-old otherwise healthy male with no
known comorbidities, presented to the Emergency
Treatment Unit (ETU) with sudden onset epigastric
pain, accompanied by dizziness. The abdominal
ultrasound revealed a retroperitoneal hematoma
posterior to the pancreas. He denied any history of
trauma. There were no stigmata of chronic liver
disease. He was in class 3 haemorrhagic shock (1).
He was having tachycardia with a blood pressure
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of 70/50 mmHg. His haemodynamic status
improved with initial resuscitation.
computed

An urgent contrast-enhanced

tomography (CECT) revealed a saccular aneurysm
of the splenic artery approximately 7 cm distal to
its origin from the celiac trunk, measuring 1.5 x 1.9
cm. A retroperitoneal haematoma was present
(Figure 1, Figure 2). A moderate volume of free
fluid was noted in the sub diaphragmatic space.
The liver, spleen, and pancreas were normal.

Figure 1: Computed tomography (CECT) of the
abdomen showing ruptured splenic artery aneurysm
(yellow arrow) and free fluid (blue arrow)

Figure 1: Computed tomography (CECT) of the
abdomen showing ruptured splenic artery aneurysm
(yellow arrow)

28

Sri Lanka Journal of Medicine Vol. 34 No.3,2025

Despite temporary stabilisation, the patient's
clinical condition deteriorated. Therefore, an
urgent laparotomy was done. At laparotomy, a
retroperitoneal hematoma with a ruptured SAA
was noted (Figure 3). The splenic artery was
ligated and a splenectomy was done. Patient had
an uneventful recovery.

Figure 2: Intra-operative image showing ruptured
splenic artery aneurysm sac (arrow)

DISCUSSION

The splenic artery originates from the celiac trunk
at the level of the twelfth thoracic vertebra (T12).
The splenic artery follows a tortuous path, along
the superior border of the pancreas, ultimately
reaching the splenic hilum.

The identified risk factors for SAAs include
pancreatitis, atherosclerosis, portal hypertension,
collagen vascular diseases and autoimmune
disorders (3-9). The above described patient did
not have any of these conditions. SAAs are
common in women (3). Although hormonal
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influences on arterial structure have been
proposed, they remain unverified (3).

The most significant complication associated with
SAAs is spontaneous rupture (7, 8), which occurs
in 2% to 10% of cases and carries a significant
mortality risk. Pregnant women, particularly in
their third trimester, face a heightened risk of
SAAs rupture, with pregnancy-related cases
representing 20% to 50% of all rupture incidents.
The SAA rupture during pregnancy can lead
maternal mortality rates as high as 80% and foetal
mortality rates reaching 90% (3, 7, 11).

Rupture may result in bleeding into the peritoneal
cavity, gastrointestinal tract, or erosion into
adjacent structures such as the splenic vein,
potentially forming a splenic arteriovenous fistula
(3, 7). In rare situations, high blood flow through
such a fistula can lead to mesenteric steal
syndrome, which may result in ischemia of the
small bowel (3, 7, 10).

Current clinical guidelines recommend that
asymptomatic true SAAs under 3 cm in diameter,
with minimal or no growth, can be managed
conservatively through observation and regular
imaging (3, 7, and 10). Conversely, splenic artery
pseudo aneurysms, as well as SAAs in pregnant
women, warrant intervention regardless of size
due to an increased risk of rupture. Intervention is
also advised in cases of portal hypertension, in
patients requiring liver transplantation, those
exhibiting growth greater than 0.5 cm per year, or
in symptomatic presentations (3-6).

Treatment options include either open surgery or
endovascular techniques, with endovascular
approaches preferred for elective cases. Open
surgery is typically reserved for patients who are
unstable, or when endovascular methods are not
available and when the aneurysm characteristics
are not favourable for endovascular intervention.
In case of ruptured SAAs, ligation of the splenic
artery both proximally and distally and
splenectomy is done. In the above mentioned
patient, the ligation and splenectomy was done
due to the acute nature of the presentation.

Patients who require urgent splenic artery ligation
or splenectomy should receive vaccinations after
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two weeks to mitigate the risk of overwhelming

post-splenectomy sepsis (OPSS) and other
infections.
Conclusion
This case underscores the importance of

suspecting visceral artery aneurysm rupture as a
potential etiology for hypovolemic shock and
abdominal pain in emergency department
settings. Timely and accurate diagnosis and early
intervention is essential.
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