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Splenic Artery Pseudoaneurysm

D

uring celiac arteriography, a splenic artery pseudoaneurysm (PSA) with a tight jet of contrast
medium extravasation from the midsplenic artery was identified (Figure 2). Coil embolization was
performed, with coils deployed at the site of contrast agent
leak, eliminating the extravasation. The remaining hospital course was uneventful, with continued hemodynamic stability, improving abdominal tenderness, normalization of the serum lipase level, and a stable
hemoglobin level. The patient tolerated a regular diet without difficulty and was discharged.
Chronic pancreatitis is traditionally associated with
upper gastrointestinal bleeding originating from peptic
ulcers, esophageal or gastric varices, and erosive gastritis. Alternatively, pseudocysts can erode into the splenic
artery and cause gastrointestinal bleeding. Arterial PSAs
in this patient population are rare but may present with
potentially lethal hemorrhage. The mechanism for PSA
formation in chronic pancreatitis is enzymatic erosion
of the arterial walls triggered by an overall inflammatory reaction in the pancreas. Mortality rates due to peripancreatic vessel PSA have been reported to be as high
as 40%, making early diagnosis and adequate treatment
clinically important.1
The clinical presentation of the PSA depends on the
behavior of the vessel involved: local compression can
cause early satiety, abdominal fullness, or vague pain. The
PSA may rupture into the peritoneal cavity, the retroperitoneum, the biliary pancreatic ducts, the portal vein,
or an adjacent pseudocyst. The varied bleeding site may
manifest as melena, or, in cases of frank rupture, patients may present with severe abdominal pain and ex-

Figure 2. Selective splenic arteriography findings show a jet of contrast
medium extending into a pseudoaneurysm (arrow).

tensive bleeding leading to hemoperitoneum and hemodynamic instability. In order of incidence, the splenic
artery (31%) appears to be the artery most affected, followed by the gastroduodenal, pancreaticoduodenal, and
hepatic arteries.2 Early imaging studies are critical for adequate diagnosis. Contrast-enhanced CT is a wellestablished noninvasive method for peripancreatic vessel imaging. Arteriography is useful in localizing the source
of the bleeding in smaller PSAs, which can be missed by
CT. However, intermittent arterial bleeding and venous
bleeding can be missed by angiography.3
Once the PSA has been identified, effective treatment
can be achieved with endovascular therapy or by open
surgical approaches. Although uncontrolled bleeding
with hemodynamic instability and acute abdomen is
generally a surgical indication, growing experience
with coil embolization has resulted in its increased use
to avoid difficult operations in an already inflamed
field. Successful embolization has been reported in 79%
to 100% of cases, with a mortality rate as high as 30%.4,5
Some surgeons still favor surgical repair given the risk
and mortality associated with embolization in some of
the published case series.3 Surgical options include
proximal and distal ligation of the bleeding vessel, as
well as drainage of the cyst and pancreatic resection.
Distal pancreatectomy and splenectomy are preferred
in cases of bleeding near the tail of the pancreas, since
these procedures have low morbidity and mortality.
Survival outcomes are better when lesions are in the
body and tail of the pancreas compared with those in
the head of the pancreas.6
In conclusion, although rare, splenic artery PSAs secondary to chronic pancreatitis do occur and present a
unique clinical challenge. Prompt recognition through
the judicious use of imaging can lead to less-invasive therapeutic strategies, such as endovascular coil embolization, and avoid difficult abdominal operations and considerable morbidity.
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