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SPLENIC ARTERY ANEURYSM: IN INCIDENTAL AUTOPSY FINDING – CASE PRESEN-
TATION (Abstract): splenic artery aneurysm is a rare pathology with a prevalence of 0,8-1%. 
The splenic artery aneurysm incidence at autopsy is between 0,1-0,2%, which can increase at 10% 
in case of persons over 60 years and with portal hypertension associated. The required as the 
splenic artery aneurysm must be diagnosed early, because in 25% of cases present fulminant 
evolution with rupture in peritoneum or other cavities of nearly organs. The rate of mortality in 
case of rupture is between 50 % and 70%. This paper presents the case of a female with splenic 
artery aneurysm, which wasn’t diagnosed antemortem and his evolution was with rupture in peri-
toneum installing death. Literature mentions the importance of early diagnosed of splenic artery 
aneurysm, because mostly have accidental discover or, more wrong during autopsy. Keywords: 
SPLENIC ARTERY, ANEURYSM, AUTOPSY

INTrOduCTION 
Splenic artery aneurysm (SAA) represents a 

vascular tumoral formation which distends the 
splenic artery wall more than 1 cm.

SAA represents a rare disease with a preva-
lence between 0,8-1%, classifying it on the 
third place among abdominal aneurysms (after 
aortic and iliac aneurysm).

The literature mentions the incidence of 
SAA during autopsy as 0,1-0,2%, this inci-
dence increasing at 10%, for people over 60 
years old with portal hypertension associated. 
SAA usually appears in the sixth decade of life, 
4 times more frequent at women, especially 
multipara with associated cirrhosis and portal 
hypertension, increasing three-fold the risk of 
rupture. 

It is required that the splenic artery aneu-
rysm be diagnosed early, because in 25% of 
cases presents fulminant evolution with rupture 
in peritoneum or other cavities of nearby or-
gans, with mortality of 50 % to 70%. 

CASe preSeNTATION 
This paper presents the case of a female with 

splenic artery aneurysm complicated with rup-
ture and hemoperitoneum. The patient, 58 years 
old, with chronic hepatitis tip B was committed 
to the gastroenterology ward for a check-up, 
due to a polymorphic symptomatology; at the 
clinical examination, she accused abdominal 
pain with a sensitive and painful abdomen. The 
laboratory investigations reveal anemic syn-
drome, while the imagistic exploration shows a 
tumoral formation with aspect suggestive of 
pancreas tail cyst. She is discharged after a 
favorable evolution and amelioration of symp-
tomatology. At short time after leaving the hos-
pital, death occurs and a medico-legal autopsy 
is performed. 

At autopsy, the internal examination shows 
liquid blood inside of peritoneum cavity of about 
3500 ml; the liver presents an aspect charac-
teristic for hepatic steatosis; in situ examina-
tion of the abdominal viscera shows a compact 



388

A. Knieling et al.

TABLE I

Year
Author 

Age/
sex

presentation
pathology 
associated

Method of 
diagnostic

Treatment

Gutierez et al.
2014

40/F
Asymptomatic 
routine 
control 

-
3D angiogra-
phy  

Splenectomy/emboliza-
tion of proximal aneu-
rysm 

Mishra PK et 
al. 2012

27/F

upper abdom-
inal pain, 
multiple 
episode of  
hematemesis

Portal 
hypertension, 
gastric varices

CT scan
Ligation and excision of 
SAA with a proximal 
splenorenal shunt

Mishra PK et 
al.
2012

35/F
Multiple 
episodes of 
hematemesis

- Intra-operative
Splenectomy with 
devascularization and 
aneurysmectomy

Baki et al.
2009

22/F
Abdominal 
pain from 2 
hours

-
CT scan with 
radiocontrast

Splenectomy with 
ligation of splenic artery 
proximal to lesion

Oakley et al.
2014

33/M

Assympto-
matic, with 
his fall in 
bathroom

-
Intra-operative 
with hemop-
eritoneum 

Splenectomy 

Khan et al.
2016

40/F

Hematemesis, 
melena, 
epigastric 
pain, anorexia 
and worsen-
ing ascites

Non-cirrothic 
portal 
hypertension, 
splenomegaly 

CT scan
Aneurysm resection with 
splenectomy 

Aydin et al.
2016

33/M
Acute left 
upper pain, 
nausea 

Pulmonary 
sarcoidosis

CT scan with 
contrast

Splenectomy en bloc

Sadaf et al.
2011

35/F

Three 
episodes of 
passage of 
black tarry 
stools

Extrahepatic 
portal vein

Doppler echo
Aneurysmectomy with 
splenectomy 

mass, solid, fibrotic, formed by pancreas, the 
left half of the transvers colon and ascendant 
colon, which is removed further for macro and 
microscopic examination. 

At microscopic examination with hematox-
ylin-eosin it was identified focal hemorrhagic 
necrosis with leucocytes in the pancreatic tis-
sue, mesenteric hemorrhage; the splenic artery 
wall presents an arterial aneurysm with hyper-
plasia of the intima, wall dissection and hem-
orrhage in the adjacent adipose conjunctive 
tissue. 

The autopsy report concluded the fact that 
the patient deaths was pathologic, the conse-
quence of the rupture of a splenic artery aneu-
rysm with hemoperitoneum. 

dISCuSSIONS 

SAA was for the first time described during 
autopsy in 1770 by Beausier. In 1884, Parker 
signaled SAA as a clinical event, in 1905 
Wincker recognized it during a laparotomy, 
following that in 1920 Hogler diagnosed it, 
through fluoroscopy, as a pulsatile tumor. 

Research databases (PubMed, Research-
Gate, Elservier) offers information on the inci-
dence of SAA, the clinical effect, the methods 
of diagnosis and the necessary treatment for a 
good evolution. (table I) 

SAA has a variety of etiologies as follows: 
atherosclerosis, pancreatitis, traumatism, dia-
betes, arterial hypertension, pregnancy, portal 
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Fig. 1. Situ examination of peritoneal cavity

Fig. 2, 3. Anatomopathological examination of compact mass

hypertension, autoimmune disease, collagen 
disease, mycosis, syphilis. 

The risk factors associated with splenic ar-
tery aneurysm are pregnancy, hepatic cirrhosis 
and portal hypertension. Studies show that ap-
pearance of SAA is lethal in pregnancy, espe-
cially in the last trimester. 

In 80 % of cases, the location is in the dis-
tal third of the splenic artery; in 10-12% the 
SAA has multiple location; also, it can be 
associated with the presence of other aneurysms 
which are localized at distance, confirmed by 
Sheps et al, which reported 47 SAA cases, 5 
diagnosed with the presence of another aneu-
rysm at distance, 3 of which with intracranial 
location. 

SAA can be congenital or due to vascular 
parietal alteration caused by enzymatic and in-
flammatory aggression during a background 
illness (cirrhosis, pancreatitis). Fissured SAA 
is masked by adherence syndrome due to com-
pressive effect of nearby organs; this will lead 
to surpassing the hemostatic barrier follow by 
rupture in peritoneal cavity. 

In 95% of cases the SAA is asymptomatic, 
but it can also present minor clinical signs: 
abdominal pain with or without hypovolemia. 
The symptomatology is aggravated by the ap-
pearance of complications: rupture in perito-
neal cavity or nearby organs; studies (Owwens 
et al) demonstrate that among 94 of cases, 38% 
had an evolution with rupture in peritoneal cav-
ity and 17% in viscera. The same studies show 
that in 43 of cases, the patients suffered a sec-
ond rupture. The presence of clots in the omen-
tum is a pathognomonic sign of aneurysm. Also, 
the clinical picture of hemorrhagic sock can be 
found in case of cataclysmic rupture. The ab-
sence of pathognomonic signs makes the pre-
operatory diagnosis difficult. 

The recommended paraclinical examinations 
are abdominal x-ray, abdominal echography, 
CT (which is contraindicated in case of renal 
hypertension or allergy at contrast substances), 
Eco Doppler, angiography (with contraindica-
tion at claustrophobia, cardiac pacemaker or 
clipped aneurysm), but the CT with contrast 
substance is the election method of diagnostic. 
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The treatment is chirurgical with excision of 
SAA and splenectomy. The post operatory mor-
tality is around 40-80% in case of associated 
pathologies: pregnancy, systemic atherosclero-
sis, arterial hypertension. The treatment is in-
dicated for the symptomatic patients, or the 
asymptomatic ones, but with an arterial diam-
eter ≥ 2 cm. The options of treatment can be 
shared into endovascular and/or open or lapa-
roscopic surgery. 

From medico-legal and anatomopathologi-

cal point of view, the macroscopic aspect shows 
a splenic artery with a diameter of about 1-2 
cm which can grow up to 15 cm, being accom-
panied by an inflammatory and adherently 
sheath to nearby organs (stomach, pancreas, 
spleen, colon, spleen vein) with penetration. 
Histological examination shows degeneracies a 
medium tunic with fibrodisplasia which is fol-
lowed by hemodynamic consequences. 

CONCLuSIONS 
SAA is a rare, but lethal vascular disease. 

The preoperatory diagnosis is difficult, espe-
cially since there are no pathognomonic signs. 
The major complication is given by hemor-
rhagic sock which is the result of aneurysm 
rupture. To remember is the fact that the exist-
ence of a nontraumatic hemoperitoneum may 
be a suggestive sign for rupture of a SAA. 

The autopsy identification of a SAA should 
raise the suspicion to the presence of other 
aneurysms and for that it is recommended to 
perform a careful postmortem examination. 

The diagnosis of SAA is a constant challenge 
and needs to be considered as a possibility for 
patients with diffuse abdominal pain.  

Fig. 4. Dissection of the 
vascular wall

Fig. 5. Hemorrhagic elastic fibers 
in Elastic Van Gieson stain

Fig. 6. Transmural hemorrhages in arterial wall
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