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Abstract 
 
Splenic artery aneurysms (SAA) are third most common intra-abdominal aneurysm (after aneurysms of the 
abdominal aorta and iliac arteries). A splenic artery aneurysm larger than 3 cm is even rare. Splenic artery 
aneurysms are fatal vascular lesions if ruptured. The incidence of rupture is increased in larger aneurysms. 
Transcatheter arterial embolization is an alternative method of treatment in a patient with splenic arterial an-
eurysm which has relative lower morbidity and mortality than surgical procedures. Here, we report a case of 
giant ruptured proximal splenic artery pseudoaneurysm detected by contrast enhanced computed tomography 
(CECT) & referred to Interventional Radiology for Transcatheter arterial embolisation. 
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1. Introduction 

Aneurysms of visceral arteries are found in less than 1% 
of the general population [1-4]. Splenic artery aneurysms 
are the most common visceral artery aneurysms, ac-
counting for 60% to 71% [5-7], with a reported preva-
lence of 0.8% at arteriography [8]. SAA are more com-
mon in women than men. Pregnancy is the major risk 
factor for rupture. Here, we report a case of acute on 
chronic pancreatitits with giant ruptured proximal splenic 
artery pseudoaneurysm which was successfully em-
bolised using microcoils & cyanoacrylate glue. 

2. Case Report 

A 40-year-old male patient who was previously diag-
nosed as a case of acute hemorrhagic pancreatitits & 
managed conservatively 6 months back at our institution, 
now came with h/o pain in epigastric region, hemateme-
sis & malena since 2 days. Laboratory tests revealed 
slightly raised Sr. lipase (214 U/L, normal: upto 190 U/L) 
& anemia (Hb: 10.5 gm%). USG abdomen & Computed 
tomography (CT) was performed, it showed changes of 

acute on chronic pancreatitits (Figure 1) & a large spl- 
enic artery pseudoaneurysm in its proximal part measur-
ing 5 × 3.8 cm. The aneurysm consists of peripheral 
thrombosed part (Figure 2). 

The patient was then referred to Interventional Radi-
ology department for emergency angio-embolisation 
after giving Pneumococcal (pneumovac) and H. Influen-
zae B vaccination. Using Seldinger's method, via right 
transfemoral approach, Selective angiography of the 
splenic artery was performed using 5 Fr SIM 1 catheter 
(cordis), It showed a large sessile pseudoaneurysm aris-
ing from the proximal segment of the splenic artery 
(Figure 3). Through SIM 1 catheter, microcatheter 
(Miraflex, 2.5 Fr) introduced into the splenic artery as a 
co-axial system, tip of the microcatheter was placed be-
yond the pseudoaneurysm and embolisation started using 
microcoils of various sizes (6 to 8 mm) but all the coils 
(Total 8 coils) migrated at a single place of acute turn of 
distal splenic artery. Angiography at this stage showed 
patent aneurysm with embolisation of distal splenic ar-
tery. Then the decision was taken to embolise whole of 
the splenic artery proximal to the microcoils using Glue 
(N-butyl Cyanoacrylate). 6 ml 50% glue mixed with  
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Figure 1. NECT abdomen axial cuts reveals bulky hetero-
genous pancreas with multiple intra-pancreatic calcifications. 

 

 
Figure 2. CECT abdomen axial cuts reveals giant saccular 
anteriorly placed pseudoaneurysm (peripheral thrombosed 
part & central patent part) arising from proximal splenic 
artery. 

 
lipiodol in equal proportion injected through the micro-
catheter upto the origin of the splenic artery. Bunch of 
microcoils in distal splenic artery prevented glue from 
entering into the splenic parenchyma. Post-embolization 
angiogram & fluoroscopic image revealed successful 
embolisation of the splenic artery with non-filling of the 
pseudoaneurysm with microcils in the distal splenic ar-
tery & glue cast in the proximal splenic artery. (Figures 
4 and 5) 

3. Discussion 

Splenic artery aneurysms are being diagnosed more com-  

 
Figure 3. DSA angiogram of splenic artery showing pseu-
doaneurysm from proximal splenic artery 
 

 

Figure 4. Post embolisation celiac angiogram showing pe-
ripheral bunch of coils with glue cast in the entire splenic 
artery with patent hepatic & left gastric artery. 

 
monly than in the past, mainly because of increased 
availability of modern radiological imaging techniques 
like computed tomography and angiography [5,6,9]. 
Treatment of splenic artery aneurysm is recommended in 
patients with aneurysms greater than 2 cm [10]. Splenic 
artery aneurysms are found most often in multiparous 
women attributed to intimal hyperplasia. The prevalence 
of splenic artery aneurysm has increased in patients with 
portal hypertension and is estimated at 7% - 20% [11].  
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Figure 5. Post embolisation fluoroscopic image showing 
peripheral bunch of coils with glue cast (arrow) in the 
proximal splenic artery with patent hepatic & left gastric 
artery. 
 
Splenic artery pseudoaneurysm may be seen in patients 
with trauma & pancreatitis. The splenic artery is the most 
common site for pseudoaneurysms secondary to pan 
creatitis [11]. Treatment of pseudoaneurysms is manda-
tory because risk of rupture is high [12,13]. These pa-
tients are often ill with severe pancreatitis and a mini-
mally invasive form of treatment would be of value. 
Here we report a similar case in which the patient pre-
sented with splenic artery pseudoaneurysm which was 
ruptured & presented with hematemesis & malena.. The 
results of surgery for SAPAs are influenced by the pa-
tient's overall condition, and also by the anatomic loca-
tion of the pseudoaneurysm. Surgical mortality is ap-
proximately 16% for pseudoaneurysms in the head of the 
pancreas and 50% for lesions in the tail [12]. Other un-
common causes of splenic artery aneurysm include fi-
bromuscular dysplasia, infection, and congenital anom-
aly [13]. Most aneurysms are small (2 cm in diameter), 
saccular, and located at a bifurcation in a middle or distal 
segment of the splenic artery [5,6,14]. The incidence of 
rupture of splenic aneurysms is reported relatively less 
frequently, occurring in 2% to 10% of cases, but the risk 
increases when the aneurysmal diameter exceeds 3 cm, 
when the size increases within a relatively short period, 
or when the patient is pregnant [3,4,15]. Most splenic 
artery aneurysms are detected incidentally during diag-
nostic imaging performed for other indications. Rupture  
of splenic artery aneurysm is rare; however, the ruptured 
splenic artery aneurysm left untreated is associated with 
a high mortality rate [8]. In the present case report, the 

size of the pseudoaneurysm was more than 3 cm & it was 
ruptured. Treatment of splenic artery aneurysm is rec-
ommended in women of childbearing age, patients un-
dergoing liver transplantation, patients with symptomatic 
or expanding aneurysms, and patients with aneurysms 
greater than 2 cm [8,10]. Endovascular methods are 
coming to the forefront for the management of splenic 
artery aneurysms. Splenic artery aneurysms away from 
the hilum can be excluded with a stent graft. Emboliza-
tion of the entire splenic artery, if selective catheteriza-
tion of the aneurysm cannot be performed, is an alterna-
tive option [8,10]. We have also performed complete 
embolisation of the splenic artery, distal & proximal to 
the pseudoaneurysm using two different embolisation 
materials, one is microcoils & another is liquid embolis-
ing material i.e. Glue for the first time. Surgery for 
splenic artery aneurysms is associated with a mortality 
rate of approximately 1%, but the mortality rate is in-
creased in patients with pancreatitis, in whom it is 16% 
for those with aneurysms in the pancreatic head and 50% 
for those with pancreatic body aneurysms. Splenic artery 
aneurysms also may be treated with percutaneous inter-
ventional techniques such as transcatheter arterial em-
bolization, placement of a covered stent to exclude the 
aneurysm, or percutaneous injection of coils or thrombin. 
Transcatheter arterial embolization is associated with 
significantly lower morbidity and mortality rate than 
surgical procedures [16,17]. Embolization of intrasplenic 
lesions may be performed with microcatheter-based 
techniques, and success rates of 80% - 90% have been 
reported for percutaneous transcatheter embolization[8]. 
Stent-graft placement across the aneurysmal neck to ex-
clude the aneurysm, a treatment that provides the benefit 
of preserving blood flow through the splenic artery has 
been reported [18,19]. In our case, we deployed the me-
tallic coils in the splenic artery distal to the aneurysm & 
injected glue so that there was permanent complete oc-
clusion of the splenic artery & its aneurysm with no pas-
sage of cyanoacrylate glue into the distal most splenic 
artery & its branches. It provides a cost effective method 
to treat proximal splenic artery pseudoaneurysm. The 
spleen has a rich vascular collateral supply, therefore 
embolization is a more attractive treatment option than it 
would be in other visceral arteries. The occurrence of 
complications after endovascular treatment is uncommon. 
Possible complications include postembolization syn-
drome, transient elevation of pancreatic enzymes, splenic 
infarction, infection, abscess, and, rarely, rupture of a 
pseudoaneurysm8. Follow up imaging with CT or Dop-
pler ultrasonography is recommended for assessment of  
the adequacy of treatment. The indications that warrant 
surgical intervention i.e. splenectomy after splenic artery 
embolisation include hematologic complications and 
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persistent symptoms, such as sepsis, abscess, hemorrhage, 
or persistent pseudocyst formation. 

4. Conclusions 

Proximal splenic arterial pseudoaneurysms can safely be 
embolised by this novel technique of placing appropriate 
microcoils distal to the pseudoaneurysm & embolisation 
of proximal splenic artery using 50% glue rather than the 
traditional method of embolising whole of the splenic 
artery with coils. 
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