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ABSTRACT: Splenic artery aneurysm are rare entity, we report a case of 40 year old male presenting
with hypovolemic shock and massive bleeding per rectum secondary to spleenic artery aneurysm
rupture into the colon. Patient underwent exploratory laparotomy and definitive procedure was
done.
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INTRODUCTION: A patient of bleeding per rectum with hypovolemic shock in previously known
case of pancreatitis must be thoroughly evaluate. There may be possibility of splenic artery
aneurysm which might communicate with colon.

CASE REPORT: A 40 year old male patient came to casualty with complaint of severe bleeding per
rectum, weakness, sweating, mild pain in abdomen. On general examination patient had severe
pallor, blood pressure -80 systolic, respiration 28, pulse rate 120/ minute, mild oedema feet and
abdomen was soft non tender,no palpable lump. On per rectal examination fresh bleeding with clot
was present. Before coming to casualty he had undergone colonoscopy for his complaint but the
procedure was abandoned due to heavy bleeding.

Patient had past h/o single episode of bleeding per rectum one year back, which was treated
conservatively. Patient is also known case of chronic pancreatitis.

On investigation significant laboratory studies included haemoglobin 4.2gm /dL, with mildly
raised liver enzyme. Patient was immediately shifted to radiology department for ultra sound
abdomen which suggest large mass at splenic hilum reaching upto descending colon. On C. T. scan
abdomen, there was large splenic artery aneurysm approximately 10cm x 8cm communicating with
splenic flexure of colon, with rent size 2.00 cm and changes of chronic pancreatitis|[Fig-1]. Since
patient was unaffordable for radiological intervention, he was immediately shifted to emergency
operation theatre for exploration. On exploration there was large aneurysm extending from splenic
hilum communicating with splenic colon[Fig-2]. A splenic artery was dissected proximal to
aneurysm and ligated. This was followed by excision of aneurysm along with involved part of colon
with end to end anastomosis and splenectomy. Patient had local wound site infection and
hypoprotenemia, but he walked out of hospital on day 16t
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Figure 1: shows splenic artery
aneurysm rupture in to the colon.

Figure 2 : shows large spleenic aneurysm
communicating with colon.

DISCUSSION: Splenic artery aneurysm is the most common form of the splanchnic artery aneurysm
[2]. Most of the aneurysms are caused by degenerative atherosclerosis, portal hypertension
secondary to liver cirrhosis, pancreatitis, pregnancy, congenital causes such as anomalous origin,
Berry aneurysm, arteriovenous malformation [2,9, 7, 11, 5, 10].

Patients with a ruptured aneurysm can present with acute abdomen, hypotension, and
hemorrhagic shock [2].There have been reports of haemorrhage into stomach, colon and pancreas
[13, 14, 15]. Splenic artery pseudo aneurysm rupturing into colon presenting as bleeding per rectum
is very rare [14]. Splenic artery aneurysms are usually diagnosed incidentally. Diagnosis is usually
made by contrast enhanced computed tomography scans and the lesions are imaged during the
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arterial phase [2]. Doppler and magnetic resonance imaging are important adjunct in diagnosis.
Digital subtraction angiography or transcatheter angiography via femoral artery is considered gold
standard investigation because of its therapeutic potential [2].

True splenic artery aneurysms are rare but potentially life threatening entities. There is an
estimated prevalence of 0.02-0.1% in general autopsies but their true incidence is difficult to
determine as these are mostly asymptomatic [4].

Pseudo aneurysms of the splenic artery are rare and fewer than 200 cases are reported in
English literature till now. Giant pseudo aneurysms (more than 5 cm in size) of splenic artery are
also extremely rare and about 20 cases have been reported, largest being 19 cm as reported by
Goldberg et al. in 2010. [19,20] The most common cause is considered to be chronic pancreatitis.
Pancreatic enzymes are thought to cause necrotizing arteritis with destruction of vessel architecture
and fragmentation of elastic tissue leading to pseudo aneurysm formation.[11] Risk of rupture is
higher in pseudo aneurysms as compared to true aneurysms and can be as high as 37% with
mortality approaching 90% when untreated. Besides rupture, aneurysms can also be complicated by
splenic infarction or compression of adjacent biliary tree causing pseudo-obstructive jaundice. Thus
once the diagnosis is made immediate definite intervention is mandatory [19, 20].

In our case patient had chronic pancreatitis with similar complaint in past which was
managed conservatively. Also rent was big and needed more material for coiling. Patient was
unaffordable hence surgery was done.

Splenic artery aneurysms can be treated by endovascular or surgical procedure [17]. Open
surgical procedure depends on location of the lesion. Aneurysms of proximal splenic artery can be
managed by ligation of splenic artery at both the ends of lesion and excision of aneurysm with
splenic preservation. [6, 8, 16] Endovascular techniques are also a good alternative to surgical
approach with 80-92% success rate. Coil embolization, detachable balloon occlusion or stent graft
may be used. Splenic abscess formation, splenic infarct, high rate of recurrence and inability to
perform in larger lesions are drawbacks of endovascular techniques [17]. However, even with
availability of less invasive procedures such as laparoscopy or endovascular treatment, open surgery
is mostly preferred because of lower recurrence and complication rate. [16]

CONCLUSION: Whenever there is a case of severe bleeding per rectum with hypovolemic shock in
known a case of chronic pancreatitis one should keep possibility of splenic artery aneurysm
communicating with colon.
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