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Case Report

Splenic Artery Pseudoaneurysm Masquerading

as a Pancreatic Cyst—A Diagnostic Challenge
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Splenic artery pseudoaneurysm is a rare entity. Clinical diagnosis is challenging because

presentation is often varied. It can range from an incidental finding to hemodynamic

collapse from sudden rupture and bleeding. The most common cause of this condition is

pancreatitis. We report an unusual case of a young man not known to have pancreatitis

who presented with hematemesis with normal esophagogastroduodenoscopy. Imaging

modalities did not lead to a definitive diagnosis, and he underwent emergency

laparotomy with surgical ligation of splenic artery pseudoaneurysm for hemodynamic

instability, without a definitive preoperative diagnosis.
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Splenic artery pseudoaneurysm (SAP) is a rare
entity. Fewer than 200 cases of SAP have been

reported in the literature.1 Clinical diagnosis re-
mains challenging because presentation is often
varied. It can range from an incidental finding to
hemodynamic collapse from sudden rupture and
bleeding.2 Therefore, a high index of suspicion is
required. The most common cause of SAP is chronic
pancreatitis.1 We report an unusual case of a young
man not known to have pancreatitis who presented
with hematemesis and hemodynamic instability not
amenable to endoscopic hemostasis. He underwent
emergency laparotomy and surgical ligation of SAP.

Case Report

A 24-year-old man was admitted with hematemesis.
He had had two previous episodes of epigastric
pain, which were attributed to gastritis. During the
past admission for pain, he underwent an esoph-
agogastroduodenoscopy (OGD) and abdomen ul-
trasound, which were normal. He was a nonsmoker
and not an alcoholic. During this admission, he was
in hypovolemic shock and underwent an urgent
OGD. OGD was normal and he underwent a
computerized tomography (CT) scan of the abdo-
men. CT scan revealed pancreatic cystic lesion with
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an exophytic lesion in the stomach (Fig. 1). Magnetic
resonance cholangiopancreatography (MRCP) scan
revealed dilated pancreatic duct with a cystic lesion
in the pancreatic tail suspicious of main duct type of
cystic lesion. MRCP also revealed an exophytic
lesion at the greater curvature suspicious of gastro-
intestinal stromal tumor (Fig. 2). He developed
further hematemesis while awaiting endoscopic
ultrasound. OGD failed to visualize the bleeding
spot, and he was scheduled for emergency explor-
atory laparotomy due to unstable hemodynamics.
Intraoperatively, an SAP was found and ligated.
Spleen was preserved. Postoperatively he recovered
uneventfully and was discharged well.

Discussion

Splenic artery is the most common artery known to
form a pseudoaneurysm, with pancreatitis being the
most common etiology. The mechanism behind
pseudoaneurysm formation in pancreatitis is
thought to occur via pancreatic enzymatic autodi-
gestion of the splenic arterial wall, causing frag-
mentation of elastic tissue and weakening of the
vessel wall architecture.3

Other causes of SAP include blunt abdominal
trauma, peptic ulcer disease, and iatrogenic injury to
splenic artery.1 Our patient is, to the best of our
knowledge, the youngest patient reported in the
literature with this condition and with no apparent
risk factors. This case study also reinforced a
frequently encountered diagnostic dilemma,4 with
the underlying lesion masquerading as a possible

gastrointestinal stromal tumor lesion on CT scan and
cystic lesion of the pancreas on MRCP scan.

The mean age of patients with SAP was 51.2 years
(range, 35–78 years) in the Tessier et al study.1 Few
pseudoaneurysms are asymptomatic, and size is not
a predictor of rupture.1 The common symptoms of
SAP are abdominal pain, hematemesis, melena,
flank pain, and chest pain. Hemorrhage from
pseudoaneurysm can occur in the pseudocyst,
stomach, pancreatic duct, peritoneal cavity, or
retroperitoneum.5 Up to 58% of patients with
bleeding are hemodynamically unstable at presen-
tation.1 Correspondingly, this was also seen in our
patient, who had repeated bleeding episodes with
hemodynamic instability, which often hampered
attempts to obtain a more definitive diagnosis.

Diagnosing SAP can be a difficult task, even with
the advancement of adjunctive imaging techniques.
CT scan is often used in the acute clinical setting to
exclude other life-threatening conditions and can
usually diagnose SAP, but small pseudoaneurysms
may be missed.6 The gold standard for diagnosis is
via direct catheter visceral angiography,4 which has
the dual advantage of being both diagnostic and
therapeutic. However, our patient did not have this
window of opportunity, because he was hemody-
namically unstable. Nevertheless, there have been
reports of successful transcatheter embolization in
hemodynamically unstable patients, suggesting that
this may be a viable option in select patients.1 Other
imaging modalities that are helpful for diagnosis

Fig. 1 CT scan showing an exophytic lesion along the greater

curvature of the stomach, along with a pancreatic cystic lesion at

the tail. Inset: contrast filled stomach.

Fig. 2 MRCP showing an exophytic lesion along the greater

curvature of the stomach, along with the main duct type of

pancreatic cystic lesion.
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include ultrasound Doppler, CT angiography, and
magnetic resonance imaging. However, they do not
offer concurrent therapeutic options and may
mistake SAP for pancreatic pseudocyst or peripan-
creatic fluid collection. This was evident in our
patient, who on MRCP was initially thought to have
a cystic lesion of pancreas. Importantly, endoscopic
ultrasound and drainage of suspected pancreatic
pseudocyst can be catastrophic and are contraindi-
cated when SAP is a possible differential diagnosis.

A variety of therapeutic interventions are avail-
able to treat SAP. Current guidelines advocate the
treatment of all pseudoaneurysms to prevent sud-
den rupture and massive hemorrhage. Transarterial
embolization of pseudoaneurysm using coils,
thrombin injections, or gelfoam is the standard
treatment when the patient is hemodynamically
stable and diagnosis certain. Ligation of pseudoan-
eurysm with or without pancreatectomy (distal,
partial, or total) and splenectomy is the standard
treatment when the patient is hemodynamically
unstable or embolization has failed.1,3,5,7 Good
surgical judgment and early consultation with a
vascular surgeon should be undertaken because
surgical intervention has been reported to carry
mortality and morbidity risks of 1.3% and 9%,
respectively.8 Our patient had to undergo surgical
treatment because of diagnostic dilemma and
hemodynamic instability, and he recovered well
postoperatively.

Conclusion

SAP is difficult to diagnose, and presentation can be
varied. OGD can be normal even in patients with
acute bleeding. Imaging modalities may not help to
reach a confirmatory diagnosis. Prompt diagnosis is
required so that definitive management with trans-

arterial embolization can be attempted. If a patient is
unstable or fails angioembolization, open surgical
ligation of SAP should be performed.
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