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Introduction

The splenic artery is the third commonest site of intra-
abdominal aneurysms, which account for about 60% of
all visceral arteries aneurysms 1. Splenic Artery Aneurysms
(SAAs) are usually single and small lesions, and their size
rarely exceed 3 cm.; thus, aneurysms larger than 7-8 cm
in size (“huge” or “giant aneurysms”) must be conside-
red extremely rare. 
In the general population, on the basis of autopsy
reports, the incidence of Splenic Artery Aneurysms
(SAAs) ranges from 0.1 to 10%, with the highest rate
in subjects over 60 2,3.
They are mainly found in women, particularly in those
with a history of multiple pregnancies and in patients
with portal hypertension, where they are observed in
more than 10% of cases 2,4.
With minor incidence, different associations  are repor-
ted in the Literature 5-28 (Table I).
Often asymptomatic, SAAs are detected incidentally
during ultrasound or CT scan investigations or in emer-
gency, due to a rupture. The risk of rupture increases
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TABLE I – Review of less common related diseases

Author
(Reference) True SAAs - Etiology Year

Bechstein 5 Cystic Media Necrosis 1989
Kamada 6 Hepatoma 1989
Colovic R 7 Gaucher’s Disease 1989
Jimenez Lorente 8 Alpha 1 Antitrypsin  Deficit 1989
Isemer 9 Small Bowel Diverticulum 1990
Froschle 10 Trauma 1991
Seesko 11 Alpha 1 Antitrypsin Deficit 1991
Seiler 12 Chronic pancreatitis 1993
Dorval 13 Portal Aneurysm 1994
Billeter 14 Inflammatory 1994
Herman 15 Schistosomiasis 1994
Sendra 16 Mesenteric Steal Syndrome 1995
Dogan 17 Medial Degeneration 1995
Yoshitomi 18 Cushing Disease 1996
Dogan 19 Aortic Coarctation 1996
Kala 20 Coagulopathy 1998
Tandon 21 Post-Traumatic Pancreatitis 1999
Corbi 22 Mycotic 1999
Tazawa 23 Lupus Erythematosus 1999
Kanagasundaram 24 Kidney Polycystic Disease 1999
Furukawa 25 Pancreatic Carcinoma 2000
Gaglio 26 Alpha 1 Antitrypsin Deficit 2000
Ebaugh 27 Fibromuscular Dysplasia 2001
Iki 28 Chronic Pancreatitis 2003



proportionally to the aneurysm’s size and involves mor-
tality rates from 25 to 36% 29-31.  
We report a case of an 87-year-old man, successfully
treated for a 7 cm wide aneurysm. Except for his age,
the patient did not show any significant association with
aneurysm-related diseases.
Pre-operative evaluation did not show important surgi-
cal risk factors and the patient was successfully submit-
ted, via open surgery, to en-bloc aneurysmectomy and
splenectomy. 
Pre-operative and intra-operative findings and a review
of the Literature are presented. 

Case report

An 87-year-old male patient was referred to us by a medi-
cal unit for treatment of a “giant” asymptomatic SAA,
which had been diagnosed five years before but was
discharded “due to the patient’s age”. 
A strategy of “wait and see” was then preferred until a
recent abdominal echography revealed a significant
increase of the aneurysm, which had passed from 4.5 to
7 cm in the last 18 months.
The most significant findings of the patient’s medical
history were a chronic myelodysplasia, a mild nephrotic
syndrome, already treated with cortisone, and a multi-
ple cholelithiasis.
Physical examination was negative for a well defined pul-
satile mass and pre-operative cardiovascular and respiratory
investigations (ABP, echocardiography and pulmonary func-
tion tests) did not show significant risk factors for surgery. 
Angiography (Fig. 1), Color Doppler US (Fig. 2) and

Angio-CT Scan (Fig. 3) revealed a large (6.5-7 cm.) sac-
cular aneurysm in correspondence of the middle-distal
third of the splenic artery. The aneurysmal lumen was
free of thrombosis and its wall appeared thin, with a
few scattered calcifications.
The visceral arteries and the aorta, as well as the splenic
artery, proximal and distal to the aneurysm, did not show
specific findings of a severe atherosclerotic disease. A mode-
rate splenomegaly (14 cm x 10 cm.) was also observed. 
The patient was then operated on by a left subcostal
access, extended to the right side in order to perform a
simultaneous cholecystectomy.
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Fig. 1.
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The inspection of the epiploic retrocavity demonstrated
an intense fibrous reaction involving the proximal sple-
nic artery and the aneurysm itself, while the distal sple-
nic artery was substantially free from adhesions (Fig. 4).
Once proximal arterial control was achieved, a medial
reflection of the spleen and pancreas allowed a safe dis-
section of the aneurysm from the pancreatic tail, fol-
lowed by an en-bloc splenectomy and aneurysmectomy
(Fig.5). Surgery was completed by a retrograde cholecy-
stectomy and closing up was carried out with a right
sub-diaphragmatic drain. 
Surgical outcome was uneventful and after a short sur-
vey in the ICU, the patient was discharged on the VII
post-operative day.
Pathology showed that the aneurysmal wall was substituted

by a fibrous non-specific tissue, with few focal calcifications
but without typical atherosclerotic lesions. The mild sple-
nomegaly was consistent with a chronic congestive disease.

Discussion – Conclusion

The reported case presents many unusual aspects which
mainly regard the size, the aethiology of the aneurysm
and the patient’s age. 
In the unselected population, SAAs are uncommon as
they are found in less than 0.2% of subjects. Their mean
size is 2.1 cm. but aneurysms over 3 cm must be con-
sidered rare 33.  
Even though there is not an exact definition for “giant
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TABLE II – “Giant” Splenic artery aneurysms: Review of the Literature

Size (cm) Author Year Cases Sex Age Treatment/s
(Reference)

15 Palmer 34 1950 1 M 64 aneurysmectomy 
15 Becker 35 1973 2 F 60 aneurysmectomy + splenectomy
18 M 74 fatal rupture
14 Glover 36 1982 1 F 27 arterial ligature 
30 Trastek 33 1982 1 * * *
30 Tam 37 1988 1 M 64 aneurysmectomy + splenectomy
“giant” Kamada 6 1989 1 M 49 embolization
> 8 Long 32 1993 2 M 78 ligature
> 5 Louvegny 38 1995 2 * * diagnostic description
12 Kehagias 39 1998 1 F 37 aneurysmectomy + splenectomy
11 Bornet 40 1998 1 M 68 proximal ligature + endoaneurysmorraphy
7 Kaszynski 41 1999 1 M 54 aneurysmectomy +splenectomy
7 De Santis 42 2000 1 F 59 embolization
8 Pagliariccio 43 2003 1 M 55 aneurysmectomy + splenectomy
“giant” Jeyamani 44 2003 1 M 40 embolization
“giant”
4 Lupattelli 45 2003 1 M 56 embolization

* data available from Medline Abstracts only.

Fig. 4. Fig. 5.



aneurysms”, we think that those larger than 5 cm. must
be considered a separate entity, due to their exceptional
occurrence and the related therapeutic problems.
In a review of the Literature from 1950 to date, only
18 aneurysms defined as “giant” were found in 15 repor-
ted papers 6, 32-45 (Table II) and the majority of them
were treated surgically. 
Minimally invasive procedures (such as percutaneous
transcatether embolization) were preferred, mainly depen-
ding on high surgical risk, technical difficulties and/or
severe associated diseases. 
In our patient, in spite of the elderly age, an open sur-
gical option was preferred, due to the acceptable risk
and the aim of obtaining a complete ablation. 
Intra-operative difficulties were mainly linked to the peri-
aneurysmatic adhesions but a meticulous dissection of the
proximal artery and a medial reflection of the splenopan-
creatic bloc made the resection easier and bloodless. 
As far as the etiology of our reported case was concer-
ned, the evidence of parietal calcifications and the elderly
age were initially in favour of an arteriosclerotic patho-
genesis. 
Nevertheless, the absence of specific pathology findings
and the surprisingly good morphology of the remaining
arterial tree suggested that calcifications could be secon-
dary rather than primary lesions, as already noted by
others 2.
The case we reported had an extremely favourable out-
come, which demonstrated that too often the age factor
by itself is wrongly considered discriminatory for a sur-
gical option.

Riassunto

Gli aneurismi dell’arteria splenica ( SAAs) sono di solito
singoli e di piccole dimensioni non raggiungendo i 3 cm.
Una revisione della letteratura apparsa dal 1950 al 2004,
nei 15 articoli riportati, solo 18 aneurismi sono stati
definiti come “giant”.
Gli AA riportano il caso di un uomo di 87 anni trat-
tato successivamente per un esteso aneurisma della vena
splenica. Ad eccezione del dato relativo all’età del sog-
getto non è stata riscontrata alcuna relazione con altri
aneurismi a questo correlati. Il paziente fu successiva-
mente sottoposto ad un aneurismectomia en-bloc ed ad
una splenectomia a cielo aperto.
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