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A 51-year-old postmenopausal woman presented to the emer-
gency department with a 2-day history of melena. She had 
no history of alcohol abuse and was not taking any medica-

tions. Physical examination found a nontender pulsative epigastric 
mass, and a digital rectal examination found melena. An upper 
endoscopy showed narrowing of gastric body lumen but was other-
wise normal. Ultrasonography of her abdomen (Figure 1) showed a 
well-defined epigastric mass adjacent to the spleen, suggestive of an 
aneurysm. Contrast-enhanced computed tomography (Figure 2) con-
firmed the presence of an aneurysm (7.7 × 10 × 6 cm3 in diameter) of 
the splenic artery with a mural thrombus (5.2 cm in size), adherent to 
the stomach and pancreas, without signs of portal hypertension. 

The patient underwent aneurysmectomy with splenectomy, dis-
tal pancreatectomy and sleeve gastrectomy because of the erosion 
of the stomach wall from the aneurysm. Histopathology confirmed 
a true aneurysm of the splenic artery. Her postoperative course was 
uneventful, and we discharged the patient to home on the seventh 
day of admission.

True aneurysm of the splenic artery (i.e., containing all 3 layers 
of the vessel wall) is the most common visceral vessel aneurysm. 
Although aneurysms of the great vessels are more frequent in men, 
aneurysms of the splenic artery are more common in women: one-
quarter of them occur in pregnancy, and most are diagnosed at the 
time of rupture.1 Hormonal changes and increased arteriovenous 
shunting in the splenic vessels during pregnancy may explain this 
predisposition.2 Other risk factors include portal hypertension and 
liver transplantation. Atherosclerosis is a common finding, but no 
causal relation has been established.3 

Aneurysms of the splenic artery may rupture freely into the peri-
toneum or erode adjacent structures (e.g., stomach, pancreatic 
duct, splenic vein and colon) and present as gastrointestinal bleed-
ing as in our patient. Symptomatic aneurysms and those with high-
risk characteristics for rupture (e.g., lesion > 2 cm in size, pregnancy 
or portal hypertension) should be treated. Open surgery is the tradi-
tional treatment; however, endovascular management has become 
the preferred choice where available.4
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Figure 1: (A) Ultrasonography showing a well-defined mass (red arrow)
adjacent to the spleen (white arrow) in a 51-year-old woman with 
melena. (B) Colour Doppler ultrasonography showing turbulent blood 
flow suggestive of an aneurysm.
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Figure 2: Contrast-enhanced computed tomography showing a splenic 
artery aneurysm, with a mural thrombus (red arrow) causing anterior dis-
placement of the stomach (white arrow).


