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Abstract

True intrapancreatic aneurysm is an extremely rare entity and like other rare conditions, doubts still persist about its optimal management. There are few reports of
laparoscopic resection for peripancreatic aneurysm, along with splenectomy, but to the best knowledge of the authors, there is just one case report of intrapancreatic
true aneurysm that has been treated with open distal pancreatectomy and concomitant splenectomy.

Here we report a rare case of intrapancreatic true aneurysm in the pancreas tail, which was not distinguishable from pancreas solid mass by radiologic imaging. The
patient underwent a successful laparoscopic spleen-preserving distal pancreatectomy for aneurysm resection.

This case illustrates that laparoscopic resection is a feasible and safe option for treatment of intrapancreatic true aneurysm.

Introduction

True aneurysm of peripancreatic arteries is an infrequent condition
and accounts for only 2% among all visceral artery aneurysms, although
pseudoaneurysms of peripancreatic arteries are more common in
association with pancreatitis [1]. Despite its unusual occurrence, the
rupture risk resulting in high rate mortality makes it a considerable
concern [2]. Since most data in literature are coming from case reports with
few relevant information, its treatment of choice remains to be determined.

Recent advances in minimally invasive techniques have made it
advantageous in treating visceral aneurysms.

Case report

A 72-year-old never-smoking female presented with a 2-month
history of constant vague epigastric pain. No other relevant symptom
was noted. Her medical history was unremarkable and physical
examination was not contributory.

An ultrasound examination and abdominal CT-Scan revealed
a well-defined 3 x 2 cm large mass lesion in pancreas tail (Figure
1). Although there was a significant arterial enhancement inside the
lesion, it wasn't clear enough to be discerned of pancreas solid mass.
A multidisciplinary discussion among general surgeon, gastrointestinal
specialist and interventional radiologist resulted in the possible
differential diagnosis of pancreatic tail tumor or aneurysm, since we
couldn’t rule out pancreas solid mass, radiologic intervention was not
reasonable, and she was subjected to surgery.

Technique

Under general anesthesia, the patient was placed in right lateral
decubitus position then the 10 mm camera port was inserted in the
umbilicus and intra-abdominal pressure was set at 12 mm Hg. The
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other two 5 mm and 12 mm working ports were placed in ergonomic
configuration. Superficial abdominal exploration was unremarkable.
The greater omentum was divided below the gastroepiploic arch and
the pancreas was explored through the lesser sac. A solid mass of
approximately 3 cm in diameter was found in the pancreas tail, which
was completely intrapancreatic. The pancreas was mobilized out of the
retroperitoneum by incising the peritoneum from the inferior edge
of the pancreas to the inferior pole of the spleen. There was a sizable
vascular pedicle in inferior edge of pancreas, which was probably
originated from inferior pancreaticodeudenal artery. Considering the
aneurysm inflow, it was ligated and secured using hemolock clips.
The pancreatic tail was mobilized and retracted medially. The splenic
artery and vein were identified and preserved. A linear-cutter-stapling
device was then placed across the pancreas at the selected resection
line, keeping a safe margin to the lesion (Figure 2). The spleen was kept
intact, and arterial blood flow and venous drainage were evaluated after
aneurysmal ligation by visualizing normal color and consistency of
spleen. The resected specimen was placed in retrieval bag and extracted.
A drain was placed in the bed of the pancreatic dissection and drawn
out through the port site.

Postoperative recovery of the patient was uneventful, while the
drain was removed, and the patient stepped out on the third and fourth
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Figure 1. Abdominal CT-Scan revealing a well-defined mass lesion in pancreas tail.

Figure 2. The surgical specimen.

postoperative day respectively. Pathological examinations revealed
true intrapancreatic aneurysm. The patient remained asymptomatic 3
months after the operation.

Discussion and conclusion

Nowadays visceral artery aneurysms are more frequently
diagnosed due to significant advances in imaging modalities and
the liberal use and availability of them. Amongst all, peripancreatic
arterial aneurysms are rare but the potential risk of life-threatening
rupture makes them important pathology [3]. Peripancreatic artery
aneurysms are the aneurysms which involve gastroduodenal artery
or pancreaticoduodenal arteries [4]. Since peripancreatic aneurysms
are infrequent, their pathophysiology is not well described, although
it seems to be in relation with increased blood flow and pressure in the
celiac axis [5]. The clinical characteristics and likelihood of rupture are
remained obscure as well. It appears reasonable to envisage that they are
simulating splenic artery aneurysm’s feature. Accordingly, indications
of treatment include exceeding in diameter more than 2cm, pregnancy
and all women in childbearing age [6].

In most cases of visceral artery aneurysms either endovascular
embolization or surgical ligation is all that is required, 2 but in case of
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intrapancreatic lesions, there is a broad differential diagnosis spectrum,
which subsequently demands more evaluation and tailored treatment
[7]. In this case we had an intrapancreatic aneurysm that was not
distinguishable from pancreas tumor by imaging modalities, therefore
surgical exploration was mandatory.

Traditionally open exploration and aneurysmal resection with
or without splenectomy was the only available surgical option. Since
1993 that saw et al. [8] have reported the first laparoscopic-assisted
management of splenic artery aneurysm, there are more laparoscopic
attempt reports in treatment of visceral artery aneurysms. With more
advancement in laparoscopic technique, spleen-preserving aneurysm
resection was tried successfully, considering this fact that if it’s feasible
practically, spleenpreserving distal pancreatectomy is preferred over
concomitant splenectomy because of reducing postoperative infections
and pancreatic fistulae and lowering the cancer risk [9].

In experienced hand, especially with fully understanding of pancreas
and spleen anatomy and surgical technique, laparoscopic approach
to peripancreatic aneurysm is feasible and could be considered as a
treatment of choice.
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