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A very rare cause of retroperitoneal bleeding in young patients:
do not forget the occurrence of a ruptured left gastroepiploic artery
aneurysm!
E. SINAGRA1,2, F. BUSCAGLIA3, A. GIGANTI4, V. BONO4, D. DI GRUSA3, C. SCIUMÈ3,5

In this setting, gastric and gastroepiploic aneurysms account for
only about 4% of all the splancnic aneurysms.
Since ruptured visceral aneurysms present a high mortality, a
prompt and adequate (surgical or radiological interventional)
treatment is mandatory.
Due to the difficulty in achieving an adequate transcatheter access in some cases the emergency laparotomy may represent the only
chance for the recover of the affected patients.
We report two cases of ruptured left gastroepiploic aneurysms
occurred in two young male patients, treated respectively with emergency laparotomy and laparoscopy.
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SUMMARY: A very rare cause of retroperitoneal bleeding in
young patients: do not forget the occurrence of a ruptured
left gastroepiploic artery aneurysm!
E. SINAGRA, F. BUSCAGLIA, A. GIGANTI, V. BONO, D. DI GRUSA,
C. SCIUMÈ

Visceral artery aneurysms represent a very rare condition. The
affected patients usually present as emergency secondary to the sudden rupture of the aneurysm or as an incidental finding on imaging.
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Visceral artery aneurysms represent a very rare
condition (1). The affected patients usually present
as a clinical emergency secondary to the sudden rupture of the aneurysm or as an incidental finding on
imaging (2). Among the splancnic aneurysms, splenic artery aneurysms are the most common ones accounting for 60% of all splanchnic aneurysms and
gastric and gastroepiploic aneurysms account for
only about 4% (1, 3-8), thus representing often a
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diagnostic dilemma for clinicians, due to their rarity. We report two cases of ruptured left gastroepiploic aneurysms occurred in two young male patients, treated respectively with emergency laparotomy and laparoscopy.

Case report 1
A 30-year-old male patient moved to the emergency unit due to the sudden onset of acute upper
abdominal pain and syncope. His medical history
was unremarkable. Furthermore, he did not present
a history of chest pain, loss of consciousness or
breathlessness. His body mass index was 24. He presented with tachycardia (pulse rate of 120/min), and
was haemodynamically unstable (supine blood pressure 80/50 mm of Hg). On physical examination
there was epigastric tenderness with a tense abdo-

A very rare cause of retroperitoneal bleeding in young patients: do not forget the occurrence of a ruptured left gastroepiploic artery aneurysm!

Case report 2

on
al
i

ther side of the aneurysm and it was excised. He had
an uneventful postoperative recovery and was discharged home on the fourth day. One month later,
a contrast-enhanced CT scan showed the normal appearance of the splancnic arterial tree (Figure 3).
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A 20-year-old male patient moved to the emergency unit due to the sudden onset of acute upper
abdominal pain. His medical history was unremarkable. Furthermore, he did not present a history
of chest pain, loss of consciousness or breathlessness.
His body mass index was 23. His pulse rate was 90
beats/min, and was haemodynamically stable (supine blood pressure 124/65 mm of Hg). On physical
examination there was epigastric tenderness with a
tense abdomen. No mass or organ was palpable. His
haemoglobin (Hb) on admission was 9.6 g/dl, and
white cell count was 9.3/dl. All other investigations
including ECG, chest X-rays and biochemistry were
within normal limits. An urgent CT scan, with and
without intravenous contrast, showed in the gastro-
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men. No mass or organ was palpable. His haemoglobin (Hb) on admission was 8 g/dl, and white cell
count was 12.1/dl. All other investigations including
ECG, chest X-rays and biochemistry were within
normal limits. An urgent CT scan, with and without
intravenous contrast, showed in the left abdomen,
between the stomach, the pancreas and the spleen,
the presence of a coarse hypodense, inhomogeneous
formation, with a diameter of 14 cm, with HU values between 50-60, which did not assume contrast
enhancement if not in small peripheral areas and
then central, referable to supplied hematoma. Peripherally, the lesion shows a hyper-representation
of mixed vascular type (arterial and venous), with
coexistent free collection in the abdomen, in the absence of densitometric changes to the liver, spleen,
pancreas, kidneys and adrenal glands (Figure 1). He
was given blood transfusions.
The interventional radiologists were consulted,
however, due to the hemodinamic instability of the
patients, an emergent laparotomy was preferred. At
laparotomy, the aneurysmof the left gastropiploic
artery was easily identiﬁed, though was wrapped in
omentum (Figure 2). The artery was ligated on ei-

Figure 1 - CT scan, with and without intravenous contrast, showed in the left abdomen, between the stomach, the pancreas and the
spleen, the presence of a coarse hypodense, inhomogeneous formation, with a diameter of 14 cm, with HU values between 50-60, which did not assume contrast enhancement if not in small peripheral areas and then central, referable to supplied hematoma.
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tional radiological treatments, was performed. In
this procedure the proximal side of the aneurysm of
the gastric artery was clipped using meticulous manipulation. Secondly, the distal side of the aneurysm
of the left gastroepiploic artery was carefully exposed
from the lesser curvature of the stomach and was
clipped, enabling partial resection of the left gastric
artery along with the aneurysm to be performed. After the abdominal cavity was irrigated, a drainage tube was placed on the dorsal side of the hepatoduodenal ligament (Figure 4). The macroscopic findings
of the resected specimen showed an aneurysm. The
patient was discharged from our hospital on day 5
with no postoperative complications.
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Discussion

Figure 2 - The artery was ligated on either side of the aneurysm
and it was excised.
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splenic space, cranial to the left colic flexure, a tenuously hypodense formation (density 60 HU) of
the dimensions of 10 x 7 cm, with polycyclic outlines, showing a contextual blood blush, synchronous
with arterial vessels, compatible with blood collection supplied. He was given blood transfusions. The
interventional radiologists were consulted, since the
patient was hemodinamically stable, and the patient
was firstly treated with the embolization of both the
splenic and left gastroepiploic artery. However, in
the same day of the procedure, a further decrease in
haemoglobin and a new occurrence of acute upper
abdominal pain were observed. Therefore, an emergency laparoscopy, due to the failure of the interven-
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Gastric artery aneurysms represent a very uncommon entity, that account for only about 4% of all
the splancnic aneurysms. They usually occur three
times more common in males and in over 50-yearold patients (9, 10).
Usually, they present as solitary lesions occurring due to the result of periarterial inflammation
or medial degeneration; in this setting, arteriosclerosis, when present, is thought to be secondary and
not a cause (10, 11), and they have also been identified following and described as a complication of
acute pancreatitis (12). Since they present with a
rupture rate of 90% (8), their commonest clinical
presentation is as a surgical emergency with epigastric pain and hypovolaemic shock. Furthermore,
when these lesions are intramural (in 70% of cases)
they could present with massive haematemesis,
while the remaining extramural ruptures (30% of
cases) presenti with intraperitoneal haemorrhage,
like in the case reported (13). Since they occur with
a mortality of 70% (8), an aggressive fluid resuscitation is necessary while urgent ligation, excision,
or embolisation by open, laparoscopic, or interventional techniques is necessary to control the life-threatening bleeding. Few cases, according to the
scientific literature, were successfully treated through radiological interventional techniques (1,
10), as well as by using a laparoscopic approach
(14). However, a laparoscopic approach in case of
ruptured aneurysms could be very difficult due to
the massive bleeding that makes not clear the sur-
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Figure 3 - One month after the intervention, a contrast-enhanced CT scan
showed the normal appearance of the
splancnic arterial tree.
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Figure 4 - At the laparoscopy the proximal side of the aneurysm of the gastric artery was clipped using meticulous manipulation. Secondly, the distal side of the aneurysm of the gastric artery was carefully exposed from the lesser curvature of the stomach and was
clipped, enabling partial resection of the left gastric artery along with the aneurysm to be performed. After the abdominal cavity was
irrigated, a drainage tube was placed on the dorsal side of the hepatoduodenal ligament.

gical field, so it should be avoided as first approach
in these cases (15).
We suggest, in hemodinamically unstable patients, an emergency laparotomy (with previous CT
scan), with diagnostic and therapeutic purposes; on
the other hand, in hemodinamically stable patients,
we suggest a CT scan with angiography (and eventual transarterial embolization), followed by a lapa-

roscopic (or laparotomic) approach.
Therefore, to our knowledge, the cases reported
represent a very rare cause of retroperitoneal haemorrhage occurring in young male patients, that were successfully treated by emergent laparotomy and
laparoscopy, respectively, considering surgery, to date, the mainstay of ruptured left gastroepiploic artery aneurysm.
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