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a-arterysplenic
•entIty

Aneurysm of the
controversial
A case report

D. F. DU TOIT, J. C. THERON, J. H. GROENEWALD

Summary

The case of an asymptomatic, calcified, arterioscle­
rotic, intact splenic artery aneurYsm in a 60-year-old
woman is presented. The diagnosis was confirmed
by selective coeliac arteriography and the aneu­
rysm was successfully resected with preservation of
the spleen.

S AIr Med J 1983; 63: 54-55.

An abdominal aortogram and a coeliac arteriogram revealed a
splenic artery aneurysm measuring approximarely 3 cm in
diameter.

Ar elecrive laparotomy, a calcified non-ruptured aneurysm of
the splenic artery embedded in the rail of the pancreas and
situared 5 cm from rhe hilum of rhe spleen was confirmed. The
liver, spleen, kidneys, stomach, pancreas and gut were normal.
Aneurysmectomy and ligation of the splenic artery wirh preser­
vation of the spleen was performed. The aneurysm measure'd 2,5
x 2 cm and rhere were no signs of rhrombosis. The postoperative
course was uneventful and the patient was discharged on rhe
10th postoperative day.

Histologically, the aneurysm showed an entirely calcified wall.

Aneurysms of the splenic artery have frequently been reported in
aurops/·2 and radiological studies.3

.
4 Approximately 10% of all

splenic artery aneurysms rupture, with catastrophic haemor­
rhage and an unacceptable mortality.' Although controversy
persIsts as to the management of the asymptomatic patient when
splenic artery aneurysm is found by chance, some workers regard
the demonsrration of such an aneurysm, regardless of size, an
indication for elective resecrion, provided the general health of
rhe patient permits a laparotomy.6 The manifesrations and
methods of diagnosis of splenic artery aneur~sms have been
exrenslvely revIewed III prevIOus pubhcations, 9 this commu­
nication reports the successful elective resection of a non­
ruptured, calcified splenic artery aneurysm.

Case report

A 60-year-old White woman was admitted to Tygerberg Hospi­
tal with a 9-month history ofanorexia, weighr loss and depression.

Examinarion revealed a healthy middle-aged woman with a
blood pressure of 170170 mmHg, a pulse rate of 112/min and a
haemoglobin level of 13,5 g/dl. The findings on physical exami­
nation were normal; no abdominal mass could be palpared nor
was a bruir audible.

Laboratory invesrigations showed a normal haematological
profile, and results of liver function tests and estimations of
electrolytes, urea, plasma glucose and serum amylase values were
within normal limits.

A calcified lesion of the left upper quadrant was noted on her
abdominal radiograph. A barium meal examinarion, gastro­
scopy, a liver and spleen scan t9mTc) and ultrasound investiga­
tion of the abdomen were negative.

Department of Surgery, University of Stellenbosch and
Tygerberg Hospital, Parowvallei, CP
D. F. DU TOIT, PH.D., F.R.e.S.,Senior Surgeon
J. C. THERON, M.B. CH. B., Regislrar
J. H. GROE IEWALD, M.MED. (CHIR.),Principal Surgeon

Discussion

The diagnosis of uncomplicared splenic artery aneurysms is
made by X-ray examinarion at surgery or on autopsy.I-4 Splenic
artery aneursyms should be considered in patients presenting
with nonspecific upper abdominal pain with an annular calcifica­
rion in the left upper quadrant of the abdomen on the radio-'
graph, as in the patient described.3

•
1O The diagnosis is confirmed

by selective coeliac arteriography. II
Surgery is indicated in all patients with symptomatic aneu­

rysms of the splenic artery and when rupture has occurred. 9

Alrhough it is agreed that surgery is required in symptomatic
patients, controversy persists as to the management of the
asymptomatic patient. Some workers maintain that diagnosis of
splenic artery aneurysm in itself is not an indicarion for

612 I d" t' .. dsurgery. . n lCatlonS lor resection Illclu e aneurysms in
women of childbearing age, symptomatic aneurysms, asympto­
matic non-calcified aneurysms in patients less than 60 years of
age with hypertension, aneurysms greater than 1,5 cm in dia­
meter, radiological signs of enlargement6 and ruptured aneu­
rysms.9

.
IO Others suggest expecrant treatment for aneurysms less

than 3 cm in diameter in asymptomatic patients older than 60
years.6

The generally accepted surgical treatment of splenic artery
aneurysms includes proximal and distal ligation of the splenic
artery, aneurysmectomy with or without splenectomy depend­
ing on the site of the aneurysm.

In high-risk patients, non-surgical transcatheter obliteration
of the splenic artery aneurysm has recently been reported as a
useful alternative to surgical treatment.'

It is important to realize that aneurysmal calcification, nor­
motension, and age over 60 years do not preclude rupture of
splenic artery aneurysms. Indeed, the hazards and mortality
associated with rupture of splenic artery aneurysms are formid­
able. 13 If the elective surgical treatment of bland splenic artery
aneurysms is to be justified, the operative mortality should not
be greater than 1%.14
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Problems in the diagnosis of
lymphogranuloma venereum
A review of 6 cases

A. C. MAUFF, R. C. BALLARD, H. J. KOORNHOF

Summary

Six cases of lymphogranuloma venereum are de­
scribed in White South Africans. All initially pre­
sented diagnostic problems. This sexually transmit­
ted disease is uncommon in South Africa, and 5 of.
the 6 patients presented with inguinallymphadeno­
pathy without a primary lesion. The value of serolo­
gical tests in the diagnosis of this disease is empha­
sized.

S Atr Med J 1983: 63: 55-56.

Lymphogranuloma venereum (LGV) is a sexually transmitted
disease caused by Chlamydia crachomacis serotypes L I, L2 and
L3. These serotypes differ biologically from other members of
the species, being more invasive than those serotypes responsible
for trachoma and other oculogenital infections.' LGV has a
world-wide distribution but is most prevalent in tropical and
subtropical countries. In recent years the incidence of the disease
appears to have declined considerably, a finding which has been
attributed to improved standards of living.2

The disease is classically described as an infection of the
regionallymphatics draining the genitalia, and the most common
presentation is therefore significant inguinal lymphadenopathy,
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frequently without an obvious primary lesion. The infection is
more commonly diagnosed in men than in women, who probably
act as asymptomatic carriers. The only previous report of LGV
in South Africa is that of Ulman,' who described a series of 16
cases in Black women seen at Baragwanath Hospital, Johannes­
burg. In his series all cases were diagnosed on clinical grounds
with additional evidence provided by positive Frei skin tests. All
the patients evaluated ~ere admitted to hospital with erroneous
diagnoses, and he felt that the correct diagnosis was ultimately
made only because he was. actively seeking cases of the disease.

In this report we describe 6 cases of LGV in White men. In
each case there were initial diagnostic problems. The diagnosis of
LGV was only subsequently made on clinical grounds and sup­
ported by serological evidence of infection. In 2 cases the results
of histological investigations further supported the diagnosis.

Case reports

Case 1. A young man presented with a I-month history of
progressive enlargement of the inguinal lymph nodes on the
right side. There was no preceding urethral discharge or penile
ulceration. A diagnosis of Hodgkin's disease was considered, but
before referring the patient for a biopsy a number of other
laboratory tests were performed. These included a chlamydial
complement fixation test, which was positive at a titre of 1:64,
and rapid plasma reagin (RPR) and fluorescent treponemal
antibody-absorption (FTA-Abs) tests, which were negative. The
patient was treated with tetracycline 250 mg 4 times daily for 3
weeks with complete resolution of the lymphadenopathy. His
history suggests that the infection had probably been acquired in
SWa2iland.

Case 2. The patient presented with bilateral inguinal Iym­
ph'ldenopathy with no previous history of genital ulceration or
urethral discharge. No definite diagnosis was made, and he was
given short courses of amoxycillin and erythromycin without
clinical response. A few days later the left inguinal nodes suppu­
rated and drained. A biopsy was taken which showed nonspecific


