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To the Editor,

A-66-year-old man with history of hypertension pre-
sented with an abdominal pain. Physical examination
and laboratory studies showed no abnormality. Ab-
dominal ultrasound showed an anechoic lesion close
to the pancreatic head, which was suspected of being
an aneurysm. Multidetector computed tomographic
(MDCT) angiography revealed enlarged pancreatico-
duodenal arcade, an aneurysm of the dorsal pancreatic
artery (DPA) 20x24 mm in diameter, and occlusion of
the celiac artery (CA) (Figure 1). Transcatheter arterial
embolization was planned for treatment of the aneu-
rysm. But, the patient refused to endovascular or surgi-
cal treatment.

Aneurysm of the DPA associated with CA occlusion 
is a rare condition. The association of the CA stenosis 
or occlusion and aneurysm of DPA or inferior pancre-
aticoduodenal (IPDA) artery is not coincidental. With 
the stenosis or occlusison of the CA; liver, spleen and 
stomach is supplied by the superior mesenteric artery 
via the collateral pathway from the pancreaticoduode-
nal arcades. The chronic increase of blood flow through 
pancreaticoduodenal arteries weakens the arterial wall, 
causing dilatation that leads to true aneurysm forma-
tion (1,2). 

Most of the patients are asymptomatic and the aneurysm 
is usually detected incidentally. Preoperative identifica-
tion of the exact origin and size of the aneurysms is im-
portant. Multidetector computed tomographic (MDCT) 
angiography has emerged as a crucial imaging modality 
in the evaluation of the abdominal vascular structures. 
Two- and three-dimensional MDCT images provide bet-
ter definition and display of the anatomy and course of 
the abdominal vessels, which resembles traditional arte-
riograms and provides the surgeon with a three-dimen-
sional model of the patient’s arterial anatomy (3,4).

Because of poor diagnosis after rupture, treatment of 
DPA aneurysms is necessary even for asymptomatic 
patients. The aneurysms can be treated through en-
dovascular techniques or by surgery. Surgical manage-
ment includes ligation and resection of the aneurysm 
with concominant revascularization procedures. No 
recurrence of aneurysms even in association with oc-
clusison of the CA is described after simple ligation or 
embolization. So, current opinion in this issue is that an 
additional repair of CA occlusion is unnecessary due to 
increased operative risk (5,6).

In conclusion, aneurysms of the DPA associated with oc-
clusion of the CA is a rare event, but the risk of rupture 
and the high mortality rate seen in this setting require 
early diagnosis and management. An accurate diagno-
sis of this condition can be easily and reliably made by 
MDCT angiography. MDCT angiography enables high 
quality three-dimensional reconstructed images and al-
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Aneurysm of the dorsal pancreatic artery associated with celiac 
artery occlusion

Figure 1. a, b. Volume rendering (a,b) MDCT images show an 
enlarged pancreaticoduodenal arcade, an aneurysm (An) of 
the dorsal pancreatic artery and occlusion of the celiac artery 
(white arrow). (1=splenic artery, 2=left gastric artery, 3=com-
mon hepatic artery, 4=left hepatic artery, 5=right hepatic artery, 
6=gastroduodenal artery, 7=right gastroepiploic artery, 8=ante-
rior superior pancreaticoduodenal artery, 9=posterior superior 
pancreaticoduodenal artery, 10=inferior pancreaticoduodenal 
artery, 11= horizontal branch of dorsal pancreatic artery, 12= ver-
tical branch of dorsal pancreatic artery, 13= transverse pancreatic 
artery, 14=superior mesenteric artery).
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lows noninvasive determination of the exact location and the 
size of the aneurysm.
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