Remember to Screen the Spleen: A Case Study of Spontaneous Splenic Rupture
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INTRODUCTION

Splenic rupture is a potentially life-threatening condition often
associated with trauma or viral infection. Most cases of splenic rupture
are due to trauma, viral infection, lymphoproliferative disease, malaria,
tick borne iliness, splenic neoplasms, connective tissue disease, or In
one case, sneezing. Spontaneous splenic rupture (SSR) is a rare
condition with less than five cases reported.

Diagnosis of ASR and SSR has been established by the Orloff and
Peskin criteria: 1) thorough history reveals no antecedent trauma; 2) no
evidence of disease in organs other than the spleen that can cause
rupture; 3) no perisplenic adhesions or scarring consistent with trauma or
past rupture; and 4) normal spleen on gross and histological
examination. Additionally, Crate and Payne added a fifth criterion: 5) full
virological studies of acute and convalescent serum should show no
significant rise in antibody titer.

In this case, we present a 20-year-old male who was seen with
abdominal pain who was found to have an SSR with no clear etiology.

CASE DESCRIPTION

A 20-year-old male with no relevant past medical history presented

with abdominal pain that radiated to the left shoulder. The patient reported

the pain began after an episode of emesis which occurred 12 hours prior
to arrival. He reported experiencing shortness of breath and pain on
inspiration. He denied any fall or trauma, recent travel or sick contacts,
fevers, weight loss, or night sweats. His social history was significant for
occasional marijuana use.

Upon physical exam, the patient had diffuse abdominal tenderness

most pronounced in the left upper quadrant without any palpable masses.

Relevant labs included a hemoglobin of 12.2, WBC count within normal
limits and unremarkable manual differential, and an INR of 1. Blood
parasite, heterophile antibodies, COVID, influenza, CMV, and HIV were
negative.

Computed tomography angiography (CTA) revealed hematoma at
the splenic hilum. Interventional radiology was consulted and did not
recommend intervention at time of initial presentation.

Patient was admitted; his hemoglobin remained stable and he was
monitored with serial abdominal exam then discharged the following day.
Imaging was repeated one month later which revealed near complete
resolution of hematoma.

Figure 1: Transverse view of splenic hilum hematoma measuring about
5.7cm in size; note the mild hemoperitoneum also present

Figure 2: Coronal view of the hematoma

Figure 3: Coronal view demonstrating near
complete resolution of patient's hematoma
about 15 days later
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DISCUSSION

SSR should be considered on the differential diagnosis of
physicians when encountering patients who present with LUQ pain with
unclear etiology. The patient presented with the characteristic Kehr's
sign (left diaphragmatic irritation resulting in referred pain to the left
shoulder) but not the Ballance sign (palpable tender mass in the left
upper quadrant). The patient underwent no recent trauma other than
possibly the episode of vomiting earlier. He had a negative viral panel,
blood parasite level, and HIV test making infectious etiology unlikely. He
also had no family history of hematologic cancer and normal differential
making blood-born etiologies less likely.

SSR is an ill-defined, underrated, and rare clinicopathological
condition with few cases reported; the incidence of SSR is estimated to
be around 1 to 7% with a mortality rate of 12.2% so a broad differential
for young patients presenting with abdominal pain must be entertained
and should include splenic rupture as it is a potentially life-threatening
condition requiring splenectomy to avoid the possibility of sudden death.
As In this case, nonoperative treatment may be a safe option when the
patient appears to be hemodynamically stable, with a low splenic injury
grade as determined by CTA, and no life-threatening comorbidities.

REFERENCES

Edgard Wehbe, Syed Raffi & Duane Osborne (2008) Spontaneous splenic rupture
precipitated by cough: A case report and a review of the literature, Scandinavian Journal of
Gastroenterology, 43:5, 634-637/

Crate ID, Payne MJ. Is the diagnosis of spontaneous rupture of a normal spleen valid? J R
Army Med Corps. 137(1):50-1; 1991.

Jeffrey RB, Laing FC, Federle MR Computed tomography of splenic trauma. Radiology
1981; 141:729.

Laseter T, McReynolds T. Spontaneous splenic rupture. Mil Med. 2004;169(8).673-4.

Leung AK, Rafaat M. Eruption associated with amoxicillin in a patient with infectious
mononucleosis. Int J Dermatol. 2003 Jul; 42(7):553-5.

Orloff MJ, Peskin GW. Spontaneous rupture of the normal spleen, a surgical enigma. Int
Abstr Surg. 1958 Jan;106(1):1-11.

Renzulli P, Hostettler A, Schoepfer AM, et al. Systematic review of atraumatic splenic
rupture. Br J Surg. 2009;96(10):1114-21.

Reinhold, G., Melonakos, T. & Lyman, D. A near fatal sneeze spontaneous splenic rupture:
A case report and review of the literature. Clinical Practice and Cases in Emergency Medicine
1, 190-193 (2017).

Tu, A. S., Tran, M.-H. T. & Larsen, C. R. Spontaneous splenic rupture: Report of five cases
and a review of the literature. Emergency Radiology 4, 415-418 (1997).

Weaver, H., Kumar, V., Spencer, K., Maatouk, M. & Malik, S. Spontaneous splenic rupture:
A rare life-threatening condition; diagnosed early and managed successfully. American
Journal of Case Reports 14, 13—15 (2013).



