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Spontaneous Spleen Rupture: 
Rare But Not Exceptional

CASE REPORT 
A 36-year-old male presented to the emergency for vomiting, pallor 
and left-sided abdominal pain of sudden onset, evolving for two 
hours. No history of recent trivial abdominal trauma or fever was 
reported. The patient did not work out too hard and did not make a 
hard effort of coughing or sneezing recently and he did not smoke. 
There was no significant medical history and he was not on any 
regular medications.

Clinical examination revealed- BP: 122/55 mmHg, pulse: 110 BPM, 
pallor and no jaundice. He had epigastric and left upper quadrant 
guarding. The rest of the examination was unremarkable. 
Haematological investigation revealed, WBC: 16.000/µL; 
Haemoblobin level at 12.4 g/dL; Blood group: B positive, no other 
abnormality was found in the biological assessment. The only 
radiological examination that was done was the abdominal CT 
scan. Given the availability and the high diagnostic accuracy of this 
imaging modality and the emergency situation, we immediately 
decided to perform it. In fact, it helps establish a quicker and 
more precise diagnosis than an abdominal ultrasound. The latter is 
certainly a noninvasive examination but it is still subjective as it relies 
on the skill of the practitioner.

The CT scan revealed a 5 cm spleen haematoma, and free intra-
peritoneal fluid, suggesting a non-traumatic splenic rupture [Table/
Fig-1,2], while realising the CT scan, BP dropped to 82/36 mmHG 
and the pulse increased to 140 BPM, the oxygen saturation was 
92%. Blood test was repeated and it showed- Hb: 7.6 g/dL; 
PT=78%; a normal platelet count; no blood electrolyte disorder; and 
a normal renal function. The arterial blood gas revealed a metabolic 
acidosis: pH=7,2.

After a quick fluid resuscitation, it was decided to proceed for 
splenectomy. Postoperatively, the patient received pneumococcal, 
vaccination and penicillin prophylaxis was initiated. All of the 
aetiological tests were negative, the histological examination showed 
an engorgement of the splenic tissue with no other underlying 
pathology [Table/Fig-3,4]. The diagnosis of atraumatic-idiopathic 
splenic rupture was considered.

DISCUSSION
Spontaneous Splenic Rupture (SSR) is a rare clinical presentation 
with potentially grave medical outcome. It occurs in 0.1 to 0.5% 
of patient with no history of recent trauma [1]. It is documented 
since the 19th century [2]. However, the reason for its rupture is still 
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ABSTRACT
Spontaneous splenic rupture is a rare life threatening condition that occurs in 0.1% to 0.5% of all the spleen rupture cases. In 
case of a young patient with no history who consults for acute abdominal pain, the diagnosis of spontaneous spleen rupture is 
often forgotten or ignored in favour of other more frequent diagnoses. However, it has the highest mortality rate so it should always 
be kept in mind in front of signs of internal haemorrhage especially if it is associated with haemodynamic instability. Emergency 
Splenectomy is often performed with good reported outcomes. We present a case of a spontaneous idiopathic splenic rupture, 
diagnosed early and managed successfully.

[Table/Fig-1]: CT scan: arterial enhancement: 5 cm spleen haematoma with free 
intraperitonial fluid staged grade III.

[Table/Fig-2]: CT scan: portal enhancement: perisplenic hematoma.

not understood yet. One of the main mechanisms that have been 
reported in literature and the most likely responsible for SSR in the 
index case is the increased intra-splenic tension caused by cellular 
hyperplasia and engorgement [3].
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[5].

In fact, the main symptom is left upper quadrant abdominal pain [1], 
which can be generalised with rigidity and signs of haemorrhagic 
shock in later stages. In 20% of the cases, a sharp radiating pain 
to the left shoulder (Kehr’s sign) was observed [6]. CT scan is often 
essential to make the diagnosis and grade the splenic injury on 
a scale for I to V [2]. Regarding the important role of the spleen 
as a lymphoid organ, conservative low-grade injuries (I–II) can be 
managed conservatively in the condition of a haemodynamically 
stable patient, regular clinical and biological supervision. This 
attitude could not be held in the case of this patient due to the 
sudden haemodynamic instability and deglobulisation occurring in 
the radiology department. While in case of grade IV-V injuries usually 
splenectomy is done. Thapar PM et al., reported a similar case of 
23-year-old male who underwent an emergency laparoscopic 
splenectomy for a SSR, that was safely accomplished. Although the 
laparoscopic approach is an emerging surgical tool that was proven 
to offer a faster recovery and a shorter hospital stay duration, it 
should be considered wisely without compromising the patient’ life 
[7]. The clinical situation is the most important factor in guiding the 
decisions. 

CONCLUSION(S) 
Spontaneous rupture of the spleen is an extremely rare and 
dangerous pathology. The non-specific signs and the absence of a 
blunt abdominal trauma can be responsible of a diagnosis delay that 
can be hazardous and responsible for the high mortality. The CT scan 
is the key examination permitting to make the diagnosis and grade 
the splenic injury, which guide the therapeutic management and 
helps to make the choice between splenectomy and a conservative 
management.
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It should also be kept in mind that simple physiological acts, like 
sneezing or coughing or other daily harmless activities or moves 
may lead to the compression of the spleen by the abdominal 
musculature and then turn fatal. According to Renzulli P et al., 
the aetiologies of SSR are divided into two major categories: the 
underlying pathology-related rupture is predominant (93%) and it 
includes neoplasic, infectious, inflammatory causes and drug or 
treatment correlated causes. In 7% of cases, the cause is said to be 
idiopathic [4]. This can be explained by misdiagnosis due to its non-
specific signs, rare occurrence and the absence of recent trauma 

[Table/Fig-3]: Splenic tissue (magnification X4) showing an atrophic red pulp 
dominated by a hyperplastic white pulp. 

[Table/Fig-4]: Splenic tissue (magnification X40) showing a cell population richin 
histiocytes sometimes engorged with haemosiderin.
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