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Spontaneous Rupture of Malarial Spleen

INTRODUCTION

Splenic rupture is a rare complication of
malaria(1,2). We report a girl with spontaneous
rupture of spleen following malaria.

CASE REPORT

An 8-year-old girl presented with diffuse dull aching
pain in the left subcostal region and around
umbilicus with low grade fever for 2 days. Pain was
acute in onset not accompanied by vomiting,
diarrhea, dysuria or trauma. There was no history of
fever or jaundice. Twenty days prior to this episode
she had suffered from P. vivax and P. falciparum
malaria for which she was successfully treated with
oral chloroquine. During the intervening period the
child was asymptomatic and maintaining sedentary
lifestyle.

On examination she was having mild pallor,
tachypnea and tachycardia with normal blood
pressure. Abdomen was neither distended nor tense;
bowel sounds were sluggish. The spleen was just
palpable with marked tenderness on pressing the left

subcostal region. The lymphnodes were not enlarged
and the liver was not palpable. She was put on
conservative management with intravenous fluid and
hemodynamic monitoring. Thick and thin peripheral
blood smear did not show any malaria parasites.
There were no abnormal cells in peripheral blood
smear. Antigen test for both P. vivax and P.
falciparum species were negative. Liver function test
was also normal. Ultrasonography of abdomen
showed mild splenomegaly with a hypoechoeic area
in splenic parenchyma, decreased gut movement and
minimal ascites. There was tenderness in the left
subcostal region when the ultrasound probe was
pressed. CT scan of abdomen was done the next day
which revealed enlarged spleen with smooth outline
and density. A large wedge shaped non-enhancing
hypodense lesion was seen in the upper part of the
spleen extending up to the splenic capsule
suggesting infarct (Fig. 1) with rupture (Fig. 2).
There was no calcification.

The child was put on conservative management
with bed rest and intravenous fluid. She did not
require any analgesic as the pain was not very severe.
Daily abdominal ultrasonography was done. Oral
feed could be started after 3 days. She did not
complain of abdominal pain after eight days. Prior to
discharge two weeks later, CT scan of abdomen did
not show any hypodense lesion or rupture.

DISCUSSION

The exact mechanism of spleen rupture in malaria is
not known. The following three mechanisms are
implicated: (i) increase in intrasplenic tension due to
cellular hyperplasia and engorgement; (ii) spleen
may be compressed by the abdominal musculature
during physiological activities such as sneezing,
coughing, defecation, etc.; and (iii) vascular
occlusion due to reticulo-endothelial hyperplasia,
resulting in thrombosis and infarction(1). This leads
to interstitial and subcapsular haemorrhage and
stripping of the capsule, which lead to further
subcapsular haemorrhage. The distended capsule
finally gives way.

According to a WHO report, splenic infarction is
considered rare in P. falciparum malaria(3). There
are a few Indian reports of infarction and
spontaneous rupture of malarial spleen, following P.
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falciparum infection(4-6); however, among the
splenic rupture cases reported in malaria by
Zingman(7), 9 out of 15 were due to P. vivax.
Spontaneous rupture of a malarial spleen can occur
in up to an estimated 2% of cases(8).

This rare complication can occur despite appro-
priate antimalarial prophylaxis and treatment(9).
There are no definite predictive signs. Left
hypochondrial pain occurring during or following
treatment of malaria is usually the most common
presentation of splenic infarction or rupture in
malaria(4-6,8,9).

Splenectomy has been suggested as the treatment
of choice for pathologic rupture of spleen(2). But,
due to the important role of spleen in the immune
response to pneumococcal and malarial infections,
successful conservative management has been
reported(9). Non-operative management consists of
observation for 7-14 days in the hospital, strict bed
rest, and administration of fluid and blood as needed.
Regular abdominal ultrasonography should be done
to assess healing. Splenectomy should be reserved
for patients with severe rupture or those with
continued or recurrent bleeding(10).
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FIG. 2. CT scan of abdomen showing splenic rupture.FIG.  1. CT scan of abdomen showing splenic infarct.


