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SUMMARY

Introduction Spontaneous splenic rupture is a rare but potentially fatal complication of infectious mono-
nucleosis (IM). It occurs in only 0.1-0.5% of cases of this disease.

The aim of this paper was to present a case with spontaneous splenic rupture after IM.

Case outline A 22-year-old female patient was feeling better one month after she was treated for infec-
tious mononucleosis, and started training volleyball. Two weeks after starting the training, she felt severe
abdominal pain. The diagnosis of rupture was confirmed with computer tomography. Splenectomy was
successfully performed. The postoperative course was uneventful and the patient recovered with no
need for blood transfusion.

Conclusion Timely diagnosis and setting indications for surgical treatment are crucial in healing. Patients
should wait to start with sport activities at least two months if the size of the spleen is within normal range.
Keywords: infectious mononucleosis, complications; rupture, spontaneous; splenic rupture, etiology,

Received - MpumbeHo:
June 29,2016

Revised - PeBusnja:
December 18,2017

Accepted - MpuxeaheHo:
December 20, 2017

Online first: December 29, 2017

Correspondence to:

Milan D. JOVANOVIC

Center for Endocrine Surgery
Clinical Center of Serbia

8 Dr Koste Todorovica Street
Belgrade 11000, Serbia
milanfenix@yahoo.com

surgery; splenectomy

INTRODUCTION

Infectious mononucleosis is a common viral
illness caused by an infection with the Ep-
stein—Barr virus and it is manifested with fe-
ver, sore throat, fatigue, and lymphadenopathy
[1]. Complications are rare including splenic
rupture with an incidence between 0.06-0.5%
[2]. Splenic rupture is considered as the most
dangerous complication that may lead to fatal
outcome [1]. Symptoms of splenic rupture in-
clude abdominal pain, syncope, and rapid drop
in blood pressure, while the diagnosis is mostly
established with ultrasonography or computer
tomography of the abdomen [3]. Recommend-
ed treatment for splenic rupture is splenectomy
in order to avoid sudden death [4].

CASE REPORT

A 22-year-old female patient previously di-
agnosed with infectious mononucleosis pre-
sented herself to the Emergency Department
of the Clinical Center of Serbia, as an emer-
gency case due to severe abdominal pain. Six
weeks previously she had gone to the hospital,
where she had been diagnosed with infectious
mononucleosis. The diagnosis was reached
based on medical history, clinical examina-
tion, and elevated levels of immunoglobulin
M and immunoglobulin G antibodies against
Epstein-Barr virus. Abdominal ultrasound

revealed enlarged liver and spleen; axial diam-
eter of the spleen was 14.2 cm. After a month
of treatment, the patient was feeling better
and started to train volleyball. Two weeks af-
ter she started to train, the patient felt severe
abdominal pain and presented herself to the
Emergency Department of the Clinical Center
of Serbia. The pain onset was sudden, occurred
while the patient was playing volleyball, and
was accompanied by malaise, dizziness, and
general weakness. The patient’s skin and vis-
ible mucous membranes were pale; the skin was
covered with cold sweat. The patient was alert
and oriented but hemodynamically unstable
with a heart rate of 122 beats per minute and
low blood pressure (90/50 mmHg). Blood test
results showed a low hemoglobin level (93 g/L),
leukocytosis (17 x 10°/L) and a low level of red
blood cells (3.28 x 10'*/L). On palpation, the
patient’s abdomen was firm, very sensitive, and
painful, especially in the left upper quadrant.
The diagnosis was confirmed with computer
tomography (CT) scan of the abdomen. The
CT scan showed spleen enlargement and fluid
(14 x 7 cm in size) (Figure 1). The presence
of free fluid was noticed intraintestinally and
in the left paracolic gutter. CT morphology of
the liver, kidneys, and pancreas was normal.
As intensive reanimation therapy did not help,
as the heart rate was still accelerated in spite of
the reanimation therapy, it was decided that the
patient should undergo surgery. After opening
the abdominal cavity and evacuating 800 ml of
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Figure 1. Computerized tomography of the enlarged spleen and free
abdominal fluid

Figure 2. Intraoperative finding of a cleft on the upper splenic pole

Figure 3. Macroscopic view of the removed enlarged spleen

hemoperitoneum, splenectomy was performed since the
cleft on the upper pole of the spleen could not be surgically
repaired. After splenectomy and revising the abdominal
cavity for hemostasis, abundant lavage was performed and
drains were placed in the left subphrenic space, prior to
the closure of the abdominal wall. The postoperative was
uneventful and the patient was recovering without any
need for blood transfusion. The drains were removed at

Srp Arh Celok Lek. 2018 May-Jun;146(5-6):316-319

the optimum time and on the day 6 the patient received
vaccination against Pneumococcus, Meningococcus and
Haemophilus influenzae. On day 7, the patient was dis-
charged in good general condition with written infor-
mation about post-splenectomy risks and an up-to-date
vaccination card.

DISCUSSION

Complications of infectious mononucleosis could be seri-
ous and fatal and splenic rupture is considered the most
frequent cause of death in infectious mononucleosis [4].
Unfortunately, mortality rate is relatively high when rup-
ture occurs (approximately 30%) [5]. Detailed mechanism
of splenic rupture remains unclear. Some authors consider
the increase in portal venous pressure and sudden com-
pression of the enlarged spleen due to diaphragm contrac-
tion the most frequent factor that may cause spontaneous
splenic rupture [6], while Patel et al. [7] consider the ex-
panding of subcapsular hematoma the most important fac-
tor that causes splenic rupture in infectious mononucleosis.
As our patient started feeling severe pain while she was
playing volleyball, the most likely cause of the splenic rup-
ture is sudden compression of the enlarged spleen. Splenic
rupture, especially when a patient is hemodynamically
unstable, should be treated by splenectomy, while some
authors recommend transcatheter arterial embolization
[1, 8]. We have treated our patient by splenectomy after
a surgical consultation, in order to prevent sudden death.
Repair was considered, but it was not possible to perform,
due to spleen enlargement and high risk of bleeding. The
patient was vaccinated against Pneumococcus, Meningococ-
cus, and Haemophilus influenzae, as vaccination against
these pathogens should be conducted after splenectomy
[1]. Survival rate for patients who undergo splenectomy is
high and is close to 100%. Therefore, the survival benefit
from splenectomy outweighs post-splenectomy risks, since
mortality rate in vaccinated patients is very low [9]. While
this case concludes with the etiology of splenic rupture
remaining unclear in regard to infectious mononucleosis,
this report has important implications for clinicians of
emergency, intensive care, general surgery, hematology,
as well as the infectious disease medicine. The spleen is
most vulnerable to rupture in the second and third week
after the onset of infectious mononucleosis [4]. This report
illustrates that splenic rupture may develop six weeks af-
ter the onset of infectious mononucleosis, which has been
rarely described in medical literature to date. Also, the
report shows that we need better monitoring of patients
with infectious mononucleosis and, according to that, at-
tending physicians may have to improve surveillance and
treatment plans. It is necessary to warn patients to wait
before undertaking sports activities for a long time after
treating infectious mononucleosis, considering that the
risk of spleen rupture obviously exists a couple of week
after treating the disease. Patients should wait to start with
sport activities at least two months if the size of the spleen
is within normal range.
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CnoHTaHa pynTypa cnesuHe nocae MHGEKTMBHE MOHOHYKNeo3e

boxugap Opanosuh'2, MunaH JoBaHouh?, Papojuua Cronuh?, bpanncnas benuh*, Cumon Hukonuh', Mpegpar Manguh!
'YHuep3utet y MpuwTHu, MeguunHcku gakyntet, Kococka Mutposuua, Cpbuja;

2KnuHnuku ueHTap Cpbuje, YpreHTHu ueHTap, beorpag, Cpbuja;

*Knunnuku ueHTap Cpbuje, Lientap 3a eHgokpuHy xupyprujy, beorpag, Cpbuja;
*YHnBep3uTeT y Kparyjesuy, MeaunumnHckn dakyntet, Kparyjesal, Cpbuja

CAXETAK

YBoa CnoHTaHa pynTypa cne3unHe je peTka anum noteHumjanHo
datanHa komnavKaumja MHGeKTMBHE MOHOHYKneo3e (MM). Ja-
BJba ce camo y 0,1-0,5% cnyyajeBa oBe 6onectu.

Linrb oBor papa je 61o fa npukake 60necHuLYy ca COHTaHOM
pynTypom cnesuHe nocne VM.

Mpwukas 6onecHnka bonecHuua ctapa 22 roguHe ocehana ce
[o6po Mecell AaHa nocse nevera MIM 1 noyena je fa TpeHrpa
on60jky. [IBe Heperbe nocine noyeTka TPEHNpPama, y TOKy Tpe-
HVIHra oceTuna je jake 6onose y Tpbyxy. [lnjarHo3a CrioHTaHe
pynType cnesuHe notepheHa je KOMMjyTepri30BaHOM TOMOTpa-
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dujom. YpaheHa je cnneHekTommja, a MOCTONEPATUBHM TOK je
6110 MOBOJbAH U OHa Ce onopasuia 6e3 TpaHcdysuja.
3akJbyyak [paBoBpeMeHa AvjarHo3a v NocTaB/batbe UHAVKa-
Lmje 3a onepaTMBHUM JiIeYeHEeM Of MPECYAHOT CY 3Havaja 3a
n3neuerbe. Ca CNOPTCKUM aKTUBHOCTMMA CE MOXE OTMOYETY
[Ba MeceLia nocsie neyera VIM yKonviko je BenmnumnHa cnesnHe
HopMarsHa.

Krbque peun: VIHd)EKTMBHa MOHOHYKJ1€03a, KOMI'IJ'IVIKaLl,VIjE;

CMOHTaHa PynTypa; pynTypa Cie3nHe; eTmonoruja, Xupypruja;
cnneHekTomuja
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