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Abstract

Splenic rupture after colonoscopy is a rare but fatal complication and fewer than 50 case reports
were described in the English literature. We report a case of splenic rupture with presentation of abdominal
pain within 24 hours after colonoscopy. Bowel perforation and bleeding were excluded and abdominal CT
revealed splenic rupture and hemoperitoneum. We treated this patient with conservative management
successfully. The mechanism of splenic rupture after colonoscopy was still unclear but some risk factors
were described. The diagnosis required a high index of suspicion and the awareness of this uncommon
complication of colonoscopy, which should be suspected in any patient with persistent abdominal pain or
who is hemodynamically unstable after bowel perforation and bleeding have been excluded. (J Intern Med

Taiwan 2009; 20: 457-460 )
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Introduction

Colonoscopy is a tool commonly used when
diagnosing diseases of the colon and rectum. Bowel
perforation and bleeding are the most common
complications of colonoscopy and are usually
associated with polypectomy or biopsy'. Other less-
common adverse events include pneumothorax,
pneumomediastinum, retroperitoneal abscess and
emphysema, and colonic volvus™. Splenic rupture
after colonoscopy is a rare complication which was
first reported in 1974 by Wherry and Zehner’. There
were no more than 50 case reports in the English
literature. We report a case of splenic rupture after

colonoscopy which was managed without surgery.

Case report

A 70-year-old man was admitted to the
hospital for chronic obstructive lung disease with
acute exacerbation. He had a history of traumatic
rupture of the left diaphragm and underwent one-
man colonoscopy to evaluate the cause of anemia
(hemoglobin, 4.9 g/dL) which had been corrected by
blood transfusion (hemoglobin, up to 11.7 g/dL). An
aqueous sodium phosphate (45 mL) regimen was
used for colonic cleansing before colonoscopy and
there was adequate bowel preparation. Buscopan
was the only premedication drug. The colonoscopy
insertion time was about 10 minutes and the 65

cm length of colonoscopy was required for cecal
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intubation. The patient suffered from moderate
discomfort when the scope reached the splenic
flexure (Fig.1). The procedure was performed
with ancillary maneuvers such as position change,
and external abdominal pressure was applied. The
diagnostic finding of the colonoscopy showed
a normal colon and mixed hemorrhoids. No
polypectomy or biopsy was performed.

During post-procedure periods, the patient
complained of abdominal fullness, which was
remedied by prokinetic drugs. However, he
developed severe abdominal pain without radiation
20 hours later after colonoscopy. The abdomen was
not distended but diffusely tender with guarding
and rebound tenderness. Bowel sounds were
normal and the rectum had no blood or tarry stool.
Laboratory data showed a white blood count of
5,300 per w1 and a platelet count of 144,000 per
1 1. The hemoglobin level acutely decreased from
11.7 g/dL to 7.1 g/dL. Coagulation and chemistry
parameters were normal. The abdominal computed
tomography scan revealed a large amount of fluid
in the peritoneal cavity and splenic rupture with
hematoma (Fig.2) (5 days ago, the abdominal CT
was negative). Paracentesis was performed and
revealed the presence of hemoperitoneum.

The patient was hemodynamically stable (heart
rate was 104 bpm and blood pressure 108/70
mmHg) and transferred to an intensive care unit. A
transfusion of four units of packed red blood cells
was started and the hemoglobin level stabilized at
10 gm/dL within 24 hours of the patient entering
the intensive care unit. Based on the patient's
stability after management, non-operative
conservative management was continued and he

was discharged on the 13" day.

Discussion

Abdominal pain is the most common symptom
of splenic rupture after colonoscopy’. It may be

generalized or localized to the left upper quadrant

Fig.1. Splenic flexure without mucosa lesion.

Fig.2. Abdominal CT with IV contrast: splenic laceration
(arrow) with blood in the peritoneum but no active
extravasation.

and may typically radiate to the left shoulder (Kehr
sign). A positive Kehr sign was recorded in 55% of
the reviewed literature®. The onset of abdominal
pain is usually within 24 hours after colonoscopy
but can occur 48 hours or more after the procedure’.

The causes of splenic rupture after colono-
scopy are unclear. The main proposed mechanisms
are the excessive traction on the splenocolic
ligament with spleen capsular avulsions and direct
trauma to the spleen during colonoscopy®. Some
colonoscopy manipulations like slide-by blind

advancement, hooking the splenic flexure, alpha
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maneuver, and straightening the sigmoid loop can
result in increased traction on the splenocolic
ligament". External abdominal pressure may
predispose an enlarged spleen to direct trauma.
Supine position has been suggested as a risk factor
due to the force exerted on the spleen caused by
gravity and traction during colonoscopy®. Other
known risk factors for spleen injury include
polypectomy, female gender, technically difficult
colonoscopy, multiple previous colonoscopies,
anticoagulation, splenomegaly, prior surgery and
adhesions’. Avoiding excessive maneuvers may
help the high-risk patients avoiding this fatal
complication.

Computed tomography of the abdomen with
intravenous contrast is the most sensitive and
specific imaging modality for evaluating splenic
injury. It can demonstrate splenic laceration and
active extravasation and can also identify
hemoperitoneum. These radiologic findings may
help to decide which patients will need conservative
treatment or operative management'’.

Our patient had a history of prior surgery
and a proposed risk factor, underwent technically
difficult colonoscopy (external pressure and
position change), and presented with acute anemia
and abdominal pain without Kehr sign 20 hours
after colonoscopy. Bowel perforation and bleeding
were excluded by abdominal CT and digital
examination. Splenic rupture after colonoscopy
with hemoperitoneum was diagnosed in our patient
by image and paracentesis.

The management of splenic rupture after
colonoscopy can be conservative or surgical inter-
vention depending on the patient's hemodynamic
status and the degree of splenic injury. The
conservative treatment includes bed rest, intrav-
enous fluids, blood transfusion, and close
hemodynamic monitoring’; however, about 70% of
patients eventually require splenectomy’. The

predictors of failed conservative treatment include

hemodynamic instability, underlying splenic
disease, a grade III traumatized spleen by CT, old
age and hemoperitoneum, according to Janes™".
Our patient was elderly and presented with
hemoperitoneum, but he was hemodynamically
stable without active extravasation. We treated our
patient with conservative management successfully.
The hemodynamic status of the patient may be
crucial to the management of splenic rupture after

colonoscopy.

Conclusion

The diagnosis of splenic rupture after
colonoscopy required a high index of suspicion and
the awareness of this uncommon complication of
colonoscopy. This complication after colonoscopy
is rare but fatal and should be suspected in any
patient with persistent abdominal pain and who is
hemodynamically unstable after bowel perforation
and bleeding have been excluded. Abdominal CT is
the best image modality to evaluate splenic injury
and can help to make an auxiliary decision about
management. Splenic rupture can be managed
by conservative or surgical intervention, and the
patient's hemodynamic status is a good predictor
of failed conservative management. The awareness
splenic rupture after colonoscopy is principal to
early recognition and appropriate management of

this potentially fatal complication.
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