
POSTGRAD. MED. J. (I962), 38, 123

Case Report

SPONTANEOUS SUBCAPSULAR SPLENIC HAEMATOMA
IN ACUTE MALARIA
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SPONTANEOUS subcapsular splenic hematoma occur-
ring during an attack of acute malaria is not
described as a clinical entity in standard textbooks
of tropical medicine. Andrew (1945) suggested
that it occurred in one in 6oo cases of naturally
acquired malaria. Read and others (1946) described
a similar condition in five of 300 cases of therapeutic
malaria. The following case is presented, as it is
felt that this complication of acute malaria
should be better known.

Case Report
Trooper E., aged 29 years, was admitted to the

British Military Hospital, Tripoli, on November i8,
1959, with a history of intermittent fever, headache,
muscle pains and malaise for five weeks. The tip of
the spleen was palpable. Plasmodium vivax was found
in blood smears. This was his first proven attack of
malaria, although he probably contracted malaria while
serving in Malaya from 1956-58. He maintained he
took paludrine regularly during that time.

Thirty-six hours after starting anti-malarial treatment
he developed acute pain in the left hypcchondrium
while lying in bed. On examination there was tendemess
in the left hypochondrium with guarding. The pain
gradually subsided and within a week he had no com-
plaints. It was then possible to feel a mass under the left
costal margin. The mass had a rounded edge, no notch
and was larger than the spleen felt on admission. It was
tender and moved on respiration. It was considered to
be either a peri-splenic or a subcapsular hematoma. The
course of antimalarial treatment given was chloroquine
diphosphate (base) goo mg. on the first day, 300 mg.
daily for three days and then primaquine diphosphate
(base) IS mg. daily for two weeks. His response to this
treatment was satisfactory.
Four weeks later, while stooping, he developed severe

pain in the left hypochondrium. It passed off after
resting but returned about one hour later and became
progressively worse, spreading across the upper ab-
domen. He also complained of pain in the left shoulder.
On examination his temperature was xoo.60F., pulse

8o and blood pressure 140/90. He had guarding and
rebound tenderness in the left hypochondrium. He
had no shifting dullness and the bowel sounds were
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normal. He was kept under close observation; after
three hours the pulse had risen to 95 and the abdominal
signs had spread across the whole of the upper abdomen.
A provisional diagnosis of ruptured spleen was made,
and it was decided to operate.

Operation. Under general anesthesia the abdomen
was opened through a left paramedian incision. The
left hypochondrium was occupied by a large mass which
was adherent to the anterior abdominal wall, left lobe of
the liver, omentum, under-surface of the diaphragm
and the left lateral abdominal wall. The mass was
mobilized and found to be a spleen surrounded by a
large subcapsular hamatoma. There was no free blood
in the peritoneal cavity. Splenectomy was carried out.
The region of the tail of the pancreas was drained
through a stab wound in the left flank. The patient was
given two pints of blood, the first being commenced
during the operation. He made an uneventful recovery.
After his recovery he volunteered that he was free of a
dull ache in the left hypochondrium for the first time
since the initial episode of pain.

The specimen (Fig. I) measured overall i6 cm. long
by I2-I3i cm. wide, and weighed 485 g. The capsule
was thickened and was lifted away from the splenic
pulp, except at the hilum, by a hematoma which was
1.3-2 cm. thick. The spleen itself was not much en-
larged, being 12.7 cm. long by 3.8 cm. maximum thick-
ness from hilum to peritoneal surface. Histology showed
the capsule to be infiltrated by chronic inflammatory
cells. There was a marked reactive hyperplasia in the
Malpighian follicles, and extreme proliferation of the
sinusoidal and pulp reticulum cells, some of which
contained pigment. There was a chronic inflammatory
cellular infiltration with eosinophils.

Discussion
The pathology of the spleen in acute malaria is

well described by Lubitz (I949). In a review of 64
cases he concluded that ' subcapsular splenic
hwmorrhages in acute malaria are thus a common
occurrence in the pathologic state of the spleen in
acute malaria '.
Andrew (I945) reported io cases of severe left

upper quadrant pain related to an acute attack of
malaria. He postulated on clinical grounds that the
pain in these cases was due to subcapsular splenic
hrematoma. Half of these cases were suffering from
a primary attack of malaria and three others had
had only one previous attack. His excellent descrip-
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FIG. I.-Specimen cut across to show splenic pulp;
subcapsular hmmatoma and thickened capsule.

tion of this syndrome is given in full: 'The syn-
drome is characterized by the dramatically sudden
-onset of severe pain in the left upper quadrant of the
abdomen, made worse by breathing, and often
-referred to the tip of the left shoulder. Tenderness
is present in the left hypochondrium. There may
be rigidity of the upper part of the abdomen, and
-the pain, which is constant, lasts for a few days or
even many weeks. This occurrence is usually closely
related to an overt attack of vivax malaria, coming
on soon after the onset of fever, but in some cases
days, or even many weeks later. It is entirely un-
related to trauma. More than one attack may occur
and' complications may develop at the base of the
left lung'. None of his cases was submitted to
operation. One case was followed up five months
later. He complained of some aching in the left
hypochondrium after severe exercise. The spleen
was still enlarged and tender.
Read and others (1946), in a review of 300 cases

-of neuro-syphilis treated with malaria, encountered
five cases of spontaneous onset of severe, lancinating
pain in the left hypochondrium, which began
suddenly and required the patient to lie rigidly in
"bed. The respiratory movements were limited by
pain. The spleen enlarged from two to four fingers
'below the costal margin in all cases. In one case the
'hwmoglobin fell to 42% (6.5 g.) and in another. the

blood pressure fell to 80/40 mm.. Hg for 24houts.
None of the patients required surgery and no follow^
up is mentioned.

In our case the initial attack of pain which
occurred during the treatment of the febrile illness
corresponds to the description given by Andrew
(1945). The second attack four weeks Iater was
more severe and progression of the abdominal signs
with; a rising .pulse rate led to the decision to
operate. The operative findings in our patient
appear to confirm Andrew's hypothesis that the
cause of pain in his cases was due to a subcapsular
hematoma.
A case reported by Lubitz (I949) is of interest.

The patient presented with abdominal pain during
an attack of malaria. The pain persisted and a
splenectomy was performed, as it was thought the
spleen might have ruptured. Examination of the
spleen revealed a subcapsular haematoma only 5 mm.
in diameter. It would seem from this case that even
a very small subcapsular bleed can cause significant
abdominal symptoms and signs.

Rapid progression of intra-splenic bleeding may
give rise to the better recognized condition of
spontaneous splenic rupture (Covell, '955). This
usually presents during the acute phase of malaria
with severe abdominal pain and evidence of intra-
peritoneal bleeding. Sometimes, however, the col-
lapse may present without abdominal symptoms
or signs (De Sarum and Townsend, 1943; Covell,
1955).

Summary
(i) A case of spontaneous subcapsular hematoma

of the spleen, related to an acute attack of malaria, is
described.

(2) Attention is drawn to a syndrome, described
by Andrew (I945), of spontaneous, severe abdominal
pain related to the acute phase of malaria.

(3) Operative findings in the case presented
would appear to confirm Andrew's hypothesis that
the cause of this syndrome is a subcapsular hmma-
toma of the spleen.
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