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must be taken with the latter technique to avoid
radioisotope accumulation in the bladder urine
that can obscure visualization of the pubic bone.
CT and MRI scans have been used for the

differential diagnosis of a variety of lesions of the
pubis symphysis such as fractures, osteolysis,
osteomyelitis and dislocations. Vogelzang et al."
described a case of tuberculous osteomyelitis ofthe
pubis in which CT scan showed irregular destruc-

tion and erosion ofthe pubic bone with a soft tissue
mass. Plain X-ray had earlier failed to demonstrate
the lesion. Manzaneque et al.'2 also described the
use of CT scan to diagnose tuberculous osteo-
myelitis of the pubic symphysis. Turner et al.'3
found MRI to be particularly useful in the
differential diagnosis of pain in the pubic sym-
physis in a patient with chloroma.
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Spontaneous rupture of the spleen in association with
idiopathic thrombocytopaenic purpura
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Summary: Spontaneous rupture of the spleen is rare and has not been previously reported in
association with idiopathic thrombocytopaenic purpura. Its rarity makes familiarity with its presentation
difficult and may result in a potentially fatal delay in diagnosis and treatment.

Introduction

Rupture of a histologically normal spleen usually
occurs as a result of indirect trauma or iatrogenic
injury. Rarely, in association with well-docu-
mented pathological changes, the spleen may

spontaneously rupture. Spontaneous rupture of a
histologically normal spleen is exceedingly rare and
its association with idiopathic thrombocytopaenic
purpura has not been previously reported.

Case report

A 24 year old male with congenital aortic valve
disease and idiopathic thrombocytopaenic purpura
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had agreed to be a subject for the clinical section of
the Royal College of Physicians Membership
examination.
He had asymptomatic mixed aortic valve with

predominant stenosis, and during previous inves-
tigation he had been found to have persistent
thrombocytopaenia (70-84 x 109/1) with increased
megakaryoctyes on bone marrow, and a negative
antinuclear factor. There was no clinical or ultra-
sonographic evidence of hepatosplenomegaly.
During the examination, following abdominal

palpation by four candidates, the patient com-
plained of sudden onset light headedness with
epigastric and left shoulder pain. On examination
he was pale with a pulse of 80 beats/minute, a
blood pressure of 80/40 mmHg and good peri-
pheral perfusion. A previously documented mild
systolic and diastolic murmur was noted. Examina-
tion of the abdomen revealed epigastric tenderness
only with scanty bowel sounds. Investigation
revealed a haemoglobin of 12.2 g/l, white cell count
of 11.2 x 106/l and a platelet count of 6.7 x 109/1.
Urea and electrolyte and serum amylase estimation
was normal. Chest and abdominal radiographs and
a 12-lead electrocardiogram were unremarkable. A
differential diagnosis of critical aortic stenosis,
possible aortic dissection or occult intra-abdom-
inal pathology was considered. The patient was
treated with intravenous fluids with a corres-
ponding improvement in systolic pressure to
100 mmHg. Within half an hour the patient had a
second hypotensive episode without tachycardia
but was noted to have a changing systolic murmur
with increasing abdominal distension. An emer-
gency echocardiogram was normal. Abdominal
paracentesis revealed a haemoperitoneum and the
patient was transferred to theatre for an emergency
laparotomy. Repeat preoperative haemoglobin
estimation had fallen to 5.2 g/l. At laparotomy
2.5 dm3 of fresh blood and clot was evacuated from
the peritoneal cavity. The spleen was slightly
enlarged with a cortical rupture which had burst
through the splenic capsule. There was no evidence
of adhesions. An emergency splenectomy was
performed and the patient was given a pneumo-
coccal vaccine (Pneumovax R). Postoperative
recovery was uneventful and the patient was dis-
charged one week later on penicillin V 250 mg twice
daily with persistent thrombocytopaenia. Subse-
quent Paul Bunnell test and routine virology screen

was negative. Histological examination of the
spleen was unremarkable apart from mild red pulp
hypertrophy.

Discussion

Spontaneous rupture of the spleen is rare and is
almost always associated with underlying splenic
pathology. The most common association is with
infectious mononucleosis," 2 although it may also
be associated with portal hypertension and infec-
tive endocarditis.3'4 An association with idiopathic
thrombocytopaenia purpura has not been prev-
iously reported.

Spontaneous rupture of a histologically normal
spleen is an exceedingly rare phenomenon. It was
first described by Atkinson in 18745 and subse-
quently comprehensively reviewed by Orloff and
Peskin in 1958.6 The authors suggested four diag-
nostic criteria; no history oftrauma; no evidence of
pre-existing splenic disease; no perisplenic
adhesions suggestive of previous trauma and a
normal spleen on macroscopic and histological
examination. The aetiology of this condition re-
mains obscure. It may occur secondary to the
presence of intraperitoneal adhesions, even in the
absence ofpreceding abdominal trauma.>9 Several
other aetiology factors have been proposed: it is
possible that one area ofthe spleen alone is diseased
which becomes undetectable after rupture. In cer-
tain cases an abnormally mobile spleen may rup-
ture secondary to intermittent torsion. Splenic vein
spasm or congestion secondary to portal hyperten-
sion may also occur.'0-3 Rupture of a degenerative
or aneurysmal splenic artery produces a similar
clinical picture but at laparotomy the spleen should
be intact.

latrogenic splenic trauma is not an infrequent
occurrence and may have been contributory in this
case. It most commonly occurs during laparotomy,
but has also been reported in association with
cardiac massage'4 thoracocentesis'5"6 and colono-
scopy.'7 It is possible that repeated abdominal
examination may have contributed to the eventual
rupture of this macroscopically and histologically
normal spleen. Such a possibility highlights the
need for gentle palpation during all abdominal
examinations and emphasizes the edict ofprimum
non nocere.
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Spinal ganglioneuroblastoma - complete response to
chemotherapy alone
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Summary: Ganglioneuroblastoma in the spinal region is rare, the treatment of choice being surgical
excision. We present a 21 year old male who was diagnosed to have this condition in the dorsolumbar spinal
region. The tumour was extending intraspinally and was unresectable. Combination chemotherapy with
Adriamycin® (doxorubicin hydrochloride), vincristine, cyclophosphamide, etoposide, ifosfamide and
cisplatin resulted in histologically proven complete remission. No radiotherapy or curative resection was
done. The patient is alive without evidence of disease 24 months later. Never before has chemotherapy
been successfully used as the sole modality of treatment in this condition. Our report raises important
questions about the management of this rare condition, particularly in a situation of unresectability.

Introduction

Neuronal tumours of the central nervous system
(CNS) are rare. They are classified as ganglio-
glioma, ganglioneuroma, ganglioneuroblastoma
and neuroblastoma. These related tumours have a
common origin from primordial neural crest cells
and reflect different maturation patterns of a
common neoplasm. Neuroblastoma is the least
differentiated containing primitive neuroblasts,
ganglioneuroblastoma possesses both primitive
neuroblast and ganglion cells, while gang-
lioneuroma is a fully differentiated form containing
mature Schwann cells and ganglion cells.' The

treatment of choice for both cerebral and spinal
ganglion cell tumours is surgical excision.2'3
Radiotherapy is given for residual disease, recur-
rence or progression.' Although adjuvant chemo-
therapy has been used in ganglioneuroblastoma
with variable results4'5 there is no report of the use
ofchemotherapy as the sole modality of treatment.
We report a 21 year old man who achieved
complete remission following combination
chemotherapy.

Case report

A 21 year old man was referred to the medical
oncology department of this hospital in November
1990. He was earlier admitted to the orthopaedics
ward for backache, wasting and weakness of his
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