Spontaneous splenic rupture in polyarteritis nodosa
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A 28 year old man presented with haematuria and renal failure. Renal arteriography
Summary:
revealed bleeding into the pelvis of a solitary right kidney from a hilar artery. Multiple aneurysms were
noted in the splenic artery. The spleen subsequently ruptured spontaneously and was removed at
laparotomy together with the right kidney. Histological examination of the spleen and kidney revealed an
acute necrotizing vasculitis involving medium-sized and smaller arteries confirming a diagnosis of
polyarteritis nodosa. An area of infarction involved a subcapsular area of the spleen. Spontaneous splenic
rupture is a rare but important complication of systemic vasculitides.

Introduction

Splenic rupture has been reported as a rare complication of systemic vasculitides. We report a case in a
patient with histologically confirmed polyarteritis
nodosa involving predominantly the spleen and a
solitary kidney.

ing angiography he developed severe abdominal pain
and was found to be hypotensive with an abdominal
fluid thrill. At laparotomy haemoperitoneum secondary to a ruptured spleen was found. The right kidney
was enlarged and haemorrhagic with a tense cystic
swelling in the upper pole. The lower pole was

Case report
A 28 year old man developed right loin 'pain and
haematuria. He gave a history of malaise, anorexia,
weight loss and muscle aches over the previous 3
months. On admission to hospital blood pressure was
100/50 mmHg and pulse 70/minute. The right kidney
was tender and enlarged and he was passing fresh
blood with clots per urethra. Haemoglobin was 10.2 g/
dl, white cell count 14.8 x 109/1, platelet count
345 x 109/1 and erythrocyte sedimentation rate
83 mm/h. Blood urea was 23.1 mmol/l and creatinine
795 ymol/l. Following admission haematuria persisted
with further deterioration in his renal function and he
required resuscitation with blood transfusion and
haemodialysis. Abdominal computed tomographic
scan revealed an absent left kidney and an enlarged
right kidney with a mass in the upper pole. Aortogram
and selective renal angiograms showed ajet of contrast
passing directly from a hilar artery to the renal pelvis,
and stretching and irregularity of intra-renal vessels
with poor forward flow (Figure 1). There were no
convincing renal artery aneurysms but multiple
aneurysms were present in the splenic artery. FollowCorrespondence: J.R. Bradley, B.Med.Sci., M.R.C.P.
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hilar artery into the renal pelvis, and (2) the multiple
splenic artery aneurysms.
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infarcted. The spleen and kidney were both removed.
Examination of the spleen revealed a triangular area
of infarction of approximately 5 cm in diameter extending from subcapsule to the hilum. Histology revealed
evidence of an acute fibrinoid vasculitis with destruction of the elastic lamina and media in the blood
vessels near and in the infarcted area. The kidney had
areas of recent infarction with extensive haemorrhage.
An acute necrotizing vasculitis involved both mediumsized and smaller arteries within the renal parenchyma, and a branch of the renal artery in the hilum
showed focal total necrosis of the wall together with a
surrounding haematoma filling the pelvis. The histological appearances were diagnostic of polyarteritis
nodosa.
Post-operatively he was maintained on haemodialysis and started on prednisolone 60 mg/day. He made
a good recovery and has remained well over the last
year on haemodialysis and a reducing dose of steroids.
Discussion

Acute abdominal complications of polyarteritis
nodosa have been described previously (Zizic et al.,
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1982), the most common syndrome requiring
laparotomy being mesenteric arteritis with infarcted
bowel and peritonitis. Spontaneous splenic rupture
has been reported as a rare complication of systemic
lupus erythematosus (Krauser, 1976), in one case in
which evidence of an acute immunological reaction
was found on histological examination of the spleen
but a firm diagnosis was not established (Huttunen et
al., 1975) and in one other case of histologically
confirmed polyarteritis nodosa (Fallingborg et al.,
1985). The mechanism involved is unclear. In the case
described previously rupture of a microaneurysm
within the spleen was felt to have been the precipitating event. In the case we have described splenic rupture
seems to have been the result of a vasculitis with
infarction of a subcapsular area of the spleen. Although splenic rupture occurred following angiography
it was felt unlikely that this could have been contributory. The procedure was limited to a free flush
aortogram and selective right renal angiogram and the
patient was haemodynamically stable throughout.
Splenic rupture should be considered in patients with
polyarteritis nodosa presenting with an acute
abdomen.
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