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Introduction
Infectious mononucleosis, widely termed 
glandular fever, is usually a self-limiting 
disease caused by the Epstein–Barr virus. 
Splenomegaly appears in 50–60% of cases, 
peaking in the second week of infection. 
Despite this, atraumatic splenic rupture is 
a rare complication with an occurrence 
that ranges between 0.1 and 0.5% of 
Epstein–Barr infections (Rutkow, 1978). 
This article describes the case of a young 
and previously fit male, who experienced 
spontaneous rupture of the spleen follow-
ing a flu-like illness, later proven to be 
infectious mononucleosis.

Discussion
A review of 613 cases of splenic rupture 
in patients without risk factors or pre-
viously diagnosed diseases reported the 
commonest association was with infec-
tions, followed by haematological disor-
ders and non-haematological malignancies 
(Aubrey-Bassler and Sowers, 2012). A 
wide range of infections, including bacte-
rial, protozoal, rickettsial and viral, have 
been described as responsible for causing 
atraumatic splenic rupture (Debnath and 
Valerio, 2002). Viral infections include 
mumps (Massad et al, 1988), cytome-
galovirus (Rogues et al, 1994) and rubella 
(Nishida et al, 1995), although the com-
monest cause of spontaneous rupture in 
the western world is reported to be infec-
tious mononucleosis (Asgari and Begos, 
1997). In the tropics, malaria is a common 
cause of pathological splenic rupture and 
may occur in up to 2% of cases. 

Although a rare complication, splenic 
rupture is an important diagnosis to 
exclude in patients who present with 
abdominal pain and a history of viral 
illness. A clinical sign described in associa-
tion with splenic rupture, although absent 
in this case, is left shoulder tip discomfort 
(Kehr’s sign) related to irritation of the 
diaphragm from haematoperitoneum.

Both ultrasound and computed tomo-
graphy scans are appropriate imaging meth-
ods, the latter having a 95% sensitivity and 
specificity for detecting splenic rupture.

In cases of haemodynamic instability, 
splenectomy is the treatment of choice. 
Stable patients with parenchymal spleen 
disruption can be managed conservatively, 
without surgery. However, a conservative 
management plan requires a definitive diag-
nosis, usually involving computed tomo-
graphic imaging with close clinical moni-
toring and minimal transfusions. BJHM
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Case Report
A 27-year-old man was admitted to the hospital following a 2-week history of non-specific flu-like 
symptoms and muscle pains. While at work he experienced a presyncopal episode and developed vague 
abdominal pain. On admission to the hospital, he was tachycardic and hypotensive with a blood pressure 
of 80/50 mmHg. His abdomen was distended with non-specific generalized tenderness. Blood tests were 
initially unremarkable, save for a low haemoglobin level of 10.1 g/dl and mildly elevated level of alanine 
aminotransferase at 90 U/litre (normal range 1–45 U/litre). The remaining liver function tests, including 
one indicating a gamma glutaryl transferase level of 36 U/litre, detected normal levels. Blood urea level was 
normal at 3.8 mmol/litre but the D-dimer level was elevated at 496 ug/litre (normal range is 0–275 ug/
litre). There was no history of gastrointestinal tract bleeding or of trauma in the antecedent period.

Despite aggressive fluid resuscitation, his blood pressure failed to improve. His abdomen became 
increasingly distended and peritonitic. Blood tests repeated 1 hour after admission demonstrated a drop in 
haemoglobin to 5 g/dl.

He was then referred for an emergency laparotomy. The procedure revealed that his abdomen contained 
more than 4 litres of fresh blood, and splenic rupture was identified. He underwent splenectomy and 
recovered well.

An antibody screen demonstrated positive immunoglobulin M antibodies to Epstein–Barr viral capsid 
antigen, highly suggestive of current infection with Epstein–Barr virus and the cause of infectious 
mononucleosis (‘glandular fever’).
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Learning Points
n	 Splenic rupture in Epstein–Barr viral 

infection is relatively unusual.

n	 An appreciation of splenic rupture and 
rapid recognition is essential to avoid 
potential haemodynamic collapse.

n	 Two recognized major complications of 
infectious mononucleosis are splenic 
rupture and secondary pneumonia.

n	 Owing to the risk of splenic rupture, 
patients with an Epstein–Barr viral 
infection are advised to abstain from 
contact sports for 8 weeks after infection.


