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Abdominal trauma is one of the commonest causes of mortal-
ity and morbidity during the fi rst four decades of life and third 
commonest cause of death overall.1 Splenic injury was more 
commonly seen amongst males then in females.2 Th e fi rst 
splenectomy for a disease process was performed in 1549 by 
Adriano Zacariolla and that for trauma by Nicholas Mathlas 
in 1678.3 Spleen is a highly friable and vascular organ having
immunological and haematological functions.4 Th is lymphat-
ic organ located under the left  rib cage is highly susceptible 
to injury especially blunt trauma, by virtue of its position and 
consistency. Road traffi  c accident are the commonist cause of  
blunt abdominal trauma.5

Blunt splenic trauma occurs when a signifi cant impact to the 
spleen from some outside source (i.e. automobile accident) 
damages or ruptures the spleen. Treatment varies depending 
on severity, but oft en consists of embolectomy or splenec-
tomy. 

Blunt splenic trauma most oft en occurs in automobile acci-
dent victims, in which it is a leading cause of internal bleeding. 
However, any type of major impact directed to the spleen may 
cause splenic trauma. Th is can happen in bicycling accidents, 
when the handlebar is forced into the left  subcostal margin, 
and into the spleen. Th e degree of injury ranges from subcap-
sular hematoma, to splenic rupture.

Th e primary concern in any splenic trauma is internal hemor-
rhage, though the exact amount of hemorrhage may be small 
or large, depending on the nature and degree of injury. Small 
or minor injuries oft en heal spontaneously, especially in chil-
dren. Larger injuries hemorrhage extensively, oft en causing 
hemorrhagic shock. 

Th e primary symptom, hemorrhage, presents diff erently de-
pending on the degree of injury, with the symptoms of ma-
jor hemorrhage, shock, abdominal pain, and distention being 
clinically obvious. Minor hemorrhage oft en presents as upper 

left  quadrant pain. Patients with unexplained left  upper quad-
rant pain, particularly if there is evidence of hypovolemia or 
shock, are generally inquired regarding any recent trauma. 
Diagnosis is confi rmed with CT, or bedside ultrasound for 
less stable patients.6 A set of CT scan grading criteria was cre-
ated to identify the need for intervention (surgery or emboli-
zation) in patients with splenic injury.7 

Th e criteria were established using 20 CT scans from a da-
tabase of hemodynamically stable patients with blunt splenic 
injury. Th ese criteria were then validated in 56 consecutive 
patients retrospectively and appear to reliably predict the 
need for invasive management in patients with blunt injury 
to the spleen (sensitivity of 100%, specifi city 88%, overall ac-
curacy was 93%).7

Grade I - III injury of spleen can be managed conservatively. 
Grade IV and V usually requires surgical intervention. To 
managed Grade I - III injury on conserative line, we have to 
keep an eye on this patient constantly by managing these pa-
tient in intensive care unit. If further detoriation in clinical 
signs occur like tachycardia or severe hypotension, the patient 
may require laparotmy and spleenectomy.

Th ree CT fi ndings correlate with the need for intervention.
Devascularization or laceration involving 50% or more of the 
splenic parenchyma. Contrast blush greater than one centi-
meter in diameter (from active extravasation of IV contrast or 
pseudoaneurysm formation. 

A large hemoperitoneum, treatment has traditionally been 
splenectomy. However, splenectomy is avoided if possible, 
particularly in children, to avoid the resulting permanent 
susceptibility to bacterial infections. Most small, and some 
moderate-sized lacerations in stable patients (particularly 
children) are managed with hospital observation and some-
times transfusion rather than surgery.
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Embolization, blocking off  of the hemorrhaging 
vessels, is a newer and less invasive treatment. 
When surgery is needed, the spleen can be sur-
gically repaired in a few cases, but splenectomy 
is still the primary surgical treatment, and has 
the highest success rate of all treatments.

Dr. Saleem Khan
Editor
Pakistan Journal of Surgery

References: 
1. Ahmad I. Abdominal trauma. A prospective study. Pak J Surg 

1992; 8: 37-42.

2. Memon AA, Ansari AG, Memon AQ. Indications for splenec-
tomy and changing concepts. J Surg Pak 2000; 5: 7-9.

3. Javed NQ, Zahid AQ, Parkash A, Abdul SM. Gunshot perfora-
tion of gut and associated injuries. JSurg Pak 2001; 6: 21-3.

4. Muft i TS, Akbar I, Ahmed S. Experience with splenic trauma in 
Ayub Teaching Hospital, Abbott abad. J Ayub Med Coll Pak 
2007; 19(3): 3-5.

5. Arikan S, Yucel AF, Adas G, Culcu D, Gulen M, Arinc O. Splen-
ic trauma and treatment. Haseki educational and research 
hospital surgical department survey of the feasibility of sur-
gery for splenic trauma. Ulus Trauma Derg 2001; 7: 250-3.

6. Beers, Mark; Porter, Robert; Jones, Th omas (2006). “11”. Th e 
Merck Manual of Diagnosis and Th erapy (18th ed.). New 
Jersey: Merck Research Laboratories. ISBN 0-911910-18-2. 

7. Th ompson BE, Th ompson BT, Munera F et al. (2006). “Novel 
computed tomography scan scoring system predicts the need 
for intervention aft er splenic injury”. Th e Journal of trauma 
60 (5): 1083–6. doi:10.1097/01.ta.0000218251.67141.ef. 
PMID 16688074.


