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i\ on-traumatic or spontaneous rupture ot 

the spleen is not rare in this country where 

pathological condition of the organ is so 

frequent. 
The diseases of the spleen that predispose to its 

rupture are :? 

1. Diseases of the spleen proper, e.g. infarction* 
tortion of the pedicle, tuberculosis of the spleen, 
hydatid cyst, abscess, etc. 
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"2- Systemic illnesses that cause enlargement of the 
spleen : 

(?) Tropical diseases, e.g. malaria, kala-azar. 
(?>) Infectious diseases, e.g. typhoid fever, influenza, 
(c) Toxaemia and pysemic conditions, e.g. cellulitis, 

carbuncle. 
In the above pathological conditions the changes in 

the spleen are :? 
1- Replacement of the supporting framework ot 

unstriated muscular tissue and elastic connective tissue 
by fibrous tissue and rigidity of the walls of the blood 
vessels. 

2. Congestion of the pulp giving rise to increased 
tension under the capsule and softening of the texture. 

A non-traumatic rupture is usually the com- 
bined result of the pathological changes. First 

Sl,b-capsular hematoma results; later on the 

Weakened capsule also yields leading to escape 
?f blood into the peritoneal cavity. Cases are 

ttiet with where laparotomy for acute pain in 
the abdomen revealed sub-capsular hsematoma 
and not actual rupture. 

Clinical features of non-traumatic rupture 
resemble those of perforation of a hollow 
viscus. 
A more or less normal individual suddenly 

c?mplains of pain in the abdomen which is also 
referred to the tip of the left shoulder (Kehr's 
Slgn) with collapse, vomiting and intestinal 
Paresis. There is, in addition, abdominal rigi- 
-hty, tenderness and shifting dullness in the 

j'anks. But this dullness may not shift in the 
side from the presence of clotted blood in 

that region (Ballance's sign). Soft friction 

founds may in some cases be audible in the 
eft hypochondriac region (Yillibo's sign). 
The following case was recently seen :? 

-r, T., 30 years, was admitted into the Burdwan 
raser Hospital on 9th June, 1944, at 11 p.m. for pain 
n,the abdomen, nausea, and constipation since 9 a.m. 
/he patient, an inhabitant of Rawalpindi district, 

\ as employed at Panagarh in the district of Burdwan 

qn "ighly malarious place where the spleen index is 
l Per cent) for a little over two months. He said 

j about 2 weeks after his arrival at Panagarh he 

\v 
^ever with rigor for about a week for which he 

^ treated by his medical officer. 

yn the morning of 9th June, 1944, his bowels did 

^ 
t move satisfactorily and at about 9 a.m. when he 

si V reac*mg his holy book in a sitting posture^ he felt 

Ij/ and a severe pain in the left iliac region. He 

^self walked to his medical officer who gave him a 

in 
8 

magnesium sulphate, but his pain gradually 
a 

,reased involving the whole of the lower abdomen 

en 
Was referred to his left shoulder. A soap and water 

ema was also given with no result. 

Vol 
?nditi?n on admission.?Pulse 80 per minute, 

I 
',rne and tension?fair; respiration?24 per minute; 

^Perature?98.4?F.; tongue?clean and moist. 

jej, .e patient was in great distress and pointed to his 
-ju fossa and shoulder as the most painful areas. 

M.itf abdomen was moderately distended. Mobility 

hirnK IesPira.ti?n was restricted in the umbilical, left 

rrni i' hypochondriac and hypogastric regions; 
reef Suard ++ in the left lumbar and in the iliac 

of +i?S' Tenderness + + + over 2 inches to the left 

ties. umbilicus. Shifting dullness ++? Liver dull- 

duc rjUtl?bhterated. Two repeated high enemas pro- 

'n no result. A pre-operative diagnosis ot 

Wnci!01la^ve peritonitis' was made. The stomach was 

^jhed out. 

Ration.?Under chloroform-ether anaesthesia, the 
omen was opened with a medial sub-umbilical 

incision. Dark red blood welled out from the openin", 
Exploration revealed the presence of blood clots in the 
left hypochondriac region. A diagnosis of rupture of 
the spleen was therefore made, and the incision was 
enlarged up to the ensiform cartilage. As this did not 
give adequate exposure, the left rectus was divided 
across about an inch above the umbilicus. The spleen 
was delivered. The rupture was found on its visceral 
surface; its pedicle was tied with interlocked stitches 
in compartment from the posterior aspect. The organ 
was removed, the abdomen was emptied of blood as 

far as possible and the wall was closed in layers. 
The removed spleen showed a ragged rupture 

2\ inches on its renal surface at the level with the 
lower part of hilum. It was 5i inches long and 

weighed over 9 ounces. 

The patient's blood was examined after the opera- 

tion, which showed nb malaria parasite. After a 

stormy convalescence and delayed wound suppuration, 
the patient was discharged cured on 29th July, 1944. 

In this case, there was absolutely no history 
of trauma. The patient developed symptoms 
when he was practically at rest. The case is 

thus an example of true non-traumatic or 

spontaneous rupture of the spleen. The fever 

with rigor, a few weeks prior to the rupture, 
was probably malarial. The spleen was en- 
larged and therefore pathological. 

I am thankful to Captain J. P. Dutt, Superintendent, 
Burdwan Fraser Hospital, for kindly permitting me to 
report this case. 


