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Abstract

Colonoscopies are generally considered a safe procedure with an overall complication rate of 0.5%. Splenic
injuries, including laceration, subcapsular hematoma, and rupture, have been thought to be underreported
in the currently available literature. The etiology of splenic injury remains unknown, although excessive
splenocolic ligament stretching and traction of adhesions have been hypothesized to play a role in its
development. Even though conservative, percutaneous, and surgical strategies have been described in the
literature, these strategies have been associated with higher mortality, and there is no consensus on the
optimal approach to management. We present the case of a patient who sustained a splenic injury after a
colonoscopy and was successfully managed with conservative measures.
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Introduction

Colonoscopies have become a routine medical procedure, recommended for most adults over 45 years old in
the United States [1]. Splenic laceration [2], subcapsular hematoma [3], and complete splenic rupture [4],
while uncommon [5], have been reported in the literature and associated with high morbidity [6]. The most
commonly reported symptom for patients experiencing these complications is abdominal pain which may be
non-specific and not contained to the left upper quadrant. Despite the various types of splenic injury, there
is no specific consensus on the optimal approach toward the management of this complication. We present
the case of a patient who had a splenic injury after a colonoscopy and was successfully managed
conservatively.

Case Presentation

A 79-year-old female with a history of cholecystitis requiring laparoscopic cholecystectomy, long-standing
gastroesophageal reflux disease, hypertension, and hypothyroidism was evaluated at her
gastroenterologist’s office for a routine upper endoscopy and colonoscopy. While in the recovery room,
around 30 minutes following the procedure, she complained of diffuse abdominal discomfort. Her symptoms
were initially suspected to be secondary to excessive air remaining in the digestive tract; therefore,
intraluminal air decompression introducing the scope up to the hepatic flexure was performed. Following the
second procedure, the patient developed worsening diffuse abdominal pain for which she was immediately
instructed to report to our emergency department (ED) for further evaluation.

In the ED, the patient was found to be tachycardic and tachypneic. She reported sharp abdominal pain in the
periumbilical area radiating to her epigastrium and left upper quadrant, which worsened upon taking a deep
breath and improved when lying still. Her symptoms were associated with chills and nausea without emesis.
Moderate abdominal tenderness to superficial and deep palpation, primarily in her left upper quadrant, was
noted on the physical exam without guarding or the presence of peritoneal signs. Laboratory studies showed
a hemoglobin of 12 g/dL. A computerized tomography (CT scan) of the abdomen with intravenous and oral
contrast revealed moderate ascites and complex components at the left paracolic gutter and margins of the
spleen suggestive of hemoperitoneum (Figure 7). A small hiatal hernia, an intrahepatic biliary duct with
common bile duct dilation measuring 1.9 cm, and a 1.5 cm cystic lesion at the pancreatic body were also
noted. Due to the presence of significant abdominal pain, and the previously mentioned imaging findings,
general surgery, and gastroenterology services were consulted, and the patient was admitted to the hospital.
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FIGURE 1: Computerized tomography (CT scan) of the abdomen and
pelvis

CT scan of the abdomen and pelvis showed moderate ascites and complex components at the left paracolic gutter
and margins of the spleen suggestive of hemoperitoneum. A small hiatal hernia, an intrahepatic biliary duct with
common bile duct dilation measuring 1.9 cm, and a 1.5 cm cystic lesion at the pancreatic body were also noted.

Given the lack of peritoneal signs, the decision was made to manage conservatively with nil per oral (NPO),
intravenous fluids, pain control, and serial hemoglobin and hematocrit (H&H) measurements. During her
hospital stay, her hemoglobin slowly declined to 10.0 g/dL, but she did not require any blood transfusions.
Ultimately, the patient had a gradual resolution of her symptoms, and the patient was able to tolerate diet,
following which she was discharged after four days and recommended to follow up with her
gastroenterologist and primary care physician as an outpatient. On follow-up six months after this
intervention, the patient remained asymptomatic and did not require any further hospitalizations.

Discussion

Colonoscopies are generally considered a safe procedure with an overall complication rate of 0.5%, including
bowel perforation, bleeding, and less commonly, splenic injury [5]. Splenic injuries, including laceration,
subcapsular hematoma, and rupture, have a reported incidence rate of 0.0045% but have been thought to be
underreported in the literature [6,7]. Risk factors such as female sex, older age, multiple abdominal surgical
procedures, comorbidities, anticoagulation, less experienced endoscopists, and polypectomy have been
associated with this complication [8,9]. Although excessive splenocolic ligament stretching and traction of
adhesions have been hypothesized to play a role in the pathogenesis, the exact mechanism remains to be
elucidated. It has been associated with higher mortality and ICU length of stay [10].

A splenic injury commonly presents with abdominal pain radiating to the left shoulder within 24 hours of the
procedure, even though it has been reported up to 10 days after. Other signs and symptoms can include
abdominal distention, peritonitis, and hemodynamic instability [11,12]. Diagnostic modalities for suspected
splenic injuries can range from a focused assessment with sonography (FAST) to the gold standard of
computerized tomography of the abdomen and pelvis with intravenous contrast, which can grade the lesion.

Conservative [13], percutaneous [14], and surgical strategies have been described in the literature [15].
Patients who are hemodynamically stable are generally managed conservatively with parenteral fluids, pain
control, and serial monitoring of H&Hs, as in our case. However, more invasive strategies such as arterial
embolization or splenectomy are required for unstable patients. Subsequently, patients who undergo
splenectomy should be vaccinated against encapsulated organisms.

Finally, colonoscopy is generally regarded as a safe procedure with a low risk of complications. Given the
recently updated guidelines [1,16] for screening colonoscopies in the United States, it is important to
increase awareness of this complication in order to provide the best possible care for our patients.

Conclusions

Splenic injury is a rare and potentially underreported and underdiagnosed complication of colonoscopy that
could have severe consequences; therefore should be considered in any patient who develops abdominal
pain after a colonoscopy. Patients with multiple risk factors should be placed in the left lateral position to
facilitate the colonoscope insertion and prevent this complication. Early suspicion of a splenic injury can
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lead to more prompt recognition of this complication and expeditious utilization of interventions to
improve morbidity and mortality in these patients. We consider the decision of conservative versus invasive
management could rely on the clinical presentation of the patient, including the presence or lack of
peritoneal signs, blood pressure, hemoglobin levels, evidence of vascular injury in imaging, and grade of the
splenic injury per the American Association for the Surgery of Trauma-Organ Injury Scale (AAST-OIS), but
larger studies are needed. Evaluation by a multidisciplinary team, including a gastroenterologist, an
internist, and a general surgeon, is the cornerstone of comprehensive care.
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