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Splenic complications are rare in cases of acute or chronic 
pancreatitis. Splenic complications associated with acute 
and chronic pancreatitis include splenic vein thrombosis, 
arterial pseudoaneurysms, splenic hematoma and splenic 
rupture. Splenic hematoma is a rare complication of acute 
or chronic pancreatitis when compared with traumatic origin 
of subcapsular hematoma. Local factors such as thrombosis 
of the splenic artery or veins, intrasplenic pseudocysts, 
perisplenic adhesions, enzymatic digestion and coagulation 
disorders may play a role in the pathogenesis of splenic 
hematoma. 

We report a case of a 17 years old boy who presented to 
Emergency Department with complain of severe pain 
abdomen, vomiting and weakness for two days. He 
complained of pain abdomen off and on for last one year 
and vomiting and weakness for last two month. He gave 
history of taking alcohol three to four times a week for last 
two years. On examination he was haemodynamically stable 
but was severely pale. On blood investigation serum amylase 
and lipase were significantly raised. His Hb was 5 gm%. 
CECT of abdomen revealed features of Pancreatitis and large 
subcapsular perisplenic haematoma [Table/Fig-1].  It also 
shows splenic vein thrombosis [Table/Fig-2]. He was managed 

with intravenous fluid, blood transfusions, prophylactic 
antibiotic and pain killers. Patient responded well to the 
conservative management. His blood parameters improved 
and perisplenic haematoma  showed gradual resolution on 
serial USG examination [Table/Fig-3]. Patient discharged in 
stable condition and is being followed up clinically and by 
serial USG examination. He is doing well after six months of 
follow-up. 

Splenic complications are rare in cases of acute or chronic 
pancreatitis [1]. Anatomically pancreatic tail is close to 
spleen. This position leads to involvement of spleen in 
cases of pancreatitis.  Splenic  complications  associated  
with  pancreatitis are splenic vein thrombosis, arterial 
pseudo aneurysms, splenic hematoma and splenic rupture. 
Such complications occur in 1–5% of pancreatitis [2]. The 
mechanisms leading to these complication are: (1) splenic 
vessel thrombosis and pseudo aneurysm formation; (2) 
dissection of a pancreatic pseudo cyst into the hilum of 
the spleen; or (3) extension of the inflammatory process 
from the tail of the pancreas into the hilum of the spleen. 
Splenic hematoma is a rare complication of acute or chronic 
pancreatitis. Thrombosis of the splenic artery or veins, 
intrasplenic pseudo cysts, perisplenic  adhesions, enzymatic 

[Table/Fig-1]: CECT showing subcapsular splenic haematoma. [Table/Fig-2]: CECT showing splenic vessel thrombosis.
[Table/Fig-3]: USG showing resolving splenic subcapsular haematoma. 
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digestion  and coagulation disorders  play a role in the 
pathogenesis of splenic hematoma. The splenic hematoma in 
our case was probably caused by the splenic vein thrombosis 
as demonstrated on abdominal CT Angiography. The 
hematoma that develops in this situation is contained within 
the splenic capsule. Because splenic involvement in patients 
with acute or chronic pancreatitis is uncommon, the diagnosis 
of subcapsular hematoma of the spleen needs the alertness 
of physicians and imaging studies. Patients with pancreatitis 
exhibiting a mass in the left upper quadrant, pain radiating 
to the left shoulder, elevation of the left diaphragm, and a 
moderate fall in hematocrit should be suspected to have 
splenic complications. Abdominal CT should be performed 
early in questionable patients. A splenic hematoma can be 
distinguished from simple fluid collection based on density 
(Hounsfield units > 30) [3]. The management of subcapsular 
splenic hematoma in pancreatitis is not established. Surgical 
treatment option includes splenectomy and percutaneous 
drainage. In cases of large splenic hematoma (> 5 cm) 
as a complication of pancreatitis, pressure reduction by 
percutaneous drainage or laparotomy should be administered 
as early as possible. Some reports advocates aggressive 
management with early splenectomy to avoid splenic rupture. 
Percutaneous drainage for splenic subcapsular collections may 

be a feasible treatment, but there are only a few reports of it in 
the literature [4]. Some authors suggested that most splenic 
complications of pancreatitis regress spontaneously and may 
be managed conservatively. Surgical indication is based on 
clinical findings. They suggested that conservative approach 
to the management of splenic subcapsular hematoma is 
appropriate when the Patient is  haemodynamically stable and 
is showing improving symptoms and signs [5].
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