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Abstract 

 
Idiopathic spontaneous intraperitoneal bleeding (ISIH) is an uncommon surgical condition. Patients often present with 

various abdominal complaints, and it may mimic other common surgical pathologies. A high index of suspicion is 

needed to diagnose a patient presenting with this condition. We shared a case of ISIH secondary to a rupture of a short 

gastric artery in a previously healthy young man. 
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Introduction 

 

Idiopathic spontaneous intraabdominal haemorrhage 

(ISIH) or abdominal apoplexy (AA) is a term used to 

describe spontaneous non-traumatic intraperitoneal 

bleeding (1). It is commonly caused by spontaneous 

rupture of the splanchnic vessel with resultant 

intraperitoneal bleeding. The underlying 

pathophysiology is usually idiopathic; postulated 

causes are terminal vessel atherosclerosis and 

congenital anomaly (2). Bleeding from smaller 

visceral vessels is rare. We presented a peculiar case 

of bleeding from a short gastric artery. 

 

Case Report 

 

A 30-year-old man with no known comorbidity 

presented with acute onset of upper abdominal pain for 

a day following a short history of cough. No prior 

history of abdominal trauma, vomiting, fever, 

respiratory tract infection symptoms, atopy history, or 

history of alcohol consumption. On initial assessment, 

he was lethargic, pale and in grade 2 hypovolemic 

shock. Fluid resuscitation was commenced 

immediately, to which he responded. Abdominal 

examination revealed upper abdominal tenderness with 

localised guarding. 

 

Biochemical assessment showed haemoglobin and 

blood gas of 11 g/dl and metabolic lactic acidosis, 

respectively. Chest and abdominal radiograph findings 

were not remarkable. Contrasted computed 

tomography of the abdomen showed moderate free 

fluid in the perisplenic and pelvic regions. No obvious 

pneumoperitoneum or contrast blush (Figure 1). 

 

Given persistent metabolic lactic acidosis and pain, the 

patient was counselled for exploratory laparotomy. 

Upon opening the abdomen, there was a moderate 

amount of hemoperitoneum, about 2 L of fresh blood, 

and the clot was evacuated. After packing and 

laparotomy assessment, it was noted there was active 

oozing of blood from the short gastric artery. The rest 

of the solid and hollow viscus were normal. The vessel 

was isolated, transfixed and ligated individually. The 

abdomen was washed thoroughly, and the abdominal 

drain was placed in the splenic bed. The postoperative 

period was rather uneventful; feeding was commenced 

shortly after the surgery, and he was discharged well 

on postoperative Day 3. He was well during the 
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follow-up review in clinic 2 months later and was 

discharged from our care.   

 

Discussion 

 

ISIH has been historically reported since 1909 (1). It is 

a rare condition and causes diagnostic dilemmas as the 

patient often presents with various symptoms, which 

include nonspecific abdominal pain and hemodynamic 

instability (3). It often mimics other conditions, such 

as acute pancreatitis, perforated peptic ulcer disease or 

even acute appendicitis (2,3). 

 

Various causes of ISIH have been described in the 

literature, and commonly associated pathology are 

splanchnic vessel aneurysms and atherosclerosis in 

elderly patients. In younger groups of patients, 

congenital vessel anomaly or systemic vascular 

disease may give rise to this condition (3-5). The most 

involved site is the splenic artery, followed by the 

hepatic artery, superior mesenteric artery, gastric and 

gastroepiploic artery (2). ISIH involving small visceral 

arteries is rare, and up till now, there have been less 

than 20 reported cases caused by short gastric artery 

(SGA) rupture. Almost all reported cases were 

precipitated by episodes of vomiting or gagging. In 

2016, Hong et al. (2016) compared 15 cases involving 

spontaneous bleeding from SGA. A total of 93% of the 

cases involved male patients, occurred in young adults 

and were preceded by vomiting (6). 

 

Computed Tomography Angiography (CTA) and 

digital subtraction angiography are valuable 

investigations in diagnosing ISIH. It aids in localising 

the site of bleeding and subsequent angiographic 

management (6,7). Sometimes, results may be false 

negatives with no demonstrable extravasation (7). In 

our case, the contrasted CT abdomen showed free fluid 

in the left subphrenic and lesser sac with Hounsfield   

unitt of (+42 to +52) and (+56 to 71+). No obvious  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

lesions were seen along the visceral vessels, and no 

contrast extravasation or pooling was seen in the 

delayed phase; hence, CTA was not done. Keeping 

ISIH as a differential diagnosis would change the type 

of imaging performed. In addition, angiographic 

intervention can be attempted (7). 

 

Embolisation and surgery are the treatment options in 

these cases. Hong et al. (2016) reported a case in 

which the patient was treated conservatively with 

antifibrinolytic agent (tranexamic acid), Vitamin K 

and close monitoring (6,7). Conservative management 

hence possible in stable patients, however in unstable 

patients and if there is diagnostic dilemma surgery is 

inevitable. 

 

Conclusion 

 

ISIH is a rare condition; however, delay in diagnosis 

can be fatal. Development in radiology leads to more 

opportunities to diagnose and treat non-surgically. 

ISIH should be suspected in patients presenting with 

acute abdomen, and prompt diagnosis is crucial for the 

management and positive outcome of this condition. 
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FIGURE 1(a) & (b): Contrast enhanced computed tomography of the abdomen shows free fluid at perisplenic (orange 

arrow) and lesser sac (blue arrow) 
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