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Splenic infarction as a rare cause of abdominal pain in older adults:
A case report

Yasglilarda nadir bir karin agrisi nedeni splenik infarkt: Olgu sunumu
Ayse Daylan Sevnaz Sahin Selahattin Fehmi Akgicek
Ege University, Division of Geriatrics, Department of Internal Medicine, Bornova, Izmir, Turkey

ABSTRACT

Spontaneous splenic infarction has been rarely reported within aged population. The diagnosis of the
condition is based on clinical findings and splenic imaging. In recent years, ultrasonography and
computed tomographic scan have gained in popularity for the diagnosis of splenic infarction. Most
reported cases are focal infarctions, and treatment is mostly conservative. We described the case of a
82-year-old female with cured breast cancer, paroxysmal atrial fibrillation, hypertension who had left
upper quadrant pain within 15 days. Physical examination on admission revealed a palpable
splenomegaly. Abdominal computed tomography scan showed many subcapsular infarct zones of the
spleen measuring 16 cm in length and 4.5 cm conglomerate lymphadenopathies within periportal
region. Doppler ultrasound revealed wedge-shaped heterogeneous hypoechoic avascular areas and
lymphadenopathies. After laboratory tests, the underlying cause was found as marginal zone
lymphoma. The patient was treated with conservative management and chemotherapy was planned
for specific cause. Splenic infarction must be kept in mind for older patients with underlying
comorbidities presenting with acute left upper quadrant pain.
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oz

Spontan dalak infarkti, yasl yetiskinlerde nadir gériilen karin agrisi nedenlerinden biridir. Tani; klinik
bulgular ve gbérintileme yéntemleri ile konur. Gegmis yillarda ultrasonografi ve bilgisayarli
tomografinin splenik infarkt tanisindaki yeri 6nem kazanmistir. Raporlanmis cogu dalak infarkti fokaldir
ve konservatif tedavi edilmektedir. 82 yasinda kadin hasta, 15 giin 6nce baslayan karin agrisi nedeni
ile basvurdu ve 6zge¢misinde meme kanseri, paroksismal atriyal fibrilasyon ve hipertansiyon oldugu
ogrenildi. Fizik muayenede; dalak kot altinda palpe edilmekteydi. Bilgisayarli tomografide; 16 cm
uzunlukta Olgiilen dalagin iginde subkapsiiler infarkt alanlari ve periportal alanda 4,5 cm c¢apli
konglomere lenfadenopati saptandi. Doppler ultrasonografide kama seklinde infarkt alanlari ve
heterojen hipoekoik avaskiiler alanlar oldugu gérildii. Laboratuvar tetkikleri sonrasinda altta yatan
nedenin marjinal zon lenfoma oldugu saptandi. Hastaya konservatif tedavi verildi ve hematolojik
maligniteye ybnelik kemoterapi plani yapildi. Komorbiditeleri olan yagl yetiskinlerde, akut baslangicli
sol list kadran agrisiyla karsilagildiginda dalak infarkti akilda tutulmasi gereken bir durumdur.

Anahtar Sézclikler. Yasli, splenik infarkt, karin agrisi.

INTRODUCTION peptic ulcer perforation, mesenteric ischemia,

Abdominal pain is a common complaint among intestinal obstruction and aortic aneurysm.
older adults. The differential diagnosis of acute ~Misdiagnosis of acute abdominal pain is more
abdominal pain includes many medical conditions ~common within aged population, and results with

such as acute cholecystitis, acute pancreatitis, ~higher mortality (1).
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Splenic infarction is a rare medical condition of
older patients which cause acute abdominal pain.
The most common causes of splenic infarction
are hematologic diseases, bacterial endocarditis,
cardioembolic events, sickle cell anemia and
procoagulant conditions. Atypical presentation is
not rare, but majority of the patients have fever,
nausea, vomiting and left upper quadrant pain
radiating to back and left shoulder. As in many
other diseases peritoneal inflammation signs and
fever are usually absent in older adults (2).

CASE PRESENTATION

An 82-year-old female patient admitted to the
hospital with left upper quadrant abdominal pain
radiating to shoulder for the last 15 days.
Comorbidities of the patient were breast cancer
and paroxysmal atrial fibrillation. She was
considered cured after mastectomy and
chemotherapy. Additionally, she was using
irregular warfarin for paroxysmal atrial fibrillation.
She was examined in another hospital for
abdominal pain and computerized tomography
(CT) was performed. CT revealed splenomegaly
of 16 cm in length and heterogeneity of spleen.
She was diagnosed as spleen infarction and
hospitalized, and treatment for cardioembolic
spleen infarction was started.  Additionally,
ceftriaxone was given for a possibility of infective
endocarditis because of her fever. However
transthoracic  echocardiogram  showed no
vegetation, and the pain could not be controlled
during follow-up, and fever was never
documented again. With these atypical findings,
diagnosis of cardioembolic spleen infarction and
infective endocarditis were reconsidered and the
patient was transferred to tertiary hospital for
further investigation and management.

The physical examination revealed body
temperature of 36°C. Blood pressure was 130 /
60 mmHg, heart rate was 103 /min and rhythmic.
There was no extra murmur. Crepitation was
heard on left lower lob of lung area. The
abdomen was tender, left upper quadrant of
abdomen was defensive with no rebound. Dull
tone was heard in Traube region and spleen was
palpable. Left costovertebral angle was tender.
No peripheral lymph nodes were palpated, and
other examination findings were normal.

Laboratory tests performed resulted as,
leukocytes: 8080 10743 / pL, neutrophil: 5760
1073 / pL, hemoglobin: 11,2 g / dL, platelet:
172000 1073 / pL, sodium: 139 mEq / L,
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potassium: 4 mEq /L, clor: 101 mEq /L, urea: 26
mg / dL, creatinine: 0,73 mg / dL, AST: 52 U / L,
ALT: 15U /L, GGT: 211 U/ L, ALP: 117 U/ L,
CRP: 153 mg / L, LDH: 1045 U / L and
erythrocyte sedimentation rate: 30 mm / h.
Peripheric blood cultures were negative.

We discontinued antibiotic treatment because
there was no evidence of infective endocarditis.
The patient had no fever for over 10 days, no
murmur was heard in cardiac auscultation
regions. And blood cultures were negative. As
the patient had paroxysmal atrial fibrillation,
enoxaparin sodium of 6000 IU per day was
ordered for routine use. Abdominal pain did not
resolve with 1 gr of intravenous paracetamol four
times a day so we started intravenous tramadol
of 50 mg twice a day which was prominently
enough for pain palliation. No oxygen therapy
was needed. During follow-up she had acute
severe abdominal pain despite use of tramadol.
Another CT was performed for differential
diagnosis of a possible splenic rupture. CT was
reported as splenomegaly with subcapsular
wedge shaped infarct zones and patent splenic
artery and left sided peritoneal thickening. There
were no signs of splenic rupture. The pain
dissolved with intravenous tramadol of 100 mg
use for 3 days and peroral form was prescribed
to use when necessary.

Infectious diseases tests for Epstein-Barr virus,
cytomegalovirus, salmonella, brucella,
leishmania, Echinococcus granulosis and
hepatitis viruses were performed, and resulted
negative. No Plasmodium was detected in thick
blood smear. Cirrhosis and heart failure were
excluded with the help of clinical findings. Portal
system doppler ultrasonography (USG) was
performed for portal blood flow investigation and
documented hypoechoic conglomerated lymph
nodes of 4.5 cm in diameter in periportal region,
heterogeneity of spleen with hypoechoic regions
and a possible focal infarct zone or decreased
perfusion area of 4x4 cm.

Peripheral blood smear test was performed to
find the etiology of splenomegaly. Dysplastic
neutrophils hypo segmentation, toxic granulation,
ring nucleus, Pelger-Huet anomaly and hairy cell
projections of lymphocytes were detected. With
the help of documented splenomegaly and
lymphadenopathies in imaging methods and
peripheral blood smear findings the diagnosis
changed to splenic infarction caused by a
hematologic malignity.
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Figure-1. Splenic infarction on axial section of contrast
enhanced computed tomography of abdomen.

The patient was consulted to general surgery
department for splenectomy or excisional lymph
node biopsy for definite diagnosis, however
operation was found highly risky for the patient
with joint decision. Instead of splenectomy bone,
marrow biopsy was preferred because it was less
invasive and safer for the patient. The definitive
diagnosis has been pathologically documented
by bone marrow biopsy as marginal zone
lymphoma.

DISCUSSION

Acute abdominal pain is a common cause of
hospital admissions among older adults. Unlike
young adults it is difficult to diagnose correctly in
advanced aged population. Difficulties for taking
reliable medical history, atypical disease
presentations, delayed symptoms, late admission
to hospital and less evident clinical findings may
lead to misdiagnosis more often (3).

Spleen infarction is a rare condition in older
adults which presents with acute abdominal pain,
fever, nausea, vomiting, leukocytosis and
splenomegaly (2). In older patients, symptoms
may be less evident, and fever and peritoneal
irritation signs may be dimmer.

The causes of splenic infarction may include
splenomegaly of hematologic diseases, septic
emboli, cardioembolic events, sickle cell anemia,
prothrombotic conditions such as
Antiphospholipid syndrome.

In a retrospective study, the most common
causes of splenic infarctions were found to be
hematologic and prothrombotic events (4).
Another study of Antopolsky et al revealed that
71% of patients with spleen infarction were found
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to have another underlying disease. In the same

study, the most common cause for known
thrombosis risk factor was found as atrial
fibrillation in  21% of patients. Essential

hypertension and diabetes mellitus were present
in 31% and 23% of the patients, respectively (5).
Our patient had a combination of hematological
infiltrative malignancy and cardioembolic risk
factors.

Splenic infarction must be kept in mind for
patients with acute abdominal pain who have
splenomegaly and procoagulant conditions and
cardioembolic risk factors. However, not all
patients present with abdominal pain. A study
showed only half of the patients had pain in the
upper left quadrant, and 36 % of all had
tenderness in the left abdomen (2).

Diagnosis of splenic infarction is easily made with
Doppler USG and CT imaging along with clinical
findings (6). In the case we presented, the
diagnosis was finalized with the presence of
wedge shaped areas that were lack of blood flow.

Treatment is usually conservative and aimed at
pain palliation. In the presence of fever, splenic
abscess must be kept in mind, and antibiotic
therapy should be planned at the point where
infectious causes are considered (7). It is
important to determine the underlying cause of
splenic infarction and to treat the main cause so
that this condition does not recur. In our case,
enoxaparin and treatment with analgesics was
continued due to the fact that there was also a
history of atrial fibrillation. Cardioembolic causes
were considered first, but further examinations
were carried out due to incompatibility in clinical
and laboratory findings and a preliminary
diagnosis of spleen infarction due to
hematological malignancy was approached.

Splenectomy is not required in every splenic
infarction. Indications for splenectomy include
subcapsular hematoma, splenic pseudocyst,
abscess and splenic rupture (8). In our patient,
the possibility of splenic rupture was also
considered because of the development of
severe pain with sudden onset but was not
detected in imaging methods. Splenectomy may
be necessary for a definitive diagnosis when
there is a preliminary diagnosis of a malignant
disease. In our case, a bone marrow biopsy was
preferred because it was more comfortable for
the patient, and had low morbidity. Therefore, we
did not need splenectomy for further

Ege Journal of Medicine / Ege Tip Dergisi



investigation. As a result, the patient was
diagnosed with marginal zone lymphoma, and
the actual treatment plan was revised.

Marginal zone lymphoma is a hematological
malignancy that can often cause splenomegaly,
and about half of patients are of advanced age
(9). Splenic infarction of marginal zone lymphoma
is not often, but a case was reported with
recurrent infarctions (10). Our case is interesting
because it is a marginal zone lymphoma case
that presents with acute abdominal pain and is
diagnosed with splenic infarction.
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splenic infarction is the main predictor of
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