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Abstract

We present an extremely rare case of combined splenic abscess and B-
cell lymphoma in a patient who was initially admitted for congestive 
heart failure. Due to its non-specific clinical picture, the final diagno-
sis was challenging. The patient was initially conservatively managed 
with antibiotics and percutaneous drainage of the abscess and then de-
finitively managed with a splenectomy. This is the first case described 
with both pathological processes present simultaneously.
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Introduction

Isolated splenic abscess and splenic lymphoma has been diag-
nosed and treated with both medical and surgical treatments. 
However, the diagnostic sensitivity and treatment plans are not 
well established. We hope this paper will increase the clinical 
suspicion of splenic pathology in patients with similar clinical 
presentations.

Case Report

A 71-year-old male with no significant past medical history 
presented to the emergency department with worsening bilat-
eral lower extremity swelling for 3 weeks and associated pro-
ductive cough. A two-dimensional echocardiogram showed 
an ejection fraction of 45-50% with grade 2 diastolic dysfunc-
tion. A subsequent chest radiograph showed a right pleural 
effusion. Diagnostic thoracentesis confirmed an exudative ef-
fusion. A computed tomography (CT) of the chest after thora-
centesis revealed a left hydropneumothorax and a complex 

subcapsular splenic collection. At this time, there was concern 
for iatrogenic injury or a splenic abscess. After further review, 
the findings were more concerning for a perisplenic and in-
trasplenic abscess (Fig. 1). Subsequently, the patient under-
went CT-guided drainage of the subcapsular splenic abscess. 
Cultures from the purulent fluid confirmed many salmonella 
species and the patient was started on rocephin 2 g daily as 
per infectious disease recommendations. A radiographic bar-
ium enema was done to evaluate for possible etiology. At the 
splenic flexure, there was a single, large, and irregular diver-
ticulum with a walled microperforation. A repeat CT of abdo-
men showed new splenic abscesses with interval decrease in 
the largest splenic abscess. Additionally, there were multiple 
retroperitoneal and mediastina nodes suggesting mediastinal 
and celiac axis nodes. The patient had failed conservative 
treatment and underwent a laparoscopic converted to open 
splenectomy revealing a densely encapsulated splenic abscess 
cavity and enlarged loculated spleen (Figs. 2 and 3). The pa-
tient lost 1 L of blood during the procedure, received 6 units of 
packed red blood cells, 2 units of fresh frozen plasma, 2 units 
of albumin, and 2.8 L of lactated ringers. The patient had an 
uncomplicated post-surgical course while in the hospital. Fi-
nal histopathology of the spleen revealed diffuse large B-cell 
lymphoma.

Discussion

Splenic abscess is uncommon, occurring in 0.14% of pa-
tients and can be caused by hematogenous spread, penetrat-
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ing wounds, and infectious complications [1]. Splenic abscess 
occurs in patients with weakened immune systems including 
neoplastic processes, immunodeficiency, trauma, metastatic 
infection, splenic infarct or diabetes. While these conditions 
may explain a single splenic abscess, multiple splenic ab-
scesses are rare, which, in the setting of lymphoma has not 
been previously reported. Documented splenic abscesses have 
occurred after sleeve gastrectomies postulating the cause from 
immunosuppression in the setting of rapid weight loss, limited 
oral intake and in conjunction with endocarditis [2, 3]. Around 
44% of patients present with left upper quadrant pain, fever, 
and leukocytosis. Interestingly, as present in our patient, an 
abnormal chest radiograph has been noted in patients, with a 
left pleural effusion as the most common finding [1]. Common 
pathogens include Salmonella species, Streptococcus virid-
ians and Klebsiella pneumonia [1, 4]. Computed tomographic 
(CT) scanning remains the gold standard for splenic abscess. 
Ultrasound can also be used, approaching a sensitivity of 98% 
[5].

Malignant lymphoma was initially diagnosed at splenec-
tomy without evidence of peripheral disease is also rare. The 
spleen is involved in 30-40% of systemic lymphomas, while 
primary lymphoma of the spleen occurs in < 1% of patients 
[6, 7]. This has been referred to as malignant lymphoma with 
prominent splenic involvement (LPS) or primary splenic lym-
phoma (PSL), incidence of both approximately 5% [8]. Most 
common subtypes included diffuse large B-cell lymphoma and 
splenic marginal B-cell lymphoma findings are usually con-
sistent with hypo-attenuation or iso-attenuation in plain CT. 
These tumors also display a large area of necrosis [8]. MRI 
can be used as an adjunct to imaging, but definitively PET-CT 
plays the most important role in staging, restaging, and therapy 
monitoring for lymphoma. While MRI was not used in our pa-
tient, CT findings were consistent with the diagnosis of splenic 
abscess (Fig. 1).

Conclusion

This is the first reported case of coexisting splenic abscesses 

and PSL. This case report intertwines both principles of medi-
cine with surgery. We hope this paper will help increase the 
diagnostic sensitivity and differential diagnosis in similar pa-
tients.
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Figure 3. Intraoperative spleen after removal. Figure 2. Intraoperative laparoscopic image of a necrotic, diseased 
spleen. 


