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Abstract

Abscess of the spleen is a rather clinical rarity with reported mortality 
rate up to 47%. The timely and widespread use of imaging methods 
facilitates early diagnosis and guides treatment, thus improving the 
prognosis. Most of patients were with recognized risk factors includ-
ing conditions that compromise the immune system, trauma and intra-
venous drug abuse in addicts. The surgical treatment by splenectomy 
is usually the first choice of treatment but percutaneous drainage is 
the valid option. Splenic abscess is an unusual and potentially life-
threatening disease with a diagnostic challenge due to the non-specif-
ic clinical picture and diagnosis is confirmed based mostly on imag-
ing studies. Splenic abscesses are very rarely encountered in surgical 
practice with a reported high mortality rate in neglected and untreated 
cases. Percutaneous drainage is a valid option and safe procedure for 
patients with splenic abscess.
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Introduction

Abscess of the spleen is a rare discovery. Although it may have 
various causes, it is most usually associated with trauma and 
infections of the spleen. The latter are more common in the 
presence of a different primary site of infection, especially en-
docarditis or in cases of ischemic infarcts that are secondarily 
infected. Moreover, immunosuppression is a major risk factor 
[1-3]. Clinical examination usually reveals a combination of 
fever, left upper quadrant abdominal pain and vomiting [1-6]. 
Laboratory findings are not constant. Imaging is a necessary 
tool for establishing the diagnosis, with a choice between ul-
trasound (US) and computed tomography (CT). Treatment in-

cludes conservative measures, percutaneous drainage and sur-
gical intervention. Recently, abscess drainage is proved to be 
an efficient method in the treatment of splenic abscess [4, 5]. 
Here, we present four cases of splenic abscess, with different 
approaches.

Case Reports

Case 1

A 75-year-old female patient, known to have diabetic mel-
litus, ischemic heart disease and atrial fibrillation, presented 
to emergency department with sudden, severe generalized 
abdominal pain and distension for 1 day. Patient gave a his-
tory of abdominal pain and ill-being for more than 3 weeks. 
Patient was found in septic shock with abdominal distention 
and generalized tenderness. Laboratory testing revealed a sign 
of leukocytosis, dehydration and metabolic acidosis. Blood 
cultured grew a Klebsiella pneumonia. Imaging tests includ-
ing chest and abdomen X-rays were unremarkable followed 
by a CT scan of the abdomen which showed splenic collection 
with intra-abdominal free fluid (Fig. 1). Echocardiogram did 
not show any intra-cardiac vegetation.

Open splenectomy was done and patient had recovered 
well after a stormy 3-week intensive care unit (ICU) stay, due 
to septic shock and ARDS.

Case 2

Patient was an 80-year-old male known to have diabetes mel-
litus, hypertension and atrial fibrillation. Patient was hospital-
ized for 1 month due to ischemic stroke. During his hospital 
stay, he developed unexplained fever and bacteremia without 
documented infection source. Clinical examination reproduced 
localized mild tenderness over the left upper quadrant, with no 
other significant findings. Laboratory testing revealed a leu-
kocytosis. Blood culture was growing a Gram-negative rode 
Klebsiella (multi-drug resistance (MDR)). Full septic workup 
included abdominal CT which showed a splenic abscess (Fig. 
2).

Aspiration of the abscess was performed under US guid-
ance drainage and the culture of aspirated fluid grew a Kleb-
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siella pneumonia multiple resistant strain. Patient recovered 
well with antibiotics therapy and serial US showed resolution 
of splenic abscess.

Case 3

A 70-year-old male patient with multiple co-morbidities was 
admitted to the hospital as a victim of RTA with tibia bone 
fracture treated with internal fixation. Ten days after his ad-
mission, he was transferred to the ICU with unexplained fever 
and decreased level of consciousness. Septic screen was done 
and it showed singes of acute infection. Blood culture grew a 
Gram-negative rode (Klebsilae pneumonia) and abdominal CT 
scan showed a huge splenic abscess (Fig. 3).

Patient was critically ill, but US-guided percutaneous 
drainage failed due to thick pus and debris. So patient was ex-

plored and splenectomy was done.
Patient had stormy post-operative course and had stool 

leak requiring a left colectomy and end colostomy and later 
patient died secondary to profound sepsis.

Case 4

Patient was a 35-year-old female with status post-laparoscopic 
sleeve gastrectomy. She presented to the emergency depart-
ment 3 weeks after surgery with left upper quadrant abdominal 
pain and fever. Clinical examination revealed tenderness over 
the left upper quadrant with no other remarkable findings. CT 
scan was done to investigate for any intra-abdominal collec-
tion, and she was found to have a splenic abscess (Fig. 4a, b).

Fine-needle aspiration of the abscess under US guidance 
was carried out, along with intravenous antibiotics. The mate-
rial aspirated was cultured and it grew a Gram-positive cocci 
(Streptococcus milleri) as well as on blood culture. The ab-
scess was resolved on a serial sonography. The patient had an 
uneventful recovery.

Discussion

Splenic abscess is an uncommon entity. The incidence of 
splenic abscess in various autopsy series has been estimated to 
be between 0.2% and 0.7% [7, 8]. However, this uncommon 
disease is recently being reported more frequently. Two main 
contributing organisms are found to be responsible for forming 
splenic abscess: Klebsilae pneumonia and streptococcus.

Two main contributing factors to the apparent increase 
in the incidence of splenic abscess are advances in imaging 
studies and an increased number of immunocompromised, 
trauma and cancer patients [7, 9]. Splenic abscesses may often 
be misdiagnosed, because the signs and symptoms are non-
specific; nevertheless, modern imaging has improved the pro-
cess of their diagnosis. In this series, treatment was carried out 
by antibiotics and percutaneous drainage or splenectomy. The 
mortality rate appeared to be related to the patient’s general 

Figure 2. A CT scan of an 80-year-old man showing a large single 
abscess of 4 × 4 cm in the upper pole of the spleen. 

Figure 3. Abdominal CT of a 70-year-old male with large splenic ab-
scess. 

Figure 1. Abdominal CT scan of a 75-year-old female. The spleen con-
tained a large abscess. 
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underlying condition. Our patients recovered from their splen-
ic abscess regardless of the treatment modality. Thus, based 
on these observations, the prognosis for these patients cannot 
be accurately predicted by the intervention methods. Percuta-
neous treatment of splenic abscess is an effective alternative 
to surgery; furthermore, it offers the theoretical advantages of 
preserving immunologic function by avoiding splenectomy 
in young patients. The success rate of percutaneous drainage 
for splenic abscess has been reported between 67% and 100% 
[10].

Traditional treatment includes appropriate antimicrobial 
therapy with or without splenectomy. There are a number of 
studies in favor of spleen preservation and management using 
percutaneous drainage [10]. Percutaneous aspiration or drain-
age may be used as a bridge to surgery, allowing non-operative 
healing for splenic abscess patients who are at risk for surgery, 
and helps avoid the risk of a fulminant and potentially life-
threatening infection.

In conclusion, the best therapeutic approach for splenic 
abscess is still a matter of debate. We agree with the tradi-
tional treatment of antibiotics with or without splenectomy. 
However, based on our experience and the current literature, 
percutaneous aspiration of splenic abscess can be used as a 
bridge to surgery for those patients who are critically ill or who 
have several co-morbidities. Early diagnosis of splenic abscess 
requires a high degree of suspicion. Most of our patients pre-
sented with unexplained fever, abdominal pain and radiologic 
evidence of pathology in the left chest or abdomen, and these 
signs and symptoms should lead to suspicion of splenic ab-
scess. Abdominal CT and ultrasonography were usually diag-
nostic. We suggest that treatment should be tailored and ap-
plied to splenic abscess patients on an individual basis.
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Figure 4. (a) Pre-drainage CT scan. (b) Post-drainage CT showing abscess in upper pole. 


