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Splenic Infarction, rare cause of acute abdomen,
only seldom requires splenectomy.
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Introduction

Splenic infarction (SI) represents a rare disorder, only a
few time responsible of an acute abdomen; SI rarely
requires splenectomy.
Many etiologies can lead to SI, usually related to vas-
cular or haematologic abnormalities, or infections. As a
matter of fact in medical literature most cases of SI are
occurred during or in consequence of polycythemia, sick-
le cell anemia, myeloproliferative diseases, paroxysmal
nocturnal hemoglobinuria (PNH), acute malaria,
aspergillosis, meningococcal septicemia and acute
Brucella mellitensis infection 1-5, while is common man-
ifestation of cardiac thromboembolism in patients with
atrial fibrillation or endocarditis.
Sometime SI is caused by hypercoagulable state tumor

associated 6 and it was observed in blunt splenic trau-
ma too 7. Finally splenic infarct may be the last con-
seguence of a wandering spleen with torsion of the vas-
cular pedicle.

Background

Despite the numerous anatomical variations of the
splenic artery in origin, course and terminal branching
pattern, it is a truth universally accepted that lobar arter-
ies do not anostomose with each other so that the lobes
of the spleen are termed segments 8-11. This peculiarity
thereby makes conservative surgery of the spleen possi-
ble, by partial splenectomy, also by laparoscopic approach
12-14. On the other hand therefore the stop of blood flow
in this district, both arterious and venous, can determine
an infarct of the spleen15, that luckily only a few time
is extended to all the splenic parenchyma, while usual-
ly it is limitated to one segment or pole. It is well known
in fact that also after splenic vessels ligation, the upper
splenic pole remains vascularized by short vessels through
the gastro-splenic ligament, while the lower splenic pole
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remains vascularized by the left gastro-epiploic artery 16.
Also in case of trauma, in fact, splenic artery ligation
combined with either splenorraphy or partial splenecto-
my has been used as a spleen saving procedure without
postoperative complications and with immunological and
functional healing 17.
Only in the case of wandering spleen, due to absence
or laxity of the various ligaments supporting the spleen,
we can have completely obstruction of all blood supply
and if there is a delay in the surgical operation
(splenopexy or splenectomy), necrosis of the whole spleen
is the rule 18,19.

Case report

75-year-old female who had chronic myelogenous
leukaemia; she was observed in the Emergency
Departement of our hospital complaining of severe acute
abdominal pain of few hours duration in the left upper
quadrant. She had fever and vomiting, and she was in
fairly good general conditions for her age and her pre-
existent haematological disease. The physical examination
revealed intense tenderness to palpation in the epigastric
and left hipochondriac region. Routine blood tests were
within normal limits unless leukocytosis. The patient
therefore underwent abdominal spiral computerized
tomography with and without i.v. iodinated contrast
medium and she was found to have SI. According to
usual management she was first treated medically with
hydration, antibiotics, analgesia and low molecular
weight heparin s.c., but the development of several
abscess was observed on subsequent CT scan three days
later.
The patient in order to prevent splenic rupture associ-
ated with high mortality that may occur during infarct
complicated by abscess formation underwent splenecto-
my, but unfortunately she died few days later by aris-
ing cardiovascular and infectious complications.

Discussion

Except in case of wandering spleen with vascular pedi-
cle torsion, in the other most cases SI is quite com-
pletely asymptomatic with the exception, sometimes, of
left hypochondrial pain, rarely fever, tachycardia, nausea
and vomiting, whereas it is occasionally diagnosed in the
course of the assessment for others pathologies, frequently
haematological disorders 20,21. For some Authors on the
contrary symptoms are present in almost 70% of the
patients including constantly abdominal pain, fever and
constitutional symptoms 22, changes in the blood count
including anemia, leukocytosis, thrombocytosis and an
increase in LDH and CPK concentrations.
Anyhow SI rarely develops into abscesses, pseudocysts,
hemorrage, subcapsular haematoma or splenic rupture,

in fact usually evolution of ischemic tissue is trough the
fibrosis and it is characterized by a high tendency for
complete and adequate healing without necessity there-
fore of splenectomy.
This consideration has a great prognostic value because
the residual splenic tissue is very important in order to
prevent infections; it is demonstrated in fact that after
splenectomy patients have an increased risk of over-
whelming post-splenectomy infections (OPSI), or sepsis
involving encapsulated bacteria such as pneumococs 23,
or haemophilus influenza and tipe B, and Neisseria, espe-
cially observed among children with hematological dis-
orders 24.
Patients are diagnosed with SI by color Doppler sonog-
raphy (CDS) or by contrast-enhanced helical computed
tomography (CT) 25,26, or at last by angiography with
demonstration of wedge-shaped regions of decreased per-
fusion. In most cases a decrease in SI on follow-up CT
will demonstrate resolution without clinical sequelae 27.
In other cases splenic abscesses or delayed rupture may
occur and infection may be demonstrated by the pres-
ence of air within the areas of infarction or subcapsular
air/fluid levels, with possibility of drainage and cultures
with splenic preservation or otherwise positivity for infec-
tion that together with clinical signs make splenectomy
mandatory 28.

Conclusions

Splenic infarction is a main problem of splenic pathol-
ogy and it is a complication related to several serious
disorders, but it is also characterized by a high tenden-
cy for complete healing, so that in uncomplicated splenic
infarction management is usually restricted to close clin-
ical monitoring, hydration, antibiotics, analgesia and low
molecular weight heparin s.c. and aspirin, with resolu-
tion of symptoms in 1 to 2 weeks, while imaging abnor-
malities resolve in the most cases within a few months
without clinical sequelae 29-31.
In order to prevent OPSI, only in case of persistent
symptoms or complications (splenic abscess or delayed
rupture) it may be necessary surgical, laparoscopic or
open, approach 32,33. In these last cases, where it is
possible, splenic autotransplant must be done 34,35 or oth-
erwise it is recommended vaccination with the 7 valent
pneumococcal conjugate vaccine and the 23 valent poly-
saccharide vaccine 36.

Riassunto

L’infarto splenico è una patologia di raro riscontro, che
si presenta solitamente senza una sintomatologia caratte-
ristica e che raramente richiede un intervento chirurgi-
co; infatti solitamente ha un’alta tendenza alla guarigio-
ne anche dopo il solo trattamento medico.
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Inoltre proprio al fine di prevenire l’OPSI, solo in caso
di sintomi evidenti e persistenti o per l’insorgenza di
complicanze può essere necessario l’approccio chirurgico,
laparoscopico o laparotomico.
Viene descritto un caso di infarto splenico, recentemen-
te osservato in urgenza, con complicanze infettive che
hanno reso inevitabile l’intervento chirurgico.
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Fig. 1: Splenic infarction in 75-year-old female affected by chronic mye-
logenous leukaemia.
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