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Abstract

Splenic infarction (SI) is a rare event occurring
when the splenic artery or its branches become oc-
cluded by embolus or by in situ thrombosis. Many SI
events are a result of embolic sources either cardiac
or aortic. Massive splenic infarction (MSI) results
from compromised blood flow to more than half of the
spleen. In this paper we describe a case of a previously
healthy patient who presented with pneumococcal
sepsis who, upon investigation, revealed an unknown
celiac disease and a MSI. Abdominal ultrasound with
contrast agent was a useful tool for a diagnosis and
follow up of this patient.

Imaging in Internal Medicine

Massive splenic infarction (MSI) results from
compromised blood flow to more than half of the

spleen. SI may develop secondary to cardiovascular
disorders as atrial fibrillation, ventricular aneurism
and heart valve diseases. Other etiological non-cardio-
vascular disorders are hematological diseases, throm-
botic diseases, collagen tissue diseases, trauma,
abdominal surgery or infection. The predominant
symptom is abdominal pain, sometimes acute and se-
vere, located in the left upper quadrant associated with
fever and vomiting. The laboratory exams may show
an increased serum lactate dehydrogenase and white
blood cells. The abdominal computed tomography
(CT) with contrast medium can demonstrate signs of
vascular thrombosis and a loss of parenchymal vascu-
lar signal.1 We observed a 57-year-old woman admit-
ted to our Intensive Care Unit (ICU) for pneumococcal
septic shock with disseminated intravascular coagula-
tion and purpura fulminans.2 During the hospitaliza-
tion, she underwent an abdominal echo-Doppler with
contrast agent that revealed a complete loss of splenic
perfusion which suggested a MSI (Figure 1). This
datum was confirmed subsequently also by abdominal
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Figure 1. Abdominal echo-Doppler with contrast agent
revealing a complete loss of splenic perfusion suggestive
of massive splenic infarction.
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CT with contrast material (Figure 2). Trans-
esophageal echocardiogram demonstrated a vegeta-
tion on the mitral valve, not showed by a former
transthoracic examination. Laboratory investigations
also showed a positive serology marker for cardiovas-
cular disease (anti-gliadin and anti-endomysial anti-
bodies) subsequently confirmed by an upper
gastro-intestinal endoscopy.3We would like to empha-
size that in patients with a massive bacteremia caused
by encapsulated microorganisms and no obvious pri-

mary source of infection, it may be useful to investi-
gate and test for a potential disease causing a func-
tional hyposplenism, sometimes discovered in
adulthood as for the patient we described in this
report.4 In addition, echo-color Doppler with contrast
agent is a useful tool for a diagnosis and follow up of
patients with SI. This test can be performed on pa-
tients’ beds and it is particularly useful for non-trans-
portable ICU patients.5
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Figure 2. Abdominal computed tomographic scan with
contrast medium.
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