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CASE REPORTS

Conservative management of splenic abscess septic emboli after tooth extractions
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ABSTRACT
Splenic abscesses are rare but may be associated with high
mortality. Usually they occur in patients with systemic infection
related to some immunocompromised state. The symptoms are
nonspecific and the diagnosis is often late, but the development
of better imaging techniques has enabled better diagnosis of
splenic abscess and percutaneous drainage is a valid and safe
complementary treatment option. We report a case of a patient with
splenic abscess secondary to septic emboli after tooth extractions,
managed conservatively with antibiotics and percutaneous drainage.
Key words: Splenic abscess. Immunosuppression. Splenic
preservation. Percutaneous drainage.

INTRODUCTION
The splenic abscess is a rare entity with prevalence
between 0.14 and 0.7% in autopsy studies (1,2). Usually
it is not taken into account in the initial diagnosis of patients with abdominal symptoms and the natural history
is associated with a high mortality (1-3). It is usually accompanied by other pathologies that lead to an immunocompromised state (1-3), which together with its vague
expressions makes diagnosis and treatment to be delayed.
In recent years, the evolution of imaging techniques has
helped to improve early diagnosis and develop non-surgical management of these patients (1). We report the case
of an 81-year-old patient with a splenic abscess treated
conservatively.
CASE REPORT
Male, 81-years-old, with a history of chronic obstructive
pulmonary disease, hypertension, and chronic renal failure, who is derived from his nursing home because of abdominal pain and fever of 24 hours of evolution. No clear
history of trauma, but he refers multiple tooth extractions,
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the latter two carried out a week and 24 hours before the
onset of symptoms. Upon arrival at the emergency room
the patient presents no fever, with cough and expectoration. The physical examination revealed a septic mouth,
bilateral rhonchi and diffuse abdominal pain without signs
of peritoneal irritation. In the initial analysis, no leucocytosis or formula alteration was found, with haemoglobin of
11 g/dl and haematocrit of 36.5%. In the basic chest X-ray
minimal bilateral pleural effusion without pulmonary infiltrates are seen. Within 24 hours, the patient experiences a
general deterioration, more abdominal pain accompanied
by voluntary defence in the left abdomen, leucocytosis
(11,600 with 91.1% neutrophils), and anaemia (haemoglobin 8.9 g/dl). A computed tomography (CT) scan is performed, without contrast due to the deterioration of renal
function (creatinine 2.1 mg/dl), with a normal spleen size,
with heterogeneous density with a peripheral rim sub capsular areas of lower density and lower density within the
splenic parenchyma, suggestive of a splenic infarction, the
remainder being normal. Given these findings and after
recovery of renal function with aggressive fluid therapy,
repeated CT with contrast confirms the presence of irregular spleen without contrast enhancement areas compatible
with areas of infarction or splenic laceration (Fig. 1), no
extravasation of contrast. Conservative treatment was established with antibiotics and analgesia with respiratory
symptoms improvement, but persistent abdominal pain,
leucocytosis and elevated acute phase reactants. Control
CT reveals a splenic subcapsular collection shown in the
upper pole of 9 x 11 x 9.5 cm with attenuation values suggestive of haematoma (Fig. 2), so we decided to perform a
percutaneous drainage of the splenic yielding to collection
of abundant purulent material. In this material, it grows
on crops E. coli only sensitive to carbapemenes, so an
imipenem cycle is started and percutaneous drainage is
maintained with progressive improvement of the general
conditions of the patient and laboratory parameters. After
10 days of drainage and in the absence of new debit, a
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Fig. 1. Splenic collection prior to the percutaneous drainage.

new control abdominal ultrasound is done, checking the
disappearance of the collection, so the catheter is removed
and the patient is discharged. After 7 months of follow-up,
the patient remains asymptomatic, and CT scan shows a
normal spleen without intra-abdominal collections.
DISCUSSION
The splenic abscess is a rare infection, with a prevalence
of 0.14 to 0.7% in autopsy studies (1,2), but with a high
mortality (13-25%) (1-3). The most important predisposing
factor is the systemic infection, usually by haematogenous
spread of septic emboli from a bacterial endocarditis (6873%) or another distant septic focus, although they have
also been described due to contiguity extension, haemoglobinopathies or after a splenic trauma (3,4). Usually patients
with splenic abscess are adult males who have some associated risk factor: immunocompromised states, diabetes
mellitus or intravenous drug abuse (1,4). The increment
in the amount of immunocompromised patients and the
development of better diagnostic imaging techniques have
led to an increased incidence of splenic abscesses in the
past decades (1-3,5).
The diagnosis of splenic abscess is usually delayed
due to its nonspecific clinical characteristic, usually left
upper quadrant pain and fever with or without palpable splenomegaly. Leucocytosis is common (78%) and
chest radiography may present a left pleural effusion
(32-39%) (1,4). The imaging test of choice is abdominal
CT, showing a hypodense area of peripheral enhancement after contrast administration. Sometimes it can
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Fig. 2. CT image of almost resolved splenic collection showing the lateral
pigtail drainage.

be difficult to differentiate from a splenic infarction or
splenic haematoma, as it happened initially in our case.
On ultrasound, splenic abscesses manifest as irregular
hypoechoic or anechoic lesions (3,4). Multiple abscesses are less common (31-38%) and less symptomatic but
they have a worse prognosis for the increased risk of
sepsis (3).
The most commonly isolated pathogens are aerobic
gram-positive microorganisms (streptococci and staphylococci) and gram-negative (Klebsiella, E. coli and pseudomonas) (3-5). They are less common anaerobic bacteria
or fungi.
Classically the treatment of splenic abscess was a
splenectomy (1) and antimicrobial therapy. In recent
years, it has been successfully developed a more conservative approach, trying to preserve the organ through
an aggressive antimicrobial therapy and radiological guided percutaneous drainage in hemodynamically
stable younger patients with unique abscesses, without
walls and away from the splenic hilum and in patients
with high surgical risk, associated comorbidity, important or serious deterioration of the general status due to
the sepsis status (1,3-5). Percutaneous drainage allows
choosing the most appropriate antibiotic, avoids the
risk of purulent peritoneal dissemination and potential
complications of splenectomy, reduces hospital stay, it
is better tolerated by the patient and the cost is minor
(4,5). However, percutaneous drainage is not without
complications and failure rate is high in various series
(from 14.3 to 75%) (4,5). Open or laparoscopic splenectomy should be reserved for patients who do not respond
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to initial medical or interventional treatment or when
multiple, multiloculated or recurrent abscesses (1,2,4).
In a series of 18 patients with splenic abscess, Lee et al.
related the prognosis to the underlying general situation
of the patient without appreciating significant differences
in mortality among patients treated conservatively and
patients undergoing surgery (2).
In our case there was a history of chronic obstructive
pulmonary disease and chronic kidney disease with a
known septic focus (mouth) as outstanding and potential
source of septic emboli. The treatment of splenic abscess is
controversial and must be individualized. Although some
authors recommend percutaneous drainage of abscess
under 3 cc (6), the favourable response in this case supports the validity and safety of this therapeutic alternative
even in larger abscesses.
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