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Splenic abscess in a patient with fecal peritonitis
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Abstract
Splenic abscess is a rare entity normally associated 
with underlying diseases. We report a case of splenic 
abscess with large gas formation in a non-diabetic and 
non-immunosuppressed patient after surgery for colon 
perforation. The most frequent cause of splenic abscess 
is septic embolism arising from bacterial endocarditis.  
Splenic abscess has a high rate of mortality when it is 
diagnosed late. Computed tomography resolved any 
diagnostic doubt, and subsequent surgery confirmed the 
diagnosis. 
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INTRODUCTION
The incidence of  septic complications, such as abscess 
formation, in fecal peritonitis due to colon perforation 
has been reported in various organs[1,2]. The spleen is one 
of  the least involved organs especially in non-diabetic 
and non-immunosuppressed patients[3,4]. In a recent 
review[5], out of  67 cases of  splenic abscess, only one 
was due to colon perforation. We present a patient with 
persistent high fever two weeks after surgery due to colon 
perforation despite optimal treatment. An occult splenic 
abscess was found during diagnostic work up.

CASE REPORT
An 84-year-old Caucasian non-diabet ic and non-
immunosuppressed woman presented with abdominal 
tenderness and peritoneal irritation. Chest radiography 
revealed free air at the left subdiaphragmatic area 
confirming a hollow visceral perforation. An exploratory 
laparotomy revealed traumatic perforation of  the sigmoid 
due to chicken bone with diffuse fecal peritonitis. The 
postoperative period was uneventful with complete 
recovery and the patient was discharged on the 8th 
postoperative day. Two weeks later the patient complained 
of  high fever (40℃) and vague left upper quadrant 
pain. The chest X-ray documented left pleural effusion 
associated with a left subdiaphragmatic abscess by 
ultrasound. The white cell count was 13 000 cells/mL with 
neutrophil predominance (85%). Computed tomography 
with contrast enhancement revealed a large splenic 
abscess associated with a vast amount of  gas formation 
(Figure 1). The patient underwent exploratory laparotomy 
with splenectomy and recovered completely on the 7th 
postoperative day. Culture of  the purulent material showed 
Enterococcus sensitive to vancomycin.

DISCUSSION
Splenic abscess is a very rare manifestation of  fecal peritonitis 
especially in non-diabetic and non-immunocompromised 
patients[3,4]. Successful management requires a combination 
of  early diagnosis and early surgery or imaging-guided 
intervention[6,7]. 

Splenic abscess can be identified by ultrasonography. 
However, u l t rasonog raphy can not d iscr iminate 
between abscess and infarct in some cases, while large 
gas formation within the abscess may lead to technical 
difficulties. Gas formation when noted within splenic 
abscesses is associated mainly with gram negative bacillus 
infection. In a recent review[5], gas formation in splenic 
abscess was found in 11.9% of  patients.

Computed tomography is the examination of  choice. 
Splenic abscesses appear as focal areas of  low attenuation. 
Usually there is no inflammatory rim. Gas collections 
are very rarely seen. Many abscesses remain uniformly 
hypoattenuating after contrast administration and do not 
show peripheral enhancement. In atypical cases, clinical 
presentation must be considered in order to make an 
accurate diagnosis. 

In conclusion, after fecal peritonitis although an intra-
abdominal abscess in the proximity of  the primary lesion is 
rather common, an unexpected splenic abscess formation, 
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despite the patient immune status, could also be a rare but 
possible complication. 
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Figure 1  Computed tomography with contrast enhancement revealed a large 
splenic abscess associated with a vast amount of gas formation. 


