CASE REPORT
ENAIAPEPOYZA TEPIMTQLH

A massive cystic splenic infarct in a patient
with chronic lymphocytic leukemia
Appearance on contrast-enhanced sonography

Massive splenic infarct, which is a rare clinical entity, is due to compromised
blood flow in the spleen and occurs especially in the event of coagulopathy,
hematological malignancy, endocarditis or other sources of embolization. The
case is presented of a massive cystic splenic infarct in a patient with chronic
lymphatic leukemia, in order to describe its contrast-enhanced sonographic
features. Ultrasonography (US) confirmed the presence of a lesion measuring
13.5%10.6 cm, without the characteristics of a plain cyst, as it was hypoechoic
but had well-defined borders within which there was amorphous material.
The Doppler appearance showed no vascularization. After intravenous ad-
ministration of contrast medium, the splenic parenchyma was enhanced in
a homogenous manner, but the lesion remained as on the original US, with
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no enhancement at any phase.

Massive splenic infarct is a rare clinical entity, due to
compromised blood flow in the spleen. It occurs especially
as a complication of coagulopathies, hematological malig-
nancies, endocarditis or other sources of embolization.’
The case is presented of a massive cystic splenic infarct in
a patient with chronic lymphocytic leukemia (CLL), in order
to describe its contrast-enhanced sonographic features.

CASE PRESENTATION

A 71-year-old male patient was admitted to the hospital for
investigation of a fever of 38.6 °C of 3 days’ duration. His medical
history included CLL, diagnosed 5 years earlier, and diabetes mel-
litus, hypertension and ischemic heart disease two years earlier.

Because of pain in the left upper quadrant of the abdomen with
mild tenderness on palpation of the spleen, the patient underwent
an abdominal computed tomography (CT), which revealed that
the spleen was 22 cm in diameter, with a large hypodense lesion
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measuring 13.5x10.6 cm with septae, compatible with splenic
infarct (fig. 1). Hepatomegaly and abdominal lymphadenopathy
were also noted, as had been detected two months previously,
on re-examination for CLL in the hematology department. At that
time, no splenic infarct was present. Abdominal CT performed at
the onset of the fever in another hospital showed a lesion thought
to be a splenic abscess.

Two days after the second abdominal CT, and because of
the discrepancy between the two CTs, the patient underwent
contrast-enhanced sonography of the spleen for further evalu-
ation of the splenic lesion. The basic ultrasound (US) confirmed
the splenomegaly and a hypoechoic lesion measuring 13.5x%10.6
cm. Following intravenous administration of the contrast agent
sulfur exafluoride microbubbles (SonoVue, Bracco), the splenic
parenchyma showed homogenous enhancement, while the lesion
remained without any enhancement (fig. 2A). With the use of the
intravenous contrast agent, this lesion appeared wedge-shaped
and well defined, but with no enhancing borders that would be
characteristic of a splenic abscess. The absence of enhancement
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Figure 1. Abdominal computed tomography in a 71-year-old male
depicting a massive splenic infarct 13.5x10.6 cm with septae.

Figure 2. Contrast enhanced sonography of the spleen in a 71-year-
old male. The basic sonography (A) confirmed splenomegaly with the
presence of a lesion 13.5%10.6 cm, without the characteristics of a plain
cyst, as it was more hypoechoic, with amorphous material within the
lesion and with well-defined borders. The Doppler appearance showed
no vascularization. After intravenous administration of contrast agent
(B), while the splenic parenchyma was enhanced in a homogenous
manner, this lesion remained without any enhancement at any phase
of the contrast-enhanced sonography.
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of the lesion after the administration of the contrast agent, along
with the presence of amorphous material were compatible with
a cystic splenic infarct with septae (fig. 2B).

The patient remained afebrile after the first two days of hospi-
talization. Blood cultures and evaluation for thrombophilia were
negative. The splenic infarct was attributed to his underlying
CLL, for which he had received no treatment. Splenomegaly due
to CLL accounted for the splenic infarcts, which appeared to be
responsible for the patient’s fever.

DISCUSSION

Splenomegaly itself can account for the occurrence of
splenic infarcts.” Patients with infectious mononucleosis,
malaria and leishmaniasis may develop splenic infarcts,
as well as patients with myelohyperplastic syndromes.?*

Contrast-enhanced sonography is of great diagnostic
value in various clinical situations for the differential diag-
nosis of splenomegaly, splenic infarcts, abscesses, tumors
and injuries, functional asplenia and accessory spleen.>”’
Itis noteworthy that Gérg and colleagues, in their study of
patients with pain in the left upper quadrant and splenic
inhomogeneity, reported that contrast-enhanced sonogra-
phy enabled visualization of splenic abnormalities in more
than 50% of the patients; in this group, splenic infarction
was the most common diagnosis.® In the case presented
here, contrast-enhanced sonography confirmed the find-
ings of the abdominal CT performed in our hospital, and
the patient did not have to undergo surgical intervention
for a probable splenic abscess. The patient remains well 3
months after his hospitalization.

In conclusion, contrast-enhanced sonography may be a
very useful tool in identifying splenic infarction, especially
massive cystic infarcts as in this patient.

To our knowledge, this is the first report of massive cystic
splenicinfarct depicted by contrast-enhanced sonography.
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Madiko €upPaKTO OTIANVOG O€ ACOEVI] HE XPOVIA AEUPOYEVI AguXalpia:
YTTEPNXOYPAPIKK] EIKOVA PETA TN XOPNYNON CKIAYPAPIKOU HECOU
N. BAAAIANOY,' E. FTEAAAAPH," K. TPITKIAHZ," ©. BATAATAHZ 2 E. KOKKINAKHZ," E. ANTYTIA?
'A " [MaBoAoyikr) KAwvikr, [Eviké Noookopueio ABnvwv «O EvayyeAioudc», ABriva, 2AKTivoAoyiko Tuniua,
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Ta padikd oTIANVIKA €U@PAKTA €ival OTTAVIEG KAVIKEG OVTOTNTEG, TTOU Oo@EeilovTal o€ Slatapaxr TNG PONG Tou Aipa-

TOG OTOV OTIAVQ, EISIKOTEPA OE KATAOTACELG UTTEPTTNKTIKOTNTAG, AIMATOAOYIKEG KakoNOeleg, evookapditida n o€ Tre-
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PUTTWOELG TTOU AANAEG TTNYEG EMPOAWV Eival TTAPOUOEG. ZTNV €V AOYW TEPITTTWON, TapouoidleTal acOeving He HadIKo,
KUOTIKO €UPPAKTO OTTANVOG O€ £€50POG XPOVIAG AEUPOYEVOUG AEUXALIAG, TIDOKEIUEVOU Va TTEPLYPA@OUV Ta 1oLaiTe-
PO UTTEPNXOYPAPIKA TOU EUPHUATA, OE UTIEPNXOYPAPNMA LUE XOPrYNoN OKlaypa@lkol pécou. To urmtepnxoypda@nua
empBePaiwoe TNV vTaPEN BAAPRNG pe SlaoTdoelg 13,5X10,6 cm, XWEIGC OPWG TA XAPAKTNPLIOTIKA ATTARG KUOTNG, a@ol
ATav 7o UTTONXOIKN HE AMOPEPO UAIKO EVTOC AUTHG Kal UE 0aPWE apoptldpeva dpla. Xto urepnxoypdenua Doppler
Sev eppavioTnke ayyeiwon. Metd Tnv evOo@AEBLa Xopriynon oKlaypa@IKoU HECOU, EVW TO OTTANVIKO TTAPEYXUHA EVI-
OXUONKE LIE OOLOYEVH TPOTIO, N CUYKEKPLIUEVN BAABN TTapEpEIVE WG EiXE, XWPIG Evioxuon o€ Kauld @Aon KATtd Tn Xo-
priynon evOopA£RIou OKlaypa@PIKOU UECOU.

NéEaig eupeTnpiov: Maliko EUPPAKTO OTIANVOG, YTTIEPNXOYPAPNHA, XOPrynon oKlaypa@ikol Hécou
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