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1. Introduction

A 12 year old boy with Hb genotype SC, was referred to the pediatric department of Lagos State 

University Teaching hospital (LASUTH) on account of progressive abdominal swelling, low 

grade fever, yellow eyes and pain in the left upper arm. Clinical examination revealed a 

paraumbilical sinus, hepatomegaly and ascites, which were confirmed, by ultrasound but the 

spleen was not visualized. A healing ulcer at the lateral aspect of the lower part of the left leg 

was also noted. Liver function tests and other laboratory tests were normal except the PCV that 

portrayed anaemia. A sinogram done suggested an entero-cutaneous fistula. Subsequent 

fistulectomy showed adhesions, a fistulous tract from a splenic collection to the umbilicus 

within which the spleen was found floating, confirming a splenic abscess with a fistulous 

connection to the skin. 

Splenic abscess is a potentially serious surgical problem that has a 

high mortality if not adequately treated [1]. It has been reported 

periodically since the time of Hippocrates, and follows one of three 

courses; patient might die, the wound may heal or may become 

chronic and patient will continue to live with it [2]. It is very rare 

[2,3,4], with a frequency of 0.05-0.7% (this may however depend 

on the study population) and a high mortality rate of 47%, 

reaching 100% in patients who are not given antibiotics treatment 

[2]. However, with proper management, mortality may decrease to 

10% [2]. Wysocki and Brzychczy [4] reported in 1999 that there 

were less than 300 cases described in the literature in the last ten 

years. 

Its cause is variable, the commonest being haematogenous 

spread from an infective process e.g infective endocarditis, intra-

abdominal sepsis [5], typhoid, paratyphoid, malaria, urinary tract 

infection, pneumonia, osteomyelitis, mastoididtis, otitis, pelvic 

infection, pancreatitis, pancreatic adenocarcinoma, pancreatic 

and subphrenic abscess and diverticulitis [2]. Splenic infarction 

resulting from trauma and systemic diseases such as 

haemoglobinopathies especially sickle cell anaemia, acute myeloid 

leukemia, polycythemia and vasculitis might get infected resulting 

in  splenic  abscess  [1 ,2] .  Alcoholics ,  diabetics  and 

immunosuppressed patients are more susceptible to splenic 

abscess. Published studies have revealed that a pre-existing 

splenic injury and bacteraemia are required for a splenic abscess 

to form [2].

Its diagnosis was suspected on clinical grounds and was always 

confirmed by ultrasonography (USS) and or computerized 

tomography scan (CT) [5].  Although it is rare, an early diagnosis is 

as important as it is impossible and the more it is delayed, the 

worse the postoperative morbidity rate, with splenectomy 

remaining the safest method of treatment [6]. Prompt and 

widespread use of imaging modalities has improved the prognosis, 

as they aid early diagnosis and help guide treatment[2].
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2. Case Report

Treatment of proven splenic abscesses has previously been 

splenectomy and antibiotics [1-8].  However, over the last 20 

years there has been a definite trend towards splenic 

conservation in relation to trauma, because there is clear 

evidence of predisposition to fatal sepsis and haematological 

disturbance after splenectomy [1].

We present a case of a paraumbilical sinus which resulted from 

an unsuspected splenic abscess.

A 12-year-old male who presented with a one-month history of 

continuous low grade fever, yellowness of the eyes and pain in the 

left upper arm was admitted in the paediatric ward of LASUTH. 

Two weeks after onset of the illness, he developed progressively 

enlarging left hypochondrial swelling with associated 

generalized abdominal distension. Patient was referred on 

account of progressive abdominal swelling and jaundice. He gave 

a history of trauma from a metallic object, which resulted in a sore 

on the lateral aspect of the lower left leg and of pain on 

micturation with suprapubic peppery sensation.  There was 

associated general malaise and anorexia. There was also a history 

of copious purulent foul smelling discharge from an umbilical 

fistula, which lasted for about 2 months, despite the use of various 

intravenous antibiotic therapies, as the swab culture yielded no 

growth.

He was transfused with one pint of blood at the referring 

center. He had no contacts with persons with jaundice or any 

unsterile procedure in months preceding the onset of illness. 

There was no previous medical history suggestive of sickle cell 

anaemia. He was one of the last two surviving children born into a 

polygamous home. However, patient lost a 13 year old female 

sibling  5 years prior to presentation after few hours of fever, 

headache and fatigue.  His mother was the 2nd of 3 wives. 

However patient is now an orphan, having lost both parents in a 

road traffic accident when he was aged 2years. He now lives with 

his 18 year old brother and paternal grandfather.

Clinical examination revealed a chronically ill looking child, 

pale, small for age boy with a tinge of jaundice, pitting pedal 

edema up to the ankle. He weighed 31kg, which was less than 

expected for his age (39.5kg).  His abdomen was uniformly 

distended with an abdominal girth of 75.2cm.  Mild umbilical and 

suprapubic tenderness was elicited on deep palpation.  

Hepatomegaly of 14cm was elicited.  Ascites demonstrable by 

fluid thrill was also present. There was reduced air entry in both 

lung fields but more on the left with bilateral scrotal oedema. A 

healing ulcer was seen on the lateral aspect of lower 1/3 of the left 

leg. 

Laboratory investigations showed Hb of 7g/dl, WBC – 

12,400cmm and an ESR – 110mm/hr. His Hb genotype three 

he was HIV negative. Urinalysis revealed a protenuria of 30mg/dl 

(1+) but was negative for nitrite.  Serum protein was 6.0mg/dl. and 

albumin  was 2.2 which continued to decrease throughout 

admission. Liver Function Test was however normal. 

Abdominal ultrasound showed massive ascites, hepatomegaly 

with normal echo pattern. The spleen was not visualized, raising an 

index of suspicion of autosplenectomy. He also had bilateral dilated 

renal calyces, worse on the right.

The sinogram done revealed a 16cm long fistulous tract extending 

from the cutaneous paraumbilical opening to the region of the 

splenic flexure in the left hypochondrium ending in an irregularly 

outlined pool of contrast in that region and extending downwards 

into the pelvis Figs 1 a, b, and c. This suggested an entero-cutaneous 

fistula. Patient was scheduled for a fistulectomy, and was built up 

nutritionally and transfused for surgery. He had a fistulectomy 2 

months after admission.

Operative findings included intra-abdominal adhesions, fistulous 

tract extending from the umbilicus to a cystic collection in the left 

hypochrondrial region containing pus with a small spleen floating 

inside. He had adequate antibiotics cover (IV ceftrixaone and 

metronidazole) and daily wound dressing for 1 week. Post operative 

period was uneventful and he was finally discharged to sickle cell 

anaemia clinic after 5 months of follow up.  
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Figs 1a, b and c Antero-posterior, Lateral and Oblique views of the 

sinogram showing the irregular pool of contrast in the left 

hypochondrium and its fistulous connection extending to the 

pelvis.                                

Figs 1a Figs 1b Figs 1c

3. Discussion

Splenic abscess is a diagnostic challenge that requires a high index 

of suspicion. The history and physical examination are not reliable 

enough to make a diagnosis; though its diagnosis can be suggested 

[2].This was demonstrated in this patient. Its incidence is 0.7% in 

autopsies and 0.2% in surgical emergencies with a male to female 

(2:1) ratio [3]. In older age groups, it is commoner in diabetics, with 

other causes as shown by Lasanoff [2].

The causative bacteriological organisms are revealed in blood 

culture in up to ¾ cases [3]. Gram positive (Streptococcus & 
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Staphylococcus) in 30% and Gram negative in 29% cases.  The 

symptoms are variable depending on its size, location and 

progression of the disease. They could be acute, subacute or 

chronic. Deep seated small abscesses may be painless, 

accompanied by septic symptoms [2].

The signs and symptoms may be non-specific [2].The classical 

triad of fever, left upper quadrant pain and splenomegaly is seen in 

1/3 patients [3]. Our patient presented with fever, abdominal pain 

and tenderness as was also reported by Lasanoff, [2]  but the 

spleen was not visualized. This could be explained by Cowrie et al's 

[3] observation that clinical splenomegaly occurs in less than 60% 

of cases. Fever may be moderate, continuous and intermittent or 

absent [2]. The patient presented had a continuous low-grade 

fever. Abdominal pain is sudden and maximal in the left 

hypochondrium signifying perisplenitis [2] as was demonstrated 

in our patient. Shoulder pain due to involvement of the left 

diaphragm (Kehr's sign) [2] was also demonstrated in our patient 

as left upper arm pain. Pleuritic chest pain around the left lung 

base occurs in >15% cases [2], however the case presented was 

free of any chest symptoms. Other manifestations include general 

malaise and other constitutional and dyspeptic symptoms all of 

which can be seen in other septic conditions [2].

Physical examination may reveal abdominal tenderness in 

>50% of cases, splenomegaly in <50% of cases, basilar rales in 

>21% of cases and elevation of the left hemidiaphragm in >15% of 

cases [2].   

USS is useful but has a high false negative rate [3]as was 

confirmed in this case. CT scan is the investigation of choice [3] but 

unfortunately was not done in this patient because he could not 

afford it. Rotman et al [5] highlighted the role of CT scan in the 

diagnosis of splenic abscess, recommending early splenectomy in 

cases of failure of percutaneous drainage. The recommended 

treatment includes broad spectrum antibiotics, CT guided 

percutaneous drainage or surgery [2,6].

In a study of 6 cases of splenic abscess  by Ghidirim et al [6],the 

median age was found to be 56.7 years, with a male to female ratio 

of 2:1. Five of them occurred in immune compromised patients 

(diabetes mellitus, liver cirrhosis, pancreatitis) and trauma was 

the cause in one case. Clincally, they presented with fever, weight 

loss and pain in the left upper quadrant of the abdomen. The 

imaging modalities used were USS and CT scan, before surgery 

confirmed the diagnosis. In their study, USS revealed splenic injury 

in 80% and CT had 100% sensitivity [6].

The patient presented had a fistulous connection to the skin and 

ascites, similar to the findings by Débat Zoguéreh et al [7] whose 

patient that carried salmomella typhi chronically, presented with 

partially calcified splenic abscess linked to a colonic fistula and 

ascites.  The fistula could be due to ischaemic necrosis secondary 

to compression by the splenic abscess.  Débat Zoguéreh et al [7] 

also confirmed the fistula by doing an abdominal CT scan and 

barium enema unlike in this patient who had a sinogram. 

Débat Zoguéreh et al [7] claimed that the possible causes of ascites 

are tuberculosis or ascitic peritonitis secondary to fistulization.  

Unlike the study by Débat Zoguéreh et al [7], where salmonella 

typhi was isolated from stool, the culture of the swab from the 

sinus discharge in this case did not yield any organism probably 

because of the various antibiotic therapy used before the culture. 

Treatment by fistulectomy was also successful in this patient.

Rupture of a splenic abscess was reported in only two cases up 

until 1992 [3]. As in the case presented, fistula allows spontaneous 

drainage[3].Our patient also had a tinge of jaundice as in Murray 

and Macgregor 's [1] case. Though the case presented was not a 

diabetic,  he was a sickler without any evidence of 

immunosuppression.  Immunosuppression increases the 

occurrence of splenic abscess [1]. 

Given the above history, it could be speculated that this patient 

developed a splenic abscess through seeding from a bacteraemia 

following the trauma to the leg by a metallic object, coupled with 

SC Hb genotype which could be a predisposing factor for splenic 

infarction. The trauma might have been minor but the disregarded 

trauma could have resulted in a splenic haematoma that acted as a 

medium for abscess formation. Such a case had been reported 

previously [8]. Due to the absence of any other associated or 

predisposing factors; these provide the most likely explanation for 

the findings in this patient.       

A case of splenic abscess with an unusual presentation as a 

paraumbilical sinus has been presented, highlighting the 

diagnostic challenges and the role of imaging in the clinical work 

up of this rare disease entity.
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