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Case Report

Case Presentation

A 62-year-old female presented with sharp left upper quad-
rant pain that worsened with inspiration. The patient has a 
history of tobacco abuse (35-pack-year equivalent) and 
alcohol abuse; however, she denied any illicit drug use. She 
was febrile with temperature 103 °F and hypoxic saturating 
90% on room air. Physical examination demonstrated left 
upper quadrant pain to both light and deep palpation. 
Laboratory results were significant for normocytic anemia 
and absence of leukocytosis. Blood cultures were collected 
on admission with gram stain growing gram-negative rods 
resembling enterics and an anaerobic culture eventually 
growing Fusobacterium mortiferum.

An initial chest X-ray revealed a left lower lobe consoli-
dation with a pleural effusion. Computed tomography (CT) 
of the abdomen with contrast revealed 2 perisplenic fluid 
collections, one at the lower lateral periphery measuring 4.1 
× 2.1 cm in size, and the second at the inferior pole measur-
ing 3.8 × 2.2 cm (Figure 1). The patient was then started  
on intravenous fluids, acetaminophen/oxycodone for pain 
management, and intravenous piperacillin/tazobactam 4.5 g 
every 6 hours.

Repeat CT abdomen with contrast scan on hospital day 3 
demonstrated enlargement of the 2 splenic subcapsular fluid 

collections, the lesion at the superior pole of the spleen now 
measured 10.8 cm × 7.4 cm × 9.7 cm and the second lesion 
at the inferior pole adjacent with the splenic flexure now 
measured 2.3 cm × 3.9 × 3.6 cm (Figure 2). A CT-guided 
aspiration and drainage of the superior perisplenic collection 
(100 mL removed) and of the inferior perisplenic collection 
(15 mL removed) was obtained. The superior aspirate culture 
did not grow any bacteria or fungus; however, the inferior 
aspirate culture grew Escherichia coli and β-hemolytic 
Streptococcus group C.

A transesophageal echocardiogram and oral X-rays 
showed no vegetations or lesions. Colonoscopy revealed 2 
masses in the transverse and descending colon as well as a 
rectal polyp. The smaller mass in the transverse colon mea-
sured 2.4 cm, and the larger tumor in the descending colon 
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Abstract
Splenic abscesses are a rare infection that usually requires seeding from another primary source; however, direct contact 
of bacteria can occur with microperforation secondary to colon cancer leading to abscess formation. This occurrence is 
rare, and through literature review only 12 previous cases have been reported with associated bacteremia. Our patient is 
a 62-year-old female who presented with left upper quadrant pain with a history of tobacco and alcohol abuse that was 
febrile and hypoxic. Blood cultures were obtained that eventually grew Fusobacterium mortiferum. Computed tomography 
of the abdomen and the pelvis revealed 2 splenic abscesses that were cultured to grow Escherichia coli and β-hemolytic 
Streptococcus group C. Colonoscopy was performed, which identified 2 masses that were biopsied, and histopathology 
confirmed well-differentiated adenocarcinoma with possible muscular invasion. The patient had no other identifiable risk 
factors for bacterial seeding from another primary source. We present the first reported case report of splenic abscess 
secondary to colonic adenocarcinoma suspected microperforation associated with Fusobacterium mortiferum bacteremia.
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measured 8.4 cm. Bother lesions were biopsied and the 
smaller lesion showed well-differentiated adenocarcinoma 
with suspicion for muscular invasion. The larger descending 
colonic mass showed moderately differentiated invasive 
adenocarcinoma. Assessment from oncology determined the 
staging to be Stage IIB (pT4aN0M0).

The patient underwent colorectal surgery for left hemico-
lectomy with ileocolonic anastomosis. During surgery, the 
colon was found to be adherent to the superior pole of the 
spleen. The surgical pathology report revealed adenocarci-
noma in the transverse colon tumor that invaded through the 
muscularis interna, and adenocarcinoma in the larger tumor 
with 15% mucinous carcinoma component that invaded 
through the muscularis propria and perforated the perito-
neum and into the pericolic fat. The patient discharged in 
stable condition and was instructed to follow with oncology 
for adjuvant chemotherapy as an outpatient.

Discussion

This case describes the rare occurrence of a splenic abscess 
forming by direct spread rather than distant seeding. Splenic 
abscesses are a rare medical occurrence usually caused by 
hematogenous spread from a distant infection.1-3 Splenic 
abscess should be suspected in a patient with left upper 
quadrant pain, splenomegaly, left costovertebral tender-
ness, left pleural effusion on X-ray, and leukocytosis with a 
left shift. Associated risk factors for developing a splenic 
abscess include infective endocarditis, diabetes mellitus, 
trauma, intravenous drug abuse, or hemoglobinopathies,1,4-8 
of which our patient had none. Rarely, colon cancer can 
perforate the bowels and communicate into the spleen 
allowing for direct spread of bacteria and eventual abscess 
formation. Through literature review, 12 cases of this phe-
nomenon have been reported4,9-19 (Table 1), all of which 
had an associated bacteremia. The most common bacteria 

cultured in splenic abscess are Escherichia coli, Proteus 
mirabilis, Streptococcus group D, Klebsiella pneumonia, 
and Bacteroides fragilis.

In the absence of endocarditis, patients presenting with a 
splenic abscess usually have a concomitant immunodeficiency 
disorder, trauma, splenic infarct, diabetes, or malignancy.1,4-8 
With the absence of typical risk factors, combined with the 
clinical and surgical findings, we highly suspect that our 
patient developed a splenic abscess by direct contact via 
microperforation secondary to the adenocarcinoma of the dis-
tal transverse colon rather than by seeding of a distant source.

Bacteremia is another common finding that is associated 
with a splenic abscess.1-3 Bacteremia associated with splenic 
abscesses are most often gram positive due to the seeding from 
infective endocarditis.1-3 However, this patient’s gram-nega-
tive bacteremia grew F mortiforeum, which is typically associ-
ated with infections of the oral cavity, female genital tract, 
gastrointestinal tract, and often plays a role in septic shock  
and abscess formation.20-22 The 2 most common species of 
Fusobacterium widely discussed in the literature are F nec-
rophorum and F nucleatum. F mortiferum is less commonly 
an isolated specimen in clinical cases related to gastrointesti-
nal neoplasms.20-22 There is a well-established connection 
between Fusobacterium and colorectal cancers, with the most 
reported species in the literature being F nucleatum.20-22 It is 
possible that F mortiferum was not able to be cultured from 
the splenic abscess in our patient as she had received 3 days of 
intravenous antibiotics prior to having the CT-guided biopsy. 
We were unable find any documented cases of F mortiforeum 
bacteremia in the setting of colorectal cancer.

Although there are no specific diagnostic criteria for splenic 
abscess, CT-guided imaging appears to be a sufficient tech-
nique to confirm splenic abscess if there is strong clinical sus-
picion.4 The treatment recommendation for splenic abscess 
varies in the literature.4-9 Though splenectomy was once con-
sidered the gold standard of treatment for a splenic abscess, 
drainage and broad-spectrum antibiotics are now the preferred 
route over a splenectomy, but this must be weighed against the 
risks of bleeding.5,8 The number of splenectomies performed 
due to a splenic abscess is not well documented in the litera-
ture. Definitive management for a splenic abscess is typically a 
combination of antibiotic therapy and splenectomy.1-3 However, 
as in this case, antibiotic therapy and drainage may have a 
favorable outcome without the need for a splenectomy.

Conclusion

In our case report, we describe an unusual suspected etiology 
of a splenic abscess formation by direct spread, an unusual 
presentation of colon cancer, and a previously undocumented 
splenic abscess with associated F mortiferum bacteremia. 
Patients presenting with the clinical symptoms and associated 
risk factors for splenic abscess should undergo the appropri-
ate diagnostic workup, including identifying the source of 
bacterial exposure to the spleen.

Figure 1. Computed tomography of abdomen with contrast 
demonstrating splenic abscess (blue arrow).
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