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Abstract
This report reviews literature on splenic infarction. It also describes the case of a 27-year-old female who was bedridden because of a muscular disease and who 
was admitted to the emergency department with chest pain. She experienced continuous squeezing and compressing pain, which originated from the lower left 
hemithorax and radiated to the left axilla. A splenic infarct was detected after 24 h follow-up in the emergency room. Emergency physicians should keep in mind 
that chest pain originating from the lower left thorax and radiating to the left shoulder can be a sign of splenic infarction. (Eurasian J Emerg Med 2015; 14: 154-6)
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Introduction  

Splenic infarction is a rare clinical condition that occurs as a com-
plication of other diseases, and it has no specific signs (1). We high-
light a case of splenic infarction with a complaint of chest pain and 
also review literature on this condition.

Case Presentation  

A 27-year-old female who was bedridden because of a muscu-
lar disease was admitted to the emergency department with chest 
pain radiating to the axilla. The patient complained of nausea and 
warm sweating but not vomiting. Her family had no history of coro-
nary artery disease. Loss of strength in the lower extremities began 
approximately 15 years ago and increased with time and advanced 
to the upper extremities. She was told that the disease could be mus-
cular dystrophy or amyotrophic lateral sclerosis; however, no defini-
tive diagnosis was made. The patient was bedridden for 10 years. She 
underwent a tracheostomy opening 2 years ago and was connected 
to a mechanical ventilator.

In the patient’s physical examination, the lung sounds were nor-
mal; there were no rales or rhonchi. There were rhythmic heart sounds 
and no additional sound or murmur. The abdomen was puffed up, 
no rigidity, no precision or rebound. Spasticity and paraplegia were 
present on the lower extremities, but the patient could lift her arms 
to the shoulder level. Electrocardiography (ECG) revealed a sinus 
rhythm, and the heart rate was 98/min. No additional pathology was 
seen in the direct standing abdominal and chest radiographs. Ultra-
sonography revealed no abnormality. The levels of cardiac enzymes, 
amylase, lipase, and liver enzymes were also normal.

The first probable diagnoses were acute coronary syndrome and 
peptic ulcer. In the emergency department, she received aspirin 300 
mg, 6000 anti-XA, 0.6 mL enoxaparin, proton pump inhibitor, and an 
antispasmodic. However, her pain had not decrease. She followed for 
24 h with serial ECG and cardiac enzymes on the emergency services 
as no pick up was reported.

Contrast-enhanced abdominal computed tomography was 
taken because the patient’s pain persisted, and a splenic infarct was 
detected (Figure 1, 2). The patient was hospitalized in the general sur-
gery department.
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Discussion 

Chest pain is often encountered as an important health problem 
during daily emergency practice. Chest pain at the age of over 15 years 
is the first level complaint in the United State of America; applicants 
to emergency services reach 6.4 million annually. Despite the absence 
of statistical data on emergency room visits, it is correct to say that 
there is a similar situation in our country. No life-threatening situation 
is detected in the vast majority of these patients, and they are kept 
under observation in the emergency department or unit to determine 
if they have any serious pathology. However, 2–5% of acute coronary 
syndrome cases cannot be diagnosed in the emergency department, 
and it is reported that heart attack cases that cannot be identified by 
emergency services comprise 20–39% of malpractice suits. Emergen-
cy physicians should give priority to life-threatening diseases such as 
acute coronary syndrome, pulmonary embolism, and aortic dissection. 
The overall approach to the differential diagnosis of chest pain is to 
evaluate the contrast-enhanced computed tomography of the chest 
for aortic dissection and pulmonary embolism. If the result is negative, 
serial cardiac enzyme level and ECG monitoring should be done, and 
patients’ vital signs should be continuously monitored. Patients should 
be followed-up in hospital emergency rooms because there are no 
specific units to follow-up chest pain. If the results are negative, the 
cardiac stress test should be applied (2-5).

Splenic infarction is a rare clinical diagnosis before death. When 
we analyze literature, we only find case reports on splenic infarction 
that generally occurs as a complication of other diseases. Splenic in-
farction is mostly found during cases of the most common hema-
tologic diseases, including sickle cell anemia, bacterial endocarditis, 
hematologic malignancy, cardiac embolism, hypercoagulability, 
splenic vascular diseases, myelofibrosis, sarcoidosis, amyloidosis, 
pancreatitis, collagen vascular diseases, and non-hematological neo-
plastic diseases. Splenic infarction has also been reported in cases of 
spontaneous splenic infarcts. It usually shows symptoms of abdom-
inal pain radiating to the upper left quadrant and left shoulder (1, 6, 
7). The spleen is controlled by the autonomic nervous system. Para-
sympathetic fibers are carried by the vagus nerve. The sympathetic 

fibers follow the splenic artery and create the celiac plexus. The celiac 
plexus is derived from the T5–T10 ganglionic roots. Because of this, 
the pain from the spleen is felt in the area between the umbilical re-
gion and the left shoulder radiating to the axilla (8). This is because 
the sympathetic fibers carried by the greater splanchnic nerves enter 
into the T5–T10 range of the spinal cord and this causes the pain.

Contrast-enhanced abdominal computed tomography plays an 
important role in the diagnosis of splenic infarction. The infarction 
cannot be directly seen by X-rays. However, after 24 h of infarction, 
ultrasonography can identify the lesion, which is called “demarcation 
line”. Because of this, there are difficulties in the diagnosis of splenic 
infarction (1, 6, 7). In our case, the diagnosis was made after 24 h by 
contrast-enhanced abdominal computed tomography.

For treatment, hydration, oxygenation, analgesics, and antiag-
gregants are suggested. The infarct area generally regresses in 7–14 
days. Splenectomy is needed if subcapsular hematomas, splenic rup-
ture, splenic abscess, or pseudocysts are seen; however, it is rarely 
necessary. In most cases, conservative treatment is enough.

Conclusion 

Emergency physicians should keep in mind that chest pain orig-
inating in the left thorax and radiating to the left shoulder can be a 
sign of splenic infarction.

Figure 2. Splenic infarction in coronal section of abdominal compu-
ted tomography

Figure 1. Splenic infarction in axial section of abdominal computed 
tomography
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