Post Surgical Diagnosis of Primary Diffuse Large
B Cell Lymphoma Presenting as Splenic Abscess
– A Case Report
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Abstract

cavity persisted with only marginal reduction in size. Lower
limb venous Doppler study performed three weeks following
drainage revealed a new extensive thrombotic lesion in the
Right Common Iliac and distal Inferior Vena Cava. The
Inferior Vena Cava thrombosis was clinically presumed to
be due to sepsis. An Inferior Vena Cava umbrella filter was
placed above the thrombus to prevent pulmonary embolism
and antithrombotic treatment was initiated. The patient
underwent splenectomy for definitive diagnosis and treatment.
At surgery, a thick-walled cavity was evident in the lower half
of the spleen. There were no peri-splenic/para aortic lymph
nodes. Histopathology revealed the lesion to be a Diffuse Large
B Cell Lymphoma of the spleen.

Primary Splenic Lymphoma is very rare, with a reported
incidence of less than 1% of all malignant lymphomas.
Still rarer is presentation of primary Diffuse Large B Cell
Lymphoma mimicking an abscess.
A 53 year-old woman presented with left upper quadrant
pain and fever for a month. Investigations revealed a splenic
abscess with well-defined thick walls. The left kidney was
displaced by the lesion. Percutaneous drainage of the abscess
first drained purulent material and then only serous fluid. In
spite of drainage and appropriate antibiotic therapy, the abscess
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Primary Splenic Lymphoma (PSL) poses difficulty in
diagnosis. It has been misdiagnosed as splenic abscess
in the past.1 PSL presenting as splenic abscess although
uncommon, is associated with high morbidity and mortality
rates because of delayed detection and treatment. It often
presents with vague or nonspecific signs, thus making
clinical diagnosis difficult.2 Splenic lymphomas usually
present as space occupying solid lesions and when present
as splenic abscesses are usually encountered in patients
with underlying disorders, including infections, emboli,
trauma, recent surgery, malignant hematologic conditions
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and immunosuppression.3 Bacteria are commonly the
pathogenic agents that create unilocular abscesses [3].
Clinically, splenomegaly may vary from mild to moderate,
rarely massive.
PSL (defined as restricted to the spleen and hilar lymph
nodes) is very rare.4 Several clinically and pathologically
distinct lymphomas preferentially involve the spleen
with little or no accompanying nodal enlargement. 5
Splenic lymphomas have to be accurately diagnosed for
appropriate and timely treatment (chemotherapy +/splenectomy).
Here we present a case of a 53 year-old woman who
presented with splenic abscess. Splenectomy was
performed for a definitive diagnosis and treatment. At
surgery, a thick-walled cavity was found with no evidence
of distant lymphadenopathy and it was confirmed
pathologically as a Diffuse Large B Cell Lymphoma of
the spleen.

Case Report
A 53-year-old woman presented with mild abdominal
pain in the left hypochondrium and fever of one month
duration in June(18/06/2011). She was a known
hypertensive and hypothyroid on regular treatment.
Initial evaluation was significant for a temperature of
38.9°C, conjunctival pallor, absence of lymphadenopathy
and moderate splenomegaly. Significant laboratory data
included a hemoglobin level of 9.10 g/dL, hematocrit
of 29.7%, mean corpuscular volume of 67.9 fl, total
leukocyte count of 19,200/mL (differential: neutrophils
85%; lymphocytes 9%; monocytes 5%; eosinophils
1%), and platelet count of 259,000/mL.; mildly elvated
total bilirubin level (1.5 mg/dl), significantly elevated
S.G.O.T 44U/L, alkaline phosphatase 141U/L and gamma
glutamic transferase 94 U/L. A peripheral-blood smear
showed hypochromia and microcytosis, with no atypical
or abnormal lymphocytes. Initial coagulation studies
revealed no abnormalities.
An ultrasonogram (USG) of the abdomen (19/06/2011)
revealed a large thick irregular walled cystic lesion with
low level internal echoes, suggestive of a splenic abscess
contributing to moderate to severely enlarged spleen;
and a single well-defined echogenic lesion in the right
lobe of liver, reported as a hemangioma. A computed
tomograph (CT) scan of the abdomen (19/06/2011)
confirmed the presence of an abscess measuring 13x10x11
cms displacing and compressing the left kidney inferiorly
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and a hemangioma in the right lobe of the liver.
She was planned for USG guided percutaneous drainage
of the abscess. Pre-procedure work up revealed infection,
anemia and mildly raised LDH. Percutaneous drainage
and placement of pig tail draining catheter (10 fr) was
performed (23/06/2011) and 450 ml of pus was drained.
The culture report of drained pus was positive for E coli
and Pseudomonas aeroginosa and negative for fungal and
AFB stain. She was started on appropriate antibiotic cover
based on the susceptibility report. Post catheterization
follow-up USG and CT scan (24/06/2011) revealed
persisting residual abscess cavity with a large necrotic
lesion. In addition, a new finding was reported on CT
scan, a diffuse thrombus within the infrarenal inferior
vena cava extending into right common iliac as well as
internal and external iliac vein; and an enhancing lymph
node at the inferior vena caval bifurcation. The colour
Doppler of lower limb (19/07/2011) was suggestive of
short segment thrombosis of proximal right common iliac
vein and distal inferior vena cava at level of bifurcation.
She was started on low molecular weight heparin and
later shifted to warfarin therapy. In view of persistent
and residual abscess and new evidence of thrombotic
activity, splenectomy was performed (25/07/2011) with
a diagnostic and therapeutic intent. Pneumococcal
immunisation was done a week prior to splenectomy.
Gross examination showed enlarged spleen measuring
20x14x11 cms. Patches of whitish discolouration were
found over the external surface. The cut surface revealed
a whitish nodular necrotic mass measuring 15x13x9 cms,
extending up to the capsule and replacing the normal
parenchymal architexture of the spleen.
Microscopy predominantly showed monotonous
population of large neoplastic lymphoid cells with
large areas of necrosis. The individual cells essentially
demonstrated a large atypical nucleus, irregular nuclear
borders with vesicular chromatin and prominent nuclei.
Histopathological examination reported as NonHodgkin’s Lymphoma of Diffuse Large B Cell phenotype.
Immuno-histochemistry studies were positive for CD 20
expression while immunonegative for CD 3 and CD 5.
She received first cycle of chemotherapy with CHOP
(cyclophosphamide, adriamycin, vincristine and
prednisolone) (27/8/2011) regimen after nearly three
months of initial presentation. The cycle was repeated after
21 days. The response evaluation after three weeks post
completion of two cycles revealed appreciable response to
treatment with documented disappearance of thrombus
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in the right iliac vein. She was continued on the same
regimen in view of good response and therapeutic benefit.

Discussion
PSL is an unusual disease, comprising less than 1%
of non-Hodgkin’s lymphoma.6 The spleen may be the
primary site of lymphoma or it may be an element of
disseminated malignancy. PSL can be difficult to diagnose
as half of all patients with Hodgkin’s disease and one third
of those with non-Hodgkin’s lymphoma have splenic
involvement. The most common histological diagnoses
are Small B Cell Lymphomas, which commonly present
as diffuse splenomegaly.6 Splenic Large B Cell lymphomas
(LBCL) are rare. LBCL often present as focal lesions and
radiological findings can be confused with benign cystic
lesions.6 Splenic involvement by lymphoma has varied
appearances; the spleen being normal (i.e. microscopic
involvement) or splenomegaly with or without focal mass
lesions.7 The differential diagnosis of a solitary splenic
mass should include benign entities, such as hemangioma,
hamartoma, simple cyst, metastatic carcinoma, as well as
abscess.8 Splenic abscesses may often be misdiagnosed
because symptoms and signs are nonspecific; nevertheless,
modern imaging has augmented their diagnosis.
As in our case, patient presented with fever and mild
abdominal pain of insidious onset and imaging study
findings suggested a cystic lesion most likely an abscess.
Percutaneous drainage is most apt to succeed when the
abscess collection is unilocular or bilocular with a discrete
wall and no internal septations, and when its content is
liquefied enough to be drained and located at the periphery
and at the middle or lower pole of the spleen.3 Recent
evidence and literature recommends use of percutaneous
drainage as first line of treatment, reserving splenectomy
for only exceptional cases.3 In our case however, there was
persistence of the cyst and residual pus collection with
failed antibiotic therapy and drainage. The persisting cystic
lesion coupled with development of new thrombotic lesion
in the inferior vena cava bifurcation led to suspicion of
underlying malignant activity. Splenectomy was therefore
performed with a diagnostic and therapeutic intent. The
histopathological evaluation confirmed Large B Cell
Lymphoma expressing CD 20.
The spleen is involved in approximately 25% of patients
with lymphoma at initial staging;9 otherwise, splenic
involvement is common in advanced stages of Hodgkin’s
disease and non-Hodgkin’s Lymphoma. Since secondary
involvement of the spleen in lymphoma is quite common,
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the definition of PSL is still used ambiguously in literature,
as recently reported by Gobbi et al.4 Das Gupta et al10
have suggested strict criteria for establishing a diagnosis
of PSL elaborated in Table 1.
Table-1 Criteria for diagnosis of Primary Splenic
Lymphoma
Reference

Criteria for diagnosis/staging
Primary Splenic Lymphoma

Das Gupta et al10

Lymphoma only involving the
spleen and hilar lymph nodes,
but not the liver or other sites.
Further confirmed following a
six-month relapse-free period
following splenectomy.

Skarin et al11

Lymphoma with splenic
involvement in which
splenomegaly is the dominant
feature.

Dachman et al12

Hypodense splenic lesions on
contrast enhanced CT scans
or hypoechoic lesions on
ultrasound on imaging studies

Ahmann and Kiely13 Stage I refers to disease
confined to the spleen; Stage
II implies involvement of
the spleen and hilar lymph
nodes and Stage III refers to
extra-splenic nodal or hepatic
involvement.
Primary lymphoma of the spleen is very rare if the strict
criteria for diagnosis suggested by Das Gupta et al. are
applied. Definitions vary however. It is interesting that
all the patients reported in literature with PSL showed
splenomegaly and a diagnosis of PSL was made by
splenectomy. Symptoms of PSL include pyrexia, weightloss, night sweats, generalised weakness and left upper
quadrant pain secondary to splenomegaly. Cytopenia can
also be a presenting feature and significant laboratory
findings include elevated ESR and b2 microglobulin.14
Contrast enhanced ultrasound may also prove useful
in evaluating splenic lesions.15 MRI is also a useful tool
for identifying and characterizing focal splenic lesions.16
Differential diagnosis for such appearances is broad and
splenectomy is often required for definitive diagnosis.
Kraus et al17 demonstrated that whilst malignancy is
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the most common diagnosis in patients with splenic mass,
splenectomy is frequently refused by patients and in such
cases radiologically-guided, percutaneous biopsy may offer
an alternative modality to diagnose and histologically
subtype splenic lymphoma.8 5-year survival is relatively
poor, with a 31% overall survival for all groups. Kehoe
et al,18 with a series of 21 patients over a 5-year period,
demonstrated a combined survival rate of 43% for Stage
I and II disease, but just 14% for Stage III. However, as
both of these studies are quite old, there is a need for
an updated study to take into account novel imaging
modalities and therapeutic options. Xiros et al19 maintain
that the median survival after diagnostic splenectomy
is 24 months regardless of disease stage or adjuvant
chemotherapeutic regimen. Treatment for PSL sparks
debate due to the lack of clinical trials. Possible treatment
modalities include splenectomy, local radiotherapy
and systemic chemotherapy. Local radiotherapy is
considered for those in whom splenectomy is not an
option. Morel et al14 stated that early splenectomy can
improve survival for those patients in whom cytopenia
improves after surgery and those who tolerate adjuvant
chemotherapy. Patients with aggressive subtype (DLBC,
ALCL) should receive appropriate chemotherapy. Those
with indolent lymphomas can be kept on regular follow
up postoperatively. Musteata et al20 after looking at 104
patients with primary low grade non-Hodgkin Lymphoma
of the spleen concluded that early splenectomy along with
combination chemotherapy is the optimum treatment due
to higher rates of remission, a more prolonged duration of
remission and better overall survival rates when compared
with splenectomy or splenectomy with single agent
chemotherapy. The CHOP regimen appears to be the
most widely accepted chemotherapy regimen for PSL,21
despite the lack of clinical trials on the subject.
Our patient was treated with conventional chemotherapy
with CHOP and a favourable response was noted with
disappearance of thombotic lesions and improvement in
general condition of the patient.

Conclusion
Diffuse large cell lymphoma of the spleen should
be considered in the differential diagnosis of patients
presenting with fever or other systemic symptoms
associated with radiographic evidence of single or
multiple focal lesions in the spleen. Splenectomy in
primary lymphomas of the spleen is an important step in
its diagnosis and treatment. Early splenectomy combined
with chemotherapy is the optimal treatment strategy.

Austral - Asian Journal of Cancer ISSN-0972-2556, Vol. 11, No. 3, July 2012

References
1.

Huggett MT, Howieson A, Wakefield C, Gartell PC. An apparent
splenic abscess. J R Soc Med. 2005;98(10):474- 5.
2. Konstantiadou I, Mastoraki A, Papanikolaou I, Sakorafas G,
Safioleas M. Surgical approach of primary splenic lymphoma: report
of a case and review of the literature. Indian Journal of Hematology
and Blood Transfusion, 2009; 25( 3):120-124.
3.	Thanos L, Dailiana T, Papaioannou G, Nikita A, Koutrouvelis H,
Kelekis DA. Percutaneous CT-guided drainage of splenic abscess.
AJR Am J Roentgenol. 2002;179(3):629-32.
4. Gobbi PG, Grignani GE, Pozzetti U, et al. Primary splenic lymphoma:
Does it exist? Haematologica.1994;79:286-293.
5. Wilkins B S. Lymphomas involving the spleen. Diagnostic
Histopathology. 2010; 16(3):116-124.
6. 	Takabe K, Al-Refaie W, Chin B, Chu PK, Baird SM, Blair SL. Can
large B-cell lymphoma mimic cystic lesions of the spleen? Int J
Gastrointest Cancer. 2005;35(1):83-8.
7. Kaza RK, Azar S, Al-Hawary MM, Francis IR. Primary and
secondary neoplasms of the spleen. Cancer Imaging. 2010;10:17382.
8. 	Choi P, Park SW, Kang MJ, Jung EU, Park ET, Lee SH, Seol SY. A
case of primary splenic lymphoma presenting as a splenic abscess.
Korean J Med. 2009;76(l 1):S49-S53.
9. 	Saboo SS, Krajewski KM, O’Regan KN, Giardino A, Brown JR,
Ramaiya N, Jagannathan JP. Spleen in haematological malignancies:
spectrum of imaging findings. Br J Radiol. 2012;85(1009):81-92.
Epub 2011 Nov 17.
10. 	Das Gupta T, Goombes B, Brosfeld RD. Primary malignant
neoplasms of the spleen. Surg Gynecol Obstet 1969; 120:947-60.
11. 	Skarin AT, Davey FR, Maloney WC. Lymphosarcoma of the spleen.
Results of diagnostic splenectomy in 11 patients. Arch Intern Med
1971; 127:259-62.
12. 	Dachman AH, Buck JL, Krishnan J, et al. Primary non-Hodgkin’s
splenic lymphoma. Clin Radiol. 1998;53:137-42.
13. Ahmann DL, Kiely JM, Harison EG, Paine WS. Malignant
lymphoma of the spleen. A review of 49 cases in which the diagnosis
was made at splenectomy. Cancer 1966; 19:461-9.
14. Morel P, Dupriez B, Gosselin B, et al: Role of early splenectomy
in malignant lymphomas with prominent splenic involvement
(primary lymphomas of the spleen). Cancer.1993;71:207-215.
15. 	Sutherland T, Temple F, Hennessy O, Lee WK. Contrast-enhanced
ultrasound features of primary splenic lymphoma. J Clin Ultrasound.
2010;38:317–9. [PubMed]
16. Ioannidis O, Papaemmanouil S, Paraskevas G, et al. Pathologic
Rupture of the Spleen as the Presenting Symptom of Primary
Splenic Non-Hodgkin Lymphoma. J Gastrointest Cancer. 2011
Apr 26. [Epub ahead of print]
17. Kraus MD, Fleming MD, Vonderheide RH. The spleen as a
diagnostic specimen: a review of 10 years’ experience at two tertiary
care institutions. Cancer. 2001;91: 2001-9.
18. Kehoe J, Straus DJ. Primary lymphoma of the spleen. Clinical
features and outcome after splenectomy. Cancer. 1988;62:1433-8.
19. Xiros N, Economopoulos T, Christodoulidis C, et al. Splenectomy in
patients with malignant non-Hodgkin’s lymphoma. Eur J Haematol.
2000;64:145-50.
20. Musteata VG, Corcimaru IT, Iacovleva IA, et al. Treatment options
for primary splenic low-grade non-Hodgkin’s lymphomas. Clin Lab
Haematol. 2004;26:397-401.
21. Healy NA, Conneely JB, Mahon S, O’Riardon C, McAnena OJ.
Primary splenic lymphoma presenting with ascites. Rare Tumors.
2011;3(2):e25.

pp 217-220

220

