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Case Report

Typhoid Splenic Abscess: A Case Report and Literature Review
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Abstract

Introduction: Typhoid splenic abscess is a rare clinical entity that can be fatal if left untreated. Herein, we reported a case of typhoid
splenic abscess who responded to ultrasound-guided aspiration and antibiotic therapy.
Case Presentation: A 25-year-old Nepalese man with no significant medical history presented to the emergency department with
fever and the left upper abdominal pain lasting for seven days. One month before his presentation to our hospital, he returned from
an eight-week holiday in Nepal. Splenic abscess was diagnosed by abdomen ultrasound and enhanced-computerized tomography.
The patient refused surgical intervention and ultrasound-guided abscess aspiration was performed while piperacillin-tazobactam
was initiated. Blood and aspirated pus microscopy revealed Gram-negative bacilli and the culture grew Salmonella typhi, which was
sensitive to piperacillin-tazobactam, ampicillin, ciprofloxacin, and ceftriaxone. Piperacillin-tazobactam was continued for 4 weeks
with successful recovery.
Conclusions: This case highlights the importance of considering typhoid splenic abscess in the differential of fever and abdominal
pain in returning travelers.
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1. Introduction

Splenic abscess is an unusual and potentially life-
threatening disease with a reported incidence of 0.14% -
0.7% in one autopsy series and bacterial abscess is the most
common (1). Splenic abscess due to Salmonella typhi (S. ty-
phi) is unusual, most of them associated with liver abscess
whereas isolated splenic abscess is very rare. In this report,
we presented a case of isolated splenic abscess due to S. ty-
phi who was treated by abscess aspiration and antibiotic
therapy.

This case highlights the importance of considering ty-
phoid splenic abscess in the differential diagnosis of fever
and abdominal pain in returning travelers.

2. Case Presentation

A 25-year-old healthy Nepalese patient presented to the
emergency department with fever and the upper left ab-
dominal pain lasting for seven days. One month prior
to his presentation to our hospital, he returned from an
eight-week holiday in Nepal. On examination, the patient
looked sick, feverish, with a temperature of 39°C, a heart
rate of 96 beats per minute and a respiratory rate of 18

breaths per minute. His blood pressure was 110/60 mmHg
and the oxygen saturation was 96% in ambient air. Exami-
nation of the abdomen showed a palpable, tender spleen,
while the remainder of his examination was unremark-
able.

Laboratory tests revealed leucopenia (3.4 × 109/L) and
thrombocytopenia (109 × 109/L). Blood chemistry, liver
profile, and coagulation tests were within normal limits.
Malaria parasite smear, urine analysis, and Brucella sero-
logic investigation were negative. Hepatitis A IgM anti-
body, hepatitis C antibody, hepatitis B markers, and anti-
bodies to human immunodeficiency virus (HIV) were like-
wise negative. Blood samples were sent to the laboratory
for Gram staining, culture, and susceptibility tests. Imag-
ing study, including chest and abdominal X-ray were un-
remarkable, whereas abdominal ultrasonography showed
enlarged spleen with multiple well-defined cystic focal le-
sions. Contrast-enhanced computerized axial tomography
(CAT) of the abdomen revealed multiple abscesses in the
spleen. The largest abscess measured approximately 1.8 ×
0.8 cm (Figure 1). The surgeon was consulted and recom-
mended a splenectomy, but the patient refused this op-
eration. Therefore, ultrasound-guided aspiration of the
largest abscess was performed and a broad spectrum intra-
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venous antibiotic (piperacillin-tazobactam) was initiated
empirically at a dose of 4.5 g every eight hours. Blood
and aspirated pus microscopy revealed Gram negative
bacilli meanwhile the culture grew Salmonella typhi, which
was sensitive to ampicillin, ciprofloxacin, ceftriaxone, and
piperacillin-tazobactam. Sickling test was performed and
it was negative. On the 14th day of the hospitalization, the
patient became afebrile while on piperacillin-tazobactam,
his appetite improved, and showed a good general im-
provement. Repeating abdominal ultrasound revealed de-
cline in the abscess sizes. Piperacillin-tazobactam was con-
tinued for 2 more weeks until full recovery.

3. Discussion

Typhoid fever remains an important public health
problem in developing countries, as it is linked principally
to poor hygiene such as inadequate sewage disposal and
flooding as well as lack of clean drinking water (2). In Qatar,
which is non-endemic, typhoid fever is common due to in-
creasing travel to and immigration from typhoid-endemic
countries.

Typhoid splenic abscess is a rare clinical entity, which
was formerly believed to occur in immunocompromised
patients (3, 4); however, our patient was immunocompe-
tent, indicating the occurrence of this condition regard-
less of the patient’s immune status.

Splenic abscess is one of the abdominal complications
of the late treatment of typhoid fever, which is usually as a
result of delayed diagnosis (4-6). In accordance with the
current report, previous studies have demonstrated that
(3-13) the clinical picture of splenic abscess is nonspecific
and non-distinguishable from other febrile illness, which

Figure 1. Abdomen CT showed multiple abscesses in the spleen. The largest abscess
was measured approximately 1.8 × 0.8 cm.

may leads to delayed diagnosis. Therefore, a high degree of
suspicious is required for early and accurate detection of
S. Typhi, to prevent its further invasion of different organs
such as the spleen. In non-endemic areas such as Qatar,
travel history is very helpful in formulating a suitable list
of differential diagnosis in the early stage of this disease.

Abdomen ultrasonography and CT are very helpful in
the early detection of the splenic lesion with abdomen
CT being most sensitive and specific modality, moreover,
microbiological study of blood and aspirated pus is es-
sential to identify the etiological agent (3-5, 7-13). In our
patient, these two modalities, as well as pus and blood
cultures, played essential role in establishing the diagno-
sis. This study supports evidence from previous obser-
vations that typhoid splenic abscesses could present soli-
tary/unilocular lesions (3, 12, 13) or multiple/multilocular
lesions (4, 5, 7, 8, 10, 11).

It is postulated that splenic abscess occurrence re-
quires preexisting splenic tissue injury and bacteremia.
However, typhoid splenic abscess can be formed by differ-
ent mechanisms, including overwhelming bacteremia in
immunocompromised individuals, patients whose spleen
architectures have already been altered (e.g. splenic in-
farction in sickle cell disease or vasculitis), and an exten-
sion of infection from contiguous areas (e.g. intestinal
perforation) (13). Our patient was immunocompetent and
most probably he developed the abscess as a result of over-
whelming bacteremia.

Treatment of typhoid splenic abscess is controversial
because no randomized trials were conducted. Splenec-
tomy along with antibiotics is regarded as the treatment of
choice by many physicians (5, 7, 8, 11, 13); however, our case,
as well as other cases, showed that percutaneous abscess
aspiration with appropriate antibiotics coverage could be
as effective as splenectomy (3, 4, 10, 12). Furthermore,
there is no consensus on the duration of antibiotic therapy,
which should be adapted to each case. Our patient showed
an excellent response to a 28-day antibiotic therapy.

In conclusion, typhoid splenic abscess is a rare clinical
entity with nonspecific clinical picture. Early diagnosis is
valuable to decrease the morbidity and mortality. CT scan
and microbiological study of blood and aspirated compo-
nents are useful diagnostic modalities to establish the di-
agnosis. No study is available to determine the most effec-
tive treatment of typhoid splenic abscess or the duration
of antibiotics and we advise the physicians to individual-
ize the management carefully.
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