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Splenic Actinomycosis: Unusual Presentation 
 
 

 
Abstract 
Splenic abscess is not a common condition and actinomyces 
as a cause is very rarely reported. We report a case of actin-
omycosis of spleen in a 12 year-old boy, with a few days his-
tory of abdominal pain and fever. Past medical history was not 
significant. Due to sever abdominal pain and tenderness con-
dition laparatomy was done that a small perforated area was 
seen on hilum of spleen, so splenectomy was done. In the his-
tological sections typical actinomyces ball surrounded by 
many inflammatory cells are seen. The patient received peni-
cillin and discharged in a good condition. This has not been 
previously reported in the pediatric literature. 
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Introduction 

ctinomyces are slow growing, Gram positive, non acid 
fast, anaerobic, commensal bacteria within oral cavity 
(tonsilar crypt and teeth), colon and vagina. Their fila-

mentous structure gives them a fungus–like appearance. Mucosal 
disruption may lead to infection at virtually any site in the body. In 
vivo growth of actinomycetes usually results in the formation of 
characteristic clumps called grains or sulfur granules. Actinomy-
cosis is not an opportunistic infection and usually occur in healthy 
individuals, however an increasing number of reports have de-
scribed an association with HIV infection, transplantation and ra-
dio-or chemotherapy.1 Actinomycosis occurs worldwide without 
relation to age, race, season, or occupation.2 Males have a higher 
incidence of infection than female, possibly because of poorer 
dental hygiene and/or more frequent trauma.1 This infection is 
commonly seen and reported in craniofacial, ileocecal, pulmonary 
regions and the vaginal smear of intrauterine device users. It is 
also reported rarely at other sites such as liver, breast, parotid, 
muscle, prostate and spleen. Penicillin continues to be the stan-
dard treatment for actinomycosis.2 
 
Case report 
 
A 12-year-boy from rural area of South of Shiraz was presented 
to Nemazee Hospital, affiliated to Shiraz University of Medical 
Science, Shiraz Iran, with one week history of anorexia, fever 
and abdominal pain. The pain was constant and located in the 
left upper quadrant. In past medical history, there was no evi-
dence of recurrent prolonged infection or exaggerated response 
to live virus or attenuated bacterial vaccines. He had no recent 
illness, any signs of trauma, nausea, vomiting or diarrhea. On 
initial examination in the Emergency Room his temperature was 
39.5oC, heart rate 95/min, respiratory rate 22/min and blood 
pressure 118/80 mmHg. In physical examination his chest 
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was clear to auscultation and no cardiac 
murmur was audible. The abdomen was ten-
der in left upper quadrant with rebound. The 
liver was palpable one cm below costal mar-
gin with no splenomegaly or other abdominal 
mass. There were no accessible lymph 
nodes, and abdominal examination was nega-
tive for splenomegaly. Neurological examina-
tion was normal. 

Clinical laboratory studies revealed a white 
blood cell count of 10,000/µl with 95% neutro-
phils, 3% lymphocytes, 2% monocytes; hemo-
globin of 10.5 g%; and a platelet count 
230,000/µl. The aspartate and alanine ami-
notransferases were 30 IU/l and 28 IU/l re-
spectively. The erythrocyte sedimentation rate 
was 10 mm/h and C-reactive protein was 
negative. The serum sodium and potassium 
levels were 129 and 2.6 mmol/l respectively. 
The liver and kidney function tests were within 
normal limit. Because of the obscure nature of 
the fever, multiple diagnostic tests were per-
formed. Serologies for Brucella and Salmonella 
were negative. Routine cultures of blood, feces 

and urine were negative. Chest X-ray and ab-
dominal sonography were normal. 

Due to aggravated condition with impres-
sion of generalized peritonitis, the patient un-
derwent laparatomy and splenectomy. Grossly 
there was a necrotic area in the hilum of the 
spleen with the ruptured splenic capsule (Fig 1). 
Histological examination showed a mixed in-
flammatory infiltration, mainly by neutrophils 
surrounding the typical ball of actinomycosis 
(Figs 2 and 3) which is the typical histological 
feature of actinomycosis. After all, the patient 
admitted and received crystalline penicillin G. 
 

Discussion 
 
Splenic abscess, an extremely rare condition, 
can be the result of trauma or metastatic spread 
of infection from other sites such as the heart in 
subacute bacterial endocarditis.3 Splenic actin-
omycosis is very rarely reported in literature.4-7 
The usual sites of actinomycosis are cervicofa-
cial, respiratory and digestive tract.8,9 The most 
common actinomycoces species causing hu-
man disease is Actinomyces israelii.10 Their 
identification needs a strict anaerobic environ-
ment on an enriched media and observation for 
at least one week but may take as long as 2 to 
4 weeks.1,10 

Recognized routes of entry of cervicofacial 
actinomycosis include dental caries, or tooth 
extraction.11 It can also occur as a complication 
of trauma to the respiratory and digestive tracts 
including operative procedures. Aspiration and 
biopsies are being used successfully to obtain 
clinical material for diagnosis, although surgery 
may be required.1 A prolonged course of antibi-
otic therapy is recommended, but the exact 

 
Fig 1: Macroscopic appearance of the splenic abscess in 
cut section. 

             

Fig 2: Low power view of spleen shows ball of actinomy-
ces surrounded by neutrophils (H/E staining, x100). 
 

Fig 3: High power view of aggregation of actinomycosis 
in inflammatory background.(H/E staining x400). 
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duration of therapy depends on the site and 
severity of the disease.12-15 
 In our case the patient was immunocompe-
tent, and there were no previous history of fal-
ling down, maxillofacial manipulation or ab-
dominal surgery. According to the clinical pres-
entation and physical findings other causes of 
acute abdomen such as intussusception, vol-
volus or rarely hollow viscus obstruction were 
suspected. What is unique about our patient is 
that we never clinically suspected actinomyco-
sis and the diagnosis was confirmed by histo-
logical examination. Splenectomy helped for 
the diagnosis of actinomycosis and relieved 
him from fever. 
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