Splenic Infarction: Might Not be as Rare in
Infectious Mononucleosis
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Introduction

Heterophile antibody test and Epstein Barr Virus viral capsid
antigen (VCA) IgM antibody were positive whereas the VCA
IgG was negative, confirming diagnosis of acute Epstein Barr
virus associated infectious mononucleosis. Patient was treated
with supportive care and started on enoxaparin 120mg
subcutaneously every 12 hours and transitioned to apixaban
5mg twice a day orally. His abdominal pain improved, and
patient was discharged home.

Infectious mononucleosis (IM) is a clinical syndrome that
presents as a triad of fever, pharyngitis, and lymphadenopathy.
Most often, it is caused by Epstein-Barr virus (EBV). Usually, IM
is self-limiting and resolves without significant sequelae
following supportive care. However, complications can occur in
few cases; one such complication is splenic infarction. Splenic
infarction, in the setting of EBV-induced IM, is usually limited to
patients with underlying hematologic comorbidities. Here, we
describe a case of EBV associated splenic infarction in a
patient with fever alone.

Discussion

Case Presentation
32-year-old male with past medical history of depression, posttraumatic stress disorder, obesity, and migraines was admitted
with a one-week history of myalgias, generalized fatigue, and
progressively worsening sharp left upper quadrant (LUQ) pain
radiating to the left shoulder. He reported a 101°F fever and
diarrhea for three days duration. He denied sore throat and any
other symptoms. Vital signs revealed pulse rate of 98 beats/min
and blood pressure of 186/106 mmHg. On physical
examination, patient was in mild distress with LUQ tenderness
with no guarding or rebound tenderness. No cervical, axillary, or
inguinal lymphadenopathy was noted.
Significant laboratory values included aspartate transaminase
260U/L, alanine transaminase 331U/L, alkaline phosphatase
196IU/L, D-dimer 2506ng/mL and lactate dehydrogenase
1420U/L. Ultrasound of the abdomen revealed splenomegaly
and small hypoechoic area of the spleen (image 1). A triplephase abdominal computed tomography confirmed a splenic
infarct of the superior posterior spleen (image 2). Extensive
workup
revealed
negative
anti-nuclear
antibodies,
antiphospholipid antibodies, cardiolipin antibodies, serum
protein immunoelectrophoresis, hepatitis panel, and human
immunodeficiency virus.

Image 1: Ultrasound reveals splenomegaly and hypoechoic area
measuring 5.4 x 3.7 x 3.7cm.

Infectious mononucleosis is usually self-limiting and resolves in
two to four weeks with no significant sequelae. To our
knowledge, there have been only 33 unique case reports of
splenic infarction in the setting of positive EBV serology, of
which only nine presented with fever alone. The exact
pathogenesis of splenic infarction in EBV is not known. The
hypotheses include demand ischemia in a rapidly enlarging
spleen combined with an increased thrombotic tendency in the
acute phase of EBV infection. Splenic infarction is a serious,
less-known complication of EBV-induced IM and may be less
rare than previously believed. Physicians should have a high
level of clinical suspicion of EBV-induced splenic infarction in
the setting of left upper quadrant pain.
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Image 2: Triple-phase abdominal computed tomography reveals
wedge-shaped hypodensity in the superior posterior spleen.
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