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INTRODUCTION

Severe acute respiratory syndrome coronavirus 2 (SARS-
CoV-2) causes new Coronavirus disease (COVID-19) de-
clared worldwide pandemic1. Due to the high incidence 
in critically ill patients and poor treatment outcome, the 
thrombotic complications of COVID-19 are particularly 
worrying2. COVID-19 leads individuals to become hy-
percoagulable, although the etiology of the thrombotic 
problems that occur with this condition is unknown. The 
etiology is thought to entail a host immunological re-
sponse that contributes to vascular endothelial cell dam-
age, inflammation, activation of the coagulation cascade 
via tissue factor expression, and fibrinolysis shutdown2,3. 
In COVID-19, thrombotic complications play a signifi-
cant role in mortality and morbidity3. To enhance clinical 
outcomes and reduce overall mortality due to thrombotic 
problems, treatments targeting these pathways may be 
needed2,3.  

The blood vessels, lungs, heart, liver, digestive sys-
tem, nervous system, kidneys, skin, and other organs 
are suspected to be affected by COVID-194. COVID-19 

infection has now been linked to hypercoagulability as 
a complication. Despite this, splenic infarction is un-
common and is frequently discovered by chance, radio-
logically, or at autopsy5. 

Here we describe a case of COVID-19 with splenic 
infarction that resolves with anticoagulation and simple 
analgesia. Our case is very interesting, as splenic infarc-
tion due to COVID-19 infection is an unusual altitude.

CASE PRESENTATION

A 50-year-old immunocompetent male patient with a 
BMI of 35.8 kg/m2 presented with a 1-day history of fe-
ver, dry cough, anosmia, arthromyalgia, and fatigue. He 
was admitted to the emergency room (ER) of Canakkale 
Onsekiz Mart University, Faculty of Medicine. 

He had no comorbidities, no known risk factors, 
and was not taking any oral medications in his medical 
history. The patient had no symptoms of shortness of 
breath.  His vital signs were within normal limits. The 
patient underwent a chest computed tomography (CT) 
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CT angiography and Doppler USG revealed no portal or 
superior mesenteric thrombus. We decided on a cautious 
approach, using enoxaparin at 1 mg/kg twice a day as a 
full anticoagulant and analgesic treatment. The patient’s 
abdominal pain gradually reduced after anticoagulation 
and mild analgesics. On the 7th day of his hospitalization, 
he was discharged with the recommendation of oral Rivar-
oxaban and outpatient control. There was no problem with 
the outpatient follow-up. He was asymptomatic throughout 
the control examination one month after.

DISCUSSION

In the current literature, COVID-19 related thromboem-
bolic events in atypical locales such as limb and viscer-
al arterial ischemia are mentioned occasionally6. How-
ever, there are few cases5,7-10 in the literature regarding 
the coexistence of COVID-19 and splenic infarction. We 
wanted to emphasize this rare concomitant splenic in-
farction and COVID-19 infection. Autopsies performed 
on a small number of individuals who died as a result of 
COVID-19 revealed that the virus can directly assault the 
spleen, causing cell degeneration and necrosis, which can 
lead to alterations such as decreased T and B lymphocyte 
counts and lymphoid follicle atrophy11. Even if there is 
inadequate proof, the theory is that the infarction formed 
might be directly targeted by the SARS-CoV-2 virus12. 

In presimilar cases previously reported, splenic in-
farction had developed as a result of secondary throm-
bus in the splenic vein, pulmonary artery, aortic or 
mesenteric thrombosis. However, there is no consensus 
for all type of COVID-19 patients (asymptomatic mild 
moderate severe) to receive therapeutic or prophylactic 
anticoagulation5,7-10 or had cardiac abnormalities5. How-
ever, a thrombus in the splenic vein or other localization 
was not detected in our case. The patient had no history 
of infarction or thrombus before. His cardiac functions 
also revealed no abnormalities. 

scan, a complete blood count, and oral and nasopharyn-
geal swab tests for the SARS-CoV-2 polymerase chain 
reaction (PCR) test. A positive SARS-CoV-2 polymerase 
chain reaction (PCR) result was detected. At the admis-
sion, the routine blood examination tests revealed white 
blood cell: 8.2x103 µL, platelet: 268x103 µL, LDH (Lac-
tate Dehydrogenase): 263 IU/L, CK (creatine kinase): 
45.6 IU/L, AST (21 IU/L), ALT (28 IU/L), CRP: 1.1 mg/L, 
ferritin: 177 ng/mL, D-dimer: 383 ng/mL. The performed 
chest CT had no infiltration and no pathological findings 
in the abdominal sections of the chest CT.

He was consulted to infection diseases outpatient 
clinic of Canakkale Onsekiz Mart University, Faculty 
of Medicine. He ordered favipiravir tablets for 5 days 
and home isolation, according to the Turkish Ministry 
of Health’s COVID-19 treatment guideline.

After 7 days, he was admitted to the ER again with 
complaints of upper abdominal pain. His physical exam-
ination revealed a temperature of 37.2°C, a heart rate of 
76 beats per minute, a respiratory rate of 14 breaths per 
minute, and a blood pressure of 120/80 mmHg, and re-
vealed no remarkable findings except for tenderness and 
rebound pain in the left upper abdomen. There were no 
aberrant murmurs in any valve location, and his heart 
rhythm was normal. The liver was not palpable, but the 
spleen was palpable subcostally. The blood examination 
tests revealed normal limits. Abdominal ultrasonography 
(USG) revealed a suspicious lesion in the spleen. A con-
trast-enhanced abdominal CT was performed. A splenic 
infarct appearance was detected on CT of the patient (Fig-
ure 1). He was diagnosed with splenic infarction. He was 
hospitalized for further examination. Blood cultures were 
negative. Both the anti-neutrophil cytoplasmic antibody 
(ANCA) panel and Brucella serology were negative. He 
had no symptoms of any localized or systemic infection. 
A genetic test for hypercoagulability was negative. Trans-
thoracic echocardiography (ECHO) was performed. No 
vegetation was detected. Also, transesophageal ECHO 
had no findings for endocarditis or thrombus. The patient’s 

Figure 1. Splenic infarct areas on the ab-
bominal CT. 
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To determine the frequency of splenic thromboses 
in COVID-19, we used PubMed to search for relevant 
medical subject headings phrases such as “COVID-19 
and splenic infarcts”. Only a few case reports7-10,13,14 
were retrieved in the conclusion. The majority of them 
were men. The average age was over 60 years old. Hy-
pertension was the most common pre-existing medical 
condition7-10,13,14.  Qasim Agha et al13 reported a morbidly 
obese patient with splenic infarction. Our case was 50 
year old man with no history of comorbidities. But he 
was an obese patient, similarly to the case which Qasim 
Agha et al13 reported.

Elevated D-dimer and platelet count with low anti-
thrombin levels are the most typically detected abnor-
mal coagulation markers in patients with visceral in-
farctions in COVID-1912. But the presented case did not 
show any abnormal laboratory parameters.

When splenic infarction occurs, left upper quad-
rant pain may be seen7-10,13,14. However, Kranidiotis et 
al15 found that a surprising number of individuals come 
without abdominal pain. The presented case had severe 
abdominal pain that did not respond to analgesics.

The diagnosis of splenic infarction is based on the 
application of imaging techniques. Abdominal CT has 
high sensitivity in detecting splenic infarction condi-
tions7-10,13,14. The presented case was also diagnosed with 
abdominal CT.

Ramanathan et al10 reported a similar case with dual 
renal and splenic infarction who recovered with antico-
agulant therapy. Our patient was not using anticoagu-
lant therapy before the splenic infarction.

The similar cases have been reported to respond well 
to anticoagulant therapy12-14. Our case was also treated 
with anticoagulant therapy. No indication for splenecto-
my was required.

CONCLUSIONS

Despite the lack of respiratory symptoms, clinicians 
should consider abdominal visceral infarctions in 
COVID-19 patients who present with acute abdominal 
pain.
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