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ABSTRACT 

 

 
 ARTICLE DETAILS

 
The abnormal growth of the spleen is called splenomegaly, this finding is a challenge when 

determining its etiology for the first contact physician due to the wide range of diagnostic possibilities. 

Infectious, tumoral, and hematologic aetiologies should always be sought among the main aetiologies. 

In this case, we present a 45-year-old male patient who came to the clinic for the first time because he 

presented with a palpable and non-painful abdominal tumor of long evolution, with a diagnosis of 

chronic myeloid leukemia for 6 years, with poor adherence to treatment. Its diagnosis is based on 

obtaining images through methods such as tomography or magnetic resonance imaging to confirm the 

presence of splenomegaly, but ultrasound remains the technique of choice in Primary Care. Through 

clinical suspicion and performing an ultrasound in consultation, we arrive at a clinical diagnosis. 
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INTRODUCTION 

The spleen is an organ located in the left hypochondrium. Its 

pathological growth is called splenomegaly. Despite being a 

symptom of a variety of diseases, in the current bibliography 

there is very little evidence of its precise etiology, since there 

are multiple causes that can generate it. However, 

hematological diseases were significantly associated with the 

presence of massive splenomegaly, with parasitic diseases 

being the main cause of this disease in developing countries, 

according to various studies.1,2 

Splenomegaly is defined as an increase in the size of the spleen 

greater than its normal dimensions (which on average in adults 

are 12 × 7 × 3.5 cm) with an approximate weight of 150 g and 

a volume of 300 ml. The spleen is the largest lymphatic organ 

in the body and, in addition to participating in the primary 

immune response against microorganisms and proteins foreign 

to the human body, as well as other functions such as removing 

gerocytes (erythrocytes that have exceeded their half-life of 120 

days of life) as well as other blood cells bound to antibodies. 

Blood enters the spleen, is filtered through the splenic cords 

(where red blood cells are destroyed), and is exposed to 

immunologically active cells. The splenic red pulp occupies 

more than half the volume of the spleen and is the site where 

gerocytes are destroyed and reticulocyte cellular inclusions are 

removed. The white pulp contains macrophages and B and T 

lymphocytes that participate in the detection of microorganisms 

and foreign proteins as part of the primary immune response 

(the spleen is the main producer of IgM, especially during 

childhood). 3,4,5,6 

 

MASSIVE SPLENOMEGALY ETIOLOGIES 

It is so called when the spleen has grown so much that the lower 

pole reaches the pelvis, or when it crosses the midline into the 

patient's right or lower abdominal quadrants. There are few 

conditions that present this degree of splenomegaly: but 

between chronic myeloid leukemia (as is the case of our 

patient), primary myelofibrosis or secondary to polycythemia 

vera or primary thrombocytosis, Gaucher disease, small cell 

lymphoma, non-cellular leukemia hairy as well as the malarial 

syndrome with reactive splenomegaly (also called) tropical 

splenomegaly. 7,8 
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IMAGING ASSESSMENT 

Ultrasound examination can confirm the presence of 

splenomegaly or cysts, tumors, abscesses, hematomas, and 

measures the actual size of the spleen quite accurately, but is 

operator dependent. 9,10 

Computerized axial tomography (CAT) and magnetic 

resonance imaging (MRI) of the upper left abdominal quadrant 

can more finely highlight abnormalities in size and shape, and 

define, if present, any parenchymal pathology. Positron 

emission tomography (PETCT) with 18F-FDG has become a 

useful tool in the diagnosis of malignant lesions such as 

lymphomas. Selective arteriography confirms the existence of 

thrombosis in patients with existing liver disease. 11 

 

LABORATORY 

 Splenomegaly in most cases is the result of a systemic disease 

and only in very selected cases will it guide us to a primary 

disease of the spleen, so diagnostic studies do not focus directly 

on the spleen, but rather help to determine the diagnosis of 

diseases that occur with splenomegaly.  The most useful 

laboratory studies are complete blood count (CBC) with 

reticulocytes and differential count, peripheral blood smear 

examination, and liver function test (LFT). 1 

CASE PRESENTATION 

A 45-year-old male patient comes to the clinic who reports a 

palpable and painless tumor of abdominal location of 6 months 

of evolution without associated other symptoms. With a history 

of diagnosis of chronic myeloid leukemia, with poor adherence 

to treatment. 

He goes to the clinic reporting that for several months she has 

noticed a mass in her abdomen that has been growing without 

any associated symptoms or signs. When questioned 

specifically, he denied fever, weight loss, asthenia and 

alteration of the intestinal rhythm.The general physical 

examination is normal except for a mass that occupies the entire 

left hemiabdomen with a regular border, soft consistency and 

not painful on palpation.  

Given these findings, an abdominal ultrasound was performed 

at the health center, finding hepatomegaly and establishing the 

diagnosis of splenomegaly of the mass in the left hemiabdomen. 

This secondary to poor adherence to leukemia treatment, for 

which general surgery in conjunction with hematology decided 

to perform a splenectomy. Obtaining a surgical piece of 3670 

grams, 42 centimeters long, 26 high and 26 wide.(Figure 1) 

 
Figure 1. Large mass obtained after surgery. 

 

The patient reports postoperative improvement on day 9 and is 

discharged with alarm data and emphasis on adherence to 

treatment to avoid complications. 

 

CONCLUSIONS 

Splenomegaly is a symptom that can suggest several clinical 

possibilities. Once the diagnosis has been established, it is the 

doctor's job to establish the possible etiology in order to reverse 

it and treat it before it ends in a splenectomy. Treatment and 

follow-up will depend on the etiological diagnosis. In the case 

presented, it was an CLL that, at the present time, being 

clinically stable and asymptomatic, a splenectomy was 

performed to avoid a future complication. 
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