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Abstract
Splenic lesions are often incidentally detected on
abdominal-computed tomography (CT), ultrasound, or
magnetic resonance imaging (MRI), and these can pose a
diagnostic challenge in patients with suspected or known
malignancy. This review will discuss the multimodality
imaging features of various benign and malignant splenic
pathologies including trauma, infection, infarct, granulomatous disease, benign neoplasms such as hemangioma, hamartoma, and littoral cell angioma, cystic
entities such as peliosis, splenic cysts, and pseudocysts,
and malignant processes such as metastasis, lymphoma,
angiosarcoma, and leiomyosarcoma. While several of
these splenic pathologies have characteristic imaging
features that are helpful in diagnosis, others have nonspeciﬁc ﬁndings. In such clinical dilemmas, image-guided
intervention may be essential, and we therefore discuss
the role of non-vascular, image-guided splenic interventions for diagnostic and therapeutic purposes. The radiologist can play a key part in the clinical diagnosis and
management of splenic lesions, and therefore a thorough
knowledge of the imaging features of splenic lesions and
a thoughtful approach to their management is crucial.
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The spleen is the largest lymphatic organ in the body and
serves a number of important functions, including phagocytosis of blood products, antibody production, hematoCorrespondence to: Ashish P. Wasnik; email: ashishw@umich.edu

poiesis in anemic states, and sequestration of blood
elements [1]. A wide spectrum of pathology can affect the
spleen, including traumatic injury, infection, and neoplasm,
both benign and malignant. The imaging appearances of
splenic lesions can overlap significantly and therefore
imaging alone will frequently fall short of truly categorizing
a lesion. Splenic lesions in patients without a cancer history
are likely to be benign, but there is little comprehensive data
beyond case reports in the literature and no recognized
consensus criteria at the time of this writing [2]. A diagnosis
must be made from a combination of clinical, radiologic,
and pathologic information. Traditionally the perceived
risk of hemorrhage from percutaneous intervention led to a
major role for splenectomy, but practice patterns have begun to shift [3]. This article reviews the imaging characteristics of a variety of splenic lesions. Several of these have
specific features, while others are nonspecific and require
definite characterization with tissue sampling. We will also
review the role of percutaneous, image-guided intervention
in the management of splenic lesions.

Normal appearance
The spleen is a highly vascular, lymphoid organ that varies
in size with an individual’s height and weight; it is largest in
volume during young adulthood and then gradually decreases in size with increasing age. Splenic size is easily
assessed, although there is some disagreement about the
upper limit of normal size. One study showed that a single
measurement of the craniocaudal dimension of greater
than 9.76 cm on CT indicated splenomegaly [4]. Another
study argued that on ultrasound, the upper limit of normal
for splenic size is 11 cm [5]. Most resources, however, list
13 cm as the upper limits of normal size [6–9].
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A ﬁbrous capsule covers the spleen and helps maintain its shape. Generally speaking, the splenic parenchyma consists of red and white pulp. The red pulp is the
larger of the two compartments and consists of splenic
sinuses, cords, and small vessels. A single layer of cells,
known as littoral cells, lines the sinuses, and cords of
Billroth surround the sinuses to provide structure. Sinuses and cords contain red blood cells as well as histiocytes, which phagocytize the damaged red cells. White
pulp contains the lymphoid component of the spleen and
includes both B and T cells. Distinct zones of white pulp
are seen histologically in children but not in adults [10].
The spleen can be evaluated by ultrasound, CT, MRI,
and nuclear medicine studies. On ultrasound, the normal
splenic parenchyma is homogeneous and more echogenic
than normal liver parenchyma and renal cortex. On unenhanced CT, a normal spleen is slightly lower {5–
15 Hounsﬁeld Units (HU) less} in attenuation than the
normal liver, ranging from 40–60 HU (Fig. 1). On
unenhanced MR images, the normal spleen is lower in
signal intensity than the liver on T1-weighted images and
higher in signal than the liver on T2-weighted images
(Fig. 2). During the arterial phase of imaging on CT or
MRI, a normal spleen shows a heterogeneous, arciform
pattern of enhancement, (Figs. 1, 2) presumably due to
different rates of contrast flow through the different
components of the splenic parenchyma. Approximately
1 min after IV contrast administration, the splenic
parenchyma shows homogeneous enhancement (Fig. 1)
[11, 12]. By scintigraphy, a normal spleen shows uptake
of Tc-99m sulfur colloid but less than the liver; 18fluorodeoxyglucose (FDG) positron emission tomography
(PET)-CT shows homogeneous uptake in the spleen,
equal to the liver [13](Fig. 3).

Trauma
A variety of mechanisms may cause splenic trauma,
including blunt trauma, such as from motor vehicle
accidents; penetrating trauma, such as from displaced rib
fractures, gunshot, or stab wounds, and iatrogenic injuries. The parenchyma can be affected by contusion, laceration, subcapsular or intraparenchymal hematoma, or
vascular injury. The spleen is the most commonly injured
solid abdominal organ in blunt trauma [14]. The American Association for the Surgery of Trauma (AAST) has
developed a grading scale including location, size, and
severity of splenic parenchymal injuries (Table 1) [15];
this grading scale provides a useful method for communication with clinicians as to the severity of injury,
especially as non-surgical management has become more
common [16].
CT is generally the primary modality for imaging of
abdominal trauma. Imaging ﬁndings of splenic trauma
on contrast-enhanced CT include ill-deﬁned or linear
areas of low-attenuation within the parenchyma repre-

Fig. 1. Normal CT appearance of spleen. A Axial unenhanced CT shows the spleen (S), which is usually 40–60 HU
in attenuation (53 HU in this case) and 5–10 HU less than the
liver (L). B Axial contrast-enhanced CT in arterial phase (35–
40 s) shows the arciform pattern of enhancement of the
spleen (S). C Normal venous phase appearance of the spleen
(S).
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Fig. 2. Normal MRI appearance of spleen. A and B axial T1and T2-weighted gradient echo images respectively, show the
spleen (S) is lower in signal than the liver (L) on the T1weighted image (A) and higher in signal than the liver on the
T2-weighted image (B). C Axial gadolinium-enhanced arterial
phase T1-weighted image shows arciform pattern of
enhancement of an enlarged spleen (arrow).

senting contusions or lacerations, respectively. Lowattenuation material representing hematoma, either
acute or chronic, may also be seen in a subcapsular or

Fig. 3. Normal spleen on nuclear imaging. A Sulfur colloid
scan. Normal liver-spleen nuclear scan using Tc-99m sulfur
colloid shows homogeneous radiotracer uptake in the spleen
(arrowhead), while the liver has more avid uptake (arrow). B
18
FDG (PET-CT. Axial image showing homogeneous uptake
in the spleen (S) above normal blood pool but less than that of
the liver (L).

intraparenchymal location (Fig. 4). Very high attenuation (similar in density to that of injected contrast
material in the arterial system) within or surrounding the
spleen raises suspicion for an active bleed, and such cases
would warrant evaluation with catheter angiography for
possible embolization [14] (Fig. 5). Ultrasound may
demonstrate ill-defined or linear areas of heterogenicity
or hypoechogenicity with possible surrounding hypoechoic
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Table 1. American association for the surgery of trauma: spleen injury scale
Gradea

Injury type

Description of injury

I

Hematoma
Laceration
Hematoma
Laceration
Hematoma

Subcapsular, <10% surface area
Capsular tear, <1 cm parenchymal depth
Subcapsular, 10–50% surface area; intraparenchymal, <5-cm diameter
Capsular tear, 1–3 cm parencymal depth, not involving a trabecular vessel
Subcapsular, >50% surface area or expanding; ruptured subcapsular or parenchymal hematoma;
intraparencymal hematoma >5 cm or expanding
>3 cm parenchymal depth or involving trabecular vessels
Laceration involving segmental or hilar vessels producing major devascularization (>25% of spleen)
Completely shattered spleen
Hilar vascular injury with devascularized spleen

II
III
IV
V
a

Laceration
Laceration
Laceration
Vascular

Advance one grade for multiple injuries up to Grade III. From Moore et al. [15]

Fig. 4. Splenic trauma, laceration. 23-year-old male involved in motor vehicle accident. Axial contrast-enhanced CT
demonstrates several low-attenuation areas in the spleen
extending through the capsule (long arrow) with perisplenic
hematoma (short arrow).

material representing hematoma, depending on maturity of hematoma. MR images will show intraparenchymal and/or perisplenic abnormalities that may
follow the signal intensities of the hemorrhage as it
evolves.

Infection
Splenic infection can manifest either as a dominant pyogenic abscess or as diffuse microabscesses. Mortality rates
for splenic infection are signiﬁcant, ranging from 20 to
60% [17]. In general, splenic pyogenic abscess is rare and
is most often seen in patients with predisposing conditions (e.g., immune suppression) [18]. Affected patients
generally present with nonspecific signs and symptoms
such as fever and abdominal pain, with the abscess being
discovered only on imaging. Microabscesses are often
caused by fungal infection, although they can be caused
by any infectious process. Likewise, these are typically

Fig. 5. Splenic trauma, active hemorrhage. 57-year-old
male involved in motorcycle accident. Axial contrast-enhanced CT shows focus of very high attenuation (arrow)
consistent with active extravasation of IV contrast with surrounding hematoma, displacing the spleen (S).

seen in immunocompromised patients, such as patients
with acute myelogenous leukemia (AML), including
those on chemotherapy and with AIDS. The most common fungal agents causing splenic microabscesses are
Candida, Aspergillus, and Cryptococcus [17].
Ultrasound and CT remain the primary methods of
imaging in splenic infection [19]. Pyogenic abscess ranges
from anechoic to complex heterogeneous lesions at
ultrasound and can contain foci of hyperechoic gas
(Fig. 6). On CT, splenic pyogenic abscess may appear as
low attenuation lesions early in their evolution, but
subsequently can progress to complex gas- and fluid-filled structures. Splenic pyogenic abscesses are seen on
MR imaging as low signal on T1-weighted images and
high signal on T2-weighted images with peripheral rim
enhancement on post-contrast images. Microabscesses

K. Gaetke-Udager et al.: Multimodality imaging of splenic lesions

Fig. 7. Splenic microabscess. 30-year-old woman with history of renal transplant on immunosuppressive medication,
presenting with nausea, vomiting, and leukocytosis. Axial
contrast-enhanced CT image shows numerous small, low
attenuation lesions throughout the spleen (arrows). These
were presumed to be microabscesses given the history; the
patient’s symptoms improved with antibiotics and antifungal
medications.

parenchymal foci (Fig. 7); these can be associated with
splenomegaly. MR imaging of microabscesses shows
numerous small lesions with low signal on T1-weighted
images and high signal on T2-weighted images in both
the acute and subacute phase.

Vascular

Fig. 6. Pyogenic abscess of spleen. 65-year-old woman
with fever and abdominal pain. A Longitudinal ultrasound
image of the left upper quadrant shows a complex fluid collection (arrow) in the spleen with hyperechoic gas foci
(arrowhead) consistent with abscess. B Axial contrastenhanced CT confirms the sonographic findings of splenic
abscess with a complex area of fluid attenuation and internal
gas (arrow).

often appear on ultrasound as numerous tiny hypoechoic
foci throughout parenchyma, and similarly are seen
on CT as scattered, tiny (<1 cm) low attenuation

Infarct. Splenic infarcts are relatively common. Patients
with hematologic or thromboembolic disorders can present with fever and left upper quadrant pain, although a
signiﬁcant percentage of patients with splenic infarcts will
remain asymptomatic with incidental discovery [20]. Often
the clinical setting suggests the possibility of an infarct,
and patients with portal hypertension, atrial fibrillation,
endocarditis, collagen vascular disease, and sickle cell
anemia are at increased risk for developing splenic infarcts
[13]. The presence of multiple splenic infarcts or infarcts in
other organs suggests an embolic process.
Infarcts typically appear as peripheral wedge shaped
hypoechoic areas within the splenic parenchyma on
ultrasound with a coarsened appearance. Sometimes the
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Fig. 8. Splenic infarct. 58-year-old hospitalized man with
abdominal pain. A Axial unenhanced CT shows low-attenuation areas in the splenic parenchyma (arrowheads). B Arterial
and C portal venous phase contrast-enhanced axial CT

images show a low-attenuation filling defect in the splenic
artery (arrow in B), and complete occlusion of the splenic vein
(arrow in C).

infarct will be irregular, multifocal, or replace most of
the splenic parenchyma (Fig. 8). On CT and MR imaging, infarcts also appear as irregular or wedge-shaped
areas that do not enhance with contrast. Infarcts are low

attenuation on CT and show low signal intensity on both
T1- and T2-weighted images [21]. Complications include
abscess formation, hemorrhage, and rarely splenic rupture in the case of massive infarcts.
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Auto-splenectomy. Another closely related ischemic
abnormality is auto-splenectomy. This process is often
seen in the setting of sickle cell disease in which hemolytic
anemia and vaso-occlusive crises cause multiorgan
infarction. The natural progression seen on imaging is
splenomegaly before the age of 10, recurrent splenic infarcts with increasing atrophy, splenic hemosiderosis, and
eventually an atrophied, calciﬁed spleen [22] (Fig. 9).
Hemosiderosis is seen on MR imaging as low signal on T1and T2-weighted images due to iron deposition, although
in- and opposed-phase gradient echo T1-weighted sequences are the most sensitive for detecting this abnormality. CT is the best modality for showing calcification.

Siderotic nodules
Siderotic nodules, also known as Gamna-Gandy bodies,
are small, granuloma-like nodules composed of hemosiderin, calcium, and ﬁbrous tissue and typically occur within
the splenic parenchyma, most often in patients with portal
hypertension [23]. Gradient-echo (GRE) MRI with in- and
opposed-phase sequences is the most sensitive imaging
modality for these nodules, given the hemosiderin and
resulting small foci of susceptibility artifact [24]. CT can
show faint, high attenuation foci in the splenic parenchyma, but these can often go unnoticed [24]. Ultrasound
shows multiple tiny, hyperechoic foci in the spleen, with
one study showing a sensitivity of approximately 70%,
compared to GRE MRI as a standard [25]. These nodules
are of no known clinical significance, except for their
correlation with portal hypertension.

Fig. 9. Chronic splenic infarct and autosplenectomy. 19year-old male with sickle cell anemia. Axial unenhanced CT
shows a shrunken and lobulated contour of spleen, with diffuse calcification of the parenchyma, due to multiple chronic
infarcts; there are several lobular-appearing, low-attenuation
areas within the spleen (arrow), which represent the remaining splenic parenchyma.

Fig. 10. Old granulomatous disease. Axial CT image shows
multiple small, high attenuation foci (short arrows) in the
splenic parenchyma. This is typical of calcified granulomas.

Granulomatous disease
Granulomatous diseases including sarcoidosis, histoplasmosis, and tuberculosis can involve the spleen, usually when there is diffuse systemic involvement. The
patient can be asymptomatic. Marked splenomegaly
occurs about one third of the time, and the patient can
present with hypersplenism, anemia, thrombocytopenia,
and leukopenia [26]. Granulomas typically occur in the
white pulp in association with the arterial circulation.
Old granulomatous disease, in which there are numerous, small, calcified nodules in the splenic parenchyma, is
a common imaging finding (Fig. 10).
Sarcoidosis of the spleen manifests as multifocal or
solitary avascular hypoechoic masses on ultrasound. CT
imaging shows multiple low-attenuation, non-enhancing
lesions (Fig. 11). On MR imaging, the lesions have low
signal on T1- and T2-weighted imaging with no definite
post-gadolinium enhancement [27]. Similar imaging
appearances are found in splenic tuberculosis [28]
(Fig. 12). Isolated involvement of spleen in tuberculosis
is rare and the majority of cases are seen in the context of
miliary spread. History of exposure to tuberculosis or
residence in an endemic region may be of help. As the
imaging characteristics are similar to those of infectious
foci or infiltrative neoplasm, image-guided biopsy of the
spleen or liver is often necessary to confirm the diagnosis.

Benign masses
Cyst/pseudocyst. Splenic cysts can be divided into two
categories: true (primary) splenic cysts and false (secondary) cysts, otherwise known as pseudocysts. True
cysts are epithelial-cell-lined and generally either congenital or parasitic (echinococcal) in origin. True
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Fig. 12. Splenic tuberculosis. 67-year-old man with
abdominal pain. Axial, contrast-enhanced CT image shows a
low attenuation splenic lesion (arrow); there were multiple
similar, smaller lesions in other areas of the spleen. The
patient had known tuberculosis, and the lesions improved
after therapy. Image courtesy of Nilesh Gupta, MBBS, DNB,
(Raipur, India).

T1- and high in T2-weighted images) on MR imaging.
Splenic cysts and pseudocysts can be difficult to distinguish
on imaging, but certain characteristics may be helpful.
Ultrasound can show internal echoes and debris in pseudocysts, and similarly T1-weighted MR images can show
variable signal depending on the amount of internal proteinaceous material. On CT, cyst wall calcification is more
common in pseudocysts than in true cysts. True cysts can
show wall trabeculation or peripheral septation, but these
features are less common in pseudocysts.
Fig. 11. Splenic sarcoidosis. 54-year-old woman with history of retroperitoneal hemangiopericytoma and new splenic
lesions. A Contrast-enhanced axial CT image shows multiple
discrete hypodense foci (arrows) relative to the background
spleen and range in size from 1–2 mm to 2 cm. Ultrasound
guided biopsy confirmed sarcoidosis. B Sarcoidosis involving
the spleen. A core biopsy demonstrates numerous noncaseating epithelioid granulomas (arrows), consistent with
sarcoidosis; hematoxylin and eosin, 9100 magnification.
Special stains for fungal and acid-fast organisms were
negative (not shown).

congenital splenic cysts are more often seen in women
than men and typically form in childhood or adolescence. Pseudocysts have no epithelial lining and are
usually post-traumatic; these are thought to represent the
end-stage of splenic hematoma [26].
Imaging appearances of true splenic cysts and pseudocysts are similar, with anechoic to hypoechoic appearance
on ultrasound, ﬂuid-density on CT without intralesional
enhancement (Fig. 13), and fluid signal intensity (low on

Peliosis. Peliosis is a rare disorder of the reticuloendothelial system, which can involve the liver, spleen, and
sometimes bone marrow. Isolated splenic peliosis is
particularly uncommon [29]. Epithelial breakdown
results in multiple blood filled cystic spaces within these
organs. Peliosis is associated with oral contraceptives,
steroids, HIV/AIDS, and hematologic malignancy and is
usually found incidentally, although the cysts can rupture and cause hemoperitoneum [30].
Imaging of peliosis shows hypoechoic lesions
throughout spleen on ultrasound. CT images show nonenhancing or mildly enhancing hypodense lesions
(Fig. 14), which can be difficult to characterize. MR
imaging shows multiple foci with variable signal on both
T1- and T2-weighted images, depending on the age of the
blood content of the cysts.
Hemangioma. Hemangiomas are the most common
benign neoplasm of the spleen. These tumors are often
found incidentally, as symptoms are rare unless the
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hepatic hemangiomas [31].The natural course of
hemangiomas is one of slow growth, and some lesions
may become large enough to rupture [30]. Diffuse splenic
hemangiomatosis can also occur, in which the splenic
tissue is replaced by multiple hemangiomas [32].
Like liver hemangiomas, splenic hemangiomas exhibit
early peripheral enhancement with delayed ﬁll-in of
contrast. However, their peripheral enhancement is more
often concentric as opposed to nodular and discontinuous as seen in the typical hepatic cavernous hemangioma.
MR imaging shows iso- to hypo-intense signal on T1weighted imaging, hyperintense signal on T2-weighted
imaging, and subtle peripheral arterial enhancement and
delayed central ﬁlling (Fig. 15). Hemangiomas have a
variable appearance on ultrasound and can range from
hyperechoic to heterogeneous lesions.
Fig. 13. Congenital epithelial cyst of the spleen. 34-year-old
woman with intermittent left upper quadrant pain for a few
months. Axial contrast-enhanced CT images show a large,
fluid-attenuation, unilocular, ovoid lesion. The patient elected
to undergo laparoscopic splenectomy. On histology, epithelial
lining was present on biopsy consistent with congenital epithelial true cyst, but pseudocyst would have the same CT
appearance.

Fig. 14. Peliosis of the spleen. 66-year-old man with COPD
and incidental splenic lesions seen on chest CT. Axial contrast-enhanced CT image show multiple round, low-attenuation lesions of various sizes (arrows) throughout the spleen
and with minimal internal enhancement; these were histologically proven peliosis on splenectomy.

lesion is very large. Hemangiomas of the spleen have
been reported in up to 14% of patients undergoing
autopsy, although they are much less common than

Hamartoma. Hamartomas of the spleen are rare, benign
lesions composed of malformed splenic red pulp elements. Because imaging features overlap with other
lesions, deﬁnitive diagnosis is often only made following
splenectomy. Hamartomas may occur at any age with
equal gender predilection and in most cases the discovery
is incidental [33]. These tumors are associated with
hamartomas elsewhere in the body and have also been
reported in cases of tuberous sclerosis. The importance
of imaging splenic hamartomas lies in the need to differentiate them from malignant lesions of the spleen such
as lymphoma, sarcomas, and metastasis.
Ultrasound of a splenic hamartoma usually shows a
solid, homogeneous mass, which is often relatively
hypoechoic. CT imaging shows a well marginated lesion
which is iso-attenuating prior to and following IV contrast administration; a contour abnormality may be the
only clue to the lesion’s presence. Hamartomas are isointense on T1-weighted MR images and heterogeneously
hyperintense on T2-weighted images. The lesion will
show heterogeneous enhancement on early post-contrast
and more uniform homogeneous enhancement on
delayed images (Fig. 16).
Littoral cell angioma. Littoral cell angioma of the spleen
is a rare tumor that arises from the littoral cells that
normally line the splenic red pulp sinuses. There are a
few reports of littoral cell angioma with malignant features, but generally these tumors are benign [34]. Patients
often present with splenomegaly due to the multifocal
lesions, although rarely these tumors are solitary.
Imaging findings of littoral cell angioma are non
specific, and therefore tissue sampling and immunohistochemical staining is necessary to make the diagnosis
[33, 35].
Ultrasound shows multiple ill-deﬁned, hypoechoic
masses. On CT, the lesions are iso- or low attenuation on
non-contrast CT, hypodense on arterial phase imaging,
and isodense to spleen on the delayed phase On MR
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Fig. 15. Splenic hemangiomas. 63-year-old woman with
incidental finding on liver MRI. A Axial T2-weighted image
shows multiple high signal intensity foci (short arrows) in the
spleen. B Arterial and C delayed post-gadolinium-enhanced

axial T1-weighted image shows minimal early post-contrast
enhancement peripherally (long arrow) with subtle fill-in on the
delayed images (arrowhead).

imaging, the lesions are low signal on T1-weighted
sequences, variable signal on T2-weighted sequences, and
show heterogeneous peripheral arterial enhancement
with delayed centripetal ﬁlling [35] (Fig. 17).

Malignant neoplasms
Lymphoma. Lymphoma is the most common malignancy
affecting the spleen and can be either primary or sec-
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Fig. 16. Splenic hamartoma. 60-year-old woman with incidental finding on MRI. Axial MR images illustrate a rounded
lesion (arrow), relatively iso-intense to the splenic parenchyma on T1-weighted image (A) and hyper-intense signal on
T2-weighted imaging (B). C Arterial and D delayed post-

gadolinium-enhanced T1-weighted gradient echo images
show no significant enhancement initially (C) but persistent
mild enhancement relative to splenic parenchyma on delayed
post-gadolinium images (D).
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Fig. 17. Splenic littoral cell angioma. 78-year-old man with c
history of nephrectomy for RCC. A Coronal T2-weighted
gradient echo image, B post-gadolinium arterial phase, and C
equilibrium phase coronal T1-weighted gradient echo image
show a lesion in the inferior aspect of the spleen (arrows),
which is of high signal intensity on T2-weighted image and
shows mild peripheral enhancement on the arterial phase (B)
with centripetal filling, becoming almost isointense to spleen
on equilibrium phase (C). This was confirmed biopsy-proven
littoral cell angioma. D A representative histopathology
specimen shows the interface between normal spleen (S) and
a collection of dilated vascular spaces (arrows) lined by plump
endothelial cells with occasional papillary projections and
frequent sloughing into the lumen, consistent with a littoral cell
angioma; hematoxylin and eosin, 9100 magnification.

ondary, although secondary involvement is much more
common. Primary splenic lymphoma usually is due to
non-Hodgkin type lymphoma [36]. The spleen is involved
in up to 40% of patients with either Hodgkin disease or
non-Hodgkin lymphoma [37]. In Hodgkin disease, the
spleen is the abdominal organ most commonly involved,
and the presence of splenic disease results in up-staging.
In non-Hodgkin lymphoma, most patients present with
disseminated disease and the spleen is not as crucial a
factor in staging; however, if the spleen is the predominant site of involvement, therapeutic approach might
be altered. Therefore, for either type of lymphoma,
degree of splenic involvement with disease can influence treatment options and determine the overall
prognosis [37].
Imaging ﬁndings can range from an enlarged spleen
without discrete mass, to a single lesion, multiple
lesions, or diffuse involvement. Splenomegaly is the
most common imaging ﬁnding. Up to 70% of cases
with splenic involvement manifest as diffuse inﬁltration
or lesions smaller than 1 cm [30]. On CT they appear
as areas of low-attenuation in the splenic parenchyma,
which may be confluent mass(es) with heterogeneous
enhancement (Fig. 18). On MR imaging, diagnosis is
less reliable than CT, as lymphoma has similar signal
on T1- and T2-weighted imaging compared to normal
splenic parenchyma. PET-FDG imaging shows
regions of increased radiotracer uptake in the spleen
(Fig. 18).
Metastasis. Splenic metastases are found with a frequency varying from 2 to 7% at autopsy of cancer
patients [36]. The most common primary malignancies
are breast, lung, pancreas, ovary, and melanoma, and
splenic metastases are usually a part of widespread
metastatic disease late in the course of the illness [38].
Metastatic lesions are typically either solitary or diffuse
rather than having only a few lesions. The majority of
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Fig. 18. Splenic lymphoma. 68-year-old with splenic lymphoma. A Axial contrast-enhanced CT image shows large,
lobulated, heterogeneous hypodense masses (arrows) in the
spleen. Apart from a few enlarged perisplenic hilar lymph
nodes (arrowhead), no other enlarged distal thoraco-abdominal nodes were seen. Ultrasound guided biopsy-confirmed
primary splenic lymphoma. B Axial 18FDG PET/CT at
6-month post chemotherapy follow up confirms treatment
response, but with residual disease in the spleen manifesting
as areas of increased 18FDG uptake (arrows).

splenic lesions are small and asymptomatic; large
splenic deposits can undergo hemorrhage, necrosis, and
potentially rupture.
Imaging ﬁndings of splenic metastases on CT are
varied and include lesions with solid, heterogeneous, or

Fig. 19. Splenic metastasis. 45-year-old man with history of
melanoma. A Axial contrast-enhanced CT image shows an
irregularly marginated low-attenuation lesion (arrow) in the
spleen. B Percutaneous biopsy demonstrated metastatic
melanoma. Core specimen shows interface between normal
spleen (S) and a mass of pleomorphic, spindled to epithelioid
malignant cells that robustly express the melanocytic marker
HMB-45 (brown stain, arrow), consistent with metastatic
melanoma; HMB-45 immunohistochemistry, 9100 magnification.

cystic low attenuation (Fig. 19). There is no specific
pattern of post-contrast enhancement, although there is
usually minimal to heterogeneous centripetal enhancement, depending on the primary neoplasm. MR imaging
shows low or intermediate signal on T1-weighted images,
heterogeneous or high signal on T2-weighted images, and
variable post-contrast enhancement.
Angiosarcoma. Angiosarcoma of the spleen is an
aggressive malignant neoplasm arising from splenic
sinusoidal vascular endothelium. Secondary spread to
the spleen from the liver can also occur; some of these
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Fig. 20. Angiosarcoma. 53-year-old man with abdominal
fullness, nausea, and vomiting. A Axial contrast enhanced CT
shows a large, heterogeneous mass (long arrow) arising from
the spleen with internal low attenuation foci (likely representing necrosis and/or hemorrhage) and calcifications
(arrowhead). B Axial T2-weighted gradient echo image shows
a corresponding heterogeneous mass (long arrow) with areas

of high signal. C Unenhanced axial T1-weighted image shows
heterogeneous but relatively iso- to hypointense signal of the
mass to the rest of splenic parenchyma. D Axial gadoliniumenhanced axial T1-weighted gradient echo image shows
heterogeneous enhancement. Short arrows (A, C, D) indicate
a suspected hepatic metastasis.

cases are related to administration of toxic substances
such as thorium dioxide (Thorotrast) and vinyl chloride
[30]. Widespread disease and/or splenic rupture often
occur before diagnosis. Splenectomy can result in longterm survival, whereas radiation and chemotherapy frequently do not prevent disease spread.
On ultrasound, angiosarcoma appears as a heterogeneous, complex mass. CT also shows an ill-deﬁned mass
with heterogeneous contrast enhancement, areas of
necrosis, and possibly scattered calciﬁcations (sometimes
in a radial pattern if there is massive calciﬁcation). MR
images show increased or decreased signal on T1- and
T2-weighted images and heterogeneous post-gadolinium

enhancement. Sometimes the neoplasm presents as multiple lesions within the spleen, and metastatic disease is
common at presentation (Fig. 20).
Leiomyosarcoma. Leiomyosarcomas can occur in any
organ containing smooth muscle cells. Metastatic leiomyosarcoma is much more common than a primary
splenic leiomyosarcoma. The tumor is aggressive with
poor prognosis. Other sites of tumor spread include
pulmonary metastases, mesenteric or omental metastases
causing ascites, retroperitoneal lymphadenopathy, and
bone metastases [39]. CT imaging of leiomyosarcoma
shows a mass or multiple masses with heterogeneous
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Fig. 21. Splenic leiomyosarcoma. 44-year-old man with left
upper quadrant pain A coronal reformatted and B axial contrast-enhanced CT images demonstrate a large, heterogeneous mass in the spleen with internal low-attenuation areas
(arrows, representing necrosis and/or hemorrhage) and several internal calcifications (arrowheads). The mass does not
extend through the splenic capsule. Splenectomy was performed, and the pathology showed leiomyosarcoma.

contrast enhancement and central areas of necrosis and
calcification (Fig. 21). On MR imaging, the lesion is
typically isointense to skeletal muscle on T1-weighted
sequences and hyperintense on T2-weighted sequences.
Other MR imaging features include avid enhancement
with gadolinium and calcific foci of low signal intensity
on T1- and T2-weighted sequences.

Non-vascular Splenic Intervention
Infectious, traumatic, or neoplastic splenic disease may
necessitate intervention. Because patients can lead relatively normal lives without their spleens, and because
percutaneous splenic intervention historically was

Fig. 22. Image-guided splenic biopsies. A 59-year-old man
with splenic lesion. Axial CT image shows a portion of the
biopsy needle in the spleen (arrow); this was proven to be
littoral cell angioma. B 54-year-old woman with incidental
splenic lesion on CT. Ultrasound-guided biopsy was performed, with the needle (arrow) seen within the lesion.
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splenic biopsy has historically been viewed with some
apprehension, likely because of early reports of major
complications, primarily hemorrhage [40]. However,
recent studies have focused on the use of smaller needle
gauges, which result in lower complication rates. A
recent review of percutaneous image-guided splenic
biopsy found a pooled sensitivity of 87.0% and a pooled
specificity of 96.4%. The pooled major complication rate
was 2.2%, which dropped to 1.3% with the use of 18-gauge
or smaller needles [3]. Other complications include
pneumothorax, pleural effusion, and colonic injury [41].
Ultrasound or CT-guidance can be used for the
biopsy. Ultrasound allows real-time guidance and feedback during the procedure (Fig. 22). Doppler imaging
can help localize and avoid nearby blood vessels. CT can
sometimes provide better quality images when the lesion
is difficult to see on ultrasound, but this comes at the cost
of radiation dose and the need for scanner time.

Fig. 23. Ultrasound-guided splenic abscess drainage. 65year-old woman with fever and abdominal pain, same patient
as Fig. 6. A Ultrasound image during percutaneous drain
placement. The echogenic, linear structure (arrow) is the
needle passing into the abscess cavity. The drain was subsequently placed via the trocar technique, and is seen on
follow-up CT imaging (B, arrow).

Aspiration and catheter drainage. Antibiotics are the
mainstay of treatment of splenic infections, but aspiration and/or drain placement can sometimes help in
management. CT-guided splenic drain placements have
been shown to be a safe and effective alternative to
surgical intervention [42]. Compared with an open procedure, placement of a percutaneous catheter can help
avoid intraperitoneal spillage of abscess contents.
Patients with co-morbidities or contraindications to surgery
may be particularly good candidates for this procedure.
Ultrasound or CT guidance can be utilized for percutaneous drain placement (Fig. 23). Usually a 7–12
French pigtail catheter is used for drainage. The drain
can be placed by either Seldinger technique, using a
guidewire and co-axial dilation, or trocar technique,
using direct needle puncture of the fluid collection and
inserting a catheter. The Seldinger technique is more
accurate and theoretically has a lower risk of damage to
adjacent structures, but the trocar technique is more
time-efficient [42]. Unilocular or bilocular abscess cavities without septations tend to be easier to drain. Hemorrhage is the most common complication of drain
placement [41]. Patients are usually simultaneously
treated with IV antibiotics.

Conclusion
thought difﬁcult and risky, splenectomy was more widely
used in the past for management. The risk of immune
deﬁciency and of the surgery itself, however, warrants
judicious use of percutaneous splenic intervention when
possible. Imaging plays a major role in such interventions.
Biopsy. Given the wide range of splenic pathology with
similar imaging characteristics, a pathologic diagnosis is
often required for clinical decision making. Image-guided

A wide variety of incidental splenic lesions can be
encountered on imaging studies (Table 2). These lesions
can represent either primary benign or malignant lesions
or indicate systemic disease with secondary involvement
of the spleen. Many splenic lesions have overlapping
imaging features, which can pose a diagnostic challenge,
and image-guided biopsy can prove useful in sampling
lesions for pathologic diagnosis. In some instances splenectomy is performed for both diagnosis and treatment,
especially when a malignancy is suspected.
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Table 2. Imaging features of splenic lesions

Trauma
Abscess
Infarct
Hemangioma
Hamartoma
Littoral cell
angioma
Peliosis
Cyst/Pseudocyst
Sarcoid
Lymphoma

Non-enhanced CT

Contrast-enhanced CT

T1-WI MRI

T2-WI MRI

Post-gadolinium
T1-WIMRI

Ill-defined or linear
low attenuation
Ill-defined low
attenuation +/gas bubbles
May see low attenuation, wedgeshaped areas
Low solid/ multicysticmass +/-calcification
Small-iso/hypo;
Large- central
scar/necrosis
Low attenuation

No enhancement in lesion itself

Variable, follows
hemorrhage
High

No enhancement

None/rim enhancing

Variable, follows
hemorrhage
Low/intermediate

No enhancement

Low

Low

Early peripheral; Late central

Low

High

Variable, uniform on delayed

Low

Heterogeneous /high Variable/uniform on
delayed

Low attenuation
Fluid attenuation
Multifocal low

No or mild enhancement
No enhancement
No enhancement

Splenomegaly; solitary (AIDS), multifocal/diffuse: low
attenuation
Angiosarcoma
Solitary, multiple:
low attenuation,
+/-calcifications
Leiomyosarcoma Low attenuation
Metastases (mel- Solid/cystic: low
anoma, breast,
attenuation
lung)

Early no enhancement; Late isodense Low

Minimal to no enhancement

Low signal with
peripheral rim
enhancement
No enhancement
Peripheral enhancement, then fills in

Low or high

Peripheral enhancement, then fills in
High
High
No enhancement
Low
High
No enhancement
Low (Best seen on T2 fat sat and early post Minimal on delayed
contrast phase)
Isointense to splenic parenchyma
Low signal relative
to enhancing
spleen

Heterogenous/variable

Variable: hemorrhage, necrosis, calcification

Variable or ring-like

Heterogeneous
Central/peripheral enhancement

Low or iso-intense
Isointense/low

Avid enhancement
Depends on primary
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