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Introduction

Splenic calcifications have been found in autosplenectomy, thorium dioxide exposure—related
fibrosis, tuberculosis, Pneumocystis carinii infection, and Histoplasma capsulatum infection (1).
Rarely, calcification can also be associated with systemic lupus erythematosus (SLE) of the spleen
(2). Herein, we present a case with a history of SLE, who was subsequently infected with
Mycobacterium kansasii and developed diffuse splenic calcifications.

Case Report

A 69-year-old female, with a history of SLE for 12 years, suffered from episodic epigastric pain and
chronic cough for 7 years. She felt hunger pain, which radiated to the left shoulder, progressive
abdominal fullness in the left hypochondrial region, and a weight loss of 10 kg in the past one year. A
chest x-ray revealed the infiltration in the lower lobe of the right lung, while a plain abdominal x-ray
showed diffuse calcification of the spleen (Figure 1A). Abdominal computed tomography (CT)
showed splenomegaly with microlithiasis, without enlarged lymph nodes (Figure 1B). A
bronchoscopy did not show any endobronchial lesion. The culture of the bronchial wash over the
lower lobe of the right lung yielded no bacterial growth. Other test results, including those of acid
fast staining, tuberculosis polymerase chain reaction test, cytology, Cryptococcus antigen, and
aspergillus antigen were negative. However, a mycobacterial culture yielded M. kansasii one month
later.

She received therapy with rifampicin, ethambutol, and azithromycin. The abdominal pain and cough
gradually subsided. A chest x-ray showed the regression of the lesion in the lower lobe of the right
lung, but the follow-up abdominal CT scan did not show the resolution of splenomegaly and
microlithiasis.

Discussion

The exact pathological mechanisms of spleen calcification have not been identified. This patient
received anti-mycobacterial therapy for 12 months, which had minimum effect on spleen
calcification at the follow up abdominal CT scan. This suggests that spleen calcification might be
due to SLE-related peri-vascular calcification and fibrosis rather than M. kansasii infection. Spleen
calcification is a characteristic of connective tissue diseases, but the exact significance of diffuse
splenic calcification is still unknown. This unique radiologic finding may be a result of the disease
process itself (2). The association between high levels of anti-DNA antibodies and disease activity
has been widely appreciated (3). In our case, SLE activity and splenic calcifications observed in the
abdominal CT scan increased simultaneously during 2014-2016.

With increasing SLE activity, immunosuppressants are prescribed to control the disease activity.
However, there is a higher incidence of multiple opportunistic infections in SLE patients with



increased disease activity controlled with the indicated doses of corticosteroids (4). Given that
pulmonary calcifications were found to remain unchanged or increase in size after complete
anti-tuberculosis medication in 17.8% cases (5), it is significant that spleen calcification did not
diminish, although symptoms of cough and abdominal pain improved after anti-mycobacterial
regimens. The fibrosis and scarring occurring in caseating granulomas have been found to be
irreversible in a previous histopathologic analysis.

Conclusion

The significance of this case is the worsening of spleen calcifications in an SLE patient with
increased disease activity after M. kansasii infection.
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FIGURE 1B Abdominal computed tomography disclosed diffusely and densely distributed, coarse,
round, andovoid splenic calcifications along with microlithiasis in the spleen.
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