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cavity (peritoneum, gastrointestinal tract, pancreas, kidney, adre-
nal gland, hepatobiliary tract, or spleen), although only renal in-
volvement integrates diagnostic criteria(1). Splenic involvement in 
SLE is rare. Splenomegaly, splenic infarcts, spontaneous rupture, 
functional asplenia, hyposplenism and periarterial thickening in 
an “onion-skin” pattern have all been reported in SLE patients(2,3).

Splenic calcifications have been described in a myriad of 
other diseases, including tuberculosis, histoplasmosis, brucel-
losis, amyloidosis, sickle cell anemia, anthracosilicosis, systemic 
sclerosis, and rheumatoid arthritis(3,4). Based on the clinical his-
tory, physical examination, and laboratory findings, those poten-
tial causes of diffuse splenic calcifications were excluded in our 
case. Tieng et al.(4) proposed that diffuse splenic calcifications 
that are predominantly discrete, rounded, and small (although 
larger than the punctuate calcifications typical of granuloma-
tous infections), as well as appearing to spare the capsule and 
subcapsular tissue, seem to be specific for SLE. This pattern 
may represent calcifications in the typical splenic “onion-skin” 
pattern (i.e., concentric deposition of collagen around the arter-
ies in the spleen) in SLE(2–4). Splenic microcalcifications could 
represent a late consequence of immune-mediated inflamma-
tion of arterial vessels(3).

In conclusion, we have reported the case of a female pa-
tient with decreased spleen size and diffuse small nodular cal-

cifications, showing subcapsular and peripheral predominance, 
with relative sparing of central regions, an atypical distribution 
in comparison to cases of SLE-related spleen calcifications re-
ported in the literature.
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Radicular compression syndrome after exercise in a young patient: 
not everything is a herniated disk!

Dear Editor,

A 34-year-old previously healthy man presented with a com-
plaint of sudden-onset, progressive low back pain radiating to 

the lower limbs after running. The symptoms had begun three 
weeks earlier, with acute worsening during the last four days. 
The physical examination was normal except for mild lower left 
limb edema. A lumbosacral magnetic resonance imaging scan 
showed dilated vessels in the epidural space, intervertebral fora-
men, and anterior paraspinal space (Figure 1). Complementary 

Figure 1. Computed tomogra-
phy of the chest with medias-
tinal window settings (A) show-
ing a decreased spleen size, 
accompanied by diffuse, small, 
predominantly subcapsular 
and peripheral, nodular calcifi-
cations, some of them conflu-
ent, with relative sparing of the 
central regions. Detail of the 
splenic region: axial computed 
tomography scan (B), with cor-
onal and sagittal reconstruc-
tions (C and D, respectively), 
showing the characteristics 
of the splenic calcifications in 
more detail.
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abdominal computed tomography angiography of the abdomen 
showed thrombosis of the inferior vena cava (IVC), common iliac 
veins, left external iliac vein, and right accessory renal vein (Fig-
ure 2). The patient was submitted to mechanical thrombectomy, 
followed by chemical thrombolysis and long-term anticoagula-
tion therapy, with resolution of symptoms. A control computed 
tomography scan, obtained six months later, showed patency of 
the IVC and common iliac veins, together with chronic thrombo-
sis of left internal iliac vein. Further investigations for acquired 
thrombophilia were negative.

Engorgement of the epidural venous plexus secondary to 
IVC thrombosis is a rare cause of lower back pain by compres-
sion of nerve roots, and it is a differential diagnosis to disc-
degenerative changes(1,2). Paksoy et al.(3) identified IVC ob-
struction as a cause of radiculopathy in 0.13% patients who 
underwent magnetic resonance imaging for the investigation of 
radicular symptoms mimicking lumbar disc herniation or spinal 
stenosis; in all of those patients, it was the first episode (of low 
back pain).

The vertebral venous system consists of the internal verte-
bral veins or epidural veins (internal network) and the lumbar 
segmental veins or paravertebral veins (external network), which 
communicate with the common iliac veins, azygous system, and 
IVC, through the lumbar segmental veins(1,3). Although it nor-
mally presents flow that is ascendant and away from the spinal 
flow, it can present retrograde flow because of its valveless na-
ture, becoming an alternative pathway between the iliac-caval 
and azygous systems(3). The internal and external networks com-
municate through the radicular veins, which have an intimate re-
lationship with the nerve roots and, when engorged, may mimic 
radicular compression(1–4). Possible causes of engorgement of 
the epidural veins of the back include vascular malformations 
of the epidural venous plexus; IVC thrombosis, related to preg-
nancy or not(5–8); portal hypertension(2); spinal dysraphism(3); 
epidural lipomatosis(3); Budd-Chiari syndrome(4,9); and intracra-
nial hypotension(2).

Engorgement of epidural vessels should immediately raise 
the suspicion of cava thrombosis, and the radiologist plays an 
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important role in correlating it with the possible underlying eti-
ologies. Due to its severity, deep venous thrombosis, as seen in 
this case, must be promptly diagnosed and treated.
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Figure 1. Magnetic resonance imaging, including a sagittal T1-weighted image (A), a sagittal T2-weighted image 
(B) and an axial T2-weighted image (C), showing enlargement of the epidural veins with compression of lumbar 
roots (arrows).
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Figure 2. Abdominal coronal reformatted 
computed tomography scan showing exten-
sive thrombosis of the IVC, common iliac 
veins (arrows), left external iliac vein, and 
right accessory renal vein (open arrow).


