
https://doi.org/10.1177/2050313X231201722

SAGE Open Medical Case Reports

Creative Commons Non Commercial CC BY-NC: This article is distributed under the terms of the Creative Commons Attribution-
NonCommercial 4.0 License (https://creativecommons.org/licenses/by-nc/4.0/) which permits non-commercial use, reproduction and 

distribution of the work without further permission provided the original work is attributed as specified on the SAGE and Open Access pages 
(https://us.sagepub.com/en-us/nam/open-access-at-sage).

SAGE Open Medical Case Reports
Volume 11: 1 –4

© The Author(s) 2023
Article reuse guidelines: 

sagepub.com/journals-permissions
DOI: 10.1177/2050313X231201722

journals.sagepub.com/home/sco

Introduction

Accessory spleen is a condition where healthy splenic tissue 
lie separated from the main body of the spleen. It is formed 
during embryological development of fetus due to failure of 
mesenchymal remnants to fuse with the main splenic mass.1 
It is a relatively common condition where around 10%–30% 
of population may have accessory spleens according to an 
autopsy study.1 Most common anatomical locations of occur-
rence are splenic hilum and pancreatic tail followed by 
greater omentum, stomach and related to other parts of the 
gastrointestinal tract.1 Rarely, it is found in the pelvis or even 
in the retroperitoneal space.2,3 Accessory spleens may be 
multiple as well.4

Usually, accessory spleen is an asymptomatic benign 
condition which is detected incidentally during imaging 
and does not require any surgical treatment. However, fol-
lowing splenectomy, accessory spleens may undergo com-
pensatory hypertrophy and cause symptoms. Furthermore, 

when accessory spleen lies within the pancreas, it may 
mimic an intrapancreatic neoplasm. Therefore, having 
accurate preoperative differential diagnosis and scientifi-
cally excluding them is imperative to avoid unnecessary 
surgical morbidity. Herein, we report an accessory spleen 
in relation to the pancreatic tail which was misinterpreted 
as a pancreatic neoplasm preoperatively.
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Abstract
Accessory spleen is a relatively common occurrence. However, an intrapancreatic accessory spleen can get hypertrophied 
following splenectomy and rarely mimic a pancreatic neoplasm leading to misdiagnosis. Here we present a 64-year-old male 
who had undergone left radical nephrectomy and splenectomy for renal cell carcinoma 14 years back, presenting with upper 
abdominal discomfort. He was found to have a mass in the pancreatic tail on imaging, suggesting an intrapancreatic neoplastic 
lesion. After a multidisciplinary team decision based on contrast-enhanced computed tomography and magnetic resonance 
imaging, he underwent an uncomplicated distal pancreatectomy, and the histology revealed an intrapancreatic accessory 
spleen. Contrast-enhanced computed tomography, magnetic resonance imaging, and positron emission tomography alone is 
not specific enough to confidently differentiate an accessory spleen preoperatively. Nuclear scintigraphy fused with contrast-
enhanced computed tomography provides more specific and better anatomically localized evidence. Ultrasound-guided fine 
needle sampling showing lymphocytes with subsets of histiocytes, plasma cells, and immunohistochemistry showing CD8 
(cluster of differentiation) positivity can be used to guide the definitive diagnosis. Differentiating an accessory spleen from a 
pancreatic neoplasm may be challenging preoperatively. Accessory spleen needs to be considered in the differential diagnosis 
of upper abdominal masses especially in patients who have undergone splenectomy.
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Case presentation

A 64-year-old male who had undergone left-sided radical 
nephrectomy and splenectomy 14 years ago for renal cell 
carcinoma (RCC) with defaulted surgical follow-up, pre-
sented to our surgical clinic with vague upper abdominal 
pain and discomfort for 4 months. He underwent radical 
excision of RCC, and adjuvant therapy was not given. He 
was on levetiracetam regular dose for epilepsy with a good 
symptomatic control and otherwise, his past medical history 
was unremarkable. His family history was insignificant. His 
height was 168 cm and weight was 72 kg with a body mass 
index of 25.5 kgm−2. Rest of his examination including the 
abdomen was unremarkable.

He underwent a contrast-enhanced computed tomography 
(CECT) which showed a contrast enhancing focal lesion in 
the region of the pancreatic tail with another contrast enhanc-
ing smaller nodule in anterior peripancreatic tissue (Figure 
1). The radiological diagnosis was a primary or secondary 
malignant pancreatic neoplasm with an enlarged lymph node 
in the peripancreatic area. In view of further delineation, he 
underwent a magnetic resonance imaging (MRI) of the upper 
abdomen which reported a lobulated malpositioned pancre-
atic tail simulating a mass (Figure 2). Smaller lesion seen 
separately was suggested to be lymph node or splenunculus. 
There was no evidence to suggest a recurrence over the left 
renal bed and there was no liver metastasis.

The clinical and radiological findings were discussed at 
the multidisciplinary team meeting that included radiologists 
and hepatopancreatobiliary surgeons. Due to its hyperen-
hancing nature, pancreatic neuroendocrine tumor (NET) and 
metastasis from previous known malignancy were consid-
ered in the differential diagnoses. However, metastatic RCC 
was considered less likely because of the long lag of 14 years 
and because the renal malignancy was staged pT2N0M0. 
Consequently, a distal pancreatic neoplasm with a small 

supra pancreatic lymph node was deemed the likely diagno-
sis, and surgery was planned.

An open surgical approach was considered. Intraoperatively, 
splenic bed was empty suggestive of previous splenectomy. 
Distal pancreas was mobilized from retroperitoneal tissues 
and from the adhesions at the posterior wall of the stomach. 
Pancreatic tail with the mass was separated from pancreatic 
body and sent for histology which revealed vascular 
sinuses lined by endothelial cells resembling the red pulp 
and lymphoid aggregates with secondary follicles resem-
bling the white pulp (Figures 3 and 4). Pancreatic paren-
chyma and duct system were histologically normal. 
Peripancreatic smaller nodule was the condensed fibrofatty 
tissue. Therefore, the histological conclusion was an intra-
pancreatic accessory spleen.

The postoperative period was rather uneventful and he 
was discharged on day 5 after surgery. Postoperatively, he 
developed thrombocytosis possibly indicating that the intra-
pancreatic accessory spleen was the only functioning splenic 
tissue in this patient.

Figure 1. Computed tomography showing a contrast enhancing 
focal lesion (arrow) in the region of the pancreatic tail.

Figure 2. Magnetic resonance image of the upper abdomen 
that was reported as a lobulated malpositioned pancreatic tail 
simulating a mass.

Figure 3. A cut open macroscopic specimen showing the 
pancreatic tail mass.
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Discussion

The prevalence of intrapancreatic accessory spleens is 
reported to be 11%–17% of all accessory spleens located in 
the pancreatic tail region. Therefore, the estimated preva-
lence of intrapancreatic accessory spleens is 1.1%–3.4%, as 
accessory spleens are reported in around 10%–20% of indi-
viduals.5 Since accessory spleen is a relatively common 
benign occurrence which does not require any surgical 
intervention, preoperative accurate diagnosis can prevent 
unnecessary surgery. Mortele et al.6 reported the typical 
CECT findings of accessory spleen in non-splenectomized 
individuals. The anteroposterior diameter varied from 4 to 
29 mm with a median of 11.9 mm. Around 78.3% of them 
were round in shape, 15% were ovoid, and 6.7% were trian-
gular with well-defined margins. However, in patients who 
have undergone splenectomy, the accessory spleen under-
goes compensatory hypertrophy to supplement the physio-
logical demand, rendering these parameters unreliable. 
Homogeneous enhancement was also a characteristic fea-
ture of accessory spleens, differentiating them from most 
neoplasms. Most accessory spleens had same echogenic 
enhancement to main spleen on contrast-enhanced images, 
but almost one-third of accessory spleens were hypodense. 
Therefore, contrast enhancement is a nonreliable feature for 
differentiation. Therefore, high clinical suspicion along 
with more specific investigations are necessary for an accu-
rate preoperative diagnosis.

More specific radiological diagnosis of ectopic splenic 
tissue can be achieved by nuclear scintigraphy using techne-
tium-99 m-labeled Sulfur colloid.7 However, low resolution 
of this imaging modality makes it difficult to delineate the 
exact anatomical location. Combined CECT imaging along 
with nuclear studies were used increasingly to diagnose 
accessory spleen accurately during preoperative workup.7 
This relatively low-cost investigation can prevent patients 
undergoing unnecessary major surgery by solving the 
dilemma which could not be achieved by CECT, MRI, or 
positron emission tomography (PET) in isolation.

Further confirmation of the diagnosis can be achieved 
using endoscopic ultrasound (EUS)-guided fine needle aspi-
ration (FNA) especially in the context of intrapancreatic 
lesions.8 FNA showing lymphocytes with subsets of histio-
cytes and plasma cells have been reported in accessory 
spleens.8 Furthermore, immunohistochemistry showing CD8 
positivity due to the presence of splenic sinus endothelial 
cells have been reported to aid in the diagnosis of accessory 
spleen.9 In our resource-limited setting, advanced imaging 
such as PET scan was not performed as they are reserved for 
patients with proven malignancies due to the resource con-
straints.9 EUS-guided FNA could not be performed due to 
nonavailability. Therefore, we proceeded according to the 
multidisciplinary team decision, which was based on CECT 
and MRI and favored a diagnosis of a pancreatic neoplasm.

This case report describes the challenges faced in a 
resource-limited setting to differentiate an intrapancreatic 
accessory spleen from a pancreatic neoplasm. This is specifi-
cally difficult in a patient who has already undergone a sple-
nectomy for a previous malignancy where the suspicion for 
a recurrence is high. Accessory spleens within the pancreas 
may mimic NETs. NETs may secrete one or more products 
associated with a clinical syndrome (functional) or may be 
nonsecretory (nonfunctional).10 Biochemical analysis will be 
helpful to confirm the presence of a functional NET how-
ever, it will not be possible to exclude nonsecreting tumors. 
Therefore, due to the resource constraints and nonavailabil-
ity of investigations in the state sector, biochemical assess-
ment was not performed.

Conclusion

The challenges faced in a resource-limited setting to differ-
entiate an intrapancreatic accessory spleen from a pancreatic 
neoplasm were described in this report. Differentiation is 
specifically difficult in a patient who has already undergone 
a splenectomy for a previous malignancy where the suspi-
cion for a recurrence is high. Accessory spleen can enlarge 
after splenectomy due to compensatory hypertrophy and 
should be considered a differential diagnosis in patients who 
present with upper abdominal masses. In our patient, CECT 
and MRI could not accurately diagnose an intrapancreatic 
accessory spleen. In the context of readily available 
resources, nuclear scintigraphy and EUS-guided FNA could 
have been used for confirmation preoperatively, avoiding 
unnecessary major surgery and related morbidity.
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