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CASE REPORT
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A Case Report and Review of Literature
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ABSTRACT

Context Accessory spleen is a congenital focus of healhgnic tissue that is separated from the main lmbdpleen. Although an
accessory spleen usually appears as an isolatetpamyatic abnormality, it may have clinical sigo#ce in some situationSase
report We report the case of 53-year-old woman with @&ryhistory of upper abdominal discomfort after Imi@ad weight loss.
The pathologic lesion was diagnosed by the abddmsim@ography and the magnetic resonance tomogriaptihe pancreatic tail.
The patient was operated with suspicion of a gadieudopapillary neoplasm or a nonfunctioning isét tumor. Histopathological
examination found an intrapancreatic accessoryesplehich is a congenital abnormality consistingnofmal splenic tissue in
ectopic sitesConclusion We present possibilities of differential diagnasighis entity.

INTRODUCTION

Accessory spleen is a congenital abnormality
consisting of normal splenic tissue in ectopicssifeat

is found in approximately 10-15% of the general
population [1]. The most common location of an
accessory spleen is the splenic hilum. Despite tthet
second most common site of the accessory splebe is
tail of the pancreas, the intrapancreatic accessory

spleen is not always recognized preoperatively.
Radiologically, intrapancreatic accessory spleen
appears to be a well-defined, solitary and
hypervascular lesion. The differential diagnosis

includes well-differentiated adenocarcinoma, muaso
cystic neoplasm, neuroendocrine neoplasm, solid
pseudopapillary tumor or metastatic tumor to the
pancreas [2].

We report the case of 53-year-old woman with a mass
in the pancreatic tail, diagnosed by the abdominal
sonography and the magnetic resonance tomography
(MR). The patient was operated with suspicion of a
solid pseudopapillary neoplasm or a nonfunctioning
islet cell tumor. Histopathological examination
describes intrapancreatic accessory spleen.
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CASE REPORT

A 53-year-old woman was admitted to a local hoépita
with a 2-year history of upper abdominal discomfort
after meals and weight loss. Physical examinatimh a
laboratory data including peripheral blood counts,
blood sugar and liver function test were all
unremarkable. Tumor markers, including CA 19-9, CA
125, carcino-embryonic antigen (CEA) and alpha-
fetoprotein were within the normal range. Abdominal
sonography was performed, and a well-circumscribed
tumor 2.1x2.3 cm with a low echogenicity was ndted
the pancreatic tail. MR confirmed a 1.7x2.1 cm nmiass
the pancreatic tail (Figure 1). A nonfunctionaletsl
tumor or a solid pseudopapillary neoplasm of
pancreatic tail was suspected on Jur® 8012.
Although no definitive diagnosis was established
preoperatively, the possibility of malignancy coulot

be ruled out. Consequently, a laparotomic explorati
was arranged to treat the lesion. A distal spleen
preserving hemipancreatectomy was performed (Figure
2). During histopathological examination the mass w
established as intrapancreatic accessory spleguaréFi

3). The tumor size was 2.1x1.7x1.0 cm. Within a
macroscopic examination, accessory spleen was
surrounded by a fibrotic capsule that separates the
spleen from the adjacent pancreatic parenchymtieln
histologic analysis intrapancreatic accessory splee
was composed of red and white pulp that is sindar
that of the normal spleen (Figure 3). The red pudis
made from numerous vascular sinuses. Between these
sinuses the lymphoid follicles and the cells of the
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operative intervention is not indicated. Although a
accessory spleen usually appears as an isolated
asymptomatic abnormality, it may have clinical
significance in some situations [3, 4, 5].
Peripheral blood counts, blood sugar, liver functiest
and tumor markers tests (CA 19-9, CA 125, CEA,
alpha-fetoprotein) are indicated for patients witiper
gastrointestinal symptoms in the diagnostic pracess
The diagnostic imaging methods include abdominal
sonography, computed tomography (CT), MR and
endoscopic ultrasound (EUS) with a larger number of
pancreatic lesions [5, 6, 7]. The most important
differential diagnosis of intrapancreatic accessory
spleen is the asymptomatic pancreatic neuroendocrin
neoplasms. Both intrapancreatic accessory splemhs a
pancreatic neuroendocrine neoplasms are typically
hyperenhancing on contrast enhanced CT [8].
Pancreatic neuroendocrine neoplasms are typically
hypervascular, particularly on the arterial ph&de the
other hand, when the mass within the tail of paaie
small, the pattern of contrast enhancement may be
difficult to analyse on CT. An alternative but
uncommon differential diagnostic is metastasish® t
pancreas, especially metastases from renal cell
carcinomas. The hypervascular appearance of
metastases from renal cell carcinomas has a similar
appearance to intrapancreatic accessory spleen.
Clinical history of the renal cell carcinoma helfus
make a correct diagnosis. The splenic artery aseury
may also stimulate intrapancreatic accessory sjen
Figure 1. Magnetic resonance imagiqg iotrapancreatic access g]_ Yamaokaet al. referred about an adenocarcinoma
spleen (arrows). T2Wa() and T1W b.) images show a hyperinter in intrapancreatic accessory spleen. The authoosewr
lesion in the tail of the pancreas. .

about an 8 cm well-demarcated tumor, which was

heterogeneously enhanced during the early vascular
reticuloendothelial system lie, which constitutee th phase [10]. When an accessory spleen is locatétkein

white pulp altogether. pancreas, intrapancreatic accessory spleen isefbcat
Six moths after the operations the patient is doved within 3 cm of the distal tail of the pancreasal$olid
without digestive problem. pancreatic tail mass is located more close to tiy b

of the pancreas, it is unlikely to represent
DISCUSSION intrapancreatic accessory spleen, and more likely t
Accessory spleen is a relatively common congenital represent other mass such as the pancreatic

defect, found in 10-30% of patients at autopsy, snd neuroendocrine neoplasm. It may mimic an islet cell
due to the fusion failure of splenic anlage, whish tumor, pseudopapillary neoplasm or well vasculdrise
located in the dorsal mesogastrium to fuse. Moshef metastases [11].

cases are located near the splenic hilum and thefta
the pancreas. They are normally asymptomatic, and
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Figure 2. Spleen preserving distal hemipancreatectomy Figure 3. Histopathological detection of theéntrapancreat
intrapancreatic accessory spleen in the tail otpeas (arrow). accessory spleen (black arrow) in the tail of thequeas (red arrow).
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During differential diagnosis for the evaluation of
pancreatic lesions, endoscopic ultrasound-guideet- fi
needle aspiration biopsy is a very sensitive tégf [
13]. Maldi et al. found that endoscopic ultrasound-
guided fine-needle aspiration biopsy is a safe and
sensitive test that allows an accurate diagnosis of
intrapancreatic  accessory spleen, ruling out
neuroendocrine tumor [12].

Epidermoid cyst in intrapancreatic accessory spleen
exceedingly rare. Usually these patients underveent
surgical resection because they were diagnosedu® h
pancreatic tumor, which were possibly malignanticys
tumors. If epidermoid cysts of accessory spleenbzn
diagnosed accurately, and are small and asymptomati
surgery may not be necessary [14, 15]. On the other
hand when a malignancy in pancreatic lesion or in
intrapancreatic accessory spleen cannot be ruléd ou
surgical intervention is strongly recommended [10].
Gomi et al. reported about the present of
splenopancreatic abnormalities in non trisomy 13
subjects and in trisomy 13. They found only fiveesa

of intrapancreatic accessory spleen and two cabes o
fusion of the pancreatic tail and splenic hilus /and
accessory spleen among 1,060 non trisomy 13 ssbject
In comparison, all 21 trisomy subjects had
intrapancreatic accessory spleen and/or of fusidheo
pancreatic tail and splenic hilus and/or accessory
spleen. The authors illustrated the close relakipns
between occurrence of intrapancreatic splenic dissu
and/or fusion of the pancreatic tail and splenisi
and/or accessory spleen and trisomy 13. Gomi et al.
also showed usefulness of this relationship in
differentiating trisomy 13 from other malformation
syndromes, even on macroscopic examination [16].

In our case of the patient with abdominal discomnfor
and loss of weight, we could not safely exclude
malignancy. Therefore the patient underwent spleen
preserving distal hemipancreatectomy.

CONCLUSION

In conclusion, when an asymptomatic intra-panceceati
mass is detected, the possibility of accessoryesple
should be considered. The use of CT, MRI and the
endoscopic ultrasound-guided fine-needle aspiration
biopsy may detect intrapancreatic accessory spleen,
and one can avoid unnecessary surgery. Surgical
intervention is strongly recommended for pancreatic
lesions or intrapancreatic accessory spleens when a
malignancy cannot be eliminate.
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