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SUMMARY

Introduction Accessory spleens can be found in up to 10% of the population, and their intrapancreatic
occurrence is considered uncommon. When present, the intrapancreatic accessory spleen is usually found
in the tail of the pancreas in about 1.7% of adult individuals. The infrequent presence of the accessory
spleen in the pancreatic tissue could lead to inappropriate diagnosis and hence therapeutic approach,
as they are commonly presented as a hypervascular node in the tail of the pancreas on abdominal CT
and MRI, mimicking a well differentiated tumor of the pancreas or non-functioning pancreatic neuroen-
docrine tumor.

Case Outline We present a 70-year-old female in whom a preoperative evaluation finding was highly
suggestive of a non-functioning neuroendocrine tumor of the pancreatic tail. We performed spleen
preserving laparoscopic distal pancreatectomy, and histopathological examination revealed the intra-
pancreatic accessory spleen.

Conclusion Although infrequent, the presence of the intrapancreatic accessory spleen must be consid-
ered in the differential diagnosis of pancreatic tail tumors.
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INTRODUCTION

Accessory spleen is a congenital anomaly in
which splenic tissue is found outside the spleen.
This anomaly usually occurs in the fifth week
of intrauterine fetal development [1]. Acces-
sory spleens occur in about 10% of normal
population and can be found practically any-
where in the abdominal cavity. In the majority
of cases they are localized in the splenic hilum,
gastro-splenic ligament and greater omentum
[2]. Less frequent localizations include gastric
wall, small intestine, mesenterium, pancreas,
even ovary and testicle [3]. Accessory spleens
are in fact ectopic splenic tissue. They are usu-
ally asymptomatic and almost never require
specific treatment, except in some hemato-
logic disorders such as idiopathic thrombocy-
topenic purpura (ITP). Intrapancreatic acces-
sory spleens (IPAS) are found in about 1,7%
of the population and their intrapancreatic
localization can be misleading in diagnostic
procedures as well as in choosing the proper
therapeutic approach. These lesions are usu-
ally present in CT/MRI findings as hyper-
vascular, well-delimited lesions which can be
easily misdiagnosed for a well differentiated
pancreatic tumor, pancreatic neuroendocrine
tumor (PNET), solid pseudo-papillary pan-
creatic neoplasm or even metastatic pancreatic
tumor [4]. Therefore, the diagnosis is usually
obtained only after histopathologic examina-
tion of the resected specimen since these pa-

tients frequently undergo pancreatic resection
due to impossibility of excluding pancreatic
neoplasm [5]. Although uncommon, intra-
pancreatic accessory spleen should be taken
into consideration in the diagnostic algorithm
for pancreatic lesions, especially since new and
adequate diagnostic procedures can be of use
in obtaining the right diagnosis and avoiding
the unnecessary surgical intervention with all
potential complications [6].

CASE REPORT

A 70-year-old female was admitted to hospital
for non-specific, dull epigastric pain and up-
per abdominal discomfort. Laboratory find-
ings and tumor-marker serum levels (CA 19-
9, CEA, CA 72-4) were within the reference
range. Chromogranin A (CgA) serum level
was slightly elevated. Abdominal ultrasound
and multi-detector computed tomography
(MDCT) revealed a well-delimited, hyper-
vascular tumor-like lesion, 20x18 mm in size,
located in the tail of the pancreas (Figures 1, 2
and 3). According to the imaging characteris-
tics of the lesion and elevated serum CgA level,
the lesion was interpreted as a non-functioning
PNET and the decision for surgical procedure
was made.

The patient was operated by the laparo-
scopic approach in the right lateral supine po-
sition (hanging spleen technique) which eases
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Figure 1. Upper abdominal MDCT showing pancreatic tail tumor

Figure 2. Enlarged view of the pancreatic tail; IPAS marked by an arrow

Figure 3. MDCT showing hypervascular pacreatic tail node

the access to the colon splenic flexure, spleen and tail of
the pancreas. After complete mobilization of the colon,
splenic flexure and entering the grater sac (omental bursa)
through the gastro-colic ligament, anterior surface of the

Figure 5. Histopathology showing the typical incapsulated splenic
parenchyma as an accessory spleen surrounded by pancreatic tissue
(HE, 2.5x%)

pancreatic body and tail was completely exposed. A dark
reddish-brown in color tumorous lesion on the posterior
side of the pancreatic tail was detected. The pancreatic tail
was divided from blood vessels for splenic inferior pole and
from splenic vein by cutting short pancreatic vein branches
with an ultrasound harmonic knife. The tail of the pan-
creas was further mobilized toward the medial axis to the
left lateral side of the superior mesenteric vein. Pancreatic
transection was then performed at the level of the neck of
the pancreas using an endoscopic stapling device (Endo
GIA). No major bleeding from the resected surface of the
pancreas or pancreatic juice leakage was observed. Lapar-
oscopic distal pancreatectomy with preservation of the
spleen was then completed. This was, in fact, the first ever
laparoscopic pancreatic resection performed in the Clinical
Centre of Serbia. The resected pancreas was placed in the
endoscopic bag and removed through one of the ports on
the anterior abdominal wall. The specimen was then sent to
the pathologist for histopathologic examination (Figure 4).
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Macroscopically, the lesion was oval, encapsulated, node-
like, dark reddish-brown in color, 20 mm in size and re-
sembling that of splenic tissue. Histopathologic analysis
revealed the true nature of the lesion and the diagnosis of
intrapancreatic accessory spleen was established (Figure
5). Postoperative course was uneventful and the patient
was discharged from hospital after six days. One year after
surgery, the patient is well and disease-free.

DISCUSSION

Although the intrapancreatic accessory spleen is considered
as uncommon, Halpert and Gyorkey [3] have found 364
cases on 3,000 autopsies with 17% of them localized in the
tail of the pancreas. Considering the benign nature of the le-
sion and frequent performance of unnecessary surgical pro-
cedures, it is important to obtain the correct diagnosis [7].

There are less than 40 cases of IPAS published in the
English literature to date. Vast majority of these patients
underwent pancreatic resection as IPAS were misdiag-
nosed for pancreatic tumor, or PNET as in our case. Uchi-
yama et al. [8] published a case report and review of the
literature in 2008 showing 11 patients with IPAS treated
with pancreatic resections. In 9 cases IPAS was interpreted
as non-functioning PNET, in 1 case as exocrine pancre-
atic tumor while only 1 patient had indication for surgery
since the ITP was present along with IPAS. Lehtinen et al.
[9] found, analyzed and published a report on 25 patients
with IPAS in 2013 including those who were not treated
with surgery. Beside the ITP, other spleen conditions and
disorders may rise as well in the accessory spleen. There
are several published cases of epidermoid cysts in resected
IPAS and they were interpreted preoperatively as pancre-
atic cystadenomas [10, 11].
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I'Ianapocxoncxa AUCTAa/IHA naHeraTEKTOMMja 360r UHTPaNaHKpeacHe

aKLecopHe cae3nHe — NpuKa3s 601ecHUKa

Cnagko Matuh'?, Hophe KHexesuh'2, rop UrrbatoBuh?, Hukona Mpy6op?, Bnagumup dyranuh'2,

Mapjan Muues?, Cpbucnas Knexesuh'?
'YHuBep3utet y beorpapy, MeguumHcku dakynter, beorpag, Cpbuja;

2KnuHuKa 3a gurecTreHy xupyprujy, lMpsa xvpypLuka KnuHnka, KnuHuuku uextap Cpbuje, beorpag, Cpbuja

KPATAK CAZAPXKAJ

YBop AKLecopHe cnesunHe ce jaBrbajy Kog oko 10% nonynauuje,
a jeoHo of pehux mMecTa HbUXOBe NojaBe je TKMBO NaHKpeaca.
MHTpanaHKpeacHe akuecopHe cne3nHe Hajuelwhe HacTajy y
npepeny pena naHkpeaca, a cpehy ce kog 1,7% 3npaBuX Jbyan.
[ocTojarbe akuecopHe ce3rHe Ha OBOM HETUMUYHOM MecCTy
MOXe AO0BeCTU [0 njarHOCTNYKe 1 Tepanunjcke HeaoymuLie ¢
0631pOM Ha TO Aa je NPOMeHa Hajuelhe xunepBacKynapHa u
CTOra, Ha OCHOBY Hasla3a KoMmjyTepr3oBaHe Tomorpaduje n
MarHeTHe pe3oHaHLmje abgomeHa, MoXe 61TV NPoTyMayeHa
Kao TyMOp NaHKpeaca.

Mpukas 6onecHuka Kop xeHe ctape 70 roguHa je HakoH
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cBeobyxBaTHe AWjarHOCTMKe NOCTaB/beHa AnjarHo3a HedyHK-
LIMOHAJTHOT HEeYPOEeHAOKPMHOT TyMopa pena naHkpeaca. bo-
NlecHMLa je onepricaHa NPUMEHOM JlanapoCKoncKe AnCTanHe
NaHKpeaTeKToOMYje C OUyBareM C/Ie3NHE, a XMCTONATONOLWKOM
aHanu3om je yTBpheHo Aa je TyMopcka NpoOMeHa MHTpanaHKpe-
acHa akLecopHa cnesuHa.

3aksbyuak Mako je 0BO 13y3eTHO peTka aHoManwja, Tpeba je
y3etn y 063up y andepeHumjanHoj anjarHosn Tymopa pena
naHKpeaca.

KrmbyuHe peun: HTpanaHKpeacHa cnesnHa; akLlecopHa cnesu-
Ha; MaHKpeac; NaHKpeacHN HeypoeHAOKPUHM TYMOp; nanapo-
CKOMCKa ANCTanHa NaHKpeaTekTomuja
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