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SPLENOSIS SIMULATING A RENAL MASS
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Summary.- OBJECTIVE: To report a case of splenosis and
to review its diagnosis and treatment in the related literature.
METHOD: We report the case of an asymptomatic 49-yearold man with splenectomy performed when he was 22. Lumbo-sacral MRI showed a left perirenal mass probably with
renal origin.
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RESULTS: CT scan ruled out the renal origin. Due to previous
splenectomy, splenosis was suspected. 99mTc-labeled heatdamaged erythrocytes scan conﬁrmed the diagnosis. No
treatment was applied.
CONCLUSIONS: Clinicians should be aware that unknown
origin masses, mainly in the peritoneal cavity, with a history
of previous splenic trauma or splenectomy, might represent
splenosis. A non-invasive diagnosis can be achieved with
99mTc-sulphur colloid scan, 99mTc-labeled heat-damaged
erythrocytes or ferrumoxide-enhanced MRI, thus avoiding unnecessary surgical explorations.
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Resumen.- OBJETIVO: Presentar un caso de esplenosis y
revisar aspectos diagnósticos y terapéuticos en la literatura
relacionada.
MÉTODO: Presentamos el caso de un varón de 49 años,
esplenectomizado a los 22 años. Hallazgo incidental de
una masa perirrenal izquierda en RM lumbo-sacra, de probable origen renal.
RESULTADOS: Se realiza TC abdómino-pélvico descartando el origen renal de la masa. Dado el antecedente de
esplenectomía la sospecha diagnóstica fue de esplenosis.
Se realizó gammagrafía hepato-esplénica con hematíes
desnaturalizados marcados con 99mTc conﬁrmando el
diagnóstico. Se decidió abstención terapéutica.
CONCLUSIONES: Ante el hallazgo de masas de origen
desconocido, fundamentalmente en la cavidad peritoneal,
debe ser tenida en cuenta la posibilidad diagnóstica de
esplenosis, sobre todo si existe un antecedente de lesión
esplénica traumática o quirúrgica. Para su diagnóstico se
pueden emplear pruebas no invasivas elevada especiﬁcidad, como la gammagrafía hepato-esplénica, la gammagrafía esplénica con hematíes desnaturalizados, o la RM
con ferumóxido, evitando exploraciones quirúrgicas innecesarias.
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INTRODUCTION
Ectopic splenic tissue can occur in congenital or acquired forms. The congenital form, called accessory spleen,
occurs in 10% of the population, and is more common
in women and patients with hematological diseases. Of
varying number and size, accessory spleens are usually located in the splenic hilium and pancreatic tail and
have their own blood supply which usually arises from
the splenic artery or one of its branches (1).

SPLENOSIS SIMULATING A RENAL MASS

On the other hand, the term splenosis refers to the acquired form, produced by seeding of splenic tissue, generally after trauma or splenectomy.
We present a case of splenosis mimicking a left renal
mass, highlighting the importance of the history taking
and imaging tests in the differential diagnosis of this entity.
CASE REPORT
We report the case of a 49-year-old man whose personal history was unremarkable except for splenectomy
performed when he was 22 as a result of a trafﬁc accident.
Examined on an outpatient basis for a suspected lumbosacral disc herniation, he was referred to our department
for a mass of soft tissue of about 3 cm in diameter found
on lumbosacral magnetic resonance imaging (MRI). The
mass was situated over the left posterior perirenal space
and seemed to be attached to the kidney.
With the initial suspicion of an incidentally diagnosed
renal mass, we requested a multislice abdominal pelvic
CT scan with intravenous contrast medium that conﬁrmed the existence of a 4.7 x 2.2 cm mass in the left
posterior perirenal fat, not attached to the kidney, and simultaneously enhanced other smaller sized masses, that
seemed to correspond to ectopic splenic tissue (Figures
1 and 2).

FIGURE 1. Abdominal-pelvic CT scan. Axial section.
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Based on the CT ﬁndings and the previous splenectomy,
the diagnostic suspicion of splenosis was high. Nevertheless, we decided to complete the diagnosis requesting a 99mTc-labeled heat-damaged erythrocytes scan
of liver and spleen that conﬁrmed the existence of two
hyperdense foci, one in the theoretical location of the
spleen and another measuring 6.2 x 4.6 cm in the perirenal area, compatible with the diagnosis of splenosis
(Figure 3). After reviewing the related literature, and seeing that the patient was asymptomatic, we decided to
refrain from treatment.
DISCUSSION
The term splenosis refers to the existence of viable and
functionally active splenic tissue outside of its usual anatomic location as a result of splenic rupture via trauma
or surgery that leads to seeding of small fragments of
splenic tissue in the abdominal cavity. First described
by Buchbinder and Lipkoff in 1939, splenosis has been
reported to occur in 26-67% of patients after trauma associated with splenic rupture or after splenectomy (2,3).
Of varying size, splenosis shows a sessile growth pattern

FIGURE 2. Abdominopelvic CT scan. Sagittal section.
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and lacks its own blood supply, unlike accessory spleen.
It is most frequently located in the serous surface of the
small intestine, followed by the greater omentum, parietal peritoneum, large intestine, diaphragm undersurface,
and thorax in cases of associated diaphragmatic injury
(4). The usual mechanism of seeding of splenic tissue is
by local dissemination after trauma or surgery that results in rupture of the splenic capsule. However, a case of
intracerebral splenosis has been reported that could be
explained by hematogenous seeding (5).
Splenosis is usually asymptomatic. Most of the cases
recorded in the literature were detected on autopsy, during abdominal surgical procedures, or were found incidentally in imaging tests requested for another reason.
However, some cases may present clinically as intestinal
obstruction, bleeding or diffuse abdominal pain (6).
Splenosis requires differential diagnosis with tumors in
other locations, such as the pancreas, adrenal gland or
kidney, and an adequate history is essential to allows
us to recognize a history of previous splenic trauma or
splenectomy (2,6,7). Splenosis has often been reported
to be mistaken for tumor recurrences in patients subjected to radical nephrectomy in whom the spleen was accidentally injured (3,4,7,8).
Conventional imaging methods (ultrasound, CT) do not
achieve sufﬁcient speciﬁcity for the diagnosis of splenosis, and often lead to a false diagnosis of tumor.
However, diagnostic accuracy can be improved by the
use of multislice CT. While less deﬁnitive than surgical
diagnosis, the tests with the greatest speciﬁcity for the
diagnosis of both normal and ectopic splenic tissue are
99mTc-sulfur colloid liver-spleen scintigraphy, 99mTc-la-

beled heat-damaged erythrocytes spleen scintigraphy
and ferumoxide-enhanced MRI (9,10).
Liver-spleen scintigraphy is based on the property of the
of 99mT sulfur colloid to be sequestered by reticuloendothelial cells, with 80% of the particles administered
being distributed to the liver, 15% to the spleen and the
remaining 5% to the bone marrow.
Although technically more complex, scintigraphy using
99mTc heat-damaged erythrocytes is very useful for detecting ectopic splenic tissue, because it mainly reveals
splenic tissue. It is based on the ability of this tissue to
ﬁlter morphologically anomalous red blood cells, which
remain deposited in its interior.
On the other hand, ferumoxide-enhanced MRI is used in
the detection of hepatic and splenic tumors. Ferumoxides are contrast agents composed of superparamagnetic crystalline particles of ferrous-ferric oxide that are
preferentially taken up by reticuloendothelial cells, causing a brief increase in T2 signal intensity followed by a
characteristic rapid decrease (10).
The existence of functional ectopic splenic tissue may
lead to partial recovery of splenic function in splenectomized patients. However, when splenectomy is indicated in the presence of hematological disorders such as
thrombocytopenic purpura or hemolytic anemia, it may
be the cause of treatment failure (4).
In general, the recommended approach to diagnostic
conﬁrmation of splenosis, in the absence of clinical manifestations, is abstention from treatment (6).
CONCLUSIONS
Clinicians should be aware that unknown origin masses,
mainly in the peritoneal cavity, with a history of previous splenic trauma or splenectomy, might represent splenosis. A noninvasive diagnosis can be achieved with
99mTc-sulfur colloid scan, 99mTc-labeled heat-damaged
erythrocytes or ferumoxide-enhanced MRI, thus avoiding
unnecessary surgical explorations.

FIGURE 3. Liver-spleen scintigraphy using 99mTc-labeled
heat-damaged erythrocytes.
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