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Abstract

We present a unique case of splenosis in a 36-year-old female in the posterior cul-de-sac of the lower pelvis, and to our knowledge, has
never previously been reported. Her splenosis persisted for years, mis-diagnosed as a gynecologic condition. The differential diagnosis,
clinical, radiological and histologic findings are discussed along with review of the literature.
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Introduction

Splenosis is a rare benign condition of auto transplanted
splenic tissue in other compartments of the body. It
commonly occurs after splenic rupture due to trauma or
surgery [1]. The majority of the cases are asymptomatic
and incidentally found on routine imaging. Commonly,
splenosis is seen in the peritoneum, omentum, and
mesentery. Pelvic splenosis makes up a minority portion
in the literature [2, 3]. Pelvic splenosis in women can be
challenging to diagnose due to the numerous gynecological
benign and malignant conditions that are more commonly
encountered in these patients [4-6].

Case summary

A 36-year-old female presented to our institution with a
complaint of pain with ovulation for the past six months.
The patient had a history of thyroid cancer and an
unremarkable gynecological history. She denied having
dysmenorrhea or pain with bowel movements. Outside
imaging was done and two masses where discovered in
the posterior cul-de-sac along with subserosal fibroids. On
ultrasound the masses were isoechoic and measured 3.0
and 1.3 cm in greatest dimension. On MRI the lesions were
mildlyincreased T1 andslightly decreased T2and measured
20x23x 1.7 cm and 1.3 x 1.4 x 1.2 cm. Endometriosis
was a possible diagnosis and a plan was discussed with
the patient of observation with interval imaging versus
diagnostic laparoscopy with possible biopsy. The patient
consented to have a diagnostic laparoscopy.

During the operation three red-brown masses were
identified. One was at the anterior surface of the uterus and
measured 1.0 cm. The other two masses were located in
the posterior cul-de-sac and measured 3.0 x 2.0 cm and 2.0
x 2.0 cm (Figure 1). The posterior masses were attached to

Figure 1 Two splenic nodules with hypervascularization in the posterior cul-
de-sac area.

the peritoneum in the cul-de-sac just overlying the rectum
leaching their blood supply from the peritoneum. Prior
to resection, pelvic washings were collected. These three
masses were easily resected utilizing gentle traction and
a bipolar vessel sealing device and were removed through
a tissue retrieval pouch. There was minimal bleeding at
the site of resection. Histopathologic evaluation showed
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benign splenic tissue consistent with pelvic splenosis
(Figure 2).
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Figure 2 Photomicrography of a representative splenic nodule with classic
histologic features showing white pulp composed of lymphoid aggregates
surrounded by red pulp (Hematoxylin and eosin, magnification x 200).

After discussing the pathology results with the clinician,
it was questioned whether the patient had a traumatic
event in the past that caused her spleen to rupture. It
was confirmed that the patient was involved in a serious
automobile accident 12 years before that caused her spleen
to rupture. The additional medical history of traumatic
splenic rupture supported the diagnosis of splenosis.

Discussion

Splenosis is a rare, benign condition of heterotopic auto
transplantation of splenic tissue into other compartments
of the body. It has been estimated to develop in up to
67% of patients with traumatic splenic rupture [1, 4]. The
pathogenesis of splenosis is primarily due to the rupture
of the splenic capsule and seeding of splenic tissue
in nearby body cavities [1, 4, 5]. The average interval
between trauma and the detection of the splenic tissue
was reported to be at least 10 years [6]. Fewer than 100
cases of splenosis have been reported in the literature [3].
The most common location of splenosis is found in the
abdominal cavity, primarily within the peritoneal cavity,
omentum and/or mesentry [2]. Pelvic and/or gynecological
splenosis has rarely been reported. Uncommon locations
like the thoracic cavity, subcutaneous tissue and the brain
have also been encountered [3, 7]. The mechanism of intra
thoracic and subcutaneous splenic tissue is when trauma
causes a path of entry [7]. However, it must be assumed
that a hematogenous spread has occurred for cerebral
splenosis [5, 7].

Splenosis is commonly asymptomatic and is incidentally
found on routine imaging or during surgery [1]. Splenosis
at a first glance can be concerning for a neoplastic process
[5]. Since splenosis mimics metastases it is important to
keep in mind in patients with cancer to avoid unnecessary
surgery or chemotherapy [3]. If it occurs in the pelvis,
pelvic pain, dysmenorrhea or other gynecologic symptoms
may occur [8]. Pelvic splenosis can be especially hard to
diagnosis because of the many gynecological conditions

such as leiomyomas, endometriosis and other neoplastic
processes [1, 4]. Splenosis and endometriosis share
diffuse peritoneal spread and differ in intraperitoneal
adhesions splenosis [9]. One would have a very high index
of suspicion for reaching the accurate diagnosis to avoid
unnecessary therapies. Indeed, such was the case with
our patient whose splenosis condition was assumed to
have been uterine leiomyomas for years. Splenosis could
also be confused with accessory spleens [4]. However, in
contrast to an accessory spleen, splenosis derives its blood
supply from nearby vessels [1]. Furthermore accessory
spleens are usually found near the splenopancreatic or
gastrosplenic ligament [10].

Multiple radiologic techniques could be used to accurately
diagnose splenosis. Technetium 99 is the most sensitive
and specific diagnostic technique for splenosis as it detects
small nodules that could be missed on MRI [1, 4]. If large
enough, the masses have similar attenuation on CT as
splenic tissue [4]. On unenhanced sequences splenosis
implants show homogenous hypointensity on T1 weighted
images and hyperintensity on T2 weighted images [1].
SPIO can be used to diagnose splenosis as it is taken up
by reticuloendothelial cells [1]. Single-photon emission CT
(SPECT) may be helpful in diagnosing splenosis because it
provides accurate 3D images and more detailed functional
information [11]. Splenosis parasitizes blood from
surrounding tissue and creates a rich vascular network;
significant blood can be lost during surgery [7]. Serpiginous
enhancement on the arterial phase is virtually diagnostic,
but is hard to see in small nodules [1].

Grossly splenosis nodules differ from malignant lesions in
color and consistency, but remain to be challenging with
other benign conditions [9]. Arecent review of the literature
discussed that splenosis has different microanatomy with
less white pulp and does not have the same phagocytic
capacity as normal spleen tissue [12]. Histologically
splenosis nodules have a distorted architecture with no
hilum, poorly formed capsule and tissues of variable size
[8]. It has also been shown that splenosis nodules are
immunologically active; potentially providing benefit for
the patient [4]. The absence of siderocytes on a peripheral
smear can help diagnose splenosis [9]. Patients who have
undergone splenectomy due to a hematological disease,
recurrence of the hematological disease can point to
splenosis [9].

Symptomatic splenosis nodules are most often treated
by surgical removal. Recently non-invasive approaches
to pelvic splenosis are advocated [9]. In 1995 Higgins and
Crain reported the first successful laparoscopic removal of
pelvic splenosis [13].

Conclusion

We present a unique case of splenosis in the lower pelvis
within the posterior cul-de-sac which masqurated for years
as a gynecological condition. Following removal of the
splenosis nodules further investigation revealed traumatic
splenic rupture secondary to a serious automobile accident
12 years prior was obtained. This case highlights the
value of a thorough clinical history in facilitating accurate
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diagnosis. A high index of suspicion is recommended
for accurate diagnosis to avoid unnecessary or delayed
treatment.
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