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INTRAPANCREATIC ACCESSORY SPLEEN: DIAGNOSTIC CHALLENGE AND RE-

VIEW OF DATA FROM THE SPECIALTY LITERATURE  (Abstract): Intrapancreatic ac-

cessory spleen is a diagnostic challenge requiring a differential diagnosis with retroperiton e-

al tumor, neuroendocrine pancreatic tumor, pancreas adenocarcinoma. We present a rare 

case of intrapancreatic accessory spleen, which was radiologically diagnosed as a pancreatic 

tumor. This is a 37-year-old female patient who showed fluctuating values of CA19-9 tumor 

marker. Initially, the endoscopic examination of the digestive tract (upper digestive endo s-

copy, colonoscopy) was performed, excluding the presence of a proliferative process at this 

level. In order to investigate the small intestine and other abdominal-pelvic organs we per-

formed the abdomen-pelvic CT examination and the MRI examination. Hepatosplenic scinti-

gram was performed to complete the investigations. The intrapancreatic accessory spleen 

should be considered as a differential diagnosis for pancreatic tumors. Complex paraclinical 

investigations (EDS, Colonoscopy, CT, MRI, Scintigraphy) can help diagnose and prevent 

surgical procedures that are not absolutely necessary. Keywords: INTRAPANCREATIC 

ACCESSORY SPLEEN, PANCREATIC TUMOURS.  

The pancreas comprises a head, neck, 

body and tail. It lies retroperitoneally, sep-

arated from the stomach in front by the 

lesser sac. The spleen is the largest organ 

of the lymphatic system positioned between 

the fundus of the stomach and the dia-

phragm in the left hypochondriac region of 

the abdominal cavity, relatively below the 

left costal margin between the ninth and 

11th ribs (1). Mesenchymal cells are the 

source from which the spleen is derived 

from, which are located between the tiers 

of the dorsal mesogastrium as early as the 

fifth and sixth weeks of fetal development 

(1). The rotation of the stomach during 

embryonic development causes the left 

mesogastrium surface fusion with the peri-

toneum above the left kidney and the re-

sultant dorsal attachment of the lienorenal 

ligament. The yolk sac wall and near dorsal 

aorta are the sources of the cells needed for 

the hemopoietic function of the spleen. By 
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the second trimester, the spleen is capable 

of both RBC and WBC generation (1). 

 

CASE PRESENTION 

We present a rare case of intrapancreat-

ic accessory spleen, which was radiologi-

cally diagnosed as a pancreatic tumor. This 

is a 37-year-old female patient who showed 

fluctuating values of CA19-9 tumor mark-

er. Initially, the endoscopic examination of 

the digestive tract (upper digestive endos-

copy, colonoscopy) was performed, exclud-

ing the presence of a proliferative process 

at this level. In order to investigate the 

small intestine and other abdominal-pelvic 

organs we performed the abdomen-pelvic 

CT examination and the MRI examination. 

Hepatosplenic scintigram was performed to 

complete the investigations. 

 

The abdomen-pelvic CT examination 

The abdomen-pelvic CT examination 

reveals a normal pancreas that contains two 

well-defined nodular formations located in 

the caudal pancreas: a distal one in contact 

with a descending colon loop situated pos-

tero-inferior to the splenic hilum, and di-

mensions of 26/21.5/11.5 mm (AP/T/CC), 

one located anterior, in the vicinity of the 

splenic hilum and having dimensions of 

13/9.2/10 mm (AP/T/CC) (Fig.1,2). The 

aspect of the lesions of the caudal pancreas 

may be suggestive of pancreatic ectopic 

tissue / neuroendocrine tumor. 

 

 
Fig. 1. The abdomen-pelvic CT examination-transverse section reveals a normal pancreas 

that contains two well-defined nodular formations located in the caudal pancreas 
 

 
Fig. 2. The abdomen-pelvic CT examination-longitudinal section reveals a normal pancre-

as that contains two well-defined nodular formations located in the caudal pancreas 



Gabriela Rusu et al. 

134 

 

The MRI examination 

Native MRI examination and MRI exami-

nation with contrast substance: pancreas with 

normal size, lesion in T1, intermediate T2 

signal located on the topography of the pan-

creatic tail with diameter of 12 mm (fig. 3). 

 

 
Fig. 3. MRI examination: solid lesion, net contoured, probably benign, caudal pancreas.  

 

Hepato-splenic scintigraphy  

with 99mtc + NANOCOLL 

Scintigraphy performed with 99mTc-

NANOCOLL, 5 mCi, administration intra-

venous. The acquired images were: entire 

body; images in the abdomen, acquisition 

in dynamics in the first 5 minutes, SPECT 

and static (before and after the SPECT 

acquisition). The images showed the fol-

lowing (fig. 4, 5, 6): 

 the heterogeneous hepatic fixation 

of the radiopharmaceutical (which 

may be related to the images sug-

gestive of hepatic hemangiomas 

described in CT); 

 fixation in the projection area of 

the spleen, which is homogeneous; 

 on the anterior images and SPECT, 

medial of the splenic image, in an 

area that projects in the pancreatic 

caudal region, one can see a dis-

creet fixation of the radiopharma-

ceutical, which is individualized 

and has a rounded contour and 

whose fixation decreases discreetly 

over time. 

 

 
Fig. 4. Scintigraphy performed with 99mTc-NANOCOLL – whole body 
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Fig. 5. Scintigraphy performed with 99mTc-NANOCOLL 

 

 
Fig. 6. Scintigraphy performed with 99mTc-NANOCOLL and CT images – Overlay 
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Conclusions of the hepato-splenic scin-

tigraphy examination with 99mTc + 

NANOCOLL: 

 Given the localization mechanism 

of the radiopharmaceutical, this im-

age may be suggestive of an acces-

sory spleen, as it would correspond 

to the formation identified on the 

CT images. 

 We recommend confronting the im-

ages with splenic scintigraphic im-

ages with marked red blood cells 

(99mTc – PYP) and possibly with 

PET-CT images, to exclude with 

certainty a tumor of pancreatic na-

ture. 
 

 

 

 

Red blood cells scintigraphy  

marked with 99M TC-PYP 

Hepato-splenic scintigraphy with red 

blood cells marked with 99mTc PYP (in 

vivo method), static and late static images, 

SPECT and the fused images SPECT-CT 

and SPECT with 99mTc PYP and SPECT 

with 99mTc Nanocoll, showed: very dis-

crete fixation images of radiopharmaceuti-

cal in the projection area of the two for-

mations identified on CT and images with 

99mTc NANOCOLL. 

Although the fixation is very small cor-

responding to the fixation in the spleen 

area, it is larger than the background noise 

(according to the quantification on the 

fused image).This low degree of fixation 

could be explained by the small size of the 

formations and, therefore, the small amount 

of tissue that would have to seize the 

marked red blood cells, in the situation of a 

spleen accessory tissue (fig. 7, 8) 

 

 
Fig. 7. Hepato-splenic scintigraphy with red blood cells 

marked with 99mTc PYP-whole body. 
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Fig. 8. Hepato-splenic scintigraphy with red blood cells marked with 99mTc PYP 

 

DISCUSSION 

The accessory spleen can be found rela-

tively frequently in the general population - 

10-15% according to the necroptotic results 

and according to other authors up to 20%. 

Among these, only 1-2% are located intra-

pancreatic (pancreatic tail), the majority 

being located in the splenic hill (2-5). The 

accessory intrapancreatic spleen is a con-

genital anomaly in which there is a failure 

between a portion a splenic tissue and the 

main body of the spleen during the embryo-

logical development. The spleen appears at 

approximately the sixth week of embryo-

logic life as a localized thickening of the 

coelomic epithelium of the dorsal mesogas-

trium near its cranial end. The proliferating 

cells invade the underlying angiogenetic 

mesenchyme, which becomes condensed 

and vascularized. The process occurs sim-

ultaneously in several adjoining areas, 

which soon fuse to form a lobulated spleen. 

In the subsequent periods of embryologic 

life, the earlier lobulated character of the 

spleen disappears but is indicated by the 

presence of notches on its upper border in 

the adult (6, 7). The accessory spleens ca 

be named also splenunculus (8).  

Intrapancreatic accessory spleen is a di-

agnostic challenge requiring a differential 

diagnosis with retroperitoneal tumor, neu-

roendocrine pancreatic tumor, pancreas 

adenocarcinoma. The accessory intrapan-

creatic spleens are commonly presented as 

a hyper vascular node in the tail of the 

pancreas on abdominal CT and MRI, mim-

icking a tumor of the pancreas or pancreat-

ic neuroendocrine tumor (10). An intrapan-

creatic accessory spleen (IPAS) is usually 

less than 3 cm in size and is generally an 

unexpected condition (11). 

Although majority of the studies 

showed no clinical symptoms in patients or 

no pathological blood tests, in our case we 

found an elevated level of CA 19-9. This 

made hard to do differential diagnosis with 

a pancreatic tumor.  Conclusions for red 

blood cells scintigraphy exam marked with 

99mTc-PYP: there is a possibility that the 

formations described on the CT, and which 

show discrete fixation of 99mTc NANO-

COLL (which would suggest a tissue struc-

ture with the retico-endothelial component) 

and discreet seizures of red blood cells 
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marked with 99mTc PYP to represent ac-

cessory spleen tissue, especially since the 

data from the literature suggest that histo-

pathological there may be a relative varia-

tion in the accessory spleen tissue (for 

example intralesional cysts-which may 

even be associated with a growth of the 

seric CA 19-9 (12). The evolutive follow-

up of these lesions by structural imaging 

methods, in a clinical and paraclinical con-

text is required. 

CONCLUSIONS 

The intrapancreatic accessory spleen 

should be considered as a differential diagno-

sis for pancreatic tumors. Complex paraclini-

cal investigations (CT, MRI, Scintigraphy) 

can help diagnose and prevent surgical pro-

cedures that are not absolutely necessary.  

Knowledge of anatomy of spleen is 

fundamental to the radiologists during 

diagnostic procedures to prevent interpreta-

tion errors in diagnostic imaging. 
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