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SUMMARY
A 52-year-old man presented with abdominal pain with
a background of splenectomy 25 years previously. Initial
investigations lead to suspicion of a neuroendocrine
tumour. Positron emission tomography octreotide
scanning and chromogranin were raised. He
subsequently underwent a lateral segmentectomy. The
histopathology was consistent with splenosis.

1. Splenosis must be considered as differential in any
patient with abdominal symptoms post-traumatic
splenectomy.

2. Positron emission tomography (PET) octreotide
scanning can detect splenosis giving false positives
for a neuroendocrine tumour. This is the first case
to describe such an association.

CASE PRESENTATION
A 56-year-old man initially presented to his general
practitioner with chronic epigastric abdominal pain
without any other associated symptoms. Relevant
background history included being involved in a
previous helicopter accident resulting in a total
splenectomy as well as a left nephrectomy many
years previously. He had been well in the interim.

INVESTIGATIONS
An abdominal CT scan showed an intrahepatic lesion
with hypervascularity which was further confirmed
by an abdominal ultrasound and MRI which demon-
strated a non-cystic irregular lesion in segment 3
measuring approximately 37×46×31 mm with
features suggestive of a neuroendocrine tumour
(figure 1B). Endoscopy and colonoscopy was per-
formed to exclude a primary neuroendocrine tumour.
Both tests were negative. A chromogranin level was
abnormally elevated at over 300, consistent with
the possible diagnosis of a carcinoid neuroendocrine
tumour. A PET octreotide scan was then performed,
which showed uptake in the corresponding intrahepa-
tic lesion in segment 3 with moderate intensity
(figure 1A).

TREATMENT
The patient underwent a left lateral liver segmen-
tectomy for the suspected primary intrahepatic
neuroendocrine tumour. During surgery, an intrao-
perative ultrasound of the liver and careful examin-
ation of the abdomen did not detect any other
tumours. The patient had a good postoperative
recovery and was discharged.

OUTCOME
The subsequent histopathology of the resected
segment revealed a single focus of intrahepatic sple-
nosis with haemorrhage contained in the left lateral
segment. The haemorrhage was the likely source of
his abdominal pain (figures 2 and 3).

FOLLOW-UP
The patient was followed-up regularly. On review,
there was no longer any abdominal pain. The chro-
mogranin levels at follow-up 6 months post-surgery
remained elevated. The cause is currently being fol-
lowed up. One possibility is the use of proton
pump inihibitors for the management of gastritis.

DISCUSSION
Splenosis is a benign acquired condition where
there is heterotopic, viable splenic tissue. This can
occur after splenic rupture by trauma or surgery,
with incidence rates reported up to 67%.1–3 In con-
trast, accessory spleens and splenuncules are
ectopic congenital splenic tissue which arise from
the left side of the dorsal mesogastrium during the
embryological period of development.4 Splenosis
most commonly occurs intra-abdominally.
Heterotopic splenic tissue, within other organs
such as in the liver, pericardium, brain and thoracic
cavity has been reported but rarely. Intra-abdominal
splenosis is due to autotransplantation that com-
monly occurs during surgical removal or trauma
with intra-abdominal seeding.5

The mechanism by which intrahepatic splenosis
occurs is that the splenic erythrocytic progenitor cells
enter haematogenously via the portal vein and grow
in response to tissue hypoxia.6–8 Most patients
present with non-specific complaints or abdominal
pain owing to infarction of heterotopic splenic tissue
with its limited blood supply. Intrahepatic splenosis is
often also misdiagnosed as malignancy.9 10

Heat-damaged technetium-99 m RBC scan or
iridium III labelled platelets nuclear scintigraphy
scan is often described as the investigation of
choice for splenosis.11–13 Modern CT scanning
often reveals the number, shape and size, but not
the identity of the nodules, while standard MRI is
not useful in narrowing the differential diagnosis.
This is the first case of octreotide scanning detect-
ing splenosis reported in the literature. PET octreo-
tide scanning utilises Somatostatin receptor
(SSTR)-based radio-ligands for the localisation of
primary and metastatic neuroendocrine tumours.
These ligands have an affinity for the SSTR. Both
T-cell and B-cell lymphocytes including monocytes
express SSTR. The immune system and its organs
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including the spleen with its abundance of T and B cells there-
fore can often be visualised by PET octreotide scanning. There
are reports of up to 40% of lymphocytes in the spleen being
visualised. 14–19

Learning points

▸ Splenosis should always be differential for a patient who
presents with abdominal symptoms post-traumatic splenectomy.

▸ Splenosis can be positron emission tomography (PET) avid on
PET octreotide scanning and mimic a neuroendocrine tumour.

▸ Surgical management for splenosis is only warranted when
symptomatic.

Figure 1 (A) Positron emission tomography (PET) octreotide scan showing PET Avid lesion. (B) MRI scan showing irregular lesion in segment 2/3.

Figure 2 H&E of splenosis.
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Figure 3 H&E of engorged red pulp.
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