DIAGNOSTIC CHALLENGE

An unusual cause of gastrointestinal bleeding and intestinal

obstruction
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QUESTION

A 58-year-old male patient with melena and severe ane-
mia presented to our attention. His medical history in-
cluded hypercholesterolemia and arterial hypertension;
nine months before admission, the patient underwent
coronary stent implantation because of acute myocardi-
al infarction and was started on dual anti-platelet ther-
apy with aspirin and clopidogrel. He underwent urgent
splenectomy because of trauma 30 years earlier. Melena
was reported in the last two weeks; therefore, a gastros-
copy and colonoscopy were performed on the patient,
the results of which were negative. Small-bowel inves-

Figure 1. Capsule endoscopy revealed an ulcerated lesion of the ileum

tigation with capsule endoscopy revealed an ulcerated
lesion of the ileum protruding into the lumen causing a
delayed passage of the capsule (Figure 1). A subsequent
small-bowel CT-enteroclysis demonstrated the presence
of four nodules through the ileal wall, the larger measur-
ing 30x20 mm, with a strong contrast enhancement in
the arterial phase (Figure 2). An oral double-balloon en-
teroscopy (DBE) was performed and the endoscope was
advanced 3 m beyond the ligament of Treitz but the de-
scribed lesion was not found. DBE through anal route was
planned; however, the patient presented an acute bowel
obstruction and underwent urgent surgery. Laparotomy
revealed a small-bowel obstruction and an ileal resection
was performed; on macroscopic evaluation, 27 cm of ile-
um presented multiple parietal nodules.

What is the patient’s most likely diagnosis?

Figure 2. Small-bowel CT-enteroclysis demonstrated the presence
of four nodules through the ileal wall, the larger measuring 30x20
mm, with a strong contrast enhancement in the arterial phase
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ANSWER

Pathology examination revealed the presence of typical
splenic parenchyma consisting of cords of red pulp al-
ternating with white pulp (Figure 3-4). The patient was
discharged after 5 days and subsequent follow-up was
unremarkable. Splenosis is a frequent consequence/
complication of traumatic splenic rupture because of the
"transplantation” of splenic tissue through local mechan-
ical seeding or hematogenous dissemination. The exact

Figure 3. Macroscopic evaluation of ileum presented multiple
parietal nodules

Figure 4. Pathology examination revealed the presence
of typical splenic parenchyma consisting of cords of
red pulp alternating with white

mechanism through which splenosis occurs in not clearly
understood; the most plausible hypothesis is that splen-
ic cells reach adjacent organs after capsule rupture; the
preferential sites of splenosis are stomach, small bowel,
peritoneum, and colon (1,2).

The diagnosis of splenosis could be done a few months
after splenectomy or even after many decades. Those pa-
tients are usually asymptomatic and the diagnosis is acci-
dental as a result of radiological examinations or surgery.
However, in some cases, splenosis could present as an
acute abdominal pain, bowel obstruction, or bleeding (3).

From a diagnostic point of view, splenosis can mimic
several intra-abdominal neoplasia. Differential diagno-
ses of splenosis include endometriosis, peritoneal meso-
thelioma, renal neoplasms, abdominal lymphomas, GIST,
small-bowel tumors, or peritoneal metastatic implants
(4). In conclusion, splenosis must be considered in the
differential diagnosis of patients with a history of sple-
nectomy and suspected masses of unknown etiology.
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