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ACCESSORY SPLEEN HYPERTROPHY  
MIMICKING COLON CANCER METASTASIS

I. Ates*, O. Yazici, D. Yazilitas, N. Ozdemir, N. Zengin
Department of Oncology, Ankara Numune Education and Research Hospital, Ankara 06100, Turkey

Accessory spleen is a congenital form of an ectopic splenic tissue. In this report, we present a case of a patient who was followed 
with the diagnosis of rectal and sigmoid colon cancer and an accessory spleen hypertrophy, which was thought to be colon cancer 
metastasis in the left hypochondriac region. After colectomy and splenectomy, accessory spleen that mimics cancer metastasis was 
diffrentially diagnosed using scintigraphy.
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The accessory spleen is a congenital form of an ec-
topic splenic tissue. It is frequently seen in members 
of the public. Also, the prevalence was found to be be-
tween 10 and 30% at autopsy series [1]. They are typi-
cally smaller than 2 cm in diameter, well demarcated, 
round, solitary nodules that appear homogeneous 
at contrast imaging [2]. Although accessory spleen 
is usually asymptomatic and is often discovered inci-
dentally, it is important in some diseases. In this report 
an accessory spleen hypertrophy, which was thought 
to be colon cancer metastasis, is going to be discussed 
and a differential diagnosis was made with scintigraphy.

Sigmoid colon resection after neoadjuvant chemora-
diotherapy has been performed on a 67-year-old male 
patient who was treated because of the rectum and sig-
moid colon cancer. During resection splenectomy was 
done because of the adhesion of splenic flexure to the 
spleen. In the investigation tests after the operation, 
it was reported that there was no lesion in spleen logy 
and there was a 2 cm hypodense lesion in the liver. After 
4 cycles FOLFOX therapy was given, and the patient fol-
lowed without treatment. When the patient came to the 
control examination one and a half years after the opera-
tion, abdominal computed tomography was studied and 
22×20 mm sized, well-circumscribed nodular soft tissue 
density was observed in the neighbourhood of the co-
lon wall at the level of splenic flexure in the joining point 
of descending and transverse colon. Although acces-
sory spleen hypertrophy was thought of at the forefront, 
colon carcinoma metastasis was also considered in the 
differential diagnosis. Spleen scintigraphy was done 
to create a differential diagnosis (Figure). The result was 
consistent with splenic hypertrophy. After splenectomy, 
two types of residual splenic tissue can be seen with the 
names of accessory spleens and splenosis. 

The accessory spleen is a congenital condition that 
occurs during embryonic development, usually under 
4 cm but splenosis is the autotransplantation of develop-
ing splenic tissue after splenectomy or splenic trauma [3]. 
In a study done with computed tomography scans that 
involved 1000 people, the average of accessory spleen 
diameter was found to be 16.8 mm, the smallest and the 

largest diameter was found to be 8–32 mm [1]. In an ac-
cessory spleen scan that Beahrs et al. [4] have done with 
8000 people who have normal sized spleen, accessory 
spleens greater than 2.5 cm were not found in any patient. 
In our case, accessory spleen size was about 2 cm. In the 
literature, there are a lot of accessory spleen cases that 
mimic malignancy and at further investigation are under-
stood to be an accessory spleens. They are frequently 
presented as adnexal mass [5], retroperitoneal tumors, 
pancreatic mass [6, 7], adrenal masses [8] and kidney 
cancer [9]. In this patient who was followed because of co-
lon cancer and splenectomy, metastasis was considered 
in the first plan because of his history when a lesion was 
detected in the spleen logy at control tests. The acces-
sory spleen was diagnosed with the splenic scintigraphy.

 

Figure. Spleen scintigraphy, showing accessory spleen

Accessory spleen must be considered in detected 
intra-abdominal masses. Differential diagnosis with 
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gold standard spleen scintigraphy should be performed 
without resorting to invasive tests such as surgery.
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