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Intrathoracic splenosis: A case report and an update of invasive and

noninvasive diagnostic techniques
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ntrathoracic splenosis is a rare condition resulting from

autotransplantation of splenic tissue into the left side of the

chest, usually after diaphragmatic and splenic rupture after

blunt or penetrating abdominal trauma. Patients are often
free of symptoms, and nodules are usually discovered at computed
tomographic scan. Owing to the rarity of the condition (30 cases in
the literature so far), most patients undergo thoracotomy before
final diagnosis. We present a case of thoracic splenosis that re-
cently came to our attention.

Clinical Summary
A 67-year-old man had a left upper lobe mass identified during
workup for prostatectomy for benign prostate hypertrophy. Med-
ical history was unremarkable except for an injury that had oc-
curred 43 years earlier with rib fractures, pneumothorax, and
spleen rupture; no diaphragmatic rupture was evidenced. A chest
tube was inserted and a splenectomy was undertaken at that time.
Preoperative workup for the lung lesion included a chest and
upper abdominal computed tomographic scan (Figure 1) and fine-
needle aspiration of the lesion, revealing a mixture of inflamma-
tory cells comprising mostly lymphocytes, plasma cells, and some
pigment-laden macrophages in a background of hemorrhage and
endothelial cells. The lymphocytes showed mixed immunoreactiv-
ity for CD3 and CD20 whereas tests for pankeratin were negative.
With the suspicion of a neoplastic lesion, the patient underwent
a left muscle-sparing thoracotomy. The parietal pleura displayed
multiple small (0.5-1 cm) nodules particularly evident on the
diaphragmatic surface. An identical nodule (3 X 2 cm) was located
along the aorta, from which it could be easily dissected and sent for
frozen section examination: grossly, the surgical specimen was
soft and displayed, at the cut surface, a brown color with diffuse
small white dots (Figure 2, g). Microscopically, it was consistent
with a benign spleen, with lymphocytic aggregates and other
leukocytes distributed in a highly vascular background of sinusoi-
dal structures (Figure 2, i). No further resection was therefore
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Figure 1. Preoperative computed tomographic scan showing 3
lesions in the left hemithorax.

carried out. The patient had an uneventful postoperative course and
was discharged from the hospital on postoperative day 6.

Discussion

Splenosis is a term referring to ectopic implantation of splenic tissue
into the peritoneal cavity. In splenectomized subjects, the process has
been found to be beneficial and may provide protection against sepsis.
The condition was first reported by Shaw and Shafi as an autopsy
finding in 1937, and since then about 30 cases have been reported in
the English literature. Thoracic splenosis typically presents as single
or multiple subpleural masses at computed tomographic scan, al-
though the radiologic presentation is nonspecific, mimicking me-
sothelioma, schwannoma, lymphoma, and lung metastases. Diagnosis
results from nuclear medicine studies, cytologic examination, or in-
traoperative frozen section at surgery. There is no description of
positron emission tomographic findings of the condition in the liter-
ature. Nuclear medicine studies include the use of **™Tc sulphur
colloid scintigraphy, '''In-labeled platelet scan, or °°™Tc-labeled
heat-damaged erythrocyte study.? In a recent report, Prosch and
associates® used the association of ferumoxides-enhanced magnetic
resonance and scintigraphy to diagnose thoracic splenosis that pre-
sented as multiple pleural and mediastinal lesions. Despite occasional
reports of splenosis diagnosed only by nuclear medicine studies, most
authors agree that definitive diagnosis requires a cytologic or histo-
logic examination. Fine-needle aspiration has been reported by most
authors to be of little utility owing to its low sensitivity. There are,
however, some reports of cytologic diagnosis by means of Tru-Cut
needle biopsy (Baxter International, Inc, Deerfield, Ill) or fine-needle
aspiration cytology.*
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Figure 2. The surgical specimen was soft and displayed, at the cut
surface, a brown color with small white dots (a). Histologically,
typical benign spleen tissue with lymphocytic aggregates in a highly
vascular background of sinusoidal structures was present (b).

Ultimately, most patients receive a definitive diagnosis at thora-
cotomy. Exploration may be undertaken by video-assisted thoracic

surgery or thoracotomy.>® At surgical examination, the lesions may
be single or multiple, pleura-based or mediastinal, or even intrapa-
renchymal, thereby mimicking a metastatic dissemination. The size of
the lesions may range from a few millimeters up to 6 cm. Frozen
section is almost always diagnostic. It is important that once the
diagnosis of thoracic splenosis is made intraoperatively, no further
resection of the lesions be undertaken to preserve any remnant of
splenic function by the intrathoracic splenic tissue.

In conclusion, intrathoracic splenosis is a rare paraphysiologic
condition of vicarious splenic function after surgical or traumatic
removal of the spleen. Clinical and radiologic appearance may be
misleading. Nuclear medicine studies and cytologic examination
may on rare occasions provide a diagnosis. Most often, surgical
exploration with frozen section of the lesion is needed to confirm
the diagnosis and to rule out intrathoracic neoplasms. If possible,
no further resection other than that needed for biopsy should be
carried out to preserve as much splenic tissue as possible as
protection against sepsis.
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