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Rare presentation of a right
retroperitoneal accessory spleen: A case report
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Abstract. An accessory spleen is a congenital malformation, which is defined as ectopic splenic parenchyma. Here,
an extremely rare case of a right retroperitoneal accessory
spleen, mimicking a retroperitoneal neoplasm, is reported. A
40‑year‑old woman was referred following the incidental detection of a retroperitoneal neoplasm. Computed tomography and
magnetic resonance imaging scans confirmed the presence of
a retroperitoneal neoplasm at the hepatorenal recess. Retroperitoneoscopic excision was conducted, with excellent results.
Pathological examination of the resected specimen revealed
splenic tissue. In conjunction with a review of the literature and
a discussion of the salient radiological features, the present case
highlights the requirement for accurate preoperative diagnosis
of an accessory spleen in the right retroperitoneal space, in order
to avoid unnecessary surgical intervention.
Introduction
An accessory spleen is a congenital defect, defined as ectopic
splenic parenchyma separated from the main body of the spleen.
Although the majority are benign and do not usually require
treatment, they may be mistaken for enlarged lymph nodes or
neoplasms. Primary retroperitoneal neoplasms are a group of
rare but diverse neoplasms that arise within the retroperitoneal
space, which account for 0.1-0.2% of all malignancies in the
body. Notably, 80-90% of all primary retroperitoneal tumors
are malignant (1,2). Primary retroperitoneal neoplasms are
classified as solid or cystic masses. Solid neoplasms are divided
into three main categories according to the tissue of origin:
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Mesodermal tumors, neurogenic tumors and extragonadal germ
cell tumors (3). Computed tomography (CT) and magnetic
resonance imaging (MRI) are essential for the characterization
of primary retroperitoneal neoplasms, evaluating the extent
of local invasion, identification of metastases, and determination of the optimal treatment response for such neoplasms (4).
Therefore accurate preoperative diagnosis is important in order
to avoid unnecessary surgical intervention. The current report
discusses the case of a patient with a right retroperitoneal accessory spleen, mimicking a retroperitoneal neoplasm. Written
informed consent was obtained from the patient's family.
Case report
A 40‑year‑old woman without any abdominal discomfort was
referred to Zhejiang Hospital (Zhejiang, China) for surgical
excision, following the incidental detection by B ultrasound of
a right retroperitoneal neoplasm at Zhejiang Hospital. Routine
physical examination and laboratory data, including full blood
count, blood glucose, C‑reactive protein, tumor markers and
liver function tests, were all unremarkable. Her medical history
was notable for a splenectomy performed in 2002, for splenic
rupture as a result of upper abdominal trauma.
Ultrasonography demonstrated a space‑occupying neoplasm,
with a less abundant vascular supply than the surrounding
normal tissue, located in the right retroperitoneal space (Fig. 1).
CT imaging revealed a well‑marginated ovoid neoplasm, of
~38.0x25.0 mm, in the right retroperitoneal space. An MRI
scan further confirmed the presence of a neoplasm, with low
signal intensity on T1‑weighted images, high signal intensity on
T2‑weighted images and slightly enhanced signal intensity on
the contrast‑enhanced phases of dynamic MRI (Fig. 2). As a
retroperitoneal neoplasm of unknown origin had been identified, a retroperitoneoscopic excision was conducted in order to
remove the neoplasm with minimal invasiveness. Pathological
examination of the resected specimen demonstrated splenic
tissue (Fig. 3). The patient recovered well post‑operatively.
Discussion
Primary retroperitoneal neoplasms are relatively rare. Malignant
primary retroperitoneal neoplasms, which are more common
than benign neoplasms in the retroperitoneal neoplasm, account
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Figure 1. Ultrasonography demonstrated a space‑occupying neoplasm (arrow), with a less abundant vascular supply than surrounding normal tissue, in the
right retroperitoneal space.

Figure 2. MRI confirmed the presence of a solid neoplasm (asterisk), with (A) low signal intensity on T1‑weighted images and (B) high signal intensity on T2‑weighted
images. (C) The signal intensity of the neoplasm was slightly enhanced on the contrast‑enhanced phases of dynamic MRI. (D) Coronal T2‑weighted images.

Figure 3. (A and B) Retroperitoneoscopic photograph demonstrating the accessory spleen (arrow). (C) Pathological examination of the resected specimen
revealed splenic tissue (HE stain; magnification, x100). AS, accessory spleen; HE, hematoxylin and eosin.
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for ~0.1% of all malignancies (5). When a retroperitoneal
neoplasm of unknown origin is detected, surgical removal may
be conducted and a definitive diagnosis may be made following
pathological examination of the surgical specimen (2).
An accessory spleen is a common congenital defect that
affects 10‑30% of the population (6). They are generally small
(15.0‑20.0 mm) and are primarily located in the splenic hilum
(75%) or in the tail of the pancreas (20%) (7). Occasionally they
may be located in the splenorenal ligament, greater omentum,
mesentery, presacral area, adnexal region, scrotum, pelvic
cavity, liver or the thorax (8‑12). Although an accessory spleen
usually presents as an isolated asymptomatic abnormality, it may
have clinical significance as it may be mistaken for an enlarged
lymph node or a neoplasm. Therefore, the accurate preoperative
diagnosis of an accessory spleen is important in order to avoid
unnecessary surgery. CT/MRI and scintigraphy with Tc‑99 m
are helpful in marking the diagnosis of an accessory spleen (4).
In conclusion, the presence of an accessory spleen in the
right retroperitoneal space is extremely rare (2). When a retroperitoneal neoplasm is detected, surgeons should be aware of
the possibility of an accessory spleen in this location, in order
to make precise preoperative diagnoses.
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