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Abstract 

İntroduction: Splenosis is defined as the 
autotransplantation of splenic tissue to abnormal 
locations after splenic injury. Heterotopic spleen 
can be found within the abdominal and pelvic 
cavities. We report a tubal splenosis case in a 
48 year old woman who underwent splenectomy 
following a blunt trauma 41 years prior to 
presentation. 

Case report: A 48 years old gravida 3, para 3, 
was admitted to our gynecology clinic for pelvic 
pain, menstrual irregularities and abnormal 
bleeding. The patient had a six months history of 
sonographically detected 40 x 20 mm pelvic 
mass. She also had a blunt trauma and 
splenectomy history from 41 years ago. Total 
abdominal hysterectomy with bilateral salpingo-
oophorectomy was performed. Intraoperative 
exploration revealed a 40 mm sized suspicious 
mass immediately adjacent to the right fallopian 
tube. The histopathologic examination of the 
specimen reported normal splenic tissue with 
polymorphous small lymphocytes, granulocytes, 
and frequent hemosiderin laden macrophages. 

Discussion: Posttraumatic pelvic splenosis is a 
rare condition. Splenosis should be kept in mind 
as a differential diagnosis especially for patients 
with a history of posttraumatic splenectomy who 
are scheduled for pelvic mass surgery. Although 
most of the patients are diagnosed 
postoperatively, if preoperative diagnosis could 
be made, there is no medical indication for this 

normally functioning tissue to be resected. 
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Introduction 

 
The spleen can have an extensive 
variety of anomalies including its shape, 
location, number, and size. Most of 
these anomalies are congenital but 
there are also acquired types. Splenosis 
is an acquired anomaly of the spleen 
which happens in the case of splenic 
injury or splenectomy. Splenosis is 
reported to occur in 16–67% of patients 
after splenic surgery or traumatic 
rupture of the spleen. Heterotopic 
autotransplantation and implantation of 
the splenic tissue can be found 
anyplace in the peritoneal cavity but 
pelvic splenosis is rare. Splenosis is 
mostly asymptomatic and found 
incidentally on ultrasound(US), 
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computed tomography (CT), and 
magnetic resonance imaging (MRI) 
examinations. However, it is often 
misdiagnosed as malignant tumors, with 
the patients undergoing unnecessary 
operations.1-3  

Case report 

A 48 years old gravida 3, para 3, was 
admitted to our gynecology clinic for 
pelvic pain, menstrual irregularities and 
abnormal bleeding. The patient had a 
six month history of a sonographically 
detected 40 x 20 mm pelvic mass. 
Doppler imaging was performed but 
showed no abnormal vascularization 
and arterial resistance was normal. She 
also had a blunt trauma and 
splenectomy history from 41 years ago. 

She had no background or family history 
of related diseases. After six months of 
follow-up there was no decrease in the 
size of the pelvic mass. After obtaining 
the patient's consent total abdominal 
hysterectomy with bilateral salpingo-
oophorectomy was performed. 
Intraoperative exploration revealed a 40 
mm sized suspicious mass immediately 
adjacent to the right fallopian tube. The 
histopathologic examination of the 
specimen reported normal splenic tissue 
with polymorphous small lymphocytes, 
granulocytes, and frequent hemosiderin 
laden macrophages. No pelvic mass 
was detected in the postoperative first 
and sixth months of follow-up and 
patient’s pain disappeared after the 
surgery. 

 

  

  

Figure 1 Ultrasound image demonstrating pelvic mass. 
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Figure 2 Histopathological image of pelvic mass. 

Discussion 

Splenic tissue can be found in two 
different forms in the body. The first one 
is the accessory spleen. The accessory 
spleen usually roots from the left side of 
the dorsal mesogastrium during 
embryological development and is 
nourished from a branch of the splenic 
artery.  On the other hand splenosis is 
acquired and it can be located 
peritoneally or extra peritoneally. It is 
nourished from nearby tissues or 
vascular structures.4 Splenosis cases 
usually are asymptomatic and won’t get 
diagnosed. Masses that are diagnosed 
are generally of patients operated on for 
a malignancy suspicion.5 In this case 
report, we present a pelvic tubal 
splenosis case which was diagnosed 
coincidentally after a long asymptomatic 
period. Though posttraumatic 
intraperitoneal splenosis cases are 
reported, thus derived gynecological 
problems are not commonly seen and 
data at hand is restricted concerning this 
issue.6 In this case we attributed the 
pelvic pain to splenosis.   

Diagnosis of splenosis is generally 
confirmed after imaging studies and 
surgical explorations for other 
conditions. Standard computed 
tomography and magnetic resonance 
imaging are sensitive in detecting and 
describing the location of implants with 
scintigraphy being the gold standard.7 In 
our patient, it was diagnosed after 
exploration for an adnexal mass. In 
addition to a proper history and physical 
exam, a blood smear showing the 
absence of Howell-Jolly, Pappenheimer, 
or Heinz bodies is indicative of the 
presence of functional splenic tissues.8  

The interval of time between the initial 
trauma and the diagnosis varies from 3 
to 45 years with an average interval of 
21 years.9 In our case the interval time 
was a long period of time for 41 years.  

Asymptomatic splenosis cases can be 
managed conservatively. Patients 
undergoing operations are usually 
misdiagnosed cases. Surgery is totally 
curative but if splenectomy patients 
operated for hematological indications 
show no remission postoperatively a 
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case of possible splenosis should be 
kept in mind.10   

Conclusion 

Posttraumatic pelvic splenosis is a rare 
condition. Splenosis should be kept in 
mind as a differential diagnosis 
especially for patients with a history of 
posttraumatic splenectomy who are 
scheduled for pelvic mass surgery. 
Although most of the patients are 
diagnosed postoperatively, if diagnosed 
preoperatively, there is no medical 
indication for this normally functioning 
tissue to be resected.  
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