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The spread of spleen tissue through different parts of 

the body is referred to as autotransplantation spleno-

sis, and is an acquired and rare condition. The focal 

spread of splenic tissue into the thorax due to dia-

phragm laceration is referred to as thoracic splenosis, 

and may present as more than one pleural nodule in 

the left hemithorax. It usually occurs after a blunt 

trauma causing a combination of spleen injury and 

left diaphragmatic rupture. In the present study, we 

present a case of intrathoracic splenosis in an 18-

year-old male patient who had undergone a splenec-

tomy 14 years earlier after suffering a gunshot wound. 
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Vücudun birçok yerine dalak dokusunun yayılması 

ototransplantasyon splenosis olarak tanımlanır. Edin-

sel ve nadir bir durumdur. Diyafragma laserasyonuna 

bağlı olarak dalak dokusunun toraks içine fokal yayı-

lımı torasik splenosis olarak adlandırılmaktadır. Sol 

hemithoraxta birden fazla plevral bazlı nodül olarak 

görülür. Genellikle dalak yaralanması ve sol diyaf-

ragmatik rüptür kombinasyonuna neden olan künt 

travma sonrasında ortaya çıkar. Çalışmamızda, 14 yıl 

önce ateşli silah yaralanması sonrası nedeniyle sple-

nektomi yapılmış 18 yaşındaki erkek hastada gelişen 

intratorasik splenozis olgusunu sunuyoruz. 

Anahtar Sözcükler: Torasik splenosis, splenektomi, 

travma. 
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Splenosis refers to the spread of splenic tissue as a result 

of lacerations to the spleen and diaphragm, and usually 

occurs in the peritoneal cavity. Upon passing through a 

ruptured diaphragmatic defect, splenic cells may implant 

themselves into the parietal pleura and grow in the pleu-

ral cavity (1-5). One important feature of the disease is 

that patients are generally asymptomatic. Splenosis ap-

pears as a peripheral nodule on chest radiography. 

Computed tomography (CT) imaging may suggest prima-

ry or metastatic lung cancer. If the anamnesis of the 

splenic injury is unknown, diagnosis may be difficult, and 

may require transthoracic biopsy, video-assisted thoraco-

scopic surgery (VATS) or thoracotomy. 

 

CASE 

An 18-year-old male presented to our clinic with left-

sided abdominal pain that had started one week earlier. 

A thoracic CT performed at another center prior to 

presentation to our clinic revealed a 2.5 cm diameter 

nodular lesion in the left lower zone of the pleura and in 

the subpleural region. The patient had no known chronic 

disease, but had undergone a splenectomy and a partial 

excision of the left lobe of the liver 14 years earlier for the 

treatment of liver and spleen laceration resulting from a 

gunshot. 

There was no smoking, and no tuberculosis or pneumo-

nia in the patient’s history. He was working as an electri-

cian in building construction, and had no known expo-

sure to asbestos. 

A physical examination revealed fever of 37.8°C; pulse 

100/min; blood pressure 120/70 mmHg; and respiratory 

rate 14/min. No pathological findings were, noteworthy 

aside from the abdominal operation scars. Laboratory 

tests revealed C-reactive protein 60.94 mg/L; white 

blood cells 13200 µ/L; hemoglobin 13.7g/dL; platelet 

count 649.8 µ/L; erythrocyte sedimentation 20 mm/hour; 

blood urea nitrogen 11 mg/dL; and creatinine 0.69 

mg/dL. A chest X-ray revealed a 2 cm diameter opacity 

on the diaphragm in the left lower zone, as well as left 

sinus closure (Figure 1). The thoracic CT images were 

reevaluated by the radiologists of our hospital, who made 

the following report: “In the lower left lobe in the subpleu-

ral-juxta diaphragmatic area, multiple smooth-edged 

nodules, the largest of which is approximately 2x4 cm in 

size, can be seen. Considering the patient's trauma histo-

ry, these images are compatible with thoracic splenosis” 

(Figure 2). A fiberoptic bronchoscopy was performed and 

the respiratory tract was normal. A CT-guided tru-cut 

biopsy was performed on the 15 mm nodule in the left 

lung lower lobe, the pathology of which was reported as 

“Chronic inflamed fibroadipose tissue and benign striated 

muscle tissue, with no evidence in favor of malignancy in 

the material”. 

The Positron Emission Tomography (PET-BT) report read: 

“Nodular areas were observed in the left lung lower lobe 

that did not show significant metabolism in the subpleural 

or juxta diaphragmatic areas, but showed a slightly in-

creased metabolism (SUVmax: 2.1). May be compatible 

with thoracic splenosis, as suggested by diagnostic CT. 

Selective spleen scintigraphy with labeled denatured 

erythrocytes is recommended” (Figure 3). 

A selective spleen scintigraphy (SPECT) report read: “The 

patient, who has a history of splenectomy after splenic 

trauma, has multiple focal activity involvements in the left 

part of the abdomen and in the lower part of the left 

hemithorax that are evaluated to be consistent with 

splenosis” (Figure 4). 

The patient’s diagnosis was accepted as thoracic spleno-

sis, based on radiological and nuclear medicine results. 

No invasive diagnostic methods were required.  

 

 

Figure 1: Chest X-ray 

 

 

Figure 2: Thorax CT scan 
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Figure 3: PET-CT scan 

 

 

Figure 4: SPECT scan 

 

DISCUSSION 

Splenosis, defined as the autotransplantation of ectopic 

splenic tissue into the body after a splenic rupture or 

splenectomy, was first described in 1937. The main cause 

of splenic implantation is trauma. Although the incidence 

of heterotopic spleen is high in the abdominal and pelvic 

cavities, thoracic splenosis is a rare clinical condition that 

occurs in less than 0.25% of splenectomies. The splenic 

tissue reaches the serous surface of the pleural cavity via 

the damaged diaphragm. Thoracic splenosis nodules 

may locate in the visceral and parietal pleura, the peri-

cardium or in interlobar fissures (6,7). All cases on the 

topic reported in the English language in literature de-

scribe a history of splenic injury or splenectomy. Patients 

are generally asymptomatic. The lung parenchyma is a 

rare region of implantation (5). 

Chest X-ray, thoracic CT and radionuclide scans can aid 

diagnosis. A detailed history is taken, and when splenosis 

is suspected, it can be diagnosed with a 99m-Technetium 

heat-damaged red blood cell scan, which offers high 

sensitivity and specificity to splenic tissue (8). Tc-99m 

sulfur colloid and indium-111-labeled platelets are other, 

less sensitive, methods. 

Although Ferumoxide MRI has been used for the diagno-

sis of splenosis, it is reported that more research is need-

ed for the direct comparison of nuclear studies with Fer-

umoxide MRI in diagnose of splenosis (9,10). 

For the patient in the present study, we opted for the 

nuclear medicine approach to diagnosis, since we were 

unable to achieve a significant histopathological diagno-

sis via a transthoracic needle biopsy. Invasive procedures 

such as VATS and thoracotomy can be performed when 

there is suspicion of malignancy for pleural-based nod-

ules, or where required for the removal of implants in 

symptomatic patients with hemoptysis, cough or pleuritic 

chest pain (11,12). 

 

CONCLUSION 

Splenosis should be kept in mind in a differential diagno-

sis of lesions when there is a history of splenic trauma and 

when masses are detected in the thorax upon radiological 

imaging. No surgical resection is required in asympto-

matic and uncomplicated cases. 
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