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Table 10 Laboratory data on admission

GOT 67 1U/1 AFP 23.0 ng/mi
GPT 70 1U/1 CA19-9 01 U/ml
ALP 267 1U/1 DUPAN:-2 450 U/ml
T. Bil 0.6 mg/dl Elastase- 1 150 ng/ml
D. Bil 0.3 mg/dl Sialyl LeX 25 U/ml
Amylase 84 1U/1 Trypsin 280 ng/ml
lipase 38 1U/1 Somatostatin 14 pg/mi
RBC 362 x 104 /ml Gastrin 46 pg/ml
WBC 6,100 /mm3 glucagon 56 pg/ml
Hb 12.1 g/dI

Hct 39.7 %

Plt 136 x 10% /mm3
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Fig. 1 CT with enhancement on the arterial dominant phase revealed that hyper-
dense nodule about 2cm in diameter in the tail of the pancreas.

Fig. 2 Ultrasonography showed a low echoic tumor.
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Fig.3 ERCP
Major pancreatic duct was smooth and the pancreatic
duct was also smooth. Vater papilla was normal.
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Fig. 4 Angiography of the splenic artery revealed a
hypervascular tumor which was fed by the branch
of great pancreatic arteryl arrow(]
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Fig.5 MRDO T2 weighted imagelshowed a low inten-
sity mass in the tail of pancreas.

Fig. 6 Macroscopic appearance of the resected specimen. The tumor was reddish

and solid mass 20mm in diameter.
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Fig. 7 Histopathological findings of the resected
specimen showed intrapancreatic accessory spleen
with the capsuled HE stained. x 1.50
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Fig. 8 Microscopically, 4 other accessory spleen
were observed white arrow(l] HE stained. x 400
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A Case of Intrapancreatic Accessory Spleen which was Indistinguishable
from Non-functional Islet Cell Tumor

Osamu Teshigahara, Masahiro Suenaga, Yuuki Takeuchi, Hiroteru Hayakawa,
Toyohiko Uchida, Masashi Uchimura and Naohiro Nomura
Department of Surgery, Nagoya Memorial Hospital

We report a case of an intrapancreatic accessory spleen indistinguishable preoperatively from nonfunc-
tional islet cell tumor. A 53-year-old woman, treated for chronic hepatitis, was found to have a mass lesion in
the tail of the pancreas in the early phase of the enhanced computed tomography. Abdominal ultrasonogra-
phy showed a low-echoic mass 2 cm in diameter. Splenic arteriography showed a hypervascular stain fed by a
branch of the great pancreatic artery. Endoscopic retrograde pancreatography showed a normal pancreatic
duct. Duodenoscopy showed normal Vater papilla. Resection of the pancreatic tail and spleen showed acces-

sory spleens in the tail of the pancreas.
Key words[] accessory spleen, islet cell tumor
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