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SUMMARY

Introduction Posttraumatic splenic cysts are most commonly the result of blunt force trauma to the
abdomen. They usually develop from subcapsular or intraparenchymal hematomas and are typically
asymptomatic. Diagnostics includes clinical history and radiological imaging procedures. Surgical treat-
ment is the only curative modality of treatment.

Case outline A 43-year-old female patient, without comorbidities, was admitted to the health institu-
tion for additional diagnostics and surgical treatment. Laboratory test results were within the reference
ranges, while serological test results for hydatid disease were negative. An abdominal CT examination
was subsequently performed confirming a splenic cyst positioned in the central part of the spleen. After
a laparoscopic partial pericystectomy of the cyst, we identified another smaller cyst of the spleen. Ac-
cording to the estimation of the surgical team, the intraoperative appearance of the remaining tissue of
the spleen was less than a third of the entire spleen. The decision was taken to perform a splenectomy
in the best interests of the patient, bearing in mind the possibility of complications

Conclusion Accurate diagnosis of posttraumatic splenic cysts remains a challenge, despite state-of-the-art
radiological imaging procedures that are applied. In addition to the well-known modalities of treatment,
the laparoscopic surgical approach, i.e., minimally invasive treatment, should be the one of choice, if the
situation allows it. The laparoscopic approach is a diagnostic and therapeutic method whose effect can
especially be observed when the intraoperative finding differs from the preoperative radiological finding.
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INTRODUCTION

Posttraumatic or secondary splenic cysts (SSC)
are most commonly the result of blunt force
trauma to the abdomen. According to the lit-
erature, the prevalence of SSC is 75-80% of all
splenic cysts [1]. They usually develop from
subcapsular or intraparenchymal hematomas.
They are also called pseudocysts, as there are no
epithelial cells in their outer wall, which is the
main difference from true splenic cysts [1, 2].

These cysts are typically asymptomatic, al-
though, in larger cysts, symptoms may occur in
the form of abdominal discomfort especially in
the left upper quadrant, occasional pain, nau-
sea, and other nonspecific symptoms [2].

Diagnostics includes clinical history and
abdominal ultrasonography; however, some
more data can be obtained with computer-
ized tomography (CT) and nuclear magnetic
resonance imaging (NMRI) of the abdomen.
Nevertheless, caution is advised, given that, as
data available in current literature indicates,
around 10% of splenic cysts are misdiagnosed.
Differential diagnostics are most often consid-
ered: abscesses, hematomas, and primary cysts
of the spleen [3, 4].

The only curative modality of treatment is
surgical treatment, which can include less radi-
cal procedures through a minimally invasive
approach, as well as splenectomy [1, 5].

The aim of this paper is to present an op-
erating technique, with an emphasis on the
importance of the intraoperative finding in
reaching a decision on definitive treatment of
posttraumatic splenic cysts.

CASE REPORT

This report presents a 43-year-old female pa-
tient, in good general health, without comor-
bidities, who was admitted to our department
for additional diagnostics and management
complaining of indeterminate abdominal
symptoms. The clinical history showed that she
had an allergy to iodine and contrast agents and
that she had a skiing accident four years earlier.
Several weeks after, a splenic cyst (4 x 3 cm)
was diagnosed by abdominal ultrasound ex-
amination. Since then, throughout the regular
check-ups, the cyst showed an increase in size
compared to the previous examination. Prior
to hospitalization, the patient felt symptoms in
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the form of discomfort and non-specific pain in the upper
left quadrant of the abdomen, especially during physical
activity.

Upon admission, an abdominal ultrasound was per-
formed, which confirmed the finding of a cystic mass in
the central part of the spleen. Laboratory test results were
within the normal ranges. Serological test results for hyda-
tid disease were also negative. An abdominal CT examina-
tion was subsequently performed confirming a splenic cyst
which was 7 x 6 cm in size and predominantly positioned
in the central part of the spleen, with the intracystic fluid
density of 23 Hounsfield units (HU) (Figure 1).

After the diagnostic procedures were completed, a deci-
sion was made to carry out surgical treatment. Bearing in
mind the experience of many years in minimally invasive
splenic surgery, the strategy was to perform partial peri-
cystectomy.

With the patient under general anesthesia, pneumoperi-
toneum was created with the use of the Veress needle. The
patient was previously placed in the right lateral position
in relation to the operating table. After the placement of
working ports on the sites typical for this type of proce-
dure, and after the introduction of the laparoscope, apart
from a large splenic cyst with marked white discoloration
of the capsule, as compared to the parenchyma. First, cyst
puncture and the aspiration of the cyst content were per-
formed. Next, partial pericystectomy with the removal of
the cyst wall was carried out, up to the margin of healthy
splenic tissue (Figure 2), using a harmonic scalpel (Ethicon
Endo-Surgery, Inc, Cincinnati, OH, USA).

Then, to the surprise of the surgical team, a new cyst
was identified laterally to the site of the previous cyst and
towards the splenic hilum. This cyst was smaller, with the
same characteristics as the larger one, and with no com-
munication with the previous cyst (Figure 3).

The second cyst was treated in the same way as the first
one. According to the estimation of the surgical team, the
intraoperative appearance of the remaining tissue of the
spleen was less than a third of the entire spleen. The deci-
sion of the team, at that moment, was to complete the pro-
cedure as planned preoperatively. However, a small amount
of fresh blood appeared in the cavity of the larger cyst,
and on the inner wall of the larger cyst. The decision was
taken to perform a splenectomy in the best interests of the
patient, bearing in mind the high possibility of bleeding.
Laparoscopic splenectomy was performed in the standard
manner, with the use of the aforementioned laparoscopic
harmonic scalpel for dissecting the ligament system of the
spleen and sealing the short gastric arteries. The vascular
elements of the hilum were managed with an endovascu-
lar stapler (EndoGIA, Autosuture, Covidien, Mansfield,
MA, USA). After complete mobilization and separation
from the surrounding structures, the spleen was placed in a
polyethylene bag for extraction (EndoCatch II, Autosuture,
Covidien), within which the destruction and fragmenta-
tion of the remaining splenic tissue was performed, with
the use of surgical instruments. The fluid aspirated from
both cysts, parts of the cyst walls and the remaining splenic
tissue were sent for pathohistological (PH) examination.
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Figure 2. Image of partial pericystectomy and biopsy material sam-
pling

Figure 3. Intraoperative image of the spleen after the treatment of
both cystic lesions

PH analysis confirmed a definitive finding of second-
ary pseudocysts of the spleen. The cyst walls were without
epithelial tissue, and the cyst content without any special
characteristics, while the remaining splenic tissue was also
histomorphologically normal.

Postoperative recovery was uneventful. The patient
was discharged from hospital on the third postoperative
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day with prescribed prophylactic antibiotic treatment and
postoperative immunization.

All procedures performed were in accordance with the
ethical standards of the institutional and/or national re-
search committee and with the 1964 Helsinki declaration
and its later amendments or comparable ethical standards.
Written consent to publish all shown material was obtained
from the patient.

DISCUSSION

SSC comprise around 2/3 of all splenic cysts, and blunt
abdominal trauma is considered to be the main cause of
their formation. Most of them (80%) are unilocular; mul-
tilocular cysts are a rare finding [1, 6].

In our patient, the formation of the secondary cyst was
linked to a previous abdominal trauma, similar as the
most cases reported in literature. What makes this case
characteristic is the fact that, despite the use of the mod-
ern imaging diagnostic, the second splenic cyst remained
unnoticed.

SSC are not common and usually remain undetected,
since they are mainly (30-60%) asymptomatic [7].

The diagnostics of these lesions should, in addition to
the data obtained through anamnesis, include serological
tests for hydatid infection, especially in endemic areas, as
well as modern radiological imaging procedures, such as
CT and NMRI [4, 8].

Surgical treatment presents the only safe and efficient
treatment modality. Besides the complete splenectomy;,
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there are also less radical surgical procedures, such as de-
capsularization, unroofing, partial pericystectomy, and, to
a certain extent, partial splenectomy [1, 8, 9].

There are data in the literature on the effectiveness of
sclerotization with alcohol as well as on percutaneous
treatment known as PAIR (puncture, aspiration, injection,
reaspiration) [10, 11]. The insight into the effectiveness of
these techniques is limited to a small number of case re-
ports, without larger series and without data on long-term
follow-up of patients treated in this way.

Most authors suggests that caution is necessary in ap-
plying these procedures due to a high recurrence rate
and the possibility that the cyst could be a diagnostically
unrecognized parasitic cyst, which is why these methods
should be reserved for patients in whom surgical treatment
is contraindicated or who refuse surgery [1, 5, 7].

Accurate diagnosis of posttraumatic splenic cysts re-
mains a challenge, despite widely available state-of-the-
art radiological imaging procedures. In addition to the
well-known treatment modalities, the laparoscopic surgi-
cal approach should be also considered. The minimally
invasive approach is at the same time a diagnostic and a
therapeutic method, and such an approach is particularly
effective when the intraoperative finding differs from the
preoperative radiological finding. Finally, minimally in-
vasive surgery offers excellent cosmetic results compared
to open surgery. The cosmetic effect should not be the
most important deciding factor, but is an important detail,
especially in younger people.
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MocTTpaymatcKa uucra cnesmHe, MHTpaonepaTUBHa O4/1yKa O AEd)VIHMTMBHOM

TpeTMaHy

Bnagumup Munocassbesuh', Hukona Ipy6op??, bopuc Taguh?3, Mumban hepaHuh’*

'YHUBEP3NTETCKN KNMHUYKO-60NHNYKN LieHTap ,bexaHujcka koca’, Onemetse 3a XIMb xupyprujy, beorpag, Cpbuja;
2YHMBeP3UTETCKM KIMHUYKN LeHTap Cpbuje, KnuHuka 3a gurectusHy xupyprujy, Onemerbe 3a XMb xupyprujy, beorpag, Cpbuja;

*YHusep3utet y beorpagy, MegnunHcku dakyntet, beorpag, Cpbuja;

*YHnBep3UTeTCKM KNMHWYKKM LeHTap Cpbuje, KnuHuka 3a gurectusHy xupyprujy, Oferetbe 3a KonopekTanHy xupyprujy, beorpag, Cpbuja

CAMETAK

YBop NocTTpaymaTtcke Uucte cnesuHe Hajuelwhe cy nocneavua
Tyne TpayMe abgomeHa. O61YHO HacTajy 13 CymKancynapHUX 1
VHTpanapeHXMaTo3H1X XeMaToMa 11 YrlaBHOM Cy acCMMTOMaT-
cKe. [lnjarHocTnka obyxBata MCTopujy 601ecTvi U paguosoLLKe
npouenype cHUMaba. XMpypLUK/ TPETMaH je jeanHN NoTIyHU
MOAANMTET Nneyetba.

Mpukas 6onecHnka bonecHyua ctapa 43 roguHe, 6e3 Komop-
6vanTeTa, NpUMIbeHa je y 3ApaBCTBEHY yCTaHOBY 360r foaaT-
He AnjarHOCTUKe 1 XMPYPLUKOT Nleyersa. Pesyntatu nabopato-
PUjCKUX MCNUTUBaka 6unu cy y pedepeHTHUM BPeAHOCTUMA,
[OK Cy pe3y/TaTii CEpONOLLKIX TECTOBA 3a X1AATUAHY bonect
6vnu HeratmeHu. MNpernea abpomeHa KOMMjyTepPU30BaHOM TO-
Morpadujom je NOTBPAMO LMCTY Ce3nHe Koja ce Hanlasuna y
LieHTpanHoM Aeny crie3uHe. HakoH nanapockoncke napuujanHe
nepuLMCTEKTOMMjE YOU€EHa je jOLU jefiHa Matba LICTa CnesnHe.
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lMpema MHTpaonepaTBHOj MPOLIEHN XUPYPLLKOT TUMa, OCTaTaK
TKUBa Crie3uHe je 610 Makby of jenHe TpehiHe cnesunHe. [loHeta
je opnyKa pa ce yunHM cnneHekTommja y Hajbosbem nHTepecy
6onecHuKa, Umajyhu y Bugy moryhe komnnuvkaupyje.
3akmyyak [peunsHa gujarHosa NOCTTpaymaTCKMUX LnCTa
cNesrHe oCTaje 13a30B, YNPKOC MPUMEHW HajcaBpeMeHUjuxX
paguonoLwKyx npoueaypa. Mopes Ao6Po No3HaTX MofjanuTeTa
neyetba, 1anapoCcKoNCK1 XUPYPLLKW NPUCTYM, K0 MUHUMAJTHO
MHBa3NBHU TpeTMaH, Tpebano 6u aa byae n3bop, ako cutyaumja
TO [03BOJbaBa. JlanapocKonckmn NpucTyn je AnjarHoCTUYKa u
Tepanujcka MeTofa Yuju ce edbekat nocebHO MOXe younTy Kaga
Ce VHTpaornepaT!BHU Hasla3 pasnvKyje of npeornepaTMBHOr
PaAMOIIOLLKOT Hanasa.

KrmbyuHe peun: cie3nHa; umcTa cnesrHe; nanapockonuja; nap-
LmjanHa nepuunucTekToMmmja
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