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Post-traumatic splenic pseudocyst:
case report and review of the literature

Potrauminé bluznies pseudocista: klinikinis atvejis ir literatiiros apzvalga
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The post-traumatic pseudocyst is a very rare complication of the spleen rupture after blunt abdominal trauma. It is known to
occur only to 1% of patients who had undergone such blunt abdominal trauma. The symptoms of the disease are reported
to develop after a long post-traumatic period, thus the etiology of the pseudocyst of the spleen is hard to reveal. The aim
of this paper is to present a case of the post-traumatic pseudocyst of the spleen and to discuss the strategy of the surgical
management.
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Potrauminé bluznies pseudocista - tai labai reta dél uzdaros pilvo traumos issivystanti bluznies plysimo komplikacija, pasireis-
kianti tik 1 % pacienty, patyrusiy uzdara pilvo trauma. Ligos simptomatika pasireiskia praéjus ilgam laikotarpiui po traumos,
todél yra sunku nustatyti bluznies pseudocistos etiologija. Siame straipsnyje pristatomas klinikinis potrauminés bluznies
pseudocistos atvejis ir aptariama chirurginio gydymo taktika.

Pagrindiniai zodziai: potrauminis bluznies suzalojimas, bluznies pseudocista, bluznies pseudocistos gydymas.
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Introduction

Splenic pseudocysts are uncommon with approximately
800 reported cases in the world literature [1]. However,
the spleen is known to be the most often injured organ
in blunt abdominal traumas as motor vehicle accidents
[2]. The majority of splenic cysts appear to occur after
such trauma [1]. Post-traumatic splenic cysts usually
awake symptoms and are revealed not long after indu-
ced accident because of spleen rupture. Yet, cysts can be
asymptomatic for many months or years untill serious
complications, such as cyst rapture or hemorrhage
occur. It is still not clear whether delayed splenic cysts
(spleen ruptures) are misdiagnosed after trauma or ini-
tially latent injuries develop later to spleen rupture and
cyst formation [3, 4]. In last two decades, more appear
cysts to have been detected [5]. The reasons could be
a more common use of visual techniques (ultrasono-
graphy (US), computed tomography (CT)) in routine
clinical work or an increased prevalence of blunt abdo-
minal trauma.

In this paper, we present a clinical case of large splenic
cyst and discuss medical strategies for the splenic cysts
management.

Case Report

A 36-year-old woman was referred to the hospital
complaining of troublesome eructation and constant

aching pain in the left hypochondriac area. She denied
any past medical and surgical history, but the patient
mentioned a non-collision motor vehicle accident a year
ago, without any medical observation after it.

The initial examination revealed no pathologic signs.
The cardiovascular and pulmonary exams did not show
any alterations. An abdominal exam revealed mild pain
in the left hypochondriac area with splenomegaly. Other
findings were unremarkable.

The patient’s complete blood count showed an eleva-
ted leukocyte count of 17.06 x 10%/1 with the neutrop-
hyle count of 15.47 x 10%/1. IgG CA 19.9, CEA levels
and other blood tests were normal.

Ultrasonography (UG) revealed a cyst 9-10 cm in
diameter on the upper part of the spleen. The abdominal
computed tomography (CT) confirmed these findings
(Figure 1).

Because of the high risk of spleen rupture, the surge-
on was consulted. It was concluded to proceed with a
cyst laparoscopic fenestration procedure. Before the pro-
cedure, the patient was vaccinated against Haemophilus
influenzae B, pneumococcal and meningococcal infec-
tions. During operation, an enlarged (more than 15 cm
long) spleen was found, with a cyst on its diaphragmatic
surface. The cyst occupied almost all the spleen, and it
was impossible to distinguish splenic tissue or visualize
any topographic elements. The spleen was punctuated.
A dark, turbid matter was revealed. Therefore it was

Fig. 1. CT during venous phase shows a large homogeneous

hypoenhancing mass in spleen projection. Arrows point to the
pseudocyst
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Fig. 2. The macroscopic view of resected splenic pseudocyst.
Note the amorphous mass inside the cyst
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decided to continue with complete splenectomy. Pat-
hologic findings showed a splenic pseudocyst (10 x 9
x 5 cm) with an amorphous mass (without neoplastic
cells, but with some fragments of erythrocytes, leuko-
cytes, macrophages and a large amount of cholesterol
crystals) in the lumen and a fibrous capsule without an
epithelium layer (Figure 2). Bacteriological test showed
no positive growth of bacteria.

The patient did not experience any postoperative dif-
ficulties and was discharged home on the post-operative
day 4 in a stable condition.

Discussion

The spleen is the most common intra-abdominal organ
injured during blunt trauma. Its traunas constitute
30.2 % of all blunt traumas. [6]. Non-parasitic and non-
neoplastic cysts have been morphologically classified as
true epidermoid cysts containing an epithelial lining
(congenital, 80% appearing in patients under 20 years)
and false cysts, also called pseudocysts, having no epithe-
lial lining [7]. This classification is often confusing as
there are many similarities between these types of cysts
(8,9, 10]. Pseudocyst is a rare clinical entity, although it
comprises about three quarters of all non-parasitic cysts
of the spleen [11]. It is widely held to be post-traumatic,
with hemorrhagic or serous content because of resultant
hematoma and a thin or thicker fibrous wall [12]. The
splenic traumas result in an acute, late or occult splenic
rupture. Acute ruptures occur in 90% of cases and are
manifested as an intraperitoneal hemorrhage [6]. The
traumatic splenic pseudocysts form before the latent
(48 hours — 2 weeks after trauma, about 10% of splenic
traumas) and occult (not diagnosed till rupture, very
rare) ruptures [13]. Late pseudocysts rupture after so
called Baude’s period which can last from 2 days up
to 11 years after trauma [6, 14, 15]. Many factors,
including the type and intensity of abdominal trauma,
the site of the vascular injury in the parenchyma, and
the blood coagulation pattern also may contribute to
the generation of pseudocyst [16]. In our case, Baude’s
period lasted one year after the car accident with a blunt
trauma, and the fibrous capsule suggested a chronic
inflammatory reaction.

The clinical picture varies depending to the size and
localization of the pseudocyst [17]. Usually, small cysts

are asymptomatic and may be absorbed. Such cysts tend
to be found accidently. But, as in reported case, small
cysts may grow progtessively. Then non-acute symptoms
(present in approx. two-thirds of patients) develop in
relation to the cyst’s growth and the mass effect (left
hypochondrium pain, sometimes radiating to the left
shoulder, or symptoms secondary to compression of
adjacent organs, such as the stomach, left colon, left
kidney, and renal artery) [18]. In the case reported
above, the patient suffered from aching pain in the left
hypochondriac area and eructation. In other cases, also
the early satiety after meal, anorexia, vomiting, dysp-
hagia, left lower lobe pneumonia, and atelectasis were
reported [19]. Rarely, renal arterial and portal venous
hypertension due to vessel compression may occur [20,
21]. Other symptoms could occur due to complications,
such as pseudocyst infection, torsion, hemorrhage, or
rupture (risk is considered to be higher in male), which
could lead to hemoperitoneum, peritonitis, and even
sepsis and death [18, 22, 23]. In case of cyst rupture
or rapid increase in cyst size due to infection, acute
abdominal pain may occur [24]. Cysts >4 cm should
be treated as they are likely to rupture; 25 % of cysts
>5 cm in diameter have been reported to rupture [22,
23]. Surgical removal of the cyst was indicated to the
reported patient because of a high risk of spleen rup-
ture (cyst size >10 cm). The delayed splenic rupture
may also be provoked by underlying diseases, such as
the end stage of renal disease, amyloidosis, rheumatoid
arthritis, chronic lymphocytic leukemia, and sarcoidosis
[25, 26, 27, 28].

In the case reported above, the palpable smooth mass
in the left upper quadrant had to be pretreated to evalu-
ate its size, localization and consistency. This was done
by US (revealed cystic lesion) and CT scan (measured
the accurate size and confirmed the US findings), as
commonly a pseudocyst is diagnosed using visualization
techniques.

Surgical intervention, usually laparoscopic or lapa-
rotomic splenectomy, was the traditional treatment of
choice to manage symptomatic splenic cysts in adults
[29]. Today, total splenectomy should be avoided becau-
se of the important immunological biological function
of the spleen. Also, a well-documented risk of sepsis
after total splenectomy was established [30, 31, 32, 33].
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According to the recent literature, total splenectomy in
most cases could be replaced by innovative techniqu-
es preserving the parenchyma of the spleen, such as
percutaneous drainage, marsupialization, enucleation,
splenectomy with autotransplantation of splenic tissue,
partial splenectomy, cystectomy, sclerotherapy, etc. [16,
34, 35]. These techniques are preferred because of more
favourable outcomes and a less probability of certain
complications. Percutaneous drainage of splenic cyst is
associated with a high incidence of complications, such
as infection, bleeding and cyst reaccumulation [7]. Since
in the reported case the cyst occupied most of the spleen
and the lumen of the cyst was full of dark turbid mass,
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