
Pseudocyst of Spleen;
An Uncommon Clinical Entity, although Common Theoretically

Abstract

Splenic pseudocyst is not common entity in clinical practice. First 
case is 28 years old woman, admitted to our clinic with complaint of 
epigastric pain. In radiologic examinations, a cystic lesion was detec-
ted in the spleen with the size of 12 cm and performed splenectomy. 
Second case is  26 years old man, hospitalized after detected a mass in 
the spleen during performed ultrasonography due to complaint of dy-
suria. In further radiologic examinations revealed a cystic mass in the 
spleen with the size of 10 cm and splenectomy was performed. In hys-
topathological examination, the splenic pseudocyst was detected in 
both patients. In this paper, we aimed to disscus differential diagnosis 
and treatment options of splenic cysts under the view of literature. 
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Dalağın Psödokisti

Özet

Dalak psödokistleri klinik pratikte nadir karşılaşılan lezyonlardır. 
Birinci olgu 28 yaşında kadın hasta, epigastrik ağrı şikayeti ile 
polikliniğe başvurdu. Radyolojik incelemeler sonucunda dalakta 
12 cm çapında kistik lezyon saptandı ve splenektomi yapıldı. İkinci 
olgu 26 yaşında erkek hasta, disüri şikayeti nedeni ile yapılan üri-
ner sistem ultrasonografisi sırasında dalakta kitle saptanması üzerine 
servise yatırıldı. Radyolojik incelemeler sonrası dalakta 10 cm çaplı 
kistik lezyon saptandı ve splenektomi yapıldı. Her iki olgunun da his-
topatolojik incelemesi dalak psödokisti olarak sonuçlandı. Bu yazıda, 
dalak kistlerinin ayırıcı tanılarını ve tedavi seçeneklerini irdelemeyi 
amaçladık. 
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INTRODUCTION

Pseudocysts of spleen are reported to be common in the 
literature, but in clinical practice, they are not so com-
monly faced. Classification is made as parasitic and non-
parasitic in general, but some authors prefer to classify 
according to origin of the cells or the content of the cyst 
(Table 1) (1,2). It is important to distinguish pseudocysts 
from other splenic benign or malign cyts, especially from 
hydatid cyts in order to follow the right treatment and 
management options (3-6). The aim of this paper is to dis-
cuss the criteria to differentiate splenic pseudocyts from 
other cysts of spleen, radiologic findings of splenic cyts 
and treatment choices of cystic lesions of spleen accord-
ing to data present in literature. 

CASE 1

A 28 year-old woman presented with epigastric pain and 
discomfort located at her left upper abdomen. A well 
demarcated, immobile mass with an impression of sple-
nomegaly and it was palpated on left upper quadrant 
by physical examination. The patient had a cesarean 
section history a year ago which has ended in intensive 
care unit because of renal failure due to acute tubular 
necrosis that has dissolved in about a week. Complete 
blood count, biochemical parameters and tumor marker 
levels were normal. A cystic mass with a diameter of 
12 cm which was covering the left upper quadrant, so 
appearing as originating from the spleen was detected  
on abdominal computerized tomography (CT). A mag-
netic resonance imaging (MRI) was performed and a 
cystic mass with a diameter of 11-12 cm originating 
from the spleen  was detected. The lesion was reported 
hypointense by T1-weighted images, and hyperintense 
by T2-weighted images (Figure 1). It was reported ho-
mogenious inside, with a little heterogenious part at a 
peripheral side.  Operation was planned with a diagno-
sis of splenic pseudocyst. Laparoscopic exploration was 
performed at first and a cystic mass extending from the 
centre of the spleen towards posterior of the stomach, 
which was adherent to the adjacent tissues was ob-
served. The cyst was filled with serous fluid surrounded 
with a thick capsule. Because of splenic hilus was not 
visualized as laparoscopically, operation was switched 
to open procedure and splenectomy was performed 
following a left subcostal incision. The patient was dis-
charged postoperatively on 7th day without complica-
tion. Histopathological examination of the splenectomy 

material was reported as pseudocyst originating from 
posterior of the spleen. 

CASE 2

A 26 year-old man was admitted after detection of a 
cystic mass at spleen while he was having an abdominal 
ultrasonography for dysuria (Figure 2a). This patient had 
a history of hospitalization for 4 days after a traffic acci-
dent inside the car 2 years ago. Routine blood tests and 
tumor marker levels were normal. A well demarcated 
cystic mass with 8-9 cm diameter covering the center of 
the spleen was detected on MRI. The lesion was homoge-
nious, not contrasting and hypointense by T1- weighted 
images (Figure 2b), hyperintense by T2 weighted images 
(Figure 2c). Operation was planned with a diagnosis of 
posttraumatic splenic pseudocyst. A cystic mass of 10 
cm in diameter filled with serohemorragic fluid covering 
the central part of the spleen was observed during the 
operation and splenectomy was performed. No compli-
cation occured and the patient was discharged on post-
operatively 6th day. Histopathology of the splenectomy 
material was consistent with a pseudocyst originated 
from the centre of the spleen.

DISCUSSION

Cystic lesions of the spleen, parasitic or not, rarely 
cause clinical symptoms, they are usually diagnosed in-
cidentally by abdominal imaging for another purpose. 
Localization, size and type of the cyst are the factors to 
make them symptomatic.  It is accepted generally that 
a cyst with a diameter more than 4 cm will be symp-
tomatic, although there is no consensus on this (7). The 
diameter of the cysts were over 4 cm in both of our 

Table 1. Classification of splenic cysts according to 
etiology and content of the cyst. 

Class   Etiology and content

Congenital  Real cyst 
Inflammatory  Pyogenic, echinoccal, fungal
Vascular   Peliosis
Posttraumatic  Hematoma, pseudocysts 
Neoplastic  
       Benign  Hemangioma, lymphangioma 
       Malign  Lymphoma, metastasis 
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cases.  One case was totally asymptomatic and diag-
nosed incidentally on ultrasonography, while the other 
one had some non spesific abdominal symptoms. 

Pseudocysts of spleen have  thick, fibrous walls without 
epithelium, which may be calcified. The most accepted 
etiologic theory is long term effect of posttraumatic 
hematomas (1, 5). But history of trauma is not always 
present for all cases. According to other suggested etio-
logic theories pseudocysts may be formed after infarc-
tion, inflammation or thrombosis of real cysts or they 
may be primary real cysts that have lost their epithe-
lium (8). Debris inside the pseudocysts may cause a 
heterogenious image on ultrasonography and if there is 
clacification on the wall a peripheral shiny echogenici-
ty with distal shading may also be an ultrasonographic 
finding. They appear as well demarcated, usually ho-
mogenious, not contrasting cystic masses on CT (1). MRI 
findings are usually similar with CT findings. The differ-
ence may be signal changes due to proteinous material 
and blood amount inside the cyst with T1 analysis and 
hyperintense signaling with T2 analysis. Cystic masses 
having homogenious structure on ultrasonography, not 
contrasting  on CT which are hypointense with T1 and 
hyperintense with T2 on MRI were present in both of 
our patients. 

Epithelial cysts of spleen are called real cysts that ap-
pear during the first decades of life. They may be con-
genital or sporadic, as well as familial. Surrounding wall 

contains columnar, cuboidal, or squamous epithelium 
(5). CEA or CA 19-9 may be detected in the  epithelium 
immunohistochemically as these markers may be elevat-
ed in the  serum (7). They are usually asymptomatic and 
do rarely complicate. They appear as unechoic, well de-
marcated cystic masses on ultrasonography. Unilocular, 
not contrasting if there is no trabeculation, low density 
cystic mass with an ill defined wall  is the image seen 
on CT. MRI shows hyperintense signaling with T2 which 
is a typical finding for all cystic lesions (1). Ages of our 
cases were consistent with the age of real cysts, but 
tumor marker levels were normal and no family history 
of cystic disease were present, while both of them had 
history of trauma on the other hand that refered the 
diagnosis of pseudocyst. 

Abscess of spleen is diagnosed more commonly nowa-
days, because of increasing numbers of immunocompro-
mised patients due to either AIDS or therapeutic agents. 
Abscesses located on spleen may be solitary, multiple 
or multilocular. Ultrasonography presents hypoechoic 
or anechoic mass image with an ill defined border de-
pending on the density of purulent material inside. If air 
is involved, echogenicity will be increased with some 
posterior shading. CT image is usually a lesion with a 
better border that is not contrasting. Hypointense with 
T1, hyperintense with T2 is the image obtained on MRI. 
Peripheral contrasting may accompany if a capsule is 
existing (9).  Stomach ache, fever and elevated sedi-

Figure 1. MRI image in 
transverse section :  Obvi-
ous hyperintense signal-
ing with fat supressed T2-
weighted images, a cystic 
mass covering the center of 
the spleen with a peripher-
al heterogeneity probably 
due to some debris. 

Figure 2. Ultrasonographic findings (a), cystic mass in spleen with 8 cm diameter, 
homogeneus internal structure and peripheral brightly echogenic foci with distal 
shadowing due to calsifications within the wall. MRI image in coronal section: (b) 
a cystic mass covering the splenic center, well defined border, homogeneous inside 
and obvious hypointense signaling with T1-weighted images, (c) obvious hyperin-
tense signaling and homogenious inside with fat supressed T2 analysis 
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mentation rate are related clinical and laboratory fea-
tures that help to differentiate abscesses from cysts, 
but abscesses still must be considered for differential 
diagnosis of cysts on spleen regarding their radiologic 
appearance.  

Hydatid cyst disease should never be overlooked for 
differential diagnosis of cystic disease on spleen espe-
cially in endemic countries. Lesions developed by echi-
nococcus granulosus may appear solitary or multiple in 
number. Diagnosis is usually made preoperatively  by 
patient history, laboratory findings or radiologic images, 
but sometimes these findings fail to make a diagnosis. 
It could be favorable if there exists calsification on cyst 
wall or female cysts radiologically. But the radiologic 
images may also be non-specific, especially Gharbi-type 
1 hydatid cysts may easily be confused with other splen-
ic cysts (6). Hydatid cyst must be considered especially 
when a patient demonstrates other cysts on different 
organs including liver simultaneously concomitant with 
cysts on spleen in an endemic area. The lesions of our 
patients were solitary and no co-existing cysts on other 
organs were present. Patients showed no risk factor for 
hydatid cyst as well as no positive serological test re-
sult. Structures like germinative membrane or female 
vesicles were not detected as well. Cystic lesions on 
spleen may also occur after lymphomas with central ne-
crosis, metastatic tumors, huge hemangiomas, and in-
farctions covering large areas besides those major cystic 
diseases.

Surgical intervention is the traditionally suggested ap-
proach if the diameter is more than 4 cm for a cyst  
which makes it easier to complicate (3).  Splenectomy 
was the operation for all types of lesions in the past, but 
more conservative solutions are suggested currently be-
cause the immunological functions of the spleen is bet-
ter understood and it is obvious that the risk of sepsis 
increases after splenectomy. Total splenectomy is sug-
gested only for huge cysts, as well as cysts covered with 
splenic parenchyma or cysts located on splenic hylus 
(7). Partial splenectomy may be the procedure for cysts 
which are not so large or the ones located on superior 
or inferior pole, and for the cases that bleeding is not a 
problem. This procedure allows to preserve the spleen 
at least partially. Since it is realized that post operative 
benefits are obvious, laparoscopic intervention is the 
suggested surgical operation for splenic cysts currently 
(10).  Furthermore, partial splenectomy choice is rec-
ommended to be preserved for relapsing cases or suspi-

cious primary cysts; just decapsulation is reported to be 
enough for the rest of the cases (11). Total splenectomy 
was performed after the vaccinations completed via left 
subcostal incision since splenic hilus was not visualized 
as laparoscopic exploration, the cysts were large in size 
and located centrally in both of our cases. 

Splenic cysts are rather rarely encountered in clinical 
practice.  These cysts may be totally benign diseases or 
may present infectious diseases, primary malignancies 
and metastaic disseminations as well. The most crucial 
point clinically is to make the differentiation preopera-
tively. Therapeutic approach should allow to preserve 
the spleen as much as possible, but when this is not ac-
cessible, splenectomy is a treatment option especially 
the endemic areas of hidatydosis and if the cyst is in 
very large or in hilus. 
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