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History
A17year old male presented to the surgical clinic with complaint of 

swelling over the left upper abdomen for the past 7months, gradually 
increasing in size. The swelling was occasionally painful, there was 
no history of vomiting, nausea, loss of appetite or fever. There was no 
definite history of having sustained abdominal trauma.

Physical examination

The general condition of the patient was fair, a febrile, no pallor, 
no jaundice not tachypneic. 

i. Vital signs were:T 36.7, Pulse:79/min BP:123/78mm Hg.

ii. Chest examination: unremarkable.

iii. Abdominal examination: soft lax abdomen with swelling in the 
left hypochondrium area extending to the epigastric area and the 
left lumbar regions. The mass was moving with respiration, non-
tender, about 12x10cm. Renal angle was free and no ascites.

iv. Blood tests: WBC 6.500, HGB 12.5, PLT 192000, PT 15.7, PPT 
31, INR 1026. Urea and electrolyte, serum amylase, liver function 
test were all within normal limits (Figure 1).

Figure 1 Ultrasonography of abdomen: revealed a cystic collection juxtaposed 
to the spleen.

Radiological examination

1. X-ray chest: normal lung fields, no pleural effusion, no 
hemopnemothorax, no fracture ribs, no mediastinal shift.

2. Ultrasonography of abdomen: revealed a cystic collection 
juxtaposed to the spleen.

The patient was prepared for laparotomy after preoperative 
anesthetic assessment. Laparotomy was performed through a midline 
incision and the splenic cyst along with spleen was mobilized and 
splenectomy performed. The abdomen was closed without a drain. 
The patient had a smooth postoperative recovery. He received 
pneumococcal vaccine and was discharged on the fifth day post 
operative with follow up in the clinic. Histopathological report of the 
removed cyst revealed a hemorrhagic splenic cyst (Figure 2).

Figure 2 Computerized tomography of the abdomen: confirmed the presence 
of a splenic cyst of size 13x11cm.
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Introduction
Nonparasitic splenic cysts are uncommon, with only around 800 

cases described in the medical literature. Post traumatic splenic cyst 
forms a part of this entity, and it should be considered if someone has 
a mass in the left upper abdomen after sustaining abdominal trauma. 
We report a 17year old male with history of blunt abdominal trauma 
and developing a post traumatic splenic cyst.

Case presentation
Hereby a case report is presented which describes the presentation 

and management of a case of post traumatic splenic cyst, which was 
treated with laparotomy and total splenectomy .The procedure, was 
carried out successfully, with no complication, the patient being 
discharged home a few days after operation with subsequent follow 
up.
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Discussion
Splenic cysts are classified as primary (true cyst ), which include 

parasitic and non parasitic cysts, and as secondary (pseudo cyst) 
according to their etiology and pathophysiology.1,2 True cysts have 
an epithelial or mesothelial lining, on the other hand, pseudocysts 
have no cellular lining, only a fibrous capsule.3–5 A vast majority 
of splenic cysts are pseudo cysts resulting from blunt trauma. 
Other causes include infarction or infection.4 True non-parasitic 
splenic cysts are a rare pathology represented by some 800cases 
recorded worldwide. The method of choice for the treatment of this 
condition is surgical intervention. Today, open surgery is substituted 
by minimal invasive methods, such as laparoscopic splenectomy.5 
Treatment decisions are often based on the size of the cyst and related 
symptoms. Small, asymptomatic cysts are best followed with serial 
US or CT because spontaneous resolution o traumatic pseudocyst can 
occur. Though the risk of major complications is small, larger cysts 
and those that are symptomatic should be treated surgically. Less 
invasive procedures, such as aspiration, may be associated with cyst 
recurrence.6 Traditional surgical management of splenic cyst has been 
either partial or total splenectomy. However, splenectomy places the 
patient at risk for development of postsplenectomy sepsis.3–5,7 Splenic 
cysts are usually diagnosed incidentally because of the lack of typical 
clinical symptoms. Complaints of the patients are generally related to 
mass effect of the cyst, which causes compression of neighbouring 
organs. Large cysts may cause abdominal pain, early satiety, 
nausea, vomiting, constipation, or hydronephrosis. In the physical 
examination, a mass with smooth surface is usually detected in the 
left hypochondrium especially if the cyst size is large. All patients 
with a left hypochondrial mass should be interrogated if there is any 
remote history of trauma. Masses of the spleen are uncommon lesions, 
and these can be summarized as: congenital cysts, inflammatory 
masses, vascular masses, posttraumatic masses, benign neoplastic 
masses, malignant neoplastic masses. In addition, other causes of 
splenomegaly like, myeloid metaplasia, mononucleosis, haemolytic 
anemia, and portal hypertension must be excluded.7,8–10

Diagnosis of splenic cyst is generally based on radiological 
studies. Ultrasonography and CT imaging may help to distinguish 
cystic from solid lesions. These imaging modalities are also helpful 
in preoperatively evaluating whether the cyst is multi or unilocular, 
its location in the spleen and its relation to the surrounding structures. 
However, because of the similarity in Ultrasound and CT findings 
of primary and secondary splenic cyst there may be a diagnostic 
confusion. Nonparasitic cysts of the spleen are often treated wrongly 
as echinococcal cysts and in some cases specific medical treatment 
has been prescribed. Although some authors have suggested we think 
that, MRI may be helpful in this situation as in our case.11–14

Conclusion
Splenic cyst one of the cases that can be developed after the 

abdominal trauma which needs to be looked carefully and not to be 
missed.
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