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a b s t r a c t 

A splenic pseudocyst is an encapsulated mature collection located within the splenic tis- 

sues. It is usually asymptomatic and is detected incidentally during either radiological 

workup or laparoscopy for other reasons. Our patient is a 66-year-old male presenting with 

a history of weight loss, early satiety, and constipation, found to have a splenic pseudocyst 

communicating with a preexisting pancreatic cyst. Cystic lesions of the spleen can be di- 

vided into primary and secondary types. Secondary splenic cysts (pseudocysts) are residues 

of either earlier infection, trauma, or infarction. Management approaches to splenic cysts 

are either conservative or surgical according to the symptoms and size of these cysts. Most 

splenic cysts are discovered incidentally either during radiological workup or laparoscopy. 

Such entities require the combined effort of surgeons, gastroenterologists, and radiologists 

to provide the maximum care for these patients. 

© 2022 The Authors. Published by Elsevier Inc. on behalf of University of Washington. 

This is an open access article under the CC BY-NC-ND license 

( http://creativecommons.org/licenses/by-nc-nd/4.0/ ) 

 

 

 

 

 

 

 

 

 

 

 

 

 

Introduction 

A splenic pseudocyst is an extremely rare condition with an
incidence of 0.07 in the general population [1] . A splenic pseu-
docyst is an encapsulated mature collection located within
the splenic tissues. Most splenic pseudocysts are asymp-
tomatic and discovered incidentally during imaging studies
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for other indications [ 2 ,3 ]. Blunt abdominal trauma is the most
common etiology, representing 75% of cases [4] . Infarction, in-
fection (tuberculosis, mononucleosis, or malaria), and degen-
erative diseases are other possible etiologies for these kinds of
splenic cysts [ 3 ,5 ]. If the cyst is asymptomatic with a diameter
of less than 5 cm, conservative management may be useful
whereas surgical management is preferred for symptomatic
cysts or if the cyst is larger than 5 cm [6] . We present an in-
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Fig. 1 – Axial CT scan (A) showing an irregular loculated fluid collection in the tail of the pancreas area measuring 
1.6 × 5.5 × 4.5 cm, axial T2 fat sat-weighted MRI image (B) showing persistent complex cystic mass in the pancreatic tail 
with some heterogeneous signal intensity. Axial 2D FIESTA and T1 fat-suppressed, postcontrast-weighted MRI (C and D) 
showing mild interval decrease in size of the 2 communicating cystic lesions at the pancreatic tail with interval 
development of a huge subcapsular fluid collection along the lateral aspect of the spleen. Within these fluid collections 
there are no enhancing soft tissue components. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

teresting case of a huge splenic cyst communicating with a
preexisting bilobed pancreatic tail cyst in a 66-year-old male
patient. 

Case presentation 

A 66-year-old male presented to the outpatient clinic with a
history of weight loss, early satiety, and constipation. Upon
review, there was no history of chronic pancreatitis or alco-
hol consumption. Physical examination was unremarkable. A
computerized tomography (CT) scan was ordered and showed
an irregular loculated fluid collection in the tail of the pan-
creas measuring 1.6 × 5.5 × 4.5 cm ( Fig. 1 A). The serum amy-
lase was elevated (123 U/L). Given the previous finding on the
CT scan, the patient was referred for evaluation by endoscopic
ultrasound-fine needle aspiration (EUS-FNA). Aspiration of a
total of 30 mL showed turbid brown cystic content with carci-
noembryonic antigen (CEA) of 2 ng/mL (normal range is 0-2.5
ng/mL), and amylase > 6000 U/L (normal range is 40-140 U/L).
Based on the fact that the source of pancreatitis and ongoing
serologic elevations in lipase was unclear, surveillance imag-
ing to assess for the persistence of the lesion was planned. 

Six months later, magnetic resonance cholangiopancre-
atography (MRCP) ( Fig. 1 B) was performed and showed a per-
sistent complex cystic mass in the pancreatic tail with some
heterogeneous signal intensity. The lesion was bilobed in ap-
pearance and grossly measured 4.1 × 4.2 × 8.2 cm in cran-
iocaudal dimension. Peripheral wall enhancement was no-
ticed postcontrast, which raised the suspicion of a possible
neoplastic process. A follow-up-enhanced MRCP in 3 months
to reassess the progression of the lesion was planned given
that the size of the lesion had not significantly changed, the
very distal location of the lesion (so the majority of pancre-
atic parenchyma appears unaffected), and the absence of truly
worrisome new enhancement on the MRCP that would be sig-
nificant for malignancy. 
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Fig. 2 – Axial CT scan (A and B) demonstrate successful placement of a 14 French transgastric cystogastrostomy tube with 

distal pigtail loops within the splenic subcapsular space. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

The follow-up MRCP ( Fig. 1 C and D) showed a mild interval
decrease in the size of the 2 communicating cystic lesions at
the pancreatic tail with interval development of a huge sub-
capsular fluid collection along the lateral aspect of the spleen,
which appeared also to communicate with these 2 previously
seen pancreatic tail collections. The splenic parenchyma was
stretched along the anterior lateral aspect of this subcapsular
fluid collection with normal splenic parenchymal enhance-
ment. Within these fluid collections, there were no enhancing
soft tissue components. 

Due to the significant increase in the size of the pancreatic
pseudocyst, which now involved the spleen, a percutaneous
CT-guided 14 French cystogastrostomy tube with distal pigtail
loops was successfully placed within the splenic subcapsular
space ( Fig. 2 A and B). A suitable access site was identified by
CT scan. Two cope GI T-fasteners were placed into the gastric
lumen and their location was confirmed using a CT scan. The
gastric lumen was traversed with an 18-gauge Chiba needle
with the tip of the needle accessing the splenic subcapsular
space via a transgastric approach under CT scan guidance. A
0.035 soft-tipped Amplatz guidewire was placed through the
transgastric access and into the splenic subcapsular space.
Under direct fluoroscopic visualization, a modified 14 French
Cook multipurpose drain in which 3 extra side holes were cut
and positioned so that these side holes resided within the gas-
tric lumen, was placed over the wire ( Fig. 3 ). The drain was ad-
vanced through the anterior and posterior wall of the stomach
over the wire and the distal loop was coiled within the splenic
subcapsular space. About 1200 mL of murky brown fluid was
aspirated from the distal pigtail loop within the subcapsular
collection. A sample of this fluid was sent to the laboratory
for analysis. The drain was successfully removed 2 days later
but the Intuit G tube was left in place. Serial imaging was per-
formed after the drainage which showed that there was a mild
interval decrease in the size of the fluid collections. 

Due to significant residual fluid, a surgical management
approach was warranted. Given the patient’s history of necro-
tizing pancreatitis and cholelithiasis, an open cholecystec-
tomy was performed, followed by a gastrocutaneous fistula
takedown. Pancreatectomy and splenectomy were then per-
formed. A firm mass in the left upper quadrant consistent
with a fluid collection around the spleen was found. An intra-
operative ultrasound was performed to ensure that the pan-
creatic and splenic vascular anatomy was identified appro-
priately. The surgeon elected to proceed by incising the peri-
toneum overlying the pancreas at its inferior border and dis-
secting the inferior border free and then dissecting the supe-
rior border. There was a significant amount of saponified and
calcified fat which was densely adherent to the surrounding
tissues. During the course of dissection, a significant amount
of pancreatic fluid was drained from the pseudocyst and was
sent for culture. The distal pancreas and the spleen were re-
moved and sent to pathology. There were no acute complica-
tions apparent. The patient was extubated and transported to
post-anesthesia care unit in stable condition. The histopathol-
ogy of the specimens came back as fibrotic cyst wall of the
distal pancreas and spleen which was compatible with a pan-
creatic pseudocyst, the pancreas had mild peri-ductular fibro-
sis, suggestive of mild chronic pancreatitis, and the spleen
had no significant histologic abnormality. The patient’s symp-
toms improved after the surgery, and no chronic complica-
tions were observed on follow-up 1 month after the surgery. 

Discussion 

Cystic lesions of the spleen are entities of uncommon occur-
rence. Only about 800 cases of splenic cysts have been docu-
mented worldwide [7] . In 1978, F G Robbins evaluated 42,327
autopsies across 25 years period and reported that 32 subjects
(0.75 in 1000) exhibited benign cysts of the spleen as an inci-
dental finding at postmortem. Since Andral described the first
instance of a splenic cyst in 1829, the categorization of these
lesions has developed and changed over the years [8] . 

Martine divides cystic lesions of the spleen into primary
and secondary types, determined by the presence of an ep-
ithelial lining which is the currently followed classification
[9] . The presence of an epithelial lining distinguishes primary
(true) cysts. On the other hand, the absence of an epithelial
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Fig. 3 – Placement of modified 14 French Cook multipurpose drain over the wire, under direct fluoroscopic visualization. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

lining distinguishes secondary (false or pseudo-) cysts, which
also lack a capsule [ 9 ,10 ]. 

Primary splenic cysts comprise parasitic as well as non-
parasitic etiologies. Primary parasitic splenic cysts are the
most common cause of splenic cysts worldwide. They are typ-
ically found in endemic regions and are triggered mostly by
Echinococcus granulosus infection [11–13] . Nevertheless, pri-
mary nonparasitic splenic cysts can be further subdivided into
congenital and neoplastic [2] . Approximately 80% of primary
nonparasitic cysts are seen in individuals under the age of 20,
indicating a congenital nature [14] . 

However, secondary splenic cysts (pseudocysts) are the se-
quela of either earlier infection, trauma, or infarction [ 3 ,15 ,16 ].
Splenic damage leading to secondary cysts is most prevalent
in abdominal trauma [17] . In fact, the most common cause of
secondary splenic cysts is trauma, which is estimated to be as-
sociated with approximately 75% of secondary cases [18] . As a
result of the trauma, a hematoma is formed which will even-
tually be resorbed forming a residual cystic collection. On the
other hand, nontraumatic etiologies are related to either in-
fection or infarction [2] . Regarding infections, pseudocysts are
frequently related to tuberculosis, mononucleosis, or malaria
[19–21] . Whereas in infarction, an embolus to the spleen can
lead to cyst development by activating hydrolytic enzymes,
which causes liquefactive necrosis [6] . 

Vascular cysts of the spleen, which are called peliosis, is
a rare condition consisting of several irregular blood-filled
cavities. This condition is typically discovered at autopsies.
This has been linked to a number of underlying severe con-
ditions, including tuberculosis, acquired immunodeficiency
syndrome, and malignancies, in addition to prolonged alcohol
intoxication, steroids, and others [ 22 ,23 ]. 

A significant percentage of splenic cysts are asymptomatic
[24] . Most splenic cysts are discovered incidentally either dur-
ing radiological workup or laparoscopy, or if the patient de-
velops symptoms, which are related to the size of the cyst
and the development of complications such as hemorrhage,
infection, or rupture [25] . The most prevalent complaint is a
dull pain in the left upper abdominal region and left shoulder
[2] . Moreover, nausea, vomiting, early fullness, and respiratory
problems are all common symptoms [3] . 

Indeed, a radiological workup is essential in the diagno-
sis, the selection of the most appropriate operational strat-
egy, and in the following up of patients in both conservative
management and post-operatively [2] . Either primary or sec-
ondary cysts can have calcium deposits or trabeculations in
their walls, as well as peripheral septations and remnant ma-
terials. As a result, the differentiation between primary and
secondary splenic cysts is challenging radiologically [26] . 

In children, ultrasonography (US) is the imaging modality
of choice. On ultrasound, the typical splenic cyst appears as
an anechoic, spherical, homogenous region with significant
echo enhancement and a thin, smooth wall [27] . However, thin
septations, uneven cyst surfaces, and a mixed distribution of
echogenicity from intra-cystic debris or bleeding, as well as
outer highly echogenic foci with distant shadowing due to cyst
wall calcifications, can all contribute to a more complicated
image [28] . 

Computerized tomography (CT) scan is also used, in which,
splenic cysts appear typically as a well-defined, near water
density, spherical structure with a thin or undetectable wall
with no rim enhancement. Septations and calcifications of the
cyst wall are clearly visible using CT scan [ 25 ,28 ]. 

By using magnetic resonance imaging (MRI), splenic cysts
often exhibit a signal intensity equivalent to that of water on
both TI- and T2-weighted MR imaging. Based on the content
of the cystic fluid, the signal intensity on TI-weighted imaging
may be higher than expected, although the signal intensity on
T2-weighted images stays high. MRI can also be used to gain a
better understanding of the interaction between the cyst, the
spleen, and the surrounding structures [ 28 ,29 ]. 

In order to determine if the lesion is pulsatile or not,
Doppler US is beneficial [ 28 ,30 ]. Moreover, due to the widely
varied structure of the splenic arteries, angiography is often
necessary for preoperative assessment if a partial splenec-
tomy is contemplated [31] . 
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In addition, if a splenic cyst is thought to be benign,
chiefly based on diagnostic imaging workup, percutaneous
US-assisted cyst puncture has shown its effectiveness not
only for establishing the diagnosis (fluid analysis for micro-
scopic organisms, enzymes, etc.) but also for reducing the size
of the cyst [ 32 ,33 ]. However, fluid analysis cannot make a dis-
tinction between an actual cyst and a pseudocyst, and the only
approach to determine the type and etiology of a splenic cyst
is by histopathological investigation [ 34 ,35 ]. Nevertheless, the
potential possibility of introducing cancerous cells into the
peritoneal cavity or along the needle route should be consid-
ered, despite the fact that this risk is insignificant [28] . 

Management approaches to splenic cysts are either con-
servative or surgical. Conservative management is applied if
the cyst is asymptomatic and measures less than 5 cm. On the
other hand, surgical management is reserved for symptomatic
cysts or if the cyst is larger than 5 cm [ 6 ,25 ]. 

Since splenic cysts are considered rare, treatment was for-
merly based on personal preference. Total splenectomy was
the management of choice but because of the realization of
the spleen’s critical activities as well as the risks of intense
post-splenectomy infection, conservative splenic approaches
are the preferred management strategies [25] . These include
laparoscopic marsupialization or fenestration for cysts that
are positioned on the surface, and partial splenectomy in the
case of cysts found deep within the spleen [36–39] . For exam-
ple, in polycystic conditions when the cysts are unreachable
for fenestration or marsupialization, also in case of a huge cyst
that is almost entirely covered by splenic tissue as there is a
chance of intractable splenic hemorrhage, or in case of the de-
velopment of intractable bleeding during the surgery a total
splenectomy may be required [ 25 ,40 ]. 

Conclusion 

Since splenic cysts are considered rare, treatment was for-
merly based on personal preference. Conservative approaches
including cyst aspiration, laparoscopic marsupialization or
fenestration, or partial splenectomy are the preferred man-
agement strategies over total splenectomy. Such an approach
requires comprehensive care from surgeons, gastroenterolo-
gists, and interventional radiologists. 
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[15] Ş enol M , Özdemir H , Ş ahiner ̇IT , Özdemir ZÜ. Non-traumatic 
pseudocyst of the spleen: a case report. Kafkas J Med Sci 
2014;4:79–83 .

[16] Chawla S , Kumar P , Gogna RL . Post-traumatic pseudocyst of 
the spleen. Med J Armed Forces India 2005;61(3):279–80 .

[17] Arumugam S , Al-Hassani A , El-Menyar A , Abdelrahman H ,
Parchani A , Peralta R , et al. Frequency, causes and pattern of 
abdominal trauma: a 4-year descriptive analysis. J Emerg 
Trauma Shock 2015;8(4):193–8 .

[18] Karfis EA , Roustanis E , Tsimoyiannis EC . Surgical 
management of nonparasitic splenic cysts. JSLS 
2009;13(2):207–12 .

[19] Chakradhar K , Prasad S , Kumar S , Valiathan M . A rare 
presentation of splenic tuberculosis with a pseudocyst. BMJ 
Case Rep 2014;2014:bcr2014203596 .

http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0001
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0001
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0001
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0001
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0001
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0001
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0001
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0002
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0002
https://doi.org/10.1136/bcr-2014-207133
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0004
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0004
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0004
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0005
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0005
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0005
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0005
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0006
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0006
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0006
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0006
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0007
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0007
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0007
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0007
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0007
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0007
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0008
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0008
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0009
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0009
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0010
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0010
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0010
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0011
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0011
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0011
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0011
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0012
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0012
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0012
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0013
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0013
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0014
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0014
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0014
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0014
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0015
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0015
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0015
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0015
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0015
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0016
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0016
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0016
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0016
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0017
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0017
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0017
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0017
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0017
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0017
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0017
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0017
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0018
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0018
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0018
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0018
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0019
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0019
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0019
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0019
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0019


R a d i o l o g y  C a s e  R e p o r t s  1 8  ( 2 0 2 3 )  2 2 6 – 2 3 1  231 

 

 

 

[20] Roy G , Echavé V , Likongo Y , Laurin M , Massé S , Boctor M . 
Infectious mononucleosis and splenic pseudocyst: 
presentation of a case. Can J Surg 1985;28(2):162–3 .

[21] Gómez B , Alvarado M , D’Amore S , González X , Lara J . Splenic 
pseudocystic. Report of a case. GEN 1994;48(2):108–10 .

[22] Tsokos M , Püschel K . Isolated peliosis of the spleen: report of
2 autopsy cases. Am J Forensic Med Pathol 2004;25(3):251–4 .

[23] Tsokos M , Erbersdobler A . Pathology of peliosis. Forensic Sci 
Int 2005;149(1):25–33 .

[24] Garg M , Kataria SP , Sethi D , Mathur SK . Epidermoid cyst of 
spleen mimicking splenic lymphangioma. Adv Biomed Res 
2013;2:49 .

[25] Hansen MB , Moller AC . Splenic cysts. Surg Laparosc Endosc 
Percutan Tech 2004;14(6):316–22 .

[26] Rabushka LS , Kawashima A , Fishman EK . Imaging of the 
spleen: CT with supplemental MR examination. 
Radiographics 1994;14(2):307–32 .

[27] Urrutia M , Mergo PJ , Ros LH , Torres GM , Ros PR . Cystic 
masses of the spleen: radiologic-pathologic correlation. 
Radiographics 1996;16(1):107–29 .

[28] Robertson F , Leander P , Ekberg O . Radiology of the spleen. 
Eur Radiol 2001;11(1):80–95 .

[29] Møller AC , Jensen R , Hansen MB . Splenic cysts–pathogenesis, 
diagnostics and treatment. Ugeskr Laeger 
2003;165(10):1039–40 .

[30] Liu KK , Lee KH , Ku K , Yeung CK . Decapsulation of 
symptomatic splenic pseudocyst–a further use for 
laparoscopic surgery in children. Eur J Surg 
1996;162(11):921–3 .

[31] Kaiwa Y , Kurokawa Y , Namiki K , Matsumoto H , Satomi S . 
Laparoscopic partial splenectomies for true splenic cysts. A 

report of two cases. Surg Endosc 2000;14(9):865 .
[32] Ehrlich P , Jamieson CG . Nonparasitic splenic cysts: a case 
report and review. Can J Surg 1990;33(4):306–8 .

[33] Sakamoto Y , Yunotani S , Edakuni G , Mori M , Iyama A ,
Miyazaki K . Laparoscopic splenectomy for a giant splenic 
epidermoid cyst: report of a case. Surg Today 
1999;29(12):1268–72 .

[34] Jain SK , Kaza RCM , Vindal A . Pseudocyst of the spleen caused
by tuberculosis: a rare entity. BMJ Case Rep 2009;2009 
bcr06.2008.0102 .

[35] Wolters U , Keller HW , Lorenz R , Pichlmaier H . Splenic cysts: 
indications for surgery and surgical procedures. 
Langenbecks Arch Chir 1990;375(4):231–4 .

[36] Smith ST , Scott DJ , Burdick JS , Rege RV , Jones DB . 
Laparoscopic marsupialization and hemisplenectomy for 
splenic cysts. J Laparoendosc Adv Surg Tech A 

2001;11(4):243–9 .
[37] Tagaya N , Oda N , Furihata M , Nemoto T , Suzuki N , Kubota K . 

Experience with laparoscopic management of solitary 
symptomatic splenic cysts. Surg Laparosc Endosc Percutan 

Tech 2002;12(4):279–82 .
[38] Trondsen E , Naess PA , Erichsen A , Buanes T . Laparoscopic 

treatment of splenic cysts. Tidsskr Nor Laegeforen 

2002;122(9):906–7 .
[39] Jakobsen HL , Vilmann P , Jacobsen B . Laparoscopic 

ultrasound-assisted treatment of benign splenic cyst. Ugeskr
Laeger 2003;165(44):4227–8 .

[40] Yagi S , Isaji S , Iida T , Mizuno S , Tabata M , Yamagiwa K ,
et al. Laparoscopic splenectomy for a huge splenic cyst 
without preoperative drainage: report of a case. Surg 
Laparosc Endosc Percutan Tech 2003;13(6):397–400 .

http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0020
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0020
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0020
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0020
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0020
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0020
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0020
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0021
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0021
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0021
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0021
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0021
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0021
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0022
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0022
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0022
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0023
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0023
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0023
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0024
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0024
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0024
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0024
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0024
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0025
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0025
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0025
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0026
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0026
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0026
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0026
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0027
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0027
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0027
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0027
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0027
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0027
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0028
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0028
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0028
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0028
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0029
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0029
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0029
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0029
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0030
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0030
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0030
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0030
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0030
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0031
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0031
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0031
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0031
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0031
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0031
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0032
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0032
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0032
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0033
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0033
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0033
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0033
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0033
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0033
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0033
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0034
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0034
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0034
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0034
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0035
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0035
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0035
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0035
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0035
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0036
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0036
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0036
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0036
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0036
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0036
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0037
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0037
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0037
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0037
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0037
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0037
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0037
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0038
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0038
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0038
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0038
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0038
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0039
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0039
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0039
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0039
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0040
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0040
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0040
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0040
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0040
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0040
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0040
http://refhub.elsevier.com/S1930-0433(22)00891-3/sbref0040

	Communicating pancreatic and splenic pseudocysts: A case report
	 Introduction
	 Case presentation
	 Discussion
	 Conclusion
	 Ethical approval
	 Patient consent
	 Acknowledgments
	 References


