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Laparoscopic approach for nonparasitic splenic cysts and splenic abcesses.

Splenic cysts are classified as primary (parasitic and nonparasitic) or secondary cysts. The aim of this study was to eval-
uate the efficacy of laparoscopic approach in surgical treatment of splenic cysts and abscesses. Methods: Between 2002
and 2017, 17 patients underwent laparoscopic approach for splenic cysts and abscesses: 9 laparoscopic splenectomies (4
hydatid cysts, 3 primitive nonparasitic cysts, one posttraumatic cysts and one abscess) and conservative laparoscopic treat-
ment 8 patients (2 hydatid cysts, 2 primitive nonparasitic cysts, 2 secondary cysts and 2 abscesses). The lateral approach
with a four-trocar technique was used. Patient demographics, diagnosis, and outcomes were reviewed. Results: In laparo-
scopic splenectomy, spleen volume was 300 ml and blood loss 30 - 65 ml. There are 3 conversions and 2 postoperative
complications (Clavien II). No late complications were observed during the follow-up. Conclusions: The laparoscopic
approach to splenic cysts offers many advantages and may be the treatment of choice for this pathology. Spleen-preserv-
ing techniques should be attempted in every case of splenic cyst types 1,2,3, especially non-parasitic cysts, in young patients. 
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(0.07% on large autopsy series) 3,4. Secondary cysts are
related to trauma and splenic infarction with complica-
tions such as rupture and abscess formation. Secondary
splenic cysts include 75% of nonparasitic types and may
spread after blunt abdominal trauma 5 The treatment of
splenic cysts is becoming increasingly less aggressive and
more conservative 1,6.
This study aims to evaluate the feasibility, safety, and
efficacy of laparoscopic approach for nonparasitic splenic
cysts and pyogenic splenic abscesses.

Masterials and Method

We performed a retrospective study between 2002 and
2017 based on the database analysis of the First Surgical
Clinic, University Hospital “St. Spiridon” Iasi, regarding
all medical records of patients, laparoscopically operated
for splenic cysts and spleen diseases, including surgical
protocols and histopathological examinations.

Introduction

Splenic cysts are classified in two main categories: par-
asitic (caused in 80% of cases by Echinococcus granu-
losus) 1; nonparasitic which consists of primary and sec-
ondary cysts. Primary or true cysts have epithelial lin-
ing (epidermoid, dermoid and mesothelial) or endothe-
lial cover (hemangioma, lymphangioma) 2. Primary or
congenital cysts are encountered more commonly in chil-
dren and young adults comprising 25% of all nonpara-
sitic cysts 2. Nonparasitic splenic cysts (NPSC) are rare
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For laparoscopic splenectomy we prefer a hemilateral
position at the beginning of the procedure for division
of the short gastric vessels with Ligasure. Then the table
can be tilted to a lateral position in which the spleen
separates of other organs, falls medially by gravity and
offer access to the posterior face of the spleen and the
perisplenic ligaments and hilum. The ligaturation of the
splenic vessels of the hilum was performed with vascu-
lar stapler.
For spleen conservation, we practice a partial cystecto-
my as wide as possible, after punction and suction of
the contents, followed by argon hemostasis and drainage.
The open wide residual cavity and epithelial destruction
in primitive non-parasitic cysts avoided recurrences,
which are possible. For abscesses, evacuating content,
excising of the exterior wall, lavage and drainage of the
cavity was easy even in the presence of adherences. We
did not perform partial splenectomy.

Results

During this period 149 splenectomies were performed
(excluding indication for splenectomy in other organs
pathology) with various indications (trauma, cystic and
solid tumors, hematological diseases); of which 35 were
laparoscopic splenectomies (23.48%). The tradition of
our Clinic to preserve the spleen, especially in trauma,
has made us familiar with the conservative treatments.
Between 2002 and 2017 the laparoscopic approach was
performed in 17 patients with splenic cysts and abscess-
es: 9 laparoscopic splenectomies (4 hydatid cysts, 3 prim-
itive nonparasitic cysts, one case with posttraumatic cysts
and one case with a splenic abscess); 8 cases with con-
servative laparoscopic treatment (two hydatid cysts, two
primitive nonparasitic cysts, two secondary cysts and two
splenic abscesses). 

In the above mentioned period 52 patients with spleen
cysts and splenic abscesses were operated on: 32 hydatid
cysts, 8 non-parasitic splenic cysts, 6 non-parasitic cysts
and 6 splenic abscesses. Of these, the laparoscopic
approach was chosen for 6 hydatid cysts (18.7%), 5 non-
parasitic primitive cysts (62.5%), 3 secondary cysts
(50%) and 3 splenic abscesses (50%). We could say that
primitive non-parasitic cysts represent the ideal indica-
tion of laparoscopic approach and conservative treatment. 
We approached 5 patients laparoscopically with non-par-
asitic primitive cysts: 2 males and 3 females aged between
26 and 38 (mean age 30 years). One case was asympto-
matic, being ultrasound incidentally detected, the rest of
the patients had a low intensity pain in left upper quad-
rant. Ultrasound confirmed the diagnosis of non-parasitic
splenic cyst in 4 cases (Fig. 1) and CT in all 5 cases,
specifying the exact dimensions, confirmed intraoperative-
ly, between 6 and 14 cm (mean 10 cm) (Fig. 2).
The cyst localization was upper pole in 3 cases (type 2),
central (type 3) and hill (type 5) one case each. All cysts
were solitary and unilocular. Laparoscopic cystectomy
was performed in 2 cases (Fig. 3), laparoscopic splenec-
tomy in 2 cases with cysts over 10 cm and a conver-
sion, followed by open splenectomy in one case. In all
cases the diagnosis was confirmed histopathologically and
immunohistochemically: 2 epidermoid cysts, 2 endoder-
mic and one mesothelial (Fig. 4).
Postoperative hospital stay was between 3 and 9 days
(mean 6 days), the highest in case of conversion that
complicated with a parietal infection. The follow-up was
between 1 and 10 (mean 5 years) and did not record
recurrences (Tables I, II). 
We treated laparoscopically even the 3 patients (one male
and 2 females) aged between 38 and 66 (mean age 49
years) with secondary non-parasitic splenic cysts. All the
patients employed of pain in left upper quadrant and in
the past 2 had a left thoracic and abdominal trauma.
Ultrasound and CT diagnosed a non-parasitic splenic
cyst, specifying the location (polar 2 cases and central
one case) and the dimensions (mean diameter 9 cm).
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Fig. 1: Abdominal ultrasound of nonparasitic primitive splenic cyst.:
51/97 mm hypoechoic round splenic lesion, with acoustic posterior
enhancement, located in the middle third of the spleen.

Fig. 2: CT of nonparasitic primitive splenic cyst: hypoattenuating,
fluid density, well-defined intrasplenic lesion, thin wall, with sharp
demarcation to the splenic parenchyma. There is no wall or content
enhancement.
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Laparoscopic partial cystectomy and drainage were per-
formed in 2 cases (Fig. 5) and conversion, open splenec-
tomy, in another case. Histopathologically, the cystic wall
did not present epithelium. Hospital stay was between
3 and 9 days (mean 6 days) and postoperative follow-
up was between 2 and 10 years (mean 6 years) and did
not show relapse.
The laparoscopic approach was also used in 3 cases with
splenic abscesses (2 females and a male), elderly (64-82
years, mean age 71.3 years) with modified general con-
dition with endocarditis (one case), diabetes mellitus (2
cases), heart failure (one case) with pain at the base of
the left chest and left upper quadrant, fever and leuko-
cytosis. Ultrasound and CT suspected a splenic abscess

with a mean diameter of 9.6 cm (8-11 cm). In all cas-
es broad-spectrum antibiotics were used. Laparoscopic
drainage was performed in 2 cases. In one case we
employed initially a percutaneous drainage for multiple
splenic abscesses. This lead to the failure of the treat-
ment but after laparoscopy, conversion and open splenec-
tomy we finally obtained good postoperative course. The
bacteria identified in the abscesses were Staphylococcus
aureus, Streptococcus. Hospital stay was longer, 11 days,
and follow-up 1 to 4 years (mean 2.6 years) did not
show relapse.

Discussion

The literature in this area is rich and repetitive. We shall
summarize it so that it might serve our future com-
ments. 
The first splenectomy made by Pean in 1867 had as
indication a splenic cyst (cit. 1). Splenic cysts are of two
types: parasitic (determined in over 80% of cases of
Echinococus granulosus infection, especially occurring in
endemic areas) and non-parasites. Morgenstern are clas-
sified nonparasitic cysts in primary cysts and secondary
cysts 3. Primary cysts include congenital cysts (epider-
moids), cystic hemangiomas, lymphangiomas, dermoid
cysts, neoplastic cysts, lined on the inside of an epithe-
lial, mesothelial cell layer. Secondary cysts, or pseudocysts,
developed in post-traumatic or postinfectious splenic
parenchyma, do not have this basal cellular layer 1.
Approximately 60% of primary splenic cysts are para-
sitic cysts 1, confirmed by our study. The classification
of the NPSC (Nonparasitic splenic cysts) after Martin
is depending on the existence of an epithelial lining: true
cysts possess an epithelium lining (type 1), while pseudo-
cysts do not (type 2) (cit 1). The term of true cysts is
also found as primitive, congenital, epidermoid and
epithelial. The occurrence of epithelial cysts, uncovered
after incidental imaging is rare: 0.07% (800 cases report-
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Fig. 5 Secondary nonparasitic splenic cyst: intraoperative view.
Conservative treatment: laparoscopic partial cystectomy.

Fig. 3: Laparoscopic approach of nonparasitic primitive splenic cyst
- intraoperative view.

Fig. 4: Hystopathological aspect of nonparasitic primitive splenic cyst:
A. splenic cyst wall coated with a cubic specimen epithelium, HE,
x 40; B. Detail splenic cyst with positive epithelial marker, IHC -
ckAE1 & 3, x 20; C. Splenic tissue with morphology preserved with
positive mark on medullary vessels, IHC - CD34, x 10.READ-O
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ed in the British literature in 2014) 7. The first case was
described in the literature by Andral in 1929 (cit. 8).
Their incidence increased with the rise of the number
of imaging explorations (ultrasound, CT). 
One of the more recent pathogenic classification consists
of dividing NPSC into congenital (10%) or neoplastic
subtypes (cystic hemangiomas, lymphangiomas, dermoid
cysts), degenerative, traumatic (pseudocyst) 8. Congenital
cysts are further divided into epidermoid (90%), der-
moid, and simple (endodermal) cysts 4. Three theories
explain the formation of congenital cysts: mesothelial
invagination theory, lymph space theory, endodermal
inclusion theory 8. Epidermoid cysts can also develop
from ectopic splenic tissues intra-pancreatic supernu-

merary spleen 9-11. Losanoff identifies 5 types of splenic
cysts: type 1 - peripheral marginal cyst, subcapsular; type
2 - cyst that occupies less than half of the splenic
parenchyma, type 3 - cyst occupying more than half of
the splenic parenchyma, type 4 - multiple cysts, type 5
- cyst located in the splenic hill with vascularization com-
promised 12.
This classification is useful in choosing the method of
treatment. Congenital, primitive non-parasitic cysts are
more often found in children 13, especially in female
population or in the second and third decade of age;
usually it presents as asymptomatic for a long period. 7,
which is also verified in our study. Only 30-40% of cas-
es 7 are accompanied by pain or a cystic tumor mass in
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Table I - Nonparasitic Splenic Cyst (NPSC) and abscess. Demographic data and preoperative diagnosis

Sex Age
Location,

Tip 
Losanoff

Diag. 

Main symptoms/signs Imaging suggestive for NPSC

Asymptomatic
Thoracic 

symptoms
Abdominal 
symptoms

Associate 
diseases

Ultrasound 
scan

CT scan
Size cm

Radiologic 
features 

suggestive 
for Splenic 

Cyst

1 M 33
upper spleen 

pole,
2

primary NPSC
pain  

upper left 
abdomen

Y/+/ 
Y+/ 
8/7 

(200cmc)

2 F 21
Hil and 

center of the 
spleen 5

primary
NPSC

Y Y/+
Y+

12/10-

3 M 32
center of the 

spleen 3
primary
NPSC

-
pain  

upper left 
abdomen

Renal cyst Y/-
Y/+

14/12-
IRM

4 F 38
upper spleen 

pole
3

primary NPSC
Pain, 

Dyspepsia
Y/+

Y/+
10/8 

5 F 26
upper spleen 

pole 2 
primary.
NPSC

Y
pain  

upper left 
abdomen

Y/+
Y/+/
6/4

6 F
38, lower spleen 

pole 3
secondary NPSC

pain  
upper left 
abdomen

Y/-
Y/-
8/6

7 F 43
upper spleen 

pole 2
secondary NPSC

pain  
upper left 
abdomen

Y

8 M 66
hil and 

center of the 
spleen 5

secondary NPSC
pain  

upper left 
abdomen

Renal cyst Y
Y

9/8

9 M 68
center of the 

spleen 3

splenic
abscess 

(Stafilococcus 
aureus)

Y

Fever
pain  

upper left 
abdomen

AVC
DM

Y
Y

11/7

10 F 64
multiple

4
splenic abscess 
(Streptococcus)

Y

Fever
pain  

upper left 
abdomen

Endocarditis Y Y/8

11 F 82
lower spleen 

pole 3
splenic abscess

Fever
pain  

upper left 
abdomen

cardiac 
insufficiency, 

diabetes 
mellitus

Y Y/10READ-O
NLY
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the left upper quadrant. In the scientific literature, cas-
es discovered during pregnancy 14-16 can be found. In
general complications are rare: rupture, infection or
bleeding 4,17. Laboratory analysis can reveal an increase
in serum markers: carbohydrate antigen (CA 19-9) and
carcinoembryonic antigen (CEA) 18-21. We have encoun-
tered increasing CA 19-9 values in two non-parasitic cyst
primitive cysts. CA 19-9 is also increased in the epi-
dermoid cyst content being produced by the squamous
epithelium 22.
Most of the primitive epithelial splenic cysts are solitary
and unilocular 23). Ultrasound (US) and computed
tomography (CT) are most often used in the diagnosis
of NPSC. Most of the epidermoid cysts of the spleen
show a thin-walled anechoic on US with no evidence of
calcification on CT 24. The diagnosis is only confirmed
by histopathological examination.
Histologically, primary splenic cysts have epithelial lin-
ing (flattened, low cuboidal, low columnar or squamous
type). Epidermoid cysts have stratified squamous epithe-
lium with a fibrocollagenous cyst wall 7. In the typical

true splenic cysts, the lining epithelium is positive for
keratins (epithelium) and negative for factor VIII
(endothelium). Differentiating between epidermoids and
mesothelial cysts may be difficult only by histological
examination. They can be differentiated through
immunohistochemistry. We consider that the diagnosis
of these cases should be specified immunohistochemi-
cally, as we have done in all our cases. Epidermoid cysts
are positive for CEA, CA 19-9 and cytokeratin, but neg-
ative for calretinin, whereas mesothelial cysts are posi-
tive for cytokeratin and calretinin, but negative for CEA
and CA 19-9 25. Sometimes the lining epithelium of
the typical cyst can be thought to be endothelium, which
could in turn lead to a false diagnosis of lymphangioma
or hemangioma .26, 27

Surgical approach of primary splenic cysts is indicated
for symptomatic patients and for cysts larger than 5 cm
28. Percutaneous sclerotherapy is a minimally invasive
technique, which preserves splenic tissue, however there
is a rate of recurrence of 30% 29,30. The laparoscopic
management offers the benefits of minimally invasive
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Table II - Nonparasitic splenic cyst and abscess: Surgical approach, immediate results and follow-up.

Sex Age Size Cm Surgical 
treatment

Drainage Postoperative 
morbidity

Hospital stay 
(days)

Follow-up 
(years)

Recurrence

1 M 33 8/7
Laparoscopic 
cystectomy

Y- 3 1 no

2 F 21 12/10
Laparoscopic 
Splenectomy

Y 6 10 no

3 M 322 14/12

laparoscopic 
approach – 
conversion 
(adhesions) 
splenectomy

N 
Parietal 

infection
9 5 no

4 F 38 10/8
Laparoscopic
Splenectomy

Y 8 5 no

5 F 26 6/4
Laparoscopic
cystectomy

Y 4 5 no

6 F 39 8/6
laparoscopic
 cystectomy

Y 3 2 no

7 F 43 9/7
laparoscopic
 cystectomy

Y 6 6 no

8 M 65 9/8
Laparoscopy
Conversion,
Splenectomy

Y
Parietal 

infection
9 10 no

9 M 68 11/7
Laparoscopic 

drainage
Y 12 3 no

10 F 64 8/7
Laparoscopy
Conversion,
Splenectomy

Y 11 1 no

11 F 82 10/8
Laparoscopic 

drainage
Y 10 4 no
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surgery. The spleen‐preserving technique is indicated,
especially considering the spleen’s significant role in
hematopoiesis, immunity, and protection against infec-
tions and malignancies. Conservative surgery is usually
preferred in order to prevent postsplenectomy complica-
tions (sepsis 4%, with a mortality rate of 1.5%) 7.
Laparoscopic cleavage and laparoscopic cystectomy are
the preferred surgical approach for splenic cyst, but as
we know, there is a chance of recurrence 3,16,31,32. In our
cases we destroyed the cyst wall with argon and did not
have recurrences, but there are few cases and this affir-
mation must be confirmed by large statistics. Partial
laparoscopic splenecto
my is the gold standard with a very good outcome 33,34.
The first successful partial splenectomy for an epider-
moid cyst was performed in 1980 (Morgenstern) 3. The
greatest experience regarding partial laparoscopic and
robotic splenectomy in the treatment of splenic cysts has
C. Vasilescu from Fundeni Hospital Bucharest 35. We
did not perform partial splenectomy for non-parasitic
splenic cyst. Advances in operative techniques (hemosta-
sis with fibrin glue, argon plasma coagulation, radiofre-
quency ablation, LigaSure instrument and stapler tech-
niques) have made spleen‐preserving procedures safe and
feasible 36,37. It is also worth noting that robot-assisted
partial splenectomy for nonparasitic cysts has been suc-
cessfully used 38. Single port laparoscopy is also an option
39. We usually resort to splenectomy, by open or laparo-
scopic approach, in cases of very large cyst in the hilum
of the spleen or an intraparenchymal splenic cyst almost
surrounded by splenic parenchyma.
Type II of NPSC (Martin) (secondary cysts) are also
known as false cysts (pseudocysts), which lack of epithe-
lial lining. Secondary splenic cysts consist of 80% of all
splenic cysts and can be developed after abdominal trau-
ma, infarction or rarely as a result of infection (mononu-
cleosis or tuberculosis) 4. The majority of NPSC appear
after blunt abdominal trauma where the non-surgical
management of blunt splenic injury in stable patients
was preferred. The small number of cases in our statis-
tics can be explained by the fact that they are not diag-
nosed in the presence of minor clinical signs.
Pseudocysts of the spleen are usually asymptomatic and
associated with a history of trauma, infarction or infec-
tion. One of the reasons for the increase in the preva-
lence of NPSC is the increase in the use of computed
tomography (CT) and the successful conservative
approach of splenic injuries, infarctions or infections 40.
Treatment options include partial splenectomy, total cys-
tectomy, marsupialization, or cyst decapsulation and
unroofing, by laparoscopy or rarely by open approach
41,42. In the case of surgical contraindications or when
the patient is a child, percutaneous sclerotherapy with
ethanol 99% can be used 43.

Splenic abscesses are rare (incidence of 0.1-0.7% in autop-
sy studies) but with high mortality rates 12-47%) 44.

They may appear after a hematogenic systemic infection
45 which also includes endocarditis 46-48 or contiguous
infection by direct spread 46, left colon cancer 47. There
are cited cases where they have appeared postoperative:
after laparoscopic Nissen fundoplication: a consequence
of short gastric vessel division 49, after splenic artery lig-
ation in living donor liver transplantation 50, after sleeve
gastrectomy 51, and also after splenic blunt injury
angioembolization 52. 
The risk factors are: immunocompromised patients 53,
infection with human immunodeficiency virus (HIV), the
use of intravenous drugs, diabetes mellitus, immunosup-
pressive treatments, hepatic parenchymal disease (notably
chemoembolization for hepatocellular carcinoma), and
aggressive chemotherapy 54. 
All 3 patients in the study group were elderly, with dia-
betes and associated diseases. Aseptic abscesses are a rare
and dangerous extraintestinal manifestation of inflam-
matory bowel disease 55,56. Splenic tuberculosis (multiple
splenic cold abscesses) is a rare disease 57, especially in
an immunocompetent patient 58.
The most common bacteria, that is isolated from cul-
tures, consists of aerobic microbes (Staphylococus,
Streptococus, Salmonella, Escherichia coli, Klebsiella. The
first two germs were also identified in our cases. It is
less common to encounter anaerobic organisms, or
mycobacteria and fungi in immunosuppressed patients.
Splenic abscesses are polymicrobial in 36% of cases 59,60.
Actinomycosis abscess is very rare 61.
The symptoms of splenic abscess are polymorphic. Fever
is present in 90% of patients with splenic abscess, how-
ever in only 66% of cases is there the classical triad pre-
sent: fever, left upper quadrant pain and splenomegaly.
All of our patients had fever, pain and defenses in the
left upper quadrant. The peritonitis has been rarely
encountered 62.
US and CT scan of the abdomen were useful in the
diagnosis. CT scan is the gold standard 63. CT scans are
very useful in the differential diagnosis of splenic abscess-
es 64 (parasitic hydatid disease, congenital cyst, post-
traumatic pseudocysts, infection, metastatic disease, and
cystic neoplasm) and planning for a percutaneous
drainage 65. 
Splenic abscess in children is usually rare (Salmonella
infection). Long-term antibiotic therapy is needed.
Treatment can also consist of percutaneous drainage 66.
There is less risk involved with the minimally invasive
methods: percutaneous imaging-guided drainage, spleen-
preserving methods and laparoscopic splenectomy. US-
guided percutaneous aspiration of splenic abscesses can
be used as a bridge to surgery in patients who are crit-
ically ill or have several comorbidities 67,68.
The most reliable treatment option is still splenectomy,
especially for patients with multiple abscesses, failed per-
cutaneous drainage, abscess diameter of more than 10
cm, and also for recurrent abscesses 69. Two of our
patients have failed percutaneous drainage.
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Conclusions

The laparoscopic approach to splenic cysts and abscess-
es can be a viable option, as it demonstrates our little
casuistry.
In young people, spleen preservation needs to be con-
sidered and is desirable to be attempted. If this is unsuc-
cessful, the last resort is laparoscopic splenectomy. 
The treatment should be tailored for each patient. The
choice of the therapeutic method should be made
depending on the 5 types of the Losanoff classification.

Riassunto

Le cisti spleniche sono classificate in cisti primitive –
parassitarie e non parassitarie – o secondarie. Lo scopo
di questo studio era di valutare l’efficacia dell’accesso
laparoscopico nel trattamento chirurgico delle cisti e degli
ascessi splenici. 
Tra il 2002 e il 2017, 17 pazienti sono stati sottoposti
con accesso laparoscopico ad intervento chirurgico per
cisti e ascessi splenici: 9 splenectomie laparoscopiche (4
cisti idatidee, 3 cisti primitive non parassitarie, una cisti
post-traumatica e un ascesso) e trattamento laparoscopi-
co conservativo 8 pazienti (2 cisti idatidee, 2 cisti prim-
itive non parassitarie, 2 cisti secondarie e 2 ascessi). 
È stato utilizzato l’approccio laterale con una tecnica a
quattro trocar. I dati demografici dei pazienti, la diag-
nosi e gli esiti sono stati rivisti. 
Risultati: nella splenectomia laparoscopica, il volume del-
la milza era di 300 ml e la perdita di sangue di 30 -
65 ml. Ci sono state 3 conversioni e 2 complicanze post-
operatorie (Clavien II). Non sono state osservate com-
plicanze tardive durante il follow-up. 
In conclusione l’utilizzo dell’accesso laparoscopico per l’e-
liminazione di cisti spleniche offre molti vantaggi e può
essere il trattamento di scelta per questa patologia. Le
tecniche di conservazione della milza dovrebbero essere
tentate in ogni caso di cisti spleniche di tipo 1,2,3, in
particolare cisti non parassitarie, in pazienti giovani.

References

1. Vasilescu C: Chistele splenice. O indicație clară pentru splenecto-
mia parțială laparoscopică sau robotică. In Splina. De la laparoscopie
la chirurgia robotică și înapoi. Ed. Medicală, București, 2016; 101-
114.

2. Farhangi B, Farhangi A, Firouzjahi A, Jahed B: Caspian Huge
epithelial nonparasitic splenic cyst: A case and a review of treatment
methods. Caspian J Intern Med, 2016; Spring; 7(2): 146-49.

3. Morgenstern L: Nonparasitic splenic cysts: Pathogenesis, classifica-
tion, and treatment. J Am Coll Surg, 2002; 194(3):306-14.

4. Tassopoulos A, Wein Melissa, Segura Annette: Traumatic rup-
ture of a giant congenital splenic cyst presenting as peritonitis. Radiol
Case Rep, 2017; 12(2): 401-04.

5. Golmohammadzadeh H, Maddah Gh, Shams Hojjati Y,
Abdollahi A, Shabahang H: Splenic cysts: Analysis of 16 cases. Caspian
J Intern Med, 2016; Summer; 7(3): 217-21.

6. Amparo Valverde Martinez, Susana Roldan Ortiz, Mercedes
Fornell Ariza, Maria Jesús Castro Santiago: Partial splenectomy for
a giant epidermoid cyst of the spleen. Clin Case Rep, 2016; 4(10):
1013-016.

7. Sachin B Ingle, Chitra R Hinge, Swapna Patrike: Epithelial cysts
of the spleen: A minireview. World J Gastroenterol, 2014; 20(38):
13899-903.

8. Hirabayashi K, Yamada M, Kono H, Hadano A, Kawanishi A,
Takanashi Y, et al.: Epidermoid cysts are a characteristic feature of
intrapancreatic but not of extrapancreatic accessory spleens. Virchows
Arch, 2017; doi: 10.1007/s00428-017-2139-6.

9. Chen YY, Shyr YM, Wang SE: Epidermoid cyst of the spleen. J
Gastrointest Surg, 2013; 17(3):555-61. doi: 10.1007/s11605-012-2088-y.

10. Kato S, Mori H, Zakimi M, Yamada K, Chinen K, Arashiro
M, et al.: Epidermoid cyst in an intrapancreatic accessory spleen: case
report and literature review of the preoperative imaging findings. Intern
Med, 2016; 55(23):3445-452.

11. Zavras N, Machairas N, Foukas P, Lazaris A, Patapis P,
Machairas A: Epidermoid cyst of an intrapancreatic accessory spleen:
A case report and literature review. World J Surg Oncol, 2014;
12:92. doi: 10.1186/1477-7819-12-92.

12. Losanoff JE, Richman BW, Jones JW: Nonparasitic splenic cysts.
J Am Coll Surg, 2002; 195, (3), 437-38.

13. Grover S, Garg B, Sood N, Singh S: Splenic epidermoid cyst in
a five-year-old child. J Clin Diagn Res, 2016; 10(7):ED07-9. doi:
10.7860/JCDR/2016/19064.8085.

14. Hamm JA, Deloménie M, Derniaux E, Durier M, Loock M,
Abboud P, et al.: Splenic cyst during pregnancy: A rare disease with
difficult management. J Gynecol Obstet Biol Reprod (Paris), 2013;
42(2):191-4. doi: 10.1016/j.jgyn.2012.11.008.

15. Dabrowski W, Luterek K, Szczepanik A, Niedźwiedzka B,
Wielgós M: Management of a large splenic cyst in pregnancy. A case
report. Ginekol Pol, 2012; 83(11):862-64.

16. Kapp J, Lewis T, Glasgow S, Khalil A, Anjum A: Spleen pre-
serving management of a non-parasitic splenic cyst in pregnancy. Ann
R Coll Surg Engl, 2016; 98(7):e114-7. doi: 10.1308/rcsann.
2016.0165. Epub 2016 May 11.

17. Golmohammadzadeh H, Maddah G, Shams Hojjati Y,
Abdollahi A, Shabahang H: Splenic cysts: Analysis of 16 cases. Caspian
J Intern Med, 2016; 7(3): 217-21.

18. Bresadola V, Pravisani R, Terrosu G, Risaliti A: Elevated serum
CA 19-9 level associated with a splenic cyst: which is the actual clin-
ical management? Review of the literature. Ann Ital Chir, 2015;
86(1):22-9.

19. Matsumoto S, Mori T, Miyoshi J, Imoto Y, Shinomiya H,
Wada S, et al.: Huge splenic epidermoid cyst with elevation of serum
CA19-9 level. J Med Invest, 2015; 62(1-2):89-92. doi:
10.2152/jmi.62.89.

20. Hoshino A, Nakamura Y, Suzuki H, Mizutani S, Chihara N,
Matsunobu T, et al.: Giant epidermoid cyst of the spleen with ele-
vated CA 19-9 production managed laparoscopically: Report of a case.
J Nippon Med Sch, 2013; 80(6):470-74.

Ann. Ital. Chir., 93, 6, 2022 677

Laparoscopic approach for nonparasitic splenic cysts and splenic abcesses

READ-O
NLY

 C
OPY 

PRIN
TIN

G P
ROHIB

IT
ED



21. Matsui T, Matsubayashi H, Sugiura T, Sasaki K, Ito H, Hotta
K,et al.: A Splenic Epithelial Cyst: Increased Size, Exacerbation of
Symptoms, and Elevated Levels of Serum Carcinogenic Antigen 19-9
after 6-year Follow-up. Intern Med, 2016; 55(18):2629-34.

22. Duy Vo Q, Monnard E, Hoogewoud HM: Epidermoid cyst of
the spleen. BMJ Case Rep. 2013; 2013: bcr2013009707. Published
online 2013 May 9. doi: 10.1136/bcr-2013-009707.

23. Amrit Pal Singh Rana, Manjit Kaur, Parvinder Singh, Satish
Malhotra, Amarjit Singh Kuka: Splenic Epidermoid Cyst. A Rare
Entity. J Clin Diagn Res, 2014; 8(2): 175-76.

24. Sharmilee Vuyyuru, Bilal Kharbu: Epidermoid cyst of the spleen,
a case report. Int J Surg Case Rep, 2017; 35:57-59.

25. Zińczuk J, Wojskowicz P, Kiśluk J, Romaniuk W, Fil D,
Kemona A, Dadan J: Epidermal cyst of the spleen. A rare case in
clinical practice. Pol Przegl Chir, 2014; 86(4):194-97.

26. Monika Garg, Sant P Kataria, Divya Sethi, Satyavir Kumar
Mathur: Epidermoid cyst of spleen mimicking splenic lymphangioma.
Adv Biomed Res, 2013; 2: 49, Published online 2013 Jun 29. doi:
10.4103/2277-9175.114190.

27. Wang L, Xu J, Li F, Zhan H, Liu H, Chen W, Hu S: Partial
splenectomy is superior to total splenectomy for selected patients with
hemangiomas or cysts. World J Surg, 2017; 41(5):1281-1286. doi:
10.1007/s00268-016-3794-5.

28. Delforge X, Chaussy Y, Borrego P, Abbo O, Sauvat F, Ballouhey
Q, et al.: Management of nonparasitic splenic cysts in children: A
French multicenter review of 100 cases. J Pediatr Surg, 2017. pii:
S0022-3468(17)30087-8. doi: 10.1016/j.jpedsurg.2017.01.054.

29. Akhan O, Dagoglu-Kartal MG, Ciftci T, Ozer C, Erbahceci A,
Akinci D: Percutaneous treatment of non-parasitic splenic cysts: Long-
term results for single-versus multiple-session treatment. Cardiovasc
Intervent Radiol, 2017; doi: 10.1007/s00270-017-1650-0.

30. Yang X, Yu J, Liang P, Yu X, Cheng Z, Han Z, Liu F:
Ultrasound-guided percutaneous ethanol ablation for primary non-par-
asitic splenic cysts in 15 patients. Abdom Radiol (NY), 2016;
41(3):538-44. doi: 10.1007/s00261-015-0584-8.

31. Fernández-López AJ, Candel-Arenas M, González-Valverde FM,
Luján-Martínez D, Medina-Manuel E, Albarracín Marín-Blázquez
A: Laparoscopic cleavage in splenic symptomatic cyst. Cir Cir, 2016;
pii: S0009-7411(16)30135-9. doi: 10.1016/j.circir.2016.11.014.

32. Kenney CD, Hoeger YE, Yetasook AK, Linn JG, Denham EW,
Carbray J, Ujiki MB: Management of non-parasitic splenic cysts: Does
size really matter? J Gastrointest Surg, 2014; 18(9):1658-63. doi:
10.1007/s11605-014-2545.

33. Amparo Valverde Martinez, Susana Roidan Ortiz, Mercedes
Fornell Ariza, Maria Jesus Castro Santiago: Partial splenectomy for
a giant epidermoid cyst of the spleen. Clin Case Rep, 2016; 4(10):
1013-16.

34. Iimuro Y, Okada T, Sueoka H, Hai S, Kondo Y, Suzumura
K, Fujimoto J: Laparoscopic management of giant splenic true cyst
with partial splenectomy: A case report. Asian J Endosc Surg, 2013;
6(3):226-30. doi: 10.1111/ases.12024.

35. Simona Manciu, St. Tudor, C. Vasilescu: Splenic cysts: A strong
indication for a minimally invasive partial splenectomy. could the
splenic hilar vasculature type hold a defining role? World Journal of
Surgery, 2018; 42(11)3543-50.

36. Kalogeropoulos G, Gundara JS, Samra JS, Hugh TJ:
Laparoscopic stapled excision of non-parasitic splenic cysts. ANZ J Surg,
2015; 85(1-2):74-9. doi: 10.1111/ans.12367.

37. Gezer HÖ, Oğuzkurt P, Temiz A, İnce E, Ezer SS, Koçer NE,
Demir Ş, Hiçsönmez A: Spleen salvaging treatment approaches in
non-parasitic splenic cysts in childhood. Indian J Surg, 2016;
78(4):293-8. doi: 10.1007/s12262-015-1373.

38. Berelavichus SV, Smirnov AV, Ionkin DA, Kriger AG,
Dugarova RS: Robot-assisted and laparoscopic partial splenectomy for
nonparasitic cysts. Khirurgiia (Mosk), 2015; (7):41-8.

39. Palermo M, Blanco L, Acquafresca P, Menendez J, Garcia R:
Reduce port laparoscopic splenectomy for giant epitelial cyst. Arq Bras
Cir Dig, 2015; 28(4):282-85.

40. Shabtaie SA, Hogan AR, Slidell MB: Splenic Cysts. Pediatr Ann,
2016; 45(7):e251-6.

41. Galyfos G, Touloumis Z, Palogos K, Stergios K, Chalasti Maria,
Kavouras N, Lavant L: Oversized pseudocysts of the spleen: Report of
two cases.Optimal management of oversized pseudocysts of the spleen.
Int J Surg Case Rep, 2014; 5(2): 104-107.

42. Pachter HL, Hofstetter SR, Elkowitz A, Harris L, Liang HG:
Traumatic cysts of the spleen. The role of cystectomy and splenic preser-
vation: experience with seven consecutive patients. J Trauma, 1993;
35(3):430-36.

43. Mun SW, Lim TJ, Hwang EH, Lee YJ, Jeon UB, Park JH: A
case of post-traumatic pseudocyst in the spleen successfully treated with
alcohol sclerotherapy. Pediatr Gastroenterol Hepatol Nutr, 2015;
18(4):276-79.

44. van Tienhoven AJ, Lambers WM, Tan T, van Wagensveld BA,
Peerboom P, Veenstra J: Splenic abscess. Ned Tijdschr Geneeskd,
2017; 161(0):D1864.

45. Belknap AR, Guileyardo J: Systemic infection and splenic abscess.
Proc (Bayl Univ Med Cent), 2017; 30(2):173-74.

46. Davido B, Dinh A, Rouveix E, Crenn P, Hanslik T, Salomon
J: Splenic abscesses: From diagnosis to therapy. Rev Med Interne, 2017;
38(9):614-18.

47. Oneda Y, Kagawa Y, Sakisaka H, Kato T, M,Kai Y, Sato Y,
Morimoto Y, et al.: A case report of a splenic abscess due to colon
cancer in splenic flexure infiltrating into spleen. Gan To Kagaku
Ryoho, 2014; 41(12):1657-59.

48. Elasfar A, AlBaradai A, AlHarfi Z, Alassal M, Ghoneim A,
AlGhofaili F: Splenic abscess associated with infective endocarditis. Case
series. J Saudi Heart Assoc, 2015; 27(3):210-15.

49. Martínez DG, Sánchez AW, García AP: Splenic abscess after
laparoscopic Nissen fundoplication: A consequence of short gastric ves-
sel division. Surg Laparosc Endosc Percutan Tech, 2008; 18(1):82-
85.

50. Balci D, Taner B, Dayangac M, Akin B, Yaprak O, Duran C,
et al.: Splenic abscess after splenic artery ligation in living donor liv-
er transplantation: A case report. Transplant Proc, 2008; 40(5):1786-
88.

51. Singh Y, Cawich S, Aziz I, Naraynsingh V: Delayed splenic
abscess after laparoscopic sleeve gastrectomy. BMJ Case Rep, 2015;
pii: bcr2014208057. doi: 10.1136/bcr-2014-208057.

52. Tartaglia D, Galatioto C, Lippolis PV, Modesti M, Gianardi

A. Vasilescu, et al.

678 Ann. Ital. Chir., 93, 6, 2022  

READ-O
NLY

 C
OPY 

PRIN
TIN

G P
ROHIB

IT
ED



D, Bertolucci A, et al.: Splenic abscess after splenic blunt injury
angioembolization. Ann Ital Chir, 2014; 85(ePub). pii:
S2239253X1402297X.

53. Llenas-García J, Fernández-Ruiz M, Caurcel L, Enguita-Valls A,
Vila-Santos J, Guerra-Vales JM.: Splenic abscess: a review of 22 cas-
es in a single institution. Eur J Intern Med, 2009; 20(5):537-39.

54. Ismail E, El Barni R, Lahkim M, Rokhsi R, Atmane E, El Fikri
A, et al.: Splenic abscess in cancer chemotherapy. BMC Res Notes,
2015; 8: 665.Published online 2015 Nov 11. doi: 10.1186/s13104-
015-1655-1.

55. Bollegala N, Khan R, Scaffidi MA, Al-Mazroui A, Tessolini J,
Showler A, et al.: Aseptic abscesses and inflammatory bowel disease:
Two cases and review of literature. Can J Gastroenterol Hepatol,
2017; 5124354.

56. Brooks J, Ghaffari G: Aseptic splenic abscess as precursory extrain-
testinal manifestation of inflammatory bowel disease. Case Rep Med,
2014; 2014:684231. doi: 10.1155/2014/684231. Epub 2014 Sep
7.

57. Bhandarkar D, Katara A, Shankar M, Mittal G, Udwadia TE:
Laparoscopic splenectomy for tuberculous abscess of the spleen. J Minim
Access Surg, 2010; 6(3):83-5. doi: 10.4103/0972-9941.68582.

58. Mohan Khadka, Ravi Pradhan: Isolated splenic cold abscesses with
perisplenic extension: treated successfully without splenectomy. Case Rep
Gastrointest Med, 2017; 9864543, Published online 2017 Aug 20.
doi: 10.1155/2017/9864543.

59. Suk Lee W, Tae Choi S, Kuk K: Splenic abscess: A single insti-
tution study and review of the literature. Yonsei Med J, 2011; 52(2):
288-92.

60. Nagem RG, Petroianu A: Subtotal splenectomy for splenic abscess.
Can J Surg, 2009; 52(4): E91–E92.

61. Sinhasan SP: Actinomycotic splenic abscess: A rare case report.
Indian J Pathol Microbiol, 2011; 54(3):638-39.

62. Rajasekharan C, Jayapal T: Ruptured splenic abscess following per-
cutaneous transluminal angioplasty in a 40 year old man. Case. Rep
Gastroenterol, 2012; 6(2):333-39. doi: 10.1159/000339463. Epub
2012 May 31.

63. Ghidirim GL, Rojnoveanu G, Mişin I, Gagauz I, Gurghiş R.:
Splenic abscess. Etiologic, clinical and diagnostic features. Chirurgia
(Bucur), 2007; 102(3):309-14.

64. Sreekar H, Saraf V, Pangi AC, Sreeharsha H, Reddy RI, Kamat
G: A Retrospective study of 75 cases of splenic abscess. Indian J Surg,
2011; 73(6): 398-402.

65. De Greef E, Hoffman I, Topal B, Broers C, Miserez M: Partial
laparoscopic splenectomy for splenic abscess because of Salmonella infec-
tion: A case report. J Pediatr Surg, 2008; 43(5):E35-8. doi:
10.1016/j.jpedsurg.2008.01.066.

66. Faruque AV, Qazi SH, Arshad M, Anwar N: Isolated splenic
abscess in children, role of splenic preservation. Pediatr Surg Int, 2013;
29(8):787-90.

67. Ferraioli G, Brunetti E, Gulizia R, Mariani G, Marone P, Filice
C.: Management of splenic abscess: report on 16 cases from a single
center. Int J Infect Dis, 2009; 13(4):524-30.

68. Conzo G, Docimo G, Palazzo A, Della Pietra C, Stanzione F,
Sciascia V, Santini L: The role of percutaneous US-guided drainage
in the treatment of splenic abscess. Case report and review of the lit-
erature. Ann Ital Chir, 2012; 83(5):433-36.

69. Casaccia M, Macina S, Fornaro R, Frascio M, Testa T,  Stabilini
C, Gianetta E: Splenectomy for E. coli abscess: A case report with a
difficult preoperative diagnosis and unclear pathogenesis. Int J Surg
Case Rep, 2016; 25:48-50.

Ann. Ital. Chir., 93, 6, 2022 679

Laparoscopic approach for nonparasitic splenic cysts and splenic abcesses

READ-O
NLY

 C
OPY 

PRIN
TIN

G P
ROHIB

IT
ED


