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Abstract
Splenic cysts are relatively common and usually involve post-traumatic or infective aetiologies. The management of splenic
cysts varies in its aetiology, symptomology and size. Surgical intervention is warranted for symptomatic, larger sized
cysts > 5 cm and can involve spleen-preserving laparoscopic cyst fenestrations, marsupialization or potentially a splenectomy.
In this case report, we review a rare case of an ectopic ovarian cystadenoma presenting as a large recurrent splenic cyst.

INTRODUCTION
Splenic cysts are a relatively common and typically involve
post-traumatic or infective aetiologies. Management of splenic
cysts relies on its size, infective status and symptomology.
Surgical intervention is often warranted for symptomatic,
larger cysts > 5 cm. Operative intervention range from spleenpreserving laparoscopic cyst fenestrations or marsupialization
to a total splenectomy. We report a rare case of ‘a simple splenic
cyst’ which ultimately was shown to be a rare ectopic ovarian
serous cystadenoma.

CASE REPORT
A 39-year-old woman presented to our service for review following a failed laparoscopic fenestration of a reported simple large
splenic cyst. She possessed no background history of note and
was on the oral contraceptive pill. She gave a history of having
worsening and progressive left upper quadrant pain over the last
2 years. This had been investigated with ultrasonography, which
revealed a large uncomplicated splenic cyst. This had previously
been managed with percutaneous aspirations and ultimately a
laparoscopic cyst wall fenestration and drainage.
Two weeks following the laparoscopic cyst wall fenestration
and drainage, patient re-presented with recurrent left upper

Figure 1: Macroscopic splenectomy specimen.

quadrant pain. She was referred to our service when repeat ultrasound imaging showed re-accumulation of the cyst. Given the
size of the cyst and previous interventions, an open splenectomy
was performed following immunization. Operation was completed without complication and the patient made an uneventful recovery. Figure 1 shows the macroscopic splenectomy
specimen.
At pathologic evaluation, it was evident that 80% of the spleen
was occupied by a 100 × 100 × 70-mm cyst. Microscopy demonstrated the presence of an ovarian type, serous cystadenoma.
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Laparoscopic methods have been suggested as first line
for symptomatic cysts. It has advantages of reduction in
postoperative pain, length of hospitalization, improved cosmesis
and preservation of splenic function [9]. Total splenectomy,
as in this case report, is indicated when minimally invasive
surgical techniques or operations like partial splenectomy
have failed [8]. Given the rare nature of the presenting case,
a referral to a gynaecologist is necessary to investigate potential
further involvement of para-ovarian organs. Generally, benign
cystadenomas offer good prognosis [10].
In conclusion, when establishing a list of differential diagnosis for splenic cysts and masses, clinicians should be alert
to the rare possibility of cystadenoma/cystadenocarcinoma with
ovarian subtypes as demonstrated in this case.
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Figure 2: (A) Cyst wall demonstrated typical features of ovarian type serous
cystadenoma composed of bland serous epithelial cells overlying ovarian type
stroma. (B) Epithelial cells show typical serous features including cuboidal cytology and ciliation. (C) Ovarian type stroma merging with areas of splenic epithelial
cyst with attenuation of the epithelium and loss of cilia. (D) Majority of the cyst
shows typical features of a splenic epithelial cyst.
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