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Epithelial Cyst of the Spleen with
Sqguamous Metaplasia: A Rare Entity

[ Pathology Section ]

VISSA SHANTHI', VENGALA CHIDANANDA REDDY? NANDAM MOHAN RAO?®, BHAVANA GRANDHI*, SUNEETHA KONA®

ABSTRACT

Epithelial splenic cysts are uncommon lesions which occur in the spleen. The aetiopathogenesis of these cysts is not clear. We are reporting
a case of an epithelial cyst which occurred in the spleen in a 40-year-old female, which was multiloculated and which had flattened lining

epithelium. Some foci showed squamous metaplasia.
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INTRODUCTION

Splenic epithelial cysts are arare entity, which is usually asymptomatic
and is detected incidentally during use of imaging techniques. Large
cysts may produce pressure symptoms and pose complications of
splenic rupture, leading to intra-abdominal bleeding, which can be
life threatening. Treatment of choice during such complications is
splenectomy [1].

CASE REPORT

A 40-years-old female was admitted with left upper quadrant
discomfort of 5-months duration and pain in abdomen of 3 months
duration. A history of bloating, which was often accompanied by
feeling of fullness on eating even a small meal, was reported. There
was no history of trauma or surgical interventions which were done
in the past. Abdominal examination revealed mild tenderness in left
hypochondriac region and splenomegaly, with a palpable splenic [Table/Fig-1]: Multiloculated splenic cyst filled with mucinous material
notch. Other blood investigations were normal.

Ultrasound of the abdomen showed an enlarged spleen which
measured 13x10x6cm, with well-defined homogenous non en-
hancing lesions in the superior and inferior poles of the spleen,
which measured 6x6¢cm each. The enlarged spleen compressed
the greater curvature of stomach. There was no evidence of cysts in
kidney, liver or any other major organs. Splenectomy was done and
specimen was sent for a histopathological examination

MORPHOLOGY

Gross: We received a splenectomy specimen which measured
12x9x6cm. Cut section showed two cysts which were filled with
grey white, thick, mucinous material. Each cyst measured 6x5cms
[Table/Fig-1]. Microscopically, the cyst wall showed flattened lining
epithelium [Table/Fig-2]. In some foci, squamous epithelium [Table/
Fig-3] and hob nail cells were noted . Adjacent to cyst wall, normal
splenic parenchyma with congested sinusoids and lymphoid follicles [Table/Fig-2]: Splenic Cyst wall with flattened lining epithelium (H&E,X400)
was noted and they were diagnosed as an epithelial splenic cyst.

non parasitic. Non parasitic cysts are divided into primary or true cysts
DISCUSSION and secondary or false cysts, depending on presence or absence
Splenic cysts are rare, with an incidence of 0.07%. Fowler, after  of cellular lining of the cyst wall [4]. Regarding the histogenesis of
an extensive review of world literature, proposed first pathological  the epithelial splenic cysts, Burrig [5] and Ough et al., [6] reported
classification in 1953 [2]. This was thought of as a complex method  that these cysts originated from invagination of capsular peritoneal
and later, Martins proposed a simpler and a more practical clinical  mesothelium or collection of peritoneal mesothelial cells which were
version, which became popular [3]. Cysts may be parasitic (75%) or  trapped in splenic sulci, as were also congenital cysts. Congenital
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[Table/Fig-3]: Splenic Cyst wall with squamous lining epithelium (H&E,X400)

cysts which arose from normal lymph spaces in the spleen have
also been postulated [7]. The mesothelium subsequently undergoes
squamous metaplasia, which probably occurs secondarily to
chronic irritation.

Spontaneous intra-splenic bleeding or collection of fluid after an
injury, results in epithelial cyst of spleen. Presence of haemosiderin
in cyst fluid and wall supports the bleeding hypothesis. Bleeding
from ectatic veins in the wall, which causes initial cyst formation and
further enlargement due to osmotic effect of the retaining fluid, has
also been proposed [8]. Immature metaplasia in the lining epithelium
expresses intermediate filaments (kerain and cam 5.2) and surface
epithelial marker (CEA) is expressed weakly [9)].

Squamous epithelium of epidermoid splenic cyst, either of terato-
matous derivation or which arises from foetal epithelial inclusion is
supported by a similar CK profile, as is expressed by an ovarian
mature teratoma [10]. Parasitic lesions of Echinococcus, intrasplenic
pancreatic pseudocysts, pseudocysts from splenic trauma can also
present as cystic lesions of spleen. Infection, infarction, pyogenic
abscess, metastatic diseases and cystic lymphangioma or haem-
angioma can also present as cystic lesions of spleen.

Making a histological distinction between epidermoids and meso-
thelial cysts may be difficult, but they can be differentiated on the
basis of immunohistochemistry. Epidermoid cysts are positive for
CEA, CA 19-9 and cytokeratin, but they are negative for calretinin,
whereas mesothelial cysts are positive for cytokeratin and calretinin,
but negative for CEA and CA 19-9. Occasionally, lining epithelium of
the typical cyst can be mistaken for endothelium, leading to a false
diagnosis of lymphangioma or haemangioma. In the typical true
splenic cysts, the lining epithelium is positive for keratins (epithelium)
and negative for factor VIII (endothelium).

Primary splenic cysts are encountered more commonly in children
and young adults [11].

Few familial cases have been reported in the literature [12]. Among
adults, it is more common in second and third decades of life,
with a female preponderance. The clinical manifestation of splenic
cysts is non-specific. Small cysts are usually asymptomatic. An
asymptomatic painless abdominal mass is the presenting feature
in 30-45% of cases. Other symptoms are, pressure exerted by the
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cysts on other organs such as the stomach (reflux oesophagitis),
the kidney or left renal artery (hydronephrosis, hypertension), the
diaphragm (coughing and pain in the left shoulder) or the heart
(arrhythmias).

Laboratory studies may show elevated levels of tumour markers,
carcinomabryonic antigen (CEA) and CA 19-9. Ultrasonography
shows that the cysts are either anechoic or hypoechoic. Infection,
intracystic haemorrhage, rupture, either spontaneous or traumatic,
leading to haemoperitoneum and peritonitis, are complications of
epithelial cysts.

Histology of epidermoid cysts shows squamous epithelium and thick
collagenous walls with inter-connecting bridges. Presence of a thick
trabeculated fibrous band which is covered by epithelium is seen in
the interior cyst wall. Cholesterol crystals, breakdown products of
haemorrhages or protein particles are seen in cyst fluid.

Treatment depends onthe size ofthe splenic cyst. Non parasitic cysts
which are larger than 5 cm are susceptible to haemorrhage, rupture,
and infection. Therefore, a surgical treatment is recommended for
symptomatic, large (more than 5cm), or complicated cysts [13].
The options of treatment are percutaneous aspiration or sclerosis.
Partial splenectomy, total cystectomy, marsupialization or cyst
decapsulation (unroofing), colposcopic puncture and creation of
a cyst peritoneal window, are the various conservative surgeries
which are available. If the cyst is very large and if there are multiple
cysts, a complete splenectomy should be performed.

CONCLUSION

For the abdominal masses which occur in young individuals,
splenic epithelial cysts should be considered as one option of the
differential diagnosis. Splenic cysts increase the risk of splenic
rupture in conditions like blunt abdominal injuries and increased
intraabdominal pressure. In cases where there is adequate splenic
parenchyma, an attempt to preserve the spleen should be done,
whereas splenectomy is recommended when there is splenic
rupture with intraabdominal haemorrhage.
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