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    Abstract
Splenic cysts can be congenital, vascular, neoplastic, inflammatory, and posttraumatic contributing to 30%–40% of the total splenic lesions.Congenital splenic cysts are usually asymptomatic and are rarely seen in routine surgical practice. Due to lack of typical clinical presentation, they are discovered incidentally. Splenic congenital cysts constitute approximately 10% of total cysts. Primary (true) cysts make up approximately 20% of all types of cysts which occur in spleen. Epidermoid cysts are the rarest, which comprise only 10% of benign, nonparasitic cysts which occur in the spleen. Here, we present a case of 28-year-old female who presented to the hospital with vague upper abdominal pain and on clinical and radiological investigations was diagnosed as a case of congenital epidermoid cyst of the spleen with evidence of intracystic bleed which was managed laparoscopically.
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    Introduction


    Splenic cysts are rare. They may be congenital, neoplastic, vascular, inflammatory, and posttraumatic in origin[bookmark: ft1][1] and may contribute to 30%–40% of the total splenic lesions.[bookmark: ft2][2] Splenic cysts are asymptomatic in around 30%–60% of patients.[bookmark: ft3][3] Type I cysts are true (primary) cysts with a cellular lining of parasitic or nonparasitic origin. Type II cysts are false (secondary) cysts without a cellular lining and are most commonly found following blunt trauma to the spleen. Here, we present a case of 28-year-old female who presented to the hospital with vague abdominal pain and on clinical and radiological investigations turned out to be a congenital epidermoid cyst of the spleen. She underwent laparoscopic splenic cyst marsupialization with omentopexy.


    Case Report


    History and examination


    A 28-year-old woman presented with chief complaint of vague abdominal pain for 1 month, with no radiation of pain. There was no history of fever and trauma and there was no association with food intake. On physical examination, a firm, smooth, nontender mass was palpable in the left hypochondrium.


    Computed tomography of the abdomen, after administering oral and intravenous contrast, showed a large hypodense nonenhancing lesion measuring 12.0 cm × 11.0 cm × 10.0 cm in the upper portion of the spleen with mass effect on stomach. No septations/calcifications were found in the lesion and a radiological diagnosis of a large nonenhancing splenic cyst was made.


    Operative course


    Relevant preoperative investigations were done. She was optimized for surgery. Under general anesthesia, patient in the right lateral 45° tilt, with standard three-port technique used, a large unilocular simple cyst of superior pole of the spleen around 12.0 cm × 10.0 cm with clots was found [Figure - 1]. The presence of clots points to intracystic bleed is the cause of recent pain which was not picked up on contrast-enhanced computed tomography (CECT). Laparoscopic cyst marsupialization [Figure - 2] with omentopexy [Figure - 3] was performed. Postoperative ultrasound scan of the abdomen done did not reveal any perisplenic collection confirming the effectiveness of omentopexy.
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        	Figure 1: Splenic cyst
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        	Figure 2: Marsupialization of the cyst
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        	Figure 3: Omentopexy
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    Histopathology


    The cyst was sent for histopathological examination, [Figure - 4] and it showed cyst wall lined with columnar-to-cuboidal epithelium, stroma with fibrocollagenous tissue with hemorrhage areas of fibrosis, and hyalinization and a diagnosis of a splenic epidermoid cyst [Figure - 5], [Figure - 6] was made. The postoperative clinical course of the patient was satisfactory and uneventful.
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        	Figure 4: Gross specimen of the splenic cyst
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        	Figure 5: Computed tomography image depicting the splenic cyst
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        	Figure 6: Computed tomography scan view
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    Discussion


    Splenic cystic lesions are rare, uncommon in routine surgical practice. Martin et al. classified splenic cysts as Type I primary (true) cysts with cellular linings of parasitic or nonparasitic origin.[bookmark: ft4][4] Nonparasitic Type I splenic cysts are further divided into congenital and neoplastic cysts. Different types of congenital cysts are epidermoid, dermoid, and endodermoid cysts, whereas neoplastic cysts constitute hemangiomas and lymphangiomas. Of these, hemangiomas are the foremost common ones and dermoid cysts are the least type of common ones. Type II cysts without cellular linings are called false (secondary) cysts. Primary (true) cysts account to approximately 20% of all kinds of cysts which occur in the spleen. Epidermoid cysts are the rarest variety, which account only 10% of benign, nonparasitic cysts which occur within the spleen.[bookmark: ft5][5]


    The most common symptoms include left upper quadrant pain, vague sensation of fullness attributed to the distension of its capsule, and nausea and vomiting secondary to compression of the stomach. They will even be discovered following the complications such as rupture, intracapsular hemorrhage, or infection. Indications for operative intervention include cysts with a diameter >5 cm and people who are symptomatic. Cysts with a diameter >5 cm are more likely to rupture leading to life-threatening hemoperitoneum.[bookmark: ft6][6]


    Operative intervention aims to eradicate the cyst and prevent further recurrence. Operative methods include both open and laparoscopic techniques. In the past, splenectomy was thought to be the sole management. However, with recent advances, splenic preserving surgery has the advantage of avoiding the lifelong risk of the potentially fatal overwhelming postsplenectomy sepsis (OPSI). Postsplenectomy patients have a lifetime risk for developing OPSI is 5%, which carries a mortality of 38%–69%.[bookmark: ft7][7] Options for splenic preservation include partial splenectomy, cystectomy, cyst decapsulation, and marsupialization.


    Other drainage techniques using radiological guidance, the incidence of recurrence has been reported to be as high as 100%; hence, surgery is accounted as the treatment of choice. Radiologically, distinguishing between true and false splenic cysts preoperatively is often difficult, and also, the diagnosis relies on histopathological examinations of the cyst.


    Conclusion


    Of the splenic cysts that are diagnosed, majority are parasitic and only few of them are congenital cysts. Congenital cysts are usually asymptomatic and intracystic bleed is one of the causes for pain. CECT may not always pick up intracystic bleeding if they are insignificant or chronic. Splenic preservation should always be the goal when dealing with benign splenic diseases, and laparoscopic splenic preservation techniques such as cyst marsupialization are effective techniques for management. The addition of cavity obliteration technique such as omentopexy is a simple addition in addressing the issues of cyst recurrence and avoiding cavity-related complications. Laparoscopic splenic preservation procedures for benign splenic cysts, when feasible, is preferable than total splenectomy due to low rates of recurrence and less patient morbidity, and advantage of preservation of splenic function and addition of a cavity obliteration technique increase the effectiveness of the procedure without additional morbidity.
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  Figure 1: Splenic cyst
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  Figure 2: Marsupialization of the cyst
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  Figure 3: Omentopexy
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  Figure 4: Gross specimen of the splenic cyst
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  Figure 5: Computed tomography image depicting the splenic cyst
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  Figure 6: Computed tomography scan view
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