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Incidentally Found Splenic Endometriosis During
Laparoscopic Splenectomy for Large Splenic Cyst
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A 26-year-old female patient presented with a large splenic cyst and underwent laparoscopic
splenectomy, with final pathology revealing endometriosis of the spleen.

Our patient presented with a long-standing history of bloating and early satiety, which she had
attributed to her diagnosis of eosinophilic esophagitis. Routine surveillance upper endoscopy revealed
extrinsic compression of her stomach, and subsequent computed tomography of the abdomen
demonstrated a large splenic cyst. She underwent laparoscopic splenectomy with final pathology
consistent with endometriosis of the spleen. While endometriosis has been discovered in virtually
every pelvic and extrapelvic organ, it has thus far never been reported in the spleen. Symptoms of
endometriosis vary widely based on the location and extent of the disease, and many women may
even be asymptomatic. Therefore, this renders diagnosis challenging, and endometriosis is frequently
found incidentally, such as in this case. This case report highlights the need for a broad differential
diagnosis, particularly in the spleen lesions.

Endometrial tissue can implant widely throughout the peritoneum. We present a case demonstrating
that endometriosis may involve even the spleen, an organ that had previously been thought immune.
This case demonstrates the variability in the presentation of extrapelvic endometriosis and highlights
the importance of pathologic examination of tissue for its definitive diagnosis.
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Case Description

Endometriosis is a condition characterized by ectopic
endometrial tissue. While the pelvis is the most common
site of endometrial implants, endometrial cells have been
found in numerous other extrapelvic peritoneal organs,
as well as on the diaphragm and in the thorax.'”? Despite
reports of endometriosis in virtually every visceral organ,
a literature review yields no prior reports of endometrio-
sis extending to the spleen. This is the case of a 26-year-
old female with no previous history of endometriosis who
presented with what was ultimately revealed to be a large
endometriotic splenic cyst.

The patient, who has a history of type 1 diabetes and eosin-
ophilic esophagitis, presented to our outpatient clinic for
surgical consultation regarding a large splenic cyst identi-
fied on cross-sectional imaging. On the most recent endos-
copy for surveillance of her eosinophilic esophagitis, she
was noted to have what appeared to be extrinsic compres-
sion of the stomach. Subsequent computed tomography
(CT) of the abdomen revealed a large splenic cyst exerting
a significant mass effect on the stomach (Figure 1).

Figure 1. CT View of Large Cystic Lesion. Published with Permission

Peripheral calcifications arise from spleen, measure approximately 10 x 9 x 9
cm, and exert mass effect on stomach.
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Upon further questioning, the patient endorsed a
long-standing history of epigastric pain, bloating, and
early satiety, which she had previously attributed to her
esophageal disease.

The differential diagnosis for the splenic cyst at the time of
presentation was vast and included traumatic, congenital,
vascular, and infectious etiologies. Given the size of the
cyst and its proximity to the splenic hilum, the decision
was made to proceed directly with splenectomy.

Following appropriate pre-operative vaccinations, the
patient was taken to the operating room for laparoscop-
ic splenectomy. The cyst was immediately visualized upon
entry to the abdomen with a laparoscope. The remainder of
the abdomen and the pelvis were inspected, and no abnor-
malities were noted elsewhere. The cyst was then decom-
pressed using a sharp-tip suction catheter to visualize its
attachments and relationship to the splenic vasculature
better. It was first carefully liberated of dense adhesions
to the omentum and the splenic flexure of the colon, then
circumferentially dissected free. After vascular isolation,
the spleen and cyst were removed and sent for pathologic
evaluation (Figure 2).

Figure 2. Gross Image of Spleen Showing Disrupted Cystic Structure with
Surface Fibrosis and Focal Calcifications. Published with Permission
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The patient tolerated the procedure well and had an
uneventful postoperative course. She was discharged home
on the first postoperative day.

Final pathology revealed splenic tissue with an endome-
triotic cyst as characterized by endometrial glands and
stroma, with areas of fibrous change and chronic hemor-
rhage (Figure 3). By immunohistochemistry, the glandular
epithelium was positive for PAX8 as well as estrogen and
progesterone markers, further supporting the diagnosis.

Of note, our patient was nulliparous, had a regular men-
strual cycle, and had no known history of endometriosis.

Endometrial cells typically implant in the pelvis, partic-
ularly on the ovaries, fallopian tubes, and other adjacent
structures. However, ectopic endometrial tissue has been
found in virtually all visceral organs, as well as on the dia-
phragm, in the thoracic cavity, and the soft tissues.?

The presentation of endometriosis is frequently non-spe-
cific and varies based on the location of the disease. Addi-
tionally, there is rarely pathognomonic imaging, and a
prior history of endometriosis may or may not be pres-
ent. These factors and the need for pathologic examina-
tion of tissue render the non-surgical diagnosis of visceral
endometriosis particularly challenging. Numerous reports

Figure 3. Representative Image of Splenic Cyst Wall. Published with Permission

A) Hematoxylin and eosin (H&E) stained section at 100x magnification showing splenic cyst wall with rare endometrial-type glands with tubal metaplasia; B) H&E
stained section at 100x magnification showing splenic cyst wall with fibrosis and focal collections of hemosiderin-laden macrophages.

Discussion

Endometriosis is a condition of ectopic endometrial tis-
sue and has been reported to affect up to 10% of repro-
ductive-aged women.* It is characterized by the presence
of endometrial glands and stroma outside of the uterus.
Endometrial implants can also contain fibrous tissue and
blood breakdown products, forming what is often referred
to as a “chocolate cyst.” Numerous theories regarding the
pathogenesis of endometriosis have been proposed. The
predominating theory is ectopic implantation of endo-
metrial cells in the peritoneum from retrograde menstrual
flow.® These implants subsequently induce an inflammato-
ry response and not infrequently can cause pain, dysmen-
orrthea, and dyspareunia.’
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of incidentally found endometriosis have been confirmed
only on final surgical pathology. In one large systematic
review that included 43 patients with visceral endometri-
osis, endometriosis was suspected prior to tissue diagnosis
in only 37% of patients.! Notably, our patient denied any
cyclical changes in pain related to her menstrual cycle and
had no known history of endometriosis. Had she endorsed
a prior history of endometriosis or had pelvic endometrial
implants been identified intraoperatively, she would have
still likely required splenectomy to manage her symptoms,
in addition to gynecologic evaluation.

Interestingly, the one organ that previously appeared resis-

tant to endometrial cells was the spleen; although previ-
ously reported in mice models,” splenic endometriosis had
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never been observed in humans. In fact, it had been previ-
ously reported that the spleen might be immune, although
the physiology of that immunity was not well character-
ized.? This case suggests that that may not be the case and
that the spleen is also a target for implantation of endome-
trial tissue. As illustrated here, endometriosis should be on
the differential for cystic neoplasms of virtually all visceral
organs, including the spleen.

Conclusion

Endometrial tissue can implant widely throughout the
peritoneum. We present a case demonstrating that endo-
metriosis may involve even the spleen, an organ that had
previously been thought immune. It reflects the variability
in the presentation of extrapelvic endometriosis and high-
lights the importance of pathologic examination of tissue
for its definitive diagnosis.

Lessons Learned

Endometrial tissue can be found throughout the pelvis,
peritoneum, and even the thoracic cavity. The diagno-
sis before surgery is not always obvious, as in this case of
splenic endometriosis presenting as a large splenic cyst. A
wide differential is crucial, as is pathologic tissue examina-
tion.
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