Malignant melanomas are the common malignan-
cies with ability to metastasize to the liver (1); mo-
reover, acute hepatic failure was also described af-
ter liver metastasis of malignant melanomas (2).
The percentage of metastatic melanomas of unk-
nown origin was reported to range from 2.3-4.7%
(3,5). The most commonly observed areas of me-
tastatic melanomas of unknown origin were regio-
nal lymph nodes, subcutaneous areas, abdominal
viscera, and tissues such as brain and lung (3,5).
To our knowledge, there is only one case in the
English literature of liver metastasis without ori-
gin, but this patient also presented with metasta-
sis to the skin and lung (5). Extensive exclusion
criteria of malignant melanomas of unknown ori-
gin were noted by Das Gupta et al. in 1965 (3). Pa-
tients undergoing prior excision of suspicious me-
lanocytic or pigmented lesions despite different
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areas; patients with a history of orbital enucleati-
on or exenteration; patients with scars in the regi-
on of the infiltrated lymph node drainage area;
and patients without any examination of ophthal-
mic and genital areas were not included in the di-
agnosis of malignant melanomas of unknown ori-
gin. Upper airway and lower gastrointestinal exa-
mination (4), chest CT and/or X-ray, abdominal
USG or CT, lymph node USG of palpable lympha-
denopathy, and cranial CT or magnetic resonance
imaging should be investigated before reaching
the diagnosis of malignant melanomas of unk-
nown origin (5).

In conclusion, metastatic liver malignant melano-
ma of unknown origin is a rare manifestation of
malignant melanomas, and its diagnosis should be
made only after fulfilling the exclusion criteria.
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Huge congenital epidermoid spleen cyst in an adult

To the Editor,

Spleen cysts are rare in clinical practice. They are
classified essentially as parasitic or non- parasitic
based on their etiology and as true or pseudo ba-
sed on the presence or absence of lining epitheli-
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um. Primary cysts (true with own lining) repre-
sent 30-40% of all cysts and occur mostly in chil-
dren. Secondary cysts (pseudocysts with no lining)
are more frequent. The pathogenesis of true cysts
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is unknown and numerous hypotheses are given
by different authors (1,2). The familial occurrence
of epidermoid cysts of the spleen is rare (3). Ultra-
sound and computerized tomography (CT) are use-
ful for the diagnosis. A microscopic examination of
the surgical specimen is the only way to make the
diagnosis of an epidermoid cyst. The histological
characteristic of epidermoid cyst is the presence of
an epidermoid epithelial cyst lining of the surface.
Although the number of cases of splenic cyst is in-
creasing with advances in diagnostic modalities,
epidermoid cyst of the spleen is still rare. Here, we
present a patient with a giant epidermoid spleen
cyst with a maximum diameter of approximately
20 cm according to preoperative imaging studies.

A 23-year-old female was admitted to our hospital
with an abdominal pain localized in the left upper
quadrant that had started two days before. The
physical examination revealed a palpable mass on
the left upper quadrant. Ultrasonography revea-
led a giant cyst. Maximum diameter of the cyst
was 20 cm. Similarly, CT scan revealed a homoge-
neous, low-attenuated giant cyst in widespread
contact with the spleen (Figure 1). Biochemical
analyses were normal. Surgery was planned, and
pathological examination of the spleen showed an
epidermoid congenital cyst (Figures 2, 3). The re-
maining spleen parenchyma was atrophic. The
postoperative course was free of complications,
and the patient was discharged from the hospital
four days after surgery.

Congenital epidermoid splenic cysts are rare in the
literature. The cystic fluid can be thin and serous,
but cysts with turbid and viscous fluid have been
reported as well. The cyst presents as an asympto-
matic abdominal mass or with pain in the left up-

Figure 1. Computerized imaging of the spleen cyst.
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Figure 2. Spleen with huge cyst material.
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Figure 3. Microscopy of the cyst wall shows the stratified squa-
mous lining epithelium.

per quadrant due to enlargement, hemorrhage,
rupture, or infection. Conventional treatment of a
non-parasitic cyst is total splenectomy, but alter-
native treatment options including aspiration, in-
ternal and external marsupialization, partial sple-
nectomy, and partial cystectomy (decapsulation)
have been reported. These treatments can be per-



formed by open or laparoscopic surgery (4-6). Fol-
low-up is recommended for small asymptomatic
cysts, up to 5 cm in diameter. In our patient, the
cyst was very large and centrally located, and sple-
en parenchyma was thin, as it was almost comple-
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tely occupied by the mass. We preferred a laparo-
tomy, and splenectomy was performed.

In conclusion, we present a young adult case with
a long-standing, huge, and asymptomatic congeni-
tal epidermoid cyst.
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Tuberculous peritonitis case at advanced age
presenting with chylous ascites

INTRODUCTION

Chylous ascites is defined as peritoneal fluid accu-
mulation with milky appearance rich in triglyceri-
des. It is detected in the abdominal cavity in asso-
ciation with thoracic or intestinal fluid accumula-
tion. Our case was a tuberculous peritonitis case
emerging suddenly at an advanced age and pre-
senting with chylous ascites.

CASE REPORT

A 65-year-old male patient referred to our hospital
with the complaint of progressive abdominal bloa-
ting increasing within the last month. He reported
night sweating, weight loss, fatigue, and wides-
pread abdominal pain.

Evaluation of laboratory parameters revealed
mild anemia and also high C-reactive protein
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(CRP) and erythrocyte sedimentation rate (ESR)
levels. Of tumor markers, only Ca-125 was found
to be high (500 U/ml). According to examination of
the ascitic fluid, it was of chylous consistency,
with a white cell count of 800/mm® (lymphocyte-
dominant) - 386/mm?), total protein 5.8 g/dl, albu-
min 2.5 g/dl, glucose 56 mg/dl (simultaneous blood
glucose: 94 mg/dl), lactate dehydrogenase (LDH):
211 U/L, triglyceride: 1632 mg/dl, and adenosine
deaminase (ADA): 38 IU/L. Serum-ascites albu-
min gradient (SAAG) was calculated to be 0.9.
Test for acid-resistant bacilli (ARB), which were
investigated twice in ascitic fluid, was negative,
and in cytological examination, benign mesotheli-
al cells were reported to be present.

In abdominal ultrasonography (USG), the liver
was found to be of normal size with regular bor-
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