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Abstract
Wandering spleen is a clinical rarity, torsion of a wandering spleen is a rare cause of an acute 
abdomen.  The  etiology  of  wandering  spleen  is  not  precisely  understood  and  this  clinical 
condition  presents  a  diagnostic  challenge  for  clinicians.  Available  treatment  options  include 
splenectomy. This is the first reported cases of such an anomaly in our hospital.

Introduction

here  is  a  wide  spectrum  of 
congenital  anomalies  of  spleen, 
ranging  from  the  common 

splenic lobulation and accessory spleen 
to  rare  conditions  such as  a  wandering 
spleen  and  polysplenia1,2.  The  majority 
of  these  anatomical  variants  have  no 
clinical significance. On the other hand, 
a wandering spleen may rotate around its 
pedicle and present as an acute abdomen 
due to splenic infarction3,4. It is usually 
seen in the age range of 20-40 years and 
is rare in children5. Absence or laxity of 
the splenic suspensory ligaments results 
in  increased  splenic  mobility  thereby 
allowing it  to rotate axially on its long 
pedicle6. Torsion may vary from ½ to 6 
complete turns around its axis depending 
upon  the  weight  of  spleen,  length  of 
pedicle  and  degree  of  ligamentous 
laxity7.  Here, we describe two cases of 
wandering spleen complicated by splenic 
infarction.  Early  recognition  of  the 
condition  and  timely  surgical 
intervention  are  highlighted  to  prevent 
complications.

T Case No.1
 A  29-year  old  child  bearing  female 
patient  presented  acutely  with  a  one 
week  history  of  worsening  lower 
abdominal  pain  associated  with  nausea 
and  vomiting.  The  pain  was  started  3 
months ago when she was in early third 
trimester  as  a  vague  lower  abdominal 
pain. Examination revealed tachycardia, 
fluctuating  pyrexia  and a  tender  supra-
pubic mass, which appeared to be arising 
from  the  pelvis.  Abdominal  ultra-
sonography demonstrated a 27 x 14 cm 
mass arising from the pelvis, in addition 
to  a  trace  of  free  fluid  in  the  pelvis. 
Contrast-enhanced  tomography  de-
monstrating  splenic  enlargement  with 
replacement  of  splenic  parenchyma  by 
hematoma.  Laparotomy  confirmed  an 
infarcted spleen secondary to torsion of a 
long  splenic  pedicle  (Figure  1).  The 
spleen was located in the left iliac fossa 
wrapped  by  omentum  with  no 
ligamentous  attachments  (wandering 
spleen).
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Splenectomy  was  performed.  Histo-
pathology  examination  confirmed  an 

infarcted  spleen.  The  patient  made  an 
uneventful  recovery  and  was 
asymptomatic at two months follow up.

Figure 1: Case No. 1 at laparotomy

Case No. 2
 A previously healthy,  9  year  old girl 
presented with a history of abdominal 
pain in left iliac fossa for 3 days. Pain 
was  sudden  in  onset  associated  with 
episodes  of  vomiting  and  mild 
abdominal  distension.  Clinical 
examination revealed a tender, smooth, 
mobile  lump,  20 x 10 cm, in  the left 
flank.  Ultrasonography diagnosed  this 
lump to be a mobile mass in left iliac 
fossa.  Urgent  laparotomy  was 
undertaken.   An  enlarged   infarcted 

Figure 2: Case No. 2 at laparotomy.

spleen  approximately  22  x  10  cm,  it 
was  found  completely  devoid  of  its 
ligamentous attachments (fig.2), it was 
situated anterior to abdominal organs & 
twisted on its pedicle by 360 degrees. 
After  derotation,  viability  of  spleen 
appeared  compromised.  Splenectomy 
was  done.  Postoperatively  the  child 
was vaccinated against  pneumococcus 
and H. influenza along with long acting 
Penicillins. There was no postoperative 
complications  and  the  patient  was 
discharged in satisfactory condition.
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Discussion
The wandering spleen is a rare clinical 
entity with an incidence of less than 1 
in  2000  and  accounts  for  only  2  per 
1000 splenectomies1,3.  It  is  commonly 
reported in females of childbearing age 
and  rarely  seen  in  children.  A  male 
predominance  has  been  found  in 
children less than 10 years with Male: 
Female  ratio  of  6:1  while  a  female 
predominance  is  seen  in  adults3,4.  the 
spleen  is  normally  covered  by 
peritoneum and is  fixed by the lieno-
renal  and  gastro-splenic  ligaments.  It 
therefore  has  very  little  mobility. 
Laxity of the peritoneal attachments of 
the  spleen  results  in  splenic  hyper 
mobility,  known as  wandering spleen. 
Both  congenital  and  acquired  causes 
have  been  proposed  to  explain  this. 
Incomplete  fusion  of  the  dorsal 
mesogastrium  to  the  posterior 
abdominal  wall  during  the  second 
month  of  embryonic  development  is 
thought to result in an unusually long 
splenic pedicle leading to a wandering 
spleen1,2.  An  acquired  mechanism  is 
thought to exist in multiparous women 
secondary to hormonal changes during 
pregnancy  and  associated  abdominal 
laxity.  Other  factors  thought  to  cause 
laxity  of  the  supporting  structures 
include  splenomegaly,  trauma  and 
gastric  distension3,4.  However,  the 
precise etiology of wandering spleen is 
not completely understood. Wandering 
spleen  may  remain  asymptomatic 
therefore,  the  true  incidence  is 
unknown or  may present  clinically in 
the  form of  a  freely  mobile  lump  in 
abdomen,  acute  pancreatitis  or 
intestinal  obstruction.  Sudden  torsion 
may result in acute abdomen with life 
threatening  complications  like  splenic 
infarction, gangrene, splenic abscess or 
rupture with a mortality rate as high as 

50%8-10.  Episodes  of  acute  torsion 
result  in  intermittent  abdominal  pain 
which  may  cause  splenic  vein 
thrombosis leading to left sided portal 
hypertension,  gastric  hemorrhage  or 
congestive  splenomegaly.  Internal 
herniation of the wandering spleen has 
also  been  reported  to  cause  recurrent 
abdominal  pain8,9.  Multiple  imaging 
techniques  have  been  proposed  to 
diagnose  a  torted  wandering  spleen. 
These  include  plain  radiographs, 
barium  studies,  scintigraphy, 
ultrasound  and  CT  scan11,12.  Plain 
radiographs  and  barium  studies  are 
usually  non-specific.  Ultrasound  scan 
may  demonstrate  the  ectopic  position 
as  well  as  a  variable  echo  pattern  if 
infarcted12. Contrast enhanced CT is the 
preferred  study  for  diagnosing  a 
wandering  spleen  when  torsion  is 
suspected  clinically  or  on  imaging 
studies. It is the whorled appearance of 
the splenic vessels and surrounding fat 
that  is  considered  pathognomonic  of 
the condition7,11.  Initially,  splenectomy 
was the treatment of choice. Currently, 
owing  to  overwhelming  post-
splenectomy sepsis and high mortality, 
splenectomy  is  indicated  only  if  the 
blood  supply to  the  spleen  cannot  be 
restored  on  detorsion13.  Aiming  to 
preserve  splenic  function,  various 
techniques  of  splenopexy  have  been 
used. These include pexing the spleen 
by its capsule to the left upper quadrant 
laparoscopically,  forming  a  post-
erolateral extraperitoneal pocket at the 
level of 12th rib, mobilizing the splenic 
flexure  of  colon  and  then  fixing  the 
greater curvature of stomach to anterior 
abdominal  wall  and  the  use  of 
polyglycolic  mesh13,14.  Splenopexy  is 
followed by a  high relapse rate.  Auto 
transplantation of viable splenic tissue 
in greater omentum or retroperitoneum 
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is  another  option  if  the  spleen  is 
viable14.
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