
 andering spleen is a rare entity with a constant
danger of splenic torsion leading to splenomegaly

and infarction.  It occurs consequent to an embryonal
disturbance in the development of the ligaments
connecting  the spleen with the surrounding tissues.1  It
may be associated with other congenital or hereditary
disorders.  There is always a constant threat of torsion,
infarction, rupture, infection or trauma.2-4  The
diagnosis of this condition is very difficult due to the
lack of specific clinical manifestations, and a high
index of suspicion is required. Ultrasonography (US),
computerized tomography (CT), magnetic resonance
angiography,  arteriography, scintigraphy and Doppler
scanning are very useful tools for confirming the
diagnosis.

Case Report. Patient one.  A 28-year-old woman
presented with recurrent attacks of lower abdominal
pain for the last 3-4 months which on presentation
were severe.  The pain was stabbing in nature and was
not associated with vomiting, fever or urogenital
symptoms.  On examination there was a tender, freely
mobile, mid-abdominal mass measuring 8 x 10 cm.
Her complete blood count was normal.  Abdominal
ultrasound revealed an empty splenic  area and a
homogenous, hypoechoic mass in the center of
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abdomen highly suggestive of an ectopic spleen.  A
Doppler sonogram showed no blood flow in the hilum
of the spleen consistent with torsion.  At laparotomy,
the mass was found to be a spleen located in the center
of the abdomen and displacing the bowels.  It had a
long thrombosed pedicle which was pulling the tail of
the pancreas inferiorly.  Splenectomy was carried out.
The spleen was found viable.  The histopathological
examination confirmed a normal spleen with
thrombosed vascular pedicle.  The patient had an
uneventful postoperative recovery.

Patient 2.  A 40-year-old woman presented with
severe pain in the left hypochondrium of few days
duration.  There was no fever, vomiting or urogenital
symptoms.  On examination there was tenderness in
the left hypochondrium and left renal angle.
Abdominal ultrasound showed an empty splenic region
and a 12 x 6 cm homogenous mass was replacing the
absent left kidney.  At laparotomy, the left kidney was
absent and the mass was proved to be a spleen with
thrombosed  pedicle.  Splenectomy was carried out.
Histopathology revealed multiple infracted areas.
Post-operative period was uneventful.

Patient 3.  A 65-year-old female patient was
complaining of recurrent lower abdominal pain of 2
months duration.  The pain was intermittent, stabbing
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Congenital malformations of the spleen are rare.  We report 3 cases of wandering spleen presented as abdominal or
pelvi-abdominal mass.  Two patients were suffering from chronic lower abdominal pain with thrombosed splenic pedicle and
the third patient had an acute abdomen.  All patients underwent splenectomies.  Abdominal ultrasound, computerized
tomography, Doppler ultrasound, and radioisotope studies were used to confirm the diagnosis.  The clinical, diagnostic and
treatment modalities are discussed.
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and localized.  There were no associated symptoms,
history of abdominal trauma or urinary complaints. On
examination, there was a pelvi-abdominal mass (10 x
15 cm).  Her complete blood count, urea, creatinine,
and electrolytes and blood clotting profile were  within
normal limits.  Abdominal ultrasound revealed the
spleen was not in its normal site.  In the centre of the
lower abdomen there is a splenic-shaped structure
measuring 7 x 13 cm, showing multiple large irregular
echolucent areas representing necrosis.  The picture is
highly suggestive of ectopic spleen with multiple
infarctions.  Color Doppler ultrasound showed no flow
in the splenic artery or vein.  The findings are those of
wandering spleen with areas of infarctions.  Liver scan
(Tc-99m Tin colloid) showed homogenous uptake in
the liver.  There was no uptake in the spleen.
Computerized tomography angiogram of the abdomen
and pelvis demonstrated absence of the spleen from its
normal location.  There was a large pelvi-abdominal
mass (9 x 12 x 14 cm).  The mass was predominantly
of fluid density  and showed  a thick enhancing
capsule.  At the left superior aspect of the mass there
was a whorled appearance containing the splenic
vessels, pancreatic  tail and some peri-pancreatic fat
(Figure 1).  The mass was indenting the urinary bladder
and loops of small bowel were adherent to it.  This
mass represents a wandering spleen with chronic
torsion and infarction (Figure 2).  Laparotomy was
carried out.  There was a large spleen in the lower
abdomen surrounded by peri-splenic hematoma with
thrombosed splenic vessels.  The splenic pedicle was
long and pulled down together with the pancreas.
Loops of small bowel were adherent to the mass.
Splenectomy was carried out.  Histopathology revealed
an infarcted spleen with peri-splenic hematoma.  The
patient had uneventful recovery and was discharged on
the 9th post-operative day.

Discussion. Wandering spleen remains an elusive
clinical diagnosis.  It is a distinctive rare clinical

entity.5-17  It is characterized by a normal spleen with
extreme mobility associated with an elongated
pedicle.10 The condition results from congenital
maldevelopment or acquired laxity of the spleen’s
suspensory ligaments.6  The ectopic spleen is usually
located in the pelvis, the pelvi-abdominal region or
rarely in the retroperitoneum.4,5,11,18,19  It usually occurs
at 20-40 years of age and most cases are seen in
women.12  The clinical  presentations include acute
abdomen, chronic abdominal pain, thrombocytopenia
or it may be asymptomatic.1,9-12,15,17,18,20-25  The acute and
chronic abdominal pain are related to torsion,
infarction or gangrene.  The torsion is predisposed by
the elongated splenic pedicle.7,9,10,25  The most common
symptom is an acute surgical abdomen related to acute
torsion of the ectopic spleen.10  The wandering spleen
may be associated with Beckwith-Wiedemann
syndrome, osteopetrosis, Gaucher disease, gastric
volvulus, congenital diaphragmatic hernia,
diaphragmatic eventration or epidermoid cyst.26-31

The major concern in ectopic spleen is the
development of complications.  Many case reports
have documented the occurrence of various
complications in the wandering  spleen.  These include
trauma, torsion, infarction, infection, subcapsular
hematoma, obstructive uropathy, gastric outlet
obstruction, duodenal obstruction, intestinal
obstruction, herniation through a defect in the
transverse colon or left-sided portal hypertension.2-4,32-39

The pre-operative diagnosis of this rare condition is
often difficult.8,13,16 This difficulty is mainly attributable
to lack of typical symptoms.8

Various diagnostic modalities are available to
identify the spleen.  These include US, CT, magnetic
resonance imaging (MRI), scintigraphy, arteriography
and Doppler ultrasound.5,6,8,21,25,27,32,38 Ultrasound, CT,
MRI, arteriography and scintigraphy are extremely
valuable.38 Ultrasound plays a special role and is the
elective diagnostic method.8,25 The sonographic
appearance of the ectopic spleen is the presence of a

Figure 1 - Computerized tomography scan abdomen showing a twisted
  splenic pedicle

Figure 2 - Computerized tomography scan abdomen illustrating a
hypodense totally infarcted wandering spleen.
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homogenous hypoechoic mass and empty splenic area,
while CT shows a homogenous, unenhanced mass.5,6

The Doppler ultrasound has proven to be a useful tool
indicating the presence or absence of blood flow in the
splenic pedicle.5,6

The treatment of the wandering spleen is
controversial.34  There are 2 lines in the treatment of
this condition, conservative or surgical. A conservative
approach with Doppler ultrasound follow-up can be
offered to patients without symptoms.22,40  Surgical
intervention is indicated for symptomatic patients and
those who develop complications.  Splenectomy
should be considered for complicated cases only such
as infarction, gangrene, subcapsular hematoma or
absent splenic blood flow.12,18,41  Every effort should be
practiced to preserve the spleen and splenopexy is the
treatment of choice in symptomatic patients and in
children.14,17,22,25,31 However, some surgeons may
perform it for non-complaining patients.11

Laparoscopic splenopexy is a state of the art.  It is safe,
feasible, minimally invasive, without impairing splenic
function and is applicable even for adult splenomegalic
wandering spleen.9-11,40,42,43 The hematological
complications that may accompany the wandering
spleen are reversed following splenectomy or
splenopexy.4,10,20,24

In conclusion, an ectopic spleen is a rare clinical
entity and torsion remains an important differential
diagnosis in patients presenting with acute abdomen.
Early diagnosis is necessary to reduce the risk of
complications.  Awareness of the condition and the
judicious use of appropriate imaging modalities can
lead to the correct diagnosis. Splenopexy is the
treatment of choice. However, in complicated cases
splenectomy is a must.
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