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Case Report
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ABSTRACT

BACKGROUND

Volvulus of wandering spleen is a rare clinical occurrence with fewer than 500 cases reported and an incidence of less than 0.2%.
We present a case of a 27-year-old man, who complained of a short history of severe abdominal pain with the background of
recurrent abdominal pain. Ultrasound revealed wandering spleen with splenic vein thrombosis. An abdominal contrast enhanced
computerized tomography scan revealed a torted wandering spleen with splenic vein thrombosis with infarction. This required a
splenectomy due to splenic infarction. This report highlights the investigations including USG and CECT necessary for a patient who

presents with an ischaemic torted wandering spleen.
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INTRODUCTION

A wandering spleen is a rare clinical occurrence with fewer
than 500 cases reported and an incidence of less than 0.2%.[1.2]
The initial clinical diagnosis may be neglected if this rare entity
is not kept in mind. Emergency Ultrasonography (USG) could
be a very useful initial tool, which reveals absence of the spleen
in the left upper quadrant with ectopic spleen.l3] Diagnosis
largely depends on imaging studies with computed
tomography being the preferred modality. We present a rare
case report of volvulus of wandering spleen with splenic
infarction and laceration after trivial trauma.

CASE REPORT
A 28-year-old male patient came to our hospital with
intermittent, low-grade abdominal pain for 14 days which
worsened in the last 2 days following trivial trauma. He had
recurrent episodes of abdominal pain in past years for which
he received some medications. On examination he was
afebrile, his vitals were stable. There was palpable tender
lump in umbilical, right iliac fossa and hypogastric regions.
Guarding was present in same regions without rigidity.
Laboratory tests were normal except mild anaemia (Hb-
9.5g/dL%). He was resuscitated with intravenous fluids, given
analgesia and referred to ultrasound which revealed absence
of spleen in left hypochondrium. Instead, an enlarged spleen
(Span 20cm) was present in umbilical, right iliac fossa and
hypogastric region with its hilum facing left laterally. It
showed altered echotexture. Doppler assessment of the
splenic hilum showed normal splenic arterial flow (Fig. 1a),
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but no flow was seen in the splenic vein even on power
Doppler (Fig. 1b). There was moderate haemoperitoneum. The
sonographic findings were concerning for wandering spleen
complicated by splenic torsion with likely laceration. Patient
was then referred to contrast enhanced CT of abdomen and
pelvis.

Enlarged wandering spleen was noted in umbilical, right
iliac fossa and hypogastric region without parenchymal
enhancement suggesting infarction [Fig. 2 (a & b), Fig. 4]. The
splenic vein was dilated and hyperattenuating on non-contrast
CT and showed no enhancement on post-contrast imaging
representing thrombosis [Fig. 2 (a & b)]. Splenic artery was
normal. There was twisting of vascular pedicle three times,
giving typical whirlpool sign [Fig. 3 (a & b)]. Splenic hilum was
oriented to left lateral side. He also had moderate
haemoperitoneum. Rest of the abdominal organs were normal.
Diagnosis of wandering spleen with splenic volvulus with
splenic  vein  thrombosis  with  infarction  with
haemoperitoneum was given.

Patient underwent open laparotomy. It revealed
wandering enlarged spleen in umbilical, RIF and hypogastric
region with absence of all splenic ligamentous attachments.
Splenic vessels were torted with about 1080 degrees
clockwise rotation with long vascular pedicle with splenic vein
thrombosis (Fig. 5). There was splenic laceration of size 4x3x3
cm at mid pole (Fig. 6) with moderate haemoperitoneum. As
spleen was completely infarcted, total splenectomy was
performed. The patient’s post-operative course was
uneventful. The patient was discharged with appropriate post-
splenectomy treatment.

DISCUSSION

The spleen begins its development from a mass of
mesenchymal cells in the dorsal mesogastrium in the fifth
week of gestation. A counter clockwise rotation of the foregut
and elongation of the mesogastrium allow it to assume its
normal anatomical position in the left upper quadrant. During
this migration, the spleen establishes its peritoneal
connections with the left kidney and stomach through
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splenorenal and gastrosplenic ligaments. When these
ligaments are congenitally absent or abnormally elongated, it
is described as wandering spleen.[4]

A wandering spleen can be acquired form, in which
hormonal effects of pregnancy and abdominal wall laxity are
proposed as determining factors.[5-6]

A wandering spleen usually presents between the ages of
20 and 40 years, being more common in women. Children
make up one-third of cases with an equal preponderance in
boys and girls under 10 years.[”1 Our patient was 28 years old
male.

In patients with wandering spleen, torsion can be
intermittent causing symptoms of mild abdominal painrelated
to splenic congestion or it can be acute and severe, leading to
rapid splenic necrosis. Complications include pancreatitis,
bowel obstruction, gastric volvulus, gastric and duodenal
compression and most commonly splenic infarction.8l Our
patient presented with acute pain in abdomen in background
of recurrent abdominal pain.

Laboratory tests are usually non-specific. While physical
exam often reveals a painful abdominal mass, the diagnosis is
generally made by cross-sectional imaging.[9-11]

Ultrasound often demonstrates an enlarged, ectopic
spleen. Splenic echotexture varies by the degree of
parenchymal congestion and/or infarction.[9.1012]

Case Report

The drawbacks of ultrasound include limitation by bowel
gas, difficulty in demonstrating the twisted pedicle, the varied
appearances of splenic infarction and inability to accurately
assess status of adjacent viscera.

Similar findings can be seen with contrast enhanced CT
including an enlarged ectopic spleen with relative
hypoattenuation, suggesting poor perfusion.[910.12] [n some
cases, twisting of the vascular pedicle may demonstrate a
“whorled” appearance.’] CT also demonstrates secondary
findings like haemoperitoneum and entrapment of adjoining
viscera secondary to torsion.

In our case, diagnosis of splenic torsion with infarction
was made on USG and colour Doppler and later confirmed on
CECT. Also, it gave detailed preoperative evaluation of degree
of torsion.

Splenic torsion is treated surgically with detorsing of the
vascular pedicle and splenopexy if the spleen is found to be
viable or with splenectomy if the spleen is already necrotic.

Preservation of the spleen by different surgical
techniques has been the focus of modern therapeutic concepts
for the treatment of ectopic spleen.[1113] Presently, splenic
surgery by laparoscopic approach is preferred technique
because it is less painful and overall less morbidity. In present
case, splenectomy was done because of infarction.

Fig. 1(a) & (b): Sagittal scan of abdomen reveals normal splenic artery showing triphasic flow (Left) & splenic vein
thrombosis (Right)
Note enlarged spleen showing heterogeneous echotexture and its hilum facing inferiorly & to left

Fig. 2: (a) Pre and (b) Post contrast axial CT images show no definite change in the attenuation of the splenic parenchyma
(Star) denoting complete infarction
Note hyperdense dilated non-enhancing splenic vein (Open arrow) suggesting thrombosis
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Fig. 3 (a & b): (a) Pre and (b) Post contrast axial CT images showing twisting of vascular pedicle at splenic fossa giving
“Whirlpool sign”
Note normally enhancing splenic artery (Arrowhead) & non-enhancing splenic vein (Open arrow)

Fig. 4: Coronal reformatted CT showing enlarged ectopic
spleen (Black line) with empty splenic fossa containing
haemoperitoneum (Open arrow)

Fig. 5: Intraoperative image showing twisting of vascular
pedicle with splenic vein thrombosis (Arrow)

J. Evolution Med. Dent. Sci./ eISSN- 2278-4802, pISSN- 2278-4748/ Vol. 05/ Issue 20/ Mar. 10, 2016

Fig. 6: Intraoperative image showing
splenic laceration at midpole (Arrow)

CONCLUSION
Wandering spleen with or without volvulus is a rare clinical
entity. Imaging modalities play an important role in the
diagnosis. Absence of spleen in the left upper quadrant with
absent flow in splenic vessels on ultrasound should alert the
possibility of the diagnosis. Contrast enhanced CT scan
confirms the diagnosis and detect any complications. CT is also
required for complete preoperative evaluation and in deciding
whether splenopexy or splenectomy is required.

Itis sometimes difficult to diagnose splenic laceration on
CT, particularly when spleen is completely infarcted as in our
case. Predisposing factors of laceration in our case may be
superficial hugely enlarged spleen. Hence, there should be a
high degree of suspicion for splenic laceration when patient
with wandering spleen has haemoperitoneum in background
of history of trivial trauma.
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