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Abstract:

Wandering spleen is a rare entity, with a reported incidence less than 0.2% and accounts for
only 2 per 1000 splenectomies [1]. Both congenital and acquired causes have been proposed to
explain the hypermobility of the spleen. Some conditions including an enlargement or absence
of a kidney, infectious mononucleosis, splenomegaly, Hodgkin’s disease and Gaucher’s
disease have been incriminated. There are two peak ages of onset: childhood especially below
one year, followed by the third decade of life, and it is more frequently seen in females of
reproductive age. The most common presentation in children is acute abdominal pain.
Wandering spleen may also present with no specific symptoms such as occasional nausea,
emesis or mild abdominal pain and sometimes it may be completely asymptomatic. Traumatic
splenic rupture has been reported [2-3] the condition is distinct from ectopia (development of
splenic tissue in unusual sites) in that a normally situated spleen is absent [4]. We present the
case of a 37-year-old male who presented with abdomen pain post blunt trauma and mass per
abdomen. CT-scan showed a pelvic spleen with splenomegaly. A total splenectomy was
performed.
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Introduction:

The spleen is typically located in the left

suspensory ligaments. It can present as an

upper quadrant of the abdomen where it is

asymptomatic, palpable abdominal mass or

held in position by various suspensory

with

ligaments. Wandering spleen is a rare

symptoms due to torsion of the wandering

clinical entity characterized by splenic

spleen. Due to rarity and various modes of

hypermobility that results from elongation

presentation, it has been a diagnostic and

or

therapeutic challenge for the clinician[5].

maldevelopment
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of
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acute,

chronic,

or

intermittent
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Case Report:
A 38 years old male presented to our

Abdomen examination elicited a soft lax

department with chronic abdomen pain.

abdomen with slight protrusion of the left

Pain started about 1 month prior to

lower

admission when the patient was admitted

palpation revealed a mid-abdomen mass

to A&E due to blunt abdomen trauma post

that is painless, tenderless and freely

motor vehicle accident. FAST exam

mobile.

quadrant,

without

tenderness,

revealed an absent spleen at its normal
position

with

homogenous

presence

mass

at

of
pelvis.

large
Was

discharged. However the pain continued
and in mild intensity enticing the patient to

(CT) scan showed a hugely enlarged and
pelvic

located

spleen

that

measures

16.5×14.2×6 cm at the level of L4-5
lumbar vertebrae, compressing the urinary
bladder and other pelvic organs (Figure

pursue further evaluation.

1,2),
On examination, patient was in good
health, afebrile and with normal vital signs.

Figure 1
Figure 2
(CT) scan section showing spleen at the level of L4-5 lumbar vertebrae
the splenic vessels originate from the normal

distributed from the left hypochondrial region

anatomical site and then at the tail of the

(the normal site of the spleen and down along

pancreas they course down on the left side

the course of splenic vessels).

crossing the left iliac vessels. The mesospleen

The patient was scheduled for an exploratory

is

laparotomy and preoperative vaccinations

with

innumerable
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against pneumococcal disease, meningococcal

The patient underwent exploratory through

disease, and hemophilus influenza were given.

midline laparotomy (Figure3).

Figure3
midline incision showing spleen, cecum and appendix

Exploration revealed a mass weighing

spleen from its normal position. With

approximately 1032 g, freely mobile

absence

without

was

attachments and short gastric vessels with

identified as the spleen by visualizing its

bigger and congested spleen in the pelvis

gross anatomy and the absence of the

(Figure 4).

adhesions.

The

mass

of

all

splenic

ligamentous

Figure 4
Delivered spleen with apparent congestion
A total splenectomy was performed.
and chronic inflammatory changes. The
Histopathological examination showed a

patient’s

normal splenic tissue; Pancreatic tissue

uneventful, and the patient was discharged

with marked atrophy of the acini, fibrosis

on the 3rd post-operative day.
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Discussion:
The wandering spleen is characterized by
excessive mobility and migration of the
spleen from its normal position in the left
hypochondrium due to lack of fixation to
its adjacent structures and the abnormally
long splenic pedicle. The normal spleen is
fixed in its position by gastrosplenic and
lienorenal
ligaments.
Congenitally,
wandering spleen is the result of failure of
development of these ligaments, which
results in long splenic mesentery. The
spleen
develops
in
the
dorsal
mesogastrium, and through rotation of the
gut it moves posterolaterally to the left.
Fusion of the dorsal mesogastrium to the
posterior abdominal wall and the left
kidney forms the lienorenal ligament,
which contains the tail of the pancreas and
the splenic vascular supply. Failure of
fusion permits the spleen to move freely in
the abdomen and gravitational traction
produces an abnormally long pedicle [10-11].
Some congenital anomalies, such as
hypermobile colon and prune belly
syndrome, are mentioned in the literature
associated with this condition [10]. This
type of anomaly could be acquired
especially in active reproductive women,
it’s hypothesized that parity maybe a
contributing factor to the stretch and
lengthening and the subsequent laxity of
the abdominal wall [5, 12].
The clinical
presentation of a wandering spleen is
variable.
Most
patient
remain
asymptomatic and the condition is
discovered incidentally as with our patient,
where a trauma resulted in pain lead the
patient to further investigate. Both the
congenital and acquired wandering spleen
Vol.13 No 1
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and its long pedicle, predisposes to torsion
which might lead to partial or complete
infarction [19], which is diagnosed in about
0.2-0.3% of patients who are elected for
splenectomy [20].
The first detailed description of a
wandering spleen in a patient coming to
necropsy is generally credited to Van
Horne (1667). The condition has been
described in patients aged from 3 months
to 82 years [6-7]. The incidence is difficult
to establish but in three large series of
patients undergoing splenectomy [8-9] only
6 cases were described (0.15%). In this
day in age, the only treatment available for
patients with wandering spleen is operative
[14]
, splenectomy is chosen for patients
with infarcted spleen or patients with
splenomegaly as in our patient where the
weight of the spleen is more than 1
kilogram,
other
options
including
splenopexy are preferred especially in
young patients and patients with normal
spleen and those whom are at risk for
overwhelming post-splenectomy sepsis [13].
Different splenopexy techniques were
described in the literature, where suturing
of the spleen to its bed via its hilum [11], or
creating an extra peritoneal pouch [17], or
wrapping the spleen with synthetic
absorbable mesh to snood it to the
abdominal wall [18]. The laparoscopic
approach is of preference due to its
superiority regarding pain, use of narcotics
and the consequent post-operative ileus,
also the better cosmesis, the less hospital
stay and the earlier ambulation with sooner
return to daily normal work [15-16]
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Conclusion:
In our case, splenic preservation was not
possible because the size and location of
the spleen. The decision to perform a
laparotomy was made because of

technical issues and the operating
surgeons has less experience in the
surgery by laparoscopic approach.
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