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PICTURES IN DIGESTIVE PATHOLOGY

Acute abdomen due to torsion of the wandering spleen
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CASE REPORT

A 25-years-old male was admitted to the emergency unit with 
a week history of intermittent upper left quadrant abdominal pain 
that had increased in the last 24 hours prior to admission. On 
examination, the patient presented with bad general condition, 
no fever, BP 120/80 mmHg and 80 bpm. His abdomen was not 
distended, with diffuse painful though with maximal tenderness 
in the left mid-abdomen, where a mass was palpated. Laborato-
ry data showed neutrophilia (83.3%), leukocytosis (8.600/μL), 
thrombocytopenia (86 x 103/mm3), and a hemoglobin level of 12.6 
g/dL. Abdominal ultrasound with Doppler showed a huge spleno-
megaly with homogeneous parenchyma and splenic vein throm-
bosis and decreased arterial flow (Fig. 1). Contrast-enhanced 
computed tomography (CT) of the abdomen and pelvis was per-
formed and demonstrated the presence of a giant splenomegaly 
(> 20 cm), with homogeneous hypodensity parenchyma in rela-
tion with splenic vein thrombosis with malposition of the spleen 
and twisting of its vascular hilum guiding torsion and affecting 
also the pancreatic tail and splenic flexure of the colon (Fig. 2).

An urgent exploratory laparotomy was made that evidenced 
a giant (> 20 cm), congestive and twisted spleen, with signs of 
ischemia (Fig. 3) and massive thrombosis of the splenic vein, 
causing the acute abdomen. Splenectomy was perfomed. The 

postoperative course was favorable, with normalization of plate-
let count and slight increase of leukocytes, and the patient was 
discharged home on postoperative day 4. The histological study 
showed congestive splenomegaly with no neoplastic infiltration 
and presence of cystic formations at hilar level.

DISCUSSION

Wandering spleen is a rare clinical entity, in which the spleen 
is free to move from its anatomic position to the lower abdomen 
or pelvis. It can present as a painful abdominal or pelvic mass, 

Fig. 1. Eco-Doppler ultrasound of splenic artery: Decreased blood flow 
of splenic artery is demonstrated.

Fig. 2. Coronal tomography: Large splenomegaly with abnormal 
localization and splenic hilum and distal pancreas twisted.
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or as acute surgical abdomen due to torsion, hemorrhage, or cyst 
formation. However, the true incidence is unclear because many 
cases are asymptomatic. This abnormality is incidentally found 
most commonly in women between the ages of 20 and 40 years 
(1). Congenital wandering spleen occurs as a result of a defi-
ciency or underdevelopment of the suspensory ligaments of the 
spleen. Acquired wandering spleen is caused by underlying con-
ditions that may weaken these ligaments, such as the hormonal 
effects of pregnancy and abdominal wall laxity (2). 

Chronic or recurrent hilum torsion leads to venous conges-
tion and therefore the development of splenomegaly. The most 
common complication (60%) is the torsion of the pedicle which 
can cause splenic infarction, sepsis, acute pancreatitis and gas-
trointestinal bleeding secondary to portal hypertension or splenic 
vein thrombosis (3,4). Other less common complications include 
intestinal obstruction, gastric volvulus, spontaneous or traumatic 
spleen rupture (4).

Because a clinical diagnosis is difficult to determine, imaging 
studies are necessary. Abdominal US detects enlarged spleen and 
Doppler shows decreased perfusion of the spleen, as we observed 
in our case. On CT we can see a whirl splenic hilum; this is a 
pathognomonic sign of splenic torsion (whirl sign) (5).

Treatment of choice is splenopexy if the spleen is viable, 
despite the high rate of recurrence. When it is not possible to 
preserve the spleen, the standard treatment is splenectomy fol-
lowed by prophylactic antibiotic therapy and vaccination for 
encapsuled bacteria. 
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Fig. 3. Intraoperative image after splenic mobilization: Torsion of splenic 
vein and thrombosis of vascular axis is evidenced.


