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Case Report / Olgu Sunusu

Torsion of a Wandering Pelvic Spleen; Acute Abdomen in a Child

Cocukta Akut Batin; Wandering Pelvik Spleen Torsiyonu
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OZET

Wandering spleen ¢ok yaygin olmayan hayati tehdit eden bir
klinik tablodur. Karin agrisi, hassasiyet ve karin orta hatta kitlesi olan
11 yasinda kiz hasta opere edildi. Preoperatif donemde yapilan
bilgisayarli tomografide uzun pedikiilii etrafinda saat yoniinde 720°
torsiyone olmus, biiyiik, iskemik gezgin dalak tespit edildi. Detorsiyon
sonrast kanlanma diizelmedi ve splenektomi yapildi.

Anahtar kelimeler: Wandering spleen, dalak torsiyonu, akut

karin

ABSTRACT

Wandering spleen is an uncommon clinical entity. Acute
splenic torsion of wandering spleen is a potentially fatal surgical
emergency case, and its correct and early identification continues to
represent a challenge especially in children. A 11 years old girl was
taken to the operative room for an explorative laparotomy due to
abdominal pain, tenderness, and a midabdominal mass. Preoperative
computerise tomography showed a torsion of an enlarged wandering
pelvic spleen which was in a serious ischemic suffering due to a 720
degrees clock torsion around its exceptionally long pedicle.
Splenectomy has been the treatment for symptomatic wandering

spleen as in our case.
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Introduction

Wandering spleen is an uncommon
clinical entity. Acute splenic torsion of
wandering spleen is a potentially fatal surgical
emergency case, and its correct and early
identification continues to represent a challenge
(1) especially in children. Causes for spleen
hypermobility may be hormonal changes during
pregnancy or failure of fusion of the dorsal
peritoneum (1). Congenital absence of
splenocolic, splenorenal, or splenophrenic
ligaments, which points to the failure of the
dorsal mesogastrium to fuse with the posterior
abdominal wall during the second month of
embryogenesis, is the best explanation for the
pathophysiology of wandering spleen (2).
Wandering spleen is predisposition for torsion
(3). The aim of this report is to increase clinical
awareness of torsion of wandering spleen in

childhood and the need of a rapid diagnosis.

Case

A 11 year-old girl was admitted to the hospital
with intermittant abdominal pain of 2 month’s
duration and abdominal distension. On
admission, her axillary temperature was 39.2°C,
pulse was 102 beats per minute, and blood
pressure was 110/70 mm Hg. Physical
examination showed a tense abdomen with
generalized pain and a midabdominal mass.
Ultrasound demonstrated enlarged spleen in
abnormal position and minimal free fluid in the
peritoneal cavity . The CT scan showed a
torsion of an enlarged (16x12x5cm) wandering
pelvic spleen compressing surrounding bowel

loops, and indicating partial or total infarction

Gindiz ve ark.

White blood cell count was 14.8 x 103/uL,
hemoglobin level was 10.0 g/dL, and platelet
count was 107 x 103/uL. The patient underwent
a laparatomy, and a 720° splenic torsion was
found (Fig 1). After detorsion, it did not regain
its normal vascularity, and splenectomy was
carried out. Histopathologic  examination

demonstrated hemorrhagic necrosis of the

spleen. Postoperative recovery was uneventfull.

Discussion

A wandering spleen is a rare entity. Acute,
chronic or intermittent torsion of the spleen is
the major complication of an abnormally
mobile spleen. Due to intermittant abdominal
pain of 2 month’s duration and abdominal
distension we think that our case had chronik
torsion of spleen. The increased mobility of the
spleen results from absence or laxity of
splenocolic, splenorenal, or splenophrenic
ligaments, that normally anchor the spleen in its
normal position (4). As shown in figure 1,
splenocolic, splenorenal, and splenophrenic
ligaments were absent. The clinical presentation
of a wandering spleen can be variable. Affected
patients may be asymptomatic and this

condition may be discovered incidentally as an
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abdominal mass on physical examination or on
imaging for other unrelated reasons. Patients
may have mild intermittent abdominal pain due
to splenic congestion with intermittent torsion
and spontaneous detorsion, or may present with
an acute abdomen due to torsion of the splenic
pedicle with subsequent infarction. With acute
torsion, the condition can be confused with
appendicitis or ovarian torsion. Other clinical
symptoms include nausea, vomiting, fever,
leukocytosis, peritoneal signs, and a palpable
mass in the abdomen or pelvis (5). Splenic
shadow absence may suggest the diagnosis at
radiography (6). For the definitive diagnosis of
a wandering spleen ultrasonography or CT is
typically required to confirm the diagnosis (7).
We confirmed the diagnosis wandering pelvic
spleen with CT . Splenectomy has been the
treatment for symptomatic wandering spleen as
in our case. With increasing appreciation for the
importance of the spleen in reticuloendothelial
function, there has been renewed interest in
splenopexy. After detorsion, if the spleen
regains its normal appearance, splenopexy can
be performed with a retroperitoneal pouch (8).
Detorsion and splenopexy may be considered a
reasonable surgical option even in these
patients, when there is no evidence of infarction
and thrombosis (9). However, in cases of
splenic torsion with infarction, splenectomy is
required.  Attention to vaccination for
encapsulated organisms should be performed,
usually 1 to 2 weeks after splenectomy (9). We
consultated our patient with pediatric
haematology department. Although wandering

torsion of spleen is a rare condition it must kept

Gunduz et al.

in mind in patients with abdominal mass and

pain as reported case.
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