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Case Presentation
We present the case of an eighteen years old woman with the maturational 

disorder who went to the emergency area because of abdominal pain, 
focused on the left iliac fossa, fever and vomiting, since four days ago. 
The blood test showed 15.000 leukocytes, with 81% of neutrophils and 
PCR, 154. On the physical exploration, a mass on the left quadrant was 
noticed and positive peritonism signs. The imaging diagnosis consisted of 
an abdominal X-ray that displayed a lack of sign on the left quadrant and 
displacement of the bowel luminogram (Figure 1a). Due to these findings, 
the patient underwent an ultrasound scan, identifying a big and low left 
positioned spleen, which leads us to complete a CT scan with intravenous 
iodinated contrast. The CT scan confirmed splenomegaly of 15.6 cm and a 
wrong localization of the spleen at the left iliac fossa. Not only the spleen 
showed a low enhancement over more than the 60 percent, (figures 1b and 
1c) which correlated with splenic infarct; but wheel sign on the splenic hilus 
that indicated completed torsion, too (Figure 1d). These findings were in 
connection with splenic infarct due to twisted hilus in a wandering spleen 
context. The woman underwent a casualty surgery by laparotomy which 
confirmed the whole torsion of the splenic vascular pedicle, including the 
pancreatic tail, and the massive splenic infarct (Figure 1e). Despite the 
detorsion of the splenic vascular hilus, total splenectomy could not be 
avoided. After a fair postoperative evolution, the patient was discharged 
by adding vaccination recommendations against encapsulated germs, 
through the acquired cell immunodeficiency due to splenectomy.

Wandering spleen is a rare clinical entity that results from a wrong 
laxity of the suspensory spleen ligaments [1].

This can become a cause of splenectomy in a 0.5% of the cases. In 
the revised literature this pathology is more frequent in the pediatric 
population [2,3]. There are congenital and acquired causes. On one hand, 
the congenital causes include laxity of the gastrosplenic ligament due to an 
incomplete fusion of the dorsal mesogastrium around the fifth week in the 
embryonal life [4]. That is the reason why we can find it in people under 
10 years old. And on the other hand, we can find it for adults from 20 to 40 
years old, more frequently in women, for 15 times more, perhaps, because 
of the hormonal influx [5].

However, acquired causes as splenomegaly or abdominal hit cannot be 
discarded [6]. Symptoms can stand very changeable, depending on the 
level of vascular torsion, reaching several possibilities: from no pain until 
acute abdomen because of the splenic infarct [1,5]. We must also consider 
the chronic torsion, in which symptoms will be more larvated. This fact 
can trigger a congestive spleen and moreover, chronic abdominal pain 
episodes. Complete torsion can develope an acute infarct and the acute 
abdominal pain [1].
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Figure 1: a) Abdominal X-Ray: displacement of the bowel and lack of 
gas on left low quadrant
b and c) Multiplanar reconstruction of CT scan; splenomegaly and wrong 
position of the spleen with the long infarcted area. See the correlation 
with X-Ray imaging
d) Axial imaging of CT-scan: lack of attenuation in the infarcted area 
(head of the arrow) and ‘whirlpool sign’ (white arrow) specific of vascular 
hilus torsioned
e) Surgical imaging with the infarcted spleen and the hole torsion of 
vascular splenic hilus including the pancreatic tail

Diagnosis
Diagnosis can turn difficult in this entity. Ultrasound scan gives the 

wrong location and lack of Doppler sign.
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CT scan shows the lack of splenic enhancement and whirlpool sign that 
becomes the most specific sign of splenic torsion [5]. However, definitive 
diagnosis is given by angiography, where lack of vascular supply is 
shown [7].

In our case, abdominal x-ray imaging supposed an important clue, as 
the displacement of gutter was identified and furthermore, US and CT 
scan for confirmation of the wandering spleen and the massive infarct. 
Differential diagnosis must include ovarian cyst, turbo ovarian abscess, 
diverticulitis, intestinal obstruction and acute pancreatitis [5]. We can 
find several complications as; splenic abscess, gangrene, peritonitis, and 
pancreatic tail necrosis, as in our case, too [7]. Gastric volvulus can be 
included in the pediatric population [8].

Treatment
Treatment consists of surgery. Diverse options can be contemplated 

depending on splenic ischemic degree: from splenopexy to partial or total 
splenectomy (opened or laparoscope access).

In our case patient underwent complete splenectomy [1]. There are 
studies where imperative splenectomies were carried out with exit index 
similar to open splenectomy [9]. Finally, vaccination against encapsulated 
germs like as S. pneumonia, H.influenzae and N. Meningitidis [6] must 
offer to the patient.

Conclusion
In conclusion, we think this case can become important because 

wandering spleen establishes a funny abdominal pain, furthermore in 
adult people. This etiology must be included in the differential diagnosis 
of recurrent left quadrant pain in young people. Imaging diagnosis can 
confirm the cause, and consequently avoid splenectomy and secondary 
cell immunodeficiency.
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