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Recurrent abdominal pain in a 
woman with a wandering spleen 
Tan H H, Ooi L L P J, Tan D, Tan C K 

ABSTRACT 
A 28 -year -old Malay woman presented with 
recurrent abdominal pain for five years. 
She had delivered her child seven months 
earlier. She was found to have bicytopenia, 
with a haemoglobin level of 7.9 g/dL and 
a platelet count of 85 x I09/L. Computed 
tomography revealed a wandering spleen. 
Complications of a wandering spleen, for 
which splenectomy is advocated, include 
functional asplenia (due to torsion of the 
splenic pedicle), splenic infarction or splenic 
vessel thrombosis. A splenectomy was 
performed and at operation, splenomegaly 
with a long mesentery was found. Splenic 
histology was negative for malignancy. The 
bicytopenia resolved postoperatively, and 
she remains well. 
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INTRODUCTION 
A wandering spleen is one of the causes of recurrent 
abdominal pain. Early suspicion and diagnosis make 

a difference to the outcome of this disease. 

CASE REPORT 
A 28 -year -old Malay woman presented in April 2005 

with recurrent abdominal pain for five years. The pain 

la 

was intermittent, lasted less than an hour each time, 

and resolved spontaneously. It was migratory in 

nature, with no known precipitating, aggravating or 

relieving factors. She had no change in bowel habits 

or abnormalities of her menstrual cycle. There was 

no other significant medical history. She had consulted 

many doctors for her pain in the past and was told 
that she had a palpable abdominal mass. However, 

no further tests were done. 

We first saw her during one of her episodes of 
pain. She had just delivered her second child seven 

months earlier. She was found to be pale, with a 

central abdominal mass. However, a repeat physical 
examination two hours later revealed the mass to be 

right -sided. There was bicytopenia, with a haemoglobin 

level of 7.9 g/dL and a platelet count of 85 x 109/L. 

Nutritional deficiencies were excluded. Bone 

marrow studies showed marrow erythroid and 
megakaryocytic hyperplasia that were compatible with 

a peripheral cause of bicytopenia, in this case from 

hypersplenism. 

Computed tomography (CT) of the abdomen 
revealed a malrotated spleen and bowel, narrowed 

portal vein, portal hypertension and gastrosplenic 
varices (Fig. 1). A splenectomy was performed in 

view of a symptomatic wandering spleen, with 
hypersplenism and portal hypertension. Intraoperative 

findings were splenomegaly 25.5 cm x 10.5 cm x 4.5 cm, 

dry weight 680 g, with multiple small infarcts and a long 

mesentery (Fig. 2). Splenomegaly from congestion, 

with transmitted portal hypertension, in our patient, 
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Fig. I Axial CT images (a & b) show a malrotated spleen (S) and bowel with associated intra -abdominal varices and splenic infarcts. 
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Fig. 2 Clinical photograph taken during splenectomy 
shows splenomegaly with multiple small infarcts and a long 
mesentery. 

probably resulted from recurrent torsion and detorsion 

of the splenic pedicle. The large size of the spleen 

can also compress against the portal venous system 

during torsion, causing further pre -sinusoidal portal 

hypertension. Splenic histology was negative for 

malignancy. Bicytopenia subsequently resolved 
postoperatively. 

DISCUSSION 
A wandering spleen occurs from a failure of fusion of 
the mesogastrium and the lining body wall epithelium 

to form suspending ligaments.(1) Acquired factors 
that increase splenic mobility include abdominal 
wall laxity, hormonal effects of pregnancy and 

splenomegaly.«> Other synonyms include "ectopic", 
"floating", "aberrant" spleen, splenoptosis, or "lien 

mobile".(3) The torsion of the pedicle is described as 

splenic volvulus or torsion. Although more common 

among males in childhood, its prevalence is more 

common among females by the time they reach 
childbearing age.(4) Age of presentation ranges from 

the neonatal period to the eighth decade of life. In a 

review over a 40 -year period at the Mayo Clinic, only 

two of 1,003 splenectomies had a wandering spleen.(5) 

Van Home first described a wandering spleen in 1667 

at necropsy. 

The first successful splenectomy for a wandering 

spleen was in 1878 by Martin and marked the 

beginning of surgical treatment for this condition.(6) 

Rydygier described the first successful splenopexies 

using various techniqueso and from 1890 to 1920, 

most authors advocated splenopexy for the treatment 
of this condition.(7-10) Later, however, the development 

of an effective pneumococcal vaccine would then 

see splenectomy become the standard of care for the 

wandering spleen. Since Martin's first splenectomy, 

the recommended surgical treatment has changed 
at least four times.(3) Although there is still no 

consensus, most authors now advocate splenectomy 

if there is functional asplenia due to torsion, 
splenic infarction, splenic vessel thrombosis or any 

suspicion of malignancy. Conversely, splenopexy is 

preferred when a viable wandering spleen is found 

at laparotomy. 

Early attempts at splenic preservation involved 
simple detorsion of the pedicle with replacement of 

the organ in its normal anatomical position. However, 

this invariably failed, as without fixation, the spleen 

would undergo re -torsion and subsequently need 
a splenectomy.(11) Newer techniques now include 
anatomical repositioning with some method of fixation. 

Common techniques include suturing of the spleen 

directly(12) or supported by an absorbable mesh wrap(13) 

to the diaphragm or anterior abdominal wall; placement 

of the spleen in a retroperitoneal pouch(14); suturing the 

splenic hilum to the splenic bed;(15) or colonic displacement 

in front of the replaced spleen with gastropexy to the 

anterior abdominal wall. (10 

In recent years, the laparoscopic approach has 

been employed successfully and this offers the benefit 

of a shorter hospital stay and quicker recovery period. 

In the case of our patient, in view of the presence 

of splenic infarcts and functional hypersplenism with 

gross splenomegaly, a splenectomy was performed 

instead of a simple splenopexy. Some authors have 

also advocated surgical treatment for all wandering 

spleens as up to 50% of those who present with 
non-viable spleens were previously asymptomatic (17) 

Pain is a common complaint, occurring in up to 

60% of patients.(18) This is usually due to acute 

torsion of the mesentery, symptomatic splenic 
infarcts or splenic congestion. Intermittent pain may 

be due to spontaneous torsion and de -torsion of the 

splenic pedicle. 

In a review of 140 cases, the commonest clinical 

presentations were an abdominal mass with intermittent 

pain, an asymptomatic abdominal mass or an acute 

abdomen.0> Thrombocytopenia is rarely reported; 
even fewer have an associated malignancy. In cases 

associated with malignant lymphomatous disease, 
the patients were middle-aged or elderly patients who 

already manifested disease in other organs at the time 

of diagnosis (e.g. liver, lymph nodes).(19) Our case 

is a reminder that although a wandering spleen is an 

unusual cause of recurrent abdominal pain, early 

recognition of the condition is important for a 

favourable surgical outcome. 
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