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The wandering spleen

C A Maxwell-Armstrong, E D V Clarke, TM Tsang, R J Stewart

Abstract
Wandering spleen is a rare condition that
commonly presents with splenic infarc-
tion secondary to torsion. Splenectomy
was previously advocated as the treatment
of choice, though recent reports suggest
that the organ may be detorted, and
splenopexy performed. This paper docu-
ments how the latter procedure may be
done using adherent omentum.
(Arch Dis Child 1996; 74: 247-248)
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Wandering spleen was originally described in
the 19th century, and is characterised by a lack
of the normal ligamentous attachments of the
organ to the diaphragm, colon, and retroperi-
toneum. It is a rare condition, with the major-
ity of cases presenting as an acute abdomen,
associated with torsion and subsequent splenic
infarction. In most this has necessitated
splenectomy, though recent reports suggest
that preservation of the spleen is possible fol-
lowing untwisting of the hilar vessels, and sub-
sequent splenopexy. Various techniques have
been described for this latter procedure. These
have included formation of an extraperitoneal
pocket, suture splenopexy, and colonic dis-
placement.
We report use of the greater omentum for

elective splenopexy in a boy with intermittent
splenic torsion.

Case report
An 11 year old boy was admitted as an

emergency with a four day history of left upper

Intraoperative photograph showing torsion of the splenic pedicle.

quadrant pain. It was colicky in nature, and
relieved by vomiting and curling up. He had
been seen by his general practitioner on six sep-
arate occasions with similar pain over the previ-
ous seven years. Each time the pain settled
spontaneously, and no diagnosis had as yet been
made. He was known to have congenital mitral
stenosis, and a mobile spleen, which could be
manipulated to all quadrants of the abdomen.
On examination he was afebrile, with a moder-
ately tender, palpable spleen in the left
hypochondrium. His symptoms rapidly
resolved, and a subsequent ultrasound scan
showed the spleen to be engorged, with normal
echogenicity and no focal lesions. A Doppler
scan confirned normal flow in the splenic
vessels. His pain recurred within one week, and
on examination a tender central abdominal
mass was now present, with no spleen palpable
in the left upper quadrant. A liver-spleen tech-
netium scan revealed poor splenic uptake, thus
supporting the diagnosis of splenic torsion.
At laparotomy the spleen was found to be

engorged, and completely wrapped in greater
omentum adherent to its surface. There was a
720 degree anticlockwise torsion of the splenic
pedicle (figure). The gastrosplenic ligament
was absent, and there was a non-rotation of
the midgut. The adherent omentum was
mobilised from the splenic pedicle, and the
spleen detorted. After several minutes, the
spleen became less engorged, and normal
colour returned. Splenopexy was performed
with six interrupted 3-0 polydioxanone (PDS)
sutures, anchoring the spleen by the covering
omentum in the left upper quadrant. A gastro-
pexy was performed with interrupted PDS in
order to recreate the gastrosplenic ligament.
His postoperative recovery was unremarkable,
and he was discharged six days after the proce-
dure. He remained asymptomatic at six weeks
follow up, and a repeat liver-spleen technetium
scan revealed normal uptake of isotope in his
spleen.

Discussion
Wandering spleen is a rare condition thought
to be due to abnormal development of the
dorsal mesogastrium.1 It may present with
acute or chronic abdominal pain. The former
is more likely, and is due to torsion and splenic
infarction.2 Other complications include
gastrointestinal obstruction secondary to
splenic adhesions or a long splenic pedicle,
pancreatic necrosis, bleeding from gastric
varices, and abscess formation.3-6

In this case, the history was chronic, with an
acute exacerbation precipitating admission.
The diagnosis was suggested by the known
splenic mobility, and the finding of a tender
spleen. This was supported by the poor splenic
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uptake on liver-spleen isotope scan. Such a
combination of findings has been shown by
others to be consistent with splenic torsion,7
though computed tomography was used as
opposed to ultrasound. Other papers recom-
mend sonography as a reliable examination.'
Non-operative treatment of a wandering
spleen is associated with a complication rate as
high as 65%.8 Consequently splenectomy and
splenopexy represent the only surgical treat-
ment options. The former, though initially
popular,2 1112 has been discredited, as post-
splenectomy sepsis may occur, with a mortality
of 30-60%.9 10 This is particularly pertinent in
our patient, who may ultimately need mitral
valve replacement. With the emphasis cur-
rently on preservation, a variety of techniques
has been described for splenopexy of the wan-
dering spleen. These have included suturing
the organ by its capsule to the left upper quad-
rant,' 13 and forming a posterolateral extraperi-
toneal pocket at the level of the 12th rib.'4
Other methods have included dislocating the
left transverse colon in front of the replaced
spleen, and suturing the greater curvature of
the stomach to the anterior abdominal wall.'5
More recently the use of a polyglycolic mesh as
a 'snood', to anchor the spleen, has been
reported.'6 In this patient the fortuitous dis-
covery of greater omentum adherent to the
spleen enabled us to anchor the organ in the
left upper quadrant. To the best of our know-
ledge this has not previously been described.
Our technique is advantageous in that it avoids

the use of prosthetic material, and is less
traumatic to the spleen. We recommend this as
an alternative approach for splenic fixation in
the limited number of cases where greater
omentum is found at laparotomy to be
adherent to the spleen.
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