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Wandering spleens are rare clinical entities found more commonly in females.
We report a young female patient found to harbour a pelvic spleen. The litera-
ture regarding this rare ectopia is reviewed. The wandering spleen should be
considered in the differential diagnosis of pelvic masses.
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INTRODUCTION
Lack of fixation of the spleen in its normal posi-

tion in the left upper quadrant of the abdomen may
result in splenic mobility. This uncommon condition
is referred to as a “wandering spleen” [1, 5, 9]. It is
postulated that major supporting ligaments of the
spleen are abnormally lax or elongated in patients
with a wandering spleen, allowing the organ to mi-
grate to the lower abdomen or, rarely, the pelvis
[1, 5, 11, 12]. The incidence of wandering spleen is
15 times greater in women than in men, especially
in women aged 20–40 [9], which may be due to the
hormonal effects of pregnancy [1].

CASE REPORT
A 20-year-old nulliparous woman presented with

periumbilical pain one day prior to admission. The
pain was followed approximately 5 hours later by
pain in her right lower quadrant, which was exacer-
bated with movement. She also complained of an-
orexia. During physical examination the surgeon
observed mild tenderness and rebound tenderness
in the right lower quadrant. With leukocytosis, right

lower quadrant pain and fever, the patient was pre-
pared for appendectomy. Sonographic examinations
failed to locate the spleen in its normal position, and
an abnormal low-echoic homogeneous soft-tissue
mass was detected in the left side of the pelvis (Fig. 1).
In computed tomography imaging the unknown
mass had characteristics consistent with the spleen
(Fig. 2). Doppler imaging showed normal blood flow
in the suspected ectopic splenic vessels and the pa-
tient therefore underwent surgery for acute appen-
dicitis and correction of a pelvic spleen. The primary
diagnosis of acute appendicitis was confirmed by
pathology studies. A splenopexy was performed. Four
months after the treatment ultrasonography was
performed and revealed a normally located spleen.

DISCUSSION
Wandering spleens, also referred to as “ectopic”,

“proptotic”, “floating”, “displaced” and “aberrant”
spleens are rare clinical entities [1, 5, 9, 11, 12]. Most
textbooks do not consider this in the differential
diagnosis of pelvic masses. The spleen begins de-
velopment in the fifth week of gestation from
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mesenchymal cells in the dorsal mesogastrium [12].
The dorsal mesogastrium is also responsible for the
formation of the peritoneum, the greater omentum
and several peritoneal folds [1]. The major support-

ing ligaments of the spleen are the gastrosplenic,
phrenocolic, splenorenal, and splenocolic liga-
ments. Potential aetiologies for a wandering spleen
include a congenital abnormality of its peritoneal
attachments or an acquired laxity of these liga-
ments [1, 12].

Although rare, a wandering spleen is more often
seen in young multiparous women [9]. Potentially
predisposing elements in this population include
multiparity and abdominal laxity [5, 12], thought to
be secondary to pregnancy-induced hormonal effects
on the abdominal wall. In addition, splenomegaly
may predispose one to a proptotic spleen [12]. The
clinical presentation of a wandering spleen is vari-
able. It may be manifest clinically as an abdominal
mass or abdominal pain. Abdominal pain will be
experienced by 60% of patients, and the remainder
will be asymptomatic [9]. If pain is present, it may
be chronic, intermittent or acute [9, 12]. Prompt di-
agnosis is necessary to prevent complications such
as splenic torsion with resultant splenic infarction [10],
gastric volvulus [13] or acute pancreatitis [6].
On physical examination there may be a hard ovoid
palpable pelvic mass with a notched edge. The mass
may move painlessly toward the left upper quad-
rant, but movements in other directions may be lim-
ited or painful. There will also be resonance to per-
cussion in the left upper quadrant. The wandering
spleen may be normal in size or enlarged [1].

Whereas in the past most cases were diagnosed
during exploratory laparotomy [4], the diagnosis is
now usually established by means of imaging [4, 11].
Abdominal sonography [11] is currently the first
mode of evaluation for abdominal pain or masses.
As ultrasonography can easily be repeated and, as it
portrays the shape and position of the spleen on
a real-time basis, the preoperative diagnosis of a wan-
dering spleen is possible. With advances in ultrasono-
graphic technology, such as colour Doppler imag-
ing and power Doppler imaging, the occurrence of
torsion or infarction of the spleen can easily be con-
firmed. Ultrasonography is therefore a simple and
useful method for diagnosing a wandering spleen in
patients who complain of intermittent left hypochon-
dralgia, especially in women following childbirth [16].
Because the imaging characteristics may differ from
patient to patient, it is important to have accurate
information about this entity in order to make a con-
clusive and correct diagnosis [8]. Computed tomog-
raphy scans or magnetic resonanse imaging are also
occasionally used. These imaging studies may show
an abdominal or pelvic mass, loops of intestine in

Figure 2. Computed tomography of the pelvis noting the abnor-
mally positioned spleen (arrow) within the pelvis.

Figure 1. Ultrasound of the wandering spleen as seen in our pa-
tient. LK — left kidney; SP — spleen.
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the left upper quadrant instead of the normally lo-
cated spleen, an elevated left kidney or gastrointes-
tinal obstruction [5, 9]. Laboratory evidence of leu-
kocytosis, platelet abnormalities and anaemia may
be present but are not necessary or diagnostic [9].
Pancreatitis may also result from incorporation of
the tail of the pancreas into the spleen’s vascular
pedicle [3]. Diagnosis, however, may be difficult be-
fore surgical management. In a review of 237 cases
published in 1992 only 27% were diagnosed preop-
eratively [1]. However, with advances in ultrasonog-
raphy techniques, the preoperative diagnosis of
a wandering spleen has become more common [8,
11, 15, 16].

Treatment options include observation, sple-
nectomy or splenopexy. In children observation is
often the initial recommended treatment. Because
of the high risk of complications and the increased
risk of trauma to an unprotected abnormally lo-
cated spleen, wandering spleen is treated surgi-
cally by either splenopexy or splenectomy in all
patients, even those who are asymptomatic [2, 7].
Its clinical appearance assumes various forms, with
the most common complication being torsion of
the spleen. Because this acute torsion often caus-
es infarction of the spleen, splenectomy may be
inevitable [14]. If the diagnosis is made before se-
vere complications occur, elective laparoscopic
splenopexy is now considered the treatment of
choice. Post-splenectomy septicaemia is one of the
major risks of removing the spleen. Patients who
have undergone splenectomy are at increased risk
of infection, especially with encapsulated organ-
isms, such as Streptococcus pneumoniae, Neisseria
meningitidis and Haemophilus influenzae. Second-
ary to complications related to splenectomy, there
has been a greater trend toward more conservative
surgical management with splenopexy [7]. Sple-
nopexy can be performed with various techniques,
including the creation of an extraperitoneal pocket,
colonic displacement, suture fixation or reinforce-
ment pockets made of mesh or omentum [7].

In conclusion, wandering spleen is a rare entity
but must be considered in patients with an abdom-
inal or pelvic mass. The clinical presentation ranges
from asymptomatic to an acute surgical abdomen.
Diagnosis, if made preoperatively, can usually be
reached by ultrasound with or without Doppler studies.

Treatment options include observation, splenecto-
my, and splenopexy. The risks and benefits of these
treatments must each be considered and tailored to
the individual patient.
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