RaDp1oLOGY CASE REPORTS 17 (2022) 2167-2169

journal homepage: www.elsevier.com/locate/radcr

Available online at www.sciencedirect.com

ScienceDirect

RADIOLOGY

CASE
REPORTS

Case Report

Splenic volvulus on ectopic spleen in adults: A

case report”

Lamiaa Chahidi El Ouazzani, MD*, Abdelhamid Jadib, MD, Harouna Siradji, MD,
Anas El Wassi, MD, Romaissa Boutachali, MD, Houria Tabakh, MD,
Abdellatif Siwane, MD, Najwa Touil, MD, Omar Kacimi, MD, Nabil Chikhaoui, MD

Emergency Radiology Division, Ibn Rochd University Hospital, Faculty of Medicine and Pharmacy of Casablanca, 1,

quartiers des hépitaux, Casablanca, Morocco; 20100

ARTICLE INFO ABSTRACT

Article history:

Received 2 March 2022
Revised 10 March 2022
Accepted 12 March 2022

Ectopic spleen is a rare clinical entity characterized by splenic hypermobility which may
be congenital or acquired. The spleen may be migrated to different positions in the peri-
toneum. The main complication is pedicular torsion with splenic volvulus, presenting as an
emergency abdominal surgery. We present and discuss a case of ectopic and twisted spleen

resulting in complete splenic infarction, diagnosed by ultrasound, confirmed by CT scan and
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treated by splenectomy.
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Introduction

Wandering spleen or Ectopic spleen results from a congenital
or acquired defect in the means of attachment of the spleen,
which makes it wander. Attached to a long pedicle, the spleen
is located outside the left upper quadrant of the abdomen. It
can therefore be palpated in all quadrants of the abdomen de-
pending on the length of its pedicle.

Torsion of its pedicle is a serious complication, which
should be diagnosed early; thus, avoiding splenectomy in case
of irreversible splenic infarction, especially in young patients.

The aim of this paper is to report the case of a walking
spleen revealed by an acute surgical abdomen secondary to
pedicular torsion and a review of the literature.

Case presentation

We report the case of a 26-year-old woman, without any
particular pathological history, who regularly presented with
paroxysmal abdominal pain that resolved spontaneously. She
was admitted to the emergency department for intense and
persistent abdominal pain of the left hypochondrium and
periumbilical.

The pain was preceded by a sensation of heaviness of sud-
den onset with bilious vomiting, without transit disorder or
externalized digestive hemorrhage. All this in a context of
apyrexia and conservation of the general state.

On examination: the patient was hemodynamically and
respiratorily stable: T 37°, BP 12/06, HR 80 bpm and RR 16 cpm.
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Fig. 1 - Axial (A) and coronal (B) CT scan images: Vacuity of
the splenic lodge (yellow arrowheads). Spleen in an ectopic
position at the umbilical level, hypodense and not
enhanced after contrast injection (red star). Vascular
pedicle torsion (swirl sign: white arrow). Infiltration of the
peritoneal fat of the splenic hilum and around (blue arrow).

The abdomen was slightly distended with periumbilical
and hypogastric tenderness. On palpation there was a mass
straddling the umbilical and hypogastric region measuring 15
cm, firm and mobile.

The rectal examination was unremarkable.

Abdominal ultrasound was hampered by gastrointestinal
gases, but showed a periumbilical mass and a vacuity of the
splenic compartment.

Abdominal and pelvic CT scan showed a large spleen mea-
suring 15 cm in long axis, in an anterolateral left ectopic posi-
tion at the level of the umbilicus. It was hypodense with reg-
ular contours and not enhanced after injection of contrast.

The arterial and venous splenic pedicle showed a swirl sign
with significant infiltration of the peritoneal fat of the splenic
hilum and a spontaneously hyperdense splenic artery in rela-
tion to a recent thrombus. This was suggestive of an ectopic
spleen complicated by torsion of the pedicle with splenic in-
farction. (Fig. 1).

Fig. 2 - Surgical exploration revealed a large, voluminous
free spleen with complete absence of the gastrosplenic and
pancreatico-splenic omentum and splenocolic ligament,
located medially in the umbilical region. Note the torsion of
the splenic pedicle (white arrow). Areas of infarction and
necrosis (yellow star).

The indication for surgery was given after the patient had
received pneumococcal and Hemophilus vaccinations as a
preventive measure in patients with asplenia against encap-
sulated bacteria in combination with prophylactic antibiotic
therapy (Amoxicillin and clavulanic acid).

The surgical procedure consisted of a median laparo-
tomy straddling the umbilicus. Exploration revealed a large,
free spleen with complete absence of the gastrosplenic and
pancreatico-splenic omentum and splenocolic ligament; lo-
cated medially. It was purplish with areas of infarction and
necrosis and 2 turns of spiral around its pedicle (Fig. 2). The
splenic compartment was empty, occupied by the intestinal
loops. Splenectomy was performed with ligation section of the
splenic artery and vein with subphrenic drainage by Redon
drain. The postoperative course was straightforward. The total
duration of hospitalization was 5 days. Pathological examina-
tion of the surgical specimen revealed a pale, soft spleen in
relation to the ischemia surrounded by a red congestive bor-
der (inflammatory granulation tissue), diffuse foci of ischemic
necrosis and the beginning of replacement of the necrotic tis-
sue by a fleshy bud.

Discussion

Ectopic spleen is a rare condition. It is most often seen in
children [1]. The predominance of females is reported in the
adult population [2], due to a congenital or acquired anomaly
of its means of fixation by a defect or abnormal development
of the gastrosplenic, phrenosplenic, splenorenal, splenocolic,
splenopancreatic and colophrenic ligaments that normally
maintain the organ in its compartment, resulting in the for-
mation of a long splenic meso. It can migrate to any region of
the peritoneal cavity [3].
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As for the acquired form, several factors have been incrim-
inated; such as gastric distension; splenomegaly; abdominal
hyperlaxity; abdominal trauma and pregnancy.

In our case, the total absence of omentum confirms the
congenital origin of this ectopic spleen [4].

A mobile spleen may be asymptomatic and discovered in-
cidentally on clinical examination, abdominal imaging or pre-
operatively [5].

It may also manifest as an abdominal or pelvic mass,
chronic intermittent abdominal pain with spontaneous tor-
sion and untwisting [6] or an acute surgical abdomen in which
abdominal pain is the main feature; sometimes associated
with nausea, vomiting and fever indicating torsion of the ec-
topic spleen favored by its mobility, weight and length of its
pedicle, which may be irreversible, as was the case in our ob-
servation.

The spleen may be healthy [7] or may be the site of an in-
farct [8], a pseudocyst [6] or splenomegaly [9]. As in our patient
who presented with splenomegaly with diffuse necrosis.

These complications are the consequence of acute (infarc-
tion) or chronic (splenic pseudocyst, splenomegaly) torsion
phenomena following venous congestion and inflammatory
phenomena secondary to repeated torsion and detorsion [10].

The association of this acute abdominal picture with a mo-
bile abdominal mass should raise the diagnosis of ectopic tor-
sion of the spleen as well as other pathologies, which will lead
us to perform an imaging workup to confirm the diagnosis.

Abdominal and pelvic ultrasound can confirm the diagno-
sis of ectopic torsion of the spleen in view of the vacuity of the
splenic cavity and the demonstration of an abdominal mass
reminiscent of the splenic echostructure but heterogeneous
because it is the site of areas of necrosis.

The absence of splenic vascularity on Doppler and the re-
duction or absence of flow in the splenic vein and artery is an
argument in favor of torsion [11].

Abdominal-pelvic CT is the imaging modality of choice,
confirming the diagnosis of ectopic splenic torsion by show-
ing an empty splenic compartment with an abdominal or
abdominal-pelvic mass reminiscent of the hypodense appear-
ance of the spleen and not taking contrast after intravenous
injection [12,13].

The twisted pedicle can be seen on CT as a swirl sign rep-
resenting the coils [13].

It confirms the diagnosis and allows treatment to be
adapted. Indeed, in the absence of splenic necrosis, detorsion
can be performed with splenoplexy to fix the spleen in its nor-
mal anatomical position. In case of splenic necrosis, splenec-
tomy is indicated [14]. In our patient, a splenectomy was per-
formed, due to the infarction of the spleen.

Once the diagnosis of this complication is made, surgi-
cal exploration is necessary. If the spleen is healthy with no
splenic necrosis, treatment is conservative, detorsion can be
performed with splenopexy to fix the spleen in its normal
anatomical position. In case of irreversible complications such
as splenomegaly, pseudocysts but especially splenic infarction
as in our patient’s case, splenectomy is indicated by conven-
tional or laparoscopic approach [14].

Vaccinations against Hemophilus influenzae and pneumo-
coccus should be considered in order to prevent fulminant in-
fections due to encapsulated germs [14].

Conclusion

Wandering spleen syndrome is a rare condition in which con-
genital or acquired hyperlaxity of the splenic suspensory liga-
ments results in splenic migration into an unusual anatom-
ical position. It is mostly described in children and young
women. Early diagnosis is essential for conservative treat-
ment in young patients. Torsion of the spleen pedicle is a se-
rious complication that can lead to splenic infarction. Its di-
agnosis should be made in the presence of acute abdominal
pain associated with a mobile abdominal mass. Imaging, par-
ticularly Doppler ultrasound and CT scans, can confirm the
diagnosis. The radical treatment is splenectomy:.

Patient consent

Written and informed consent for publication of the case was
obtained from the patient.
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