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VIDEO CASE REPORT

Laparoscopic splenopexy for wandering spleen
with absorbable mesh fixation

D Nel,"(2’ C Kloppers,'(2) E Panieri*

Division of General Surgery, Groote Schuur Hospital, University of Cape Town, South Africa

Corresponding author, email: danielnel87@gmail.com

Summary

Wandering spleen is a rare condition characterised by lack of fixation of the spleen to its usual position in the left upper
quadrant. Laparoscopic splenopexy has become the standard of care. Although a number of methods have been described,
the use of an absorbable mesh to secure the spleen to the left upper quadrant has been shown to be safe, effective and quick
to perform. We present a case of a 32-year-old female with this condition and describe our surgical technique for fixation

of the spleen using an absorbable mesh.

Video available online: http://sajs.redbricklibrary.com/index.php/sajs/article/view/353 1

Case description

Introduction

Wandering spleen (WS) is a rare condition characterised
by a lack of fixation to the left upper quadrant. This allows
the spleen to be mobile within the peritoneal cavity, often
having a longer vascular pedicle, putting it at risk for torsion
and infarction.'? WS is seen most commonly in children and
women of childbearing age. Clinically, it may present as an
abdominal mass or as acute abdominal pain when torsion
occurs.'? Episodes of torsion and spontaneous detorsion
may occasionally occur and give rise to a chronic history
of intermittent abdominal pain.? The diagnosis is rarely
suspected clinically and is usually based on characteristic
findings on abdominal ultrasound or CT, with the spleen
noted to be absent from its normal position and a mass seen
elsewhere in the abdomen. In addition, a “whirl” appearance
of the splenic pedicle on CT suggests torsion in acute cases.’

The true natural history of asymptomatic patients with WS
is unknown, but in those in whom the diagnosis is confirmed,
conservative management results in complication rates as
high as 65%." Thus, the management is surgical, with the
timing of surgery depending on whether the patient has acute
torsion with splenic ischaemia.? Although splenectomy is
historically the most widely performed procedure, and is
still used for cases where torsion has resulted in infarction,
splenic preservation with splenopexy has gained popularity,
particularly in paediatric patients, avoiding the risks of
overwhelming post-splenectomy infection.'#* Early diag-
nosis in cases of acute torsion is key to allow for splenic
preservation.

Case presentation

Our patient was a 32-year-old mother of two small children.
She presented with recurrent episodes of severe central
abdominal pain, radiating to the left lumbar region over
a three-year period. Pain was often experienced post-
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prandially, and was occasionally associated with nausea.
At the time of the index admission, she complained of very
severe discomfort, but clinical examination failed to reveal
any striking findings. Particularly, she did not have features
of peritonism or palpable mass. A CT scan was ordered,
which showed a mildly enlarged spleen located in the left
flank region, with obvious torsion of the hilum and tail of
pancreas. The patient’s pain resolved spontaneously within
12 hours, and she was booked for semi-urgent surgery.

The patient was placed in the supine position with a
15 degree lateral tilt. A 10 mm umbilical port was placed
under vision at the umbilicus, with an additional two 5 mm
working ports, one in the epigastrium and the other in the
right iliac fossa.

The spleen was noted to be viable, normal in size and lying
in the left upper quadrant (LUQ), but easily movable to the
central abdomen. It was lying anteriorly to a mobile loop of
descending colon, which appeared dilated as a result of this
relation. The colon was also noted to be poorly fixated to
the retroperitoneum, but otherwise macroscopically normal.
A nasogastric tube was inserted intraoperatively to deflate
the stomach and was removed prior to extubation.

A 30 x 30 cm Polyglactin/“Vicryl” mesh was reduced in
size to match the volume of the spleen, and was inserted
through the umbilical port. The mesh was placed in the LUQ
and the spleen placed on it. The mesh was then folded over,
and wrapped anteriorly around the spleen. The edges of the
mesh were secured together with clips and 3/0 vicryl suture
to manufacture a secure holding structure, making sure not
to compress the hilar vessels. Finally, the lateral aspect of
the mesh was secured to the abdominal wall in the LUQ with
2/0 barbed “V-Loc” sutures to achieve a 3-point fixation. The
colon was placed anterior to the tail of the spleen, such that
fibrosis induced by the mesh bag, fixed to the diaphragm,
would prevent the colon from migrating behind the spleen
and potentially obstructing in future. The duration of surgery
was 98 minutes.



The patient had an uneventful postoperative course and was
discharged the day after the surgery. Over the subsequent
weeks, she complained of persistent discomfort in the
LUQ, and mild nausea. This was attributed to a presumed
inflammatory reaction triggered by the intraperitoneal vicryl
mesh, and was easily managed with simple analgesics for
the first ten days. Her clinical condition gradually improved,
and she was asymptomatic and fully active at follow-up
after four weeks. The patient was contacted telephonically
at 12 months after surgery and remained well with no repeat
episodes of severe abdominal pain suggesting recurrent
splenic volvulus.

Discussion

As awareness of the importance of the spleen’s immune
function has grown, splenectomy has become less popular
and is now reserved for cases of gross splenomegaly,
hypersplenism or massive splenic infarction. Where par-
tial infarction occurs, this can be managed with partial
splenectomy, followed by splenopexy.®

A number of operative approaches for splenopexy have
been described. Open methods have included fixing the
splenic hilum to the splenic bed, placing the spleen in a
retroperitoneal pocket in the LUQ, using adjacent organs to
create an intraperitoneal pocket, and direct suturing of the
splenic capsule to the diaphragm/abdominal wall. Wrapping
the spleen in an absorbable mesh bag, followed by fixation
in the LUQ was first described in 1992 by Schmidt et al.,
who also showed that the spleen remained anchored in this
position at 4-year follow-up.’

Laparoscopic  approaches, with the concomitant
advantages of minimally invasive surgery, have become in-
creasingly popular.'>43° Although laparoscopic techniques
for creation of an intra- or extra-peritoneal pocket in the LUQ
for the spleen have been described, the use of absorbable
mesh to wrap around the spleen and secure it has become
the most popular technique. This method appears to be safe,
effective and quick to perform.>®® Even for patients with
splenomegaly, where creation of a pocket with natural tissue
may be challenging, a sandwich technique using two pieces
of mesh can still be performed with relative ease.!'

In conclusion, we report a case of a 32-year-old female with
wandering spleen managed successfully with laparoscopic
splenopexy using an absorbable mesh.
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