
Splenorrhaphy Versus Splenectomy 

Dr. Nadım Ahit MUSTAFA 

Özet: Dalak tamiri "Splenorrhphy" travmatik ya­

ralanmalarında emniyetli bir metod olarak gözö­

nünde bulundurmalıdır. 

Dalağın parçalandığı koptuğu ve multiple injuri 

olan durumların dışında spleııorrhaphy, aksi halde 

splenektomi uygulanmalıdır. 

Biz Ocak 1988 ile Aralık 1988 arasında 16 travma­

tik splenik yaralanma olgusunu yayınlıyoruz. Sple­

norrhaphy 10 olguda (62.2%) topikal hemostatik 

sentetik materyal "Gelform" uygulanmasına ilave 

olarak katgut ve omental parça ile yapıldı. Mortali­

te, 10% oranında gerçekleşti cerrahi teknik dışı ne­

denlerden dolayı %10 oranında gerçekleşti. 

Splenekiomi uygulanan 6 olguda ise mortalite 2 ol­

guda izlendi (33.3%), multipl intraabdominal inju­

rilere bağlı olarak geli'jti. 

Anahtar Kelimeler: Splenorrhaphy-Splenectomi. 

Multiple immunologic defects such as dep­
ressed opsonisation, phagocytosis and lgM le­
vels appear to make the splenectomised pati­
ents more susceptable to a variety of 
infections caused by capsular organisms and 
possibly viruses (1-2). The major worry after 
splenectomy for trauma is the occurance of 
over whelming post splenectomy infection 
"OPSI" usually within 2 years of operation 
(3,4,5) with an incidance of 2.2-2.5% with 
50%mortality. 
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Summary: Splenorrahaphy considered as a saf'ety 

procedure iıı the traumatic spleııic iııjury and 

should be attempted iıı all patients except wheıı the 

spleen is shattered, or avulsed aııd iıı multiple con­

comitaııt injuries where splenectomy is advised. We 

report on 16 patients of' traumatic splenic injuries 

from Jan. 1985 to Dec. 1985 Iıı 10 patients (62.2%) 

splenorrahaphy was performed with catgut and 

omental patch reinforcemeııt in addition to topical 

haemostatic synthetic material "Gelf'oam" applica­

tion with mortality of' 10% due to unrelated causes. 

Spleııoctomy perf'ormed iıı 6 patients (37.8%) with 

mortality of' 2 patients (33. 3%) due to muliple asso­

ciated intra-abdominal injuries. 

Key Words: Splenorrhaphy-Splenectomy 

PATIENTS AND METHOD 

Sixteen patients with traumatic splenic inji­
ries were treated in AL-TAMIM Hospital du­
ring the period between Jan. 1985 to Dec. 
1985. There were 9 patients (56%) male and 
7 patients (44%) female. The age range were 
from 1.5-51 years. Maximum age incidence 
were in 1st and _2nd decades (12 patients 
75%). The mechanism of injury were blunt 
injury in 13 patients (81.25%). (Table No.1) 

The basic principles of management of the 
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Table I: 

No. of Patients 

7 

(62.5 %) 10 D Splenorrahaphy 

(37.5 %) 6 - Splenectomy 
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patients included: Active resuscitation, Emer­
gency laparatomy, Adequate drainage of peri­
tonal cavity and supporative post-operative 
care. Emergency exploratory laparatomy was 
performed after resuscitation through upper 
mid-line incision. 

The splenic injuries found ranged from simple 
superficial laceration, deep parenchymal lace­
ration, shattered splenic tissues and splenic 
pedicle injury. 

Ten patients (62.2%) of sixteen splenic injuri­
es were managed by splenic repair by catgut 
suturing with omental patch reinforcement 
and application of synthetic absorbable hae­
mostatic material "Gelfoam". The remanant 6 
patients (37.2%) were managed by splenec­
tomy. In a11 cases a tube drain were left in 
splenic bed and removed after (3-5) days. The 
appropirate management of the associated in­
juries wer done at the same time. 
The organs affected by injuries were: (Table 
No.2) Colon 2, sma11 bowel 1, superior mesen­
teric vein 1, Chest 1, Stomach 2, Diaphragm 
1, Retroperitoneal haematoma and muscu1o­
ske1eta1 injury 5. 
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Table il: Associated Injuries in splenic trauma: 

1. Colon 2. 
2. Small Bowel 1.  
3.  Superior Mesenteric Vein 1. 
4. Diaphragm 1. 
5. Lung 1. 
6. Stomach 2. 
7. Fracture 5. 
8. Retroperitoneal Haematoma 1.

The main criteria for selection of the patients 
of splenic repair were mild or moderate grade 
of splenic injury with small number of associa­
ted intra-abdominal injuries while splenec­
tomy is done because of magnitude of the sple­
nic injury with shattered or avulsed spleen 
and in mu1tip1 injured patients with hypoten­
tion. 

RESULTS 

The prognosis of splenic injury is directly rela­
ted to the severity of the injury and to the 
number of as_sociated ınJuries (Intra­
abdominal or extra abdominal). in our study, 
ten of patients (62.2%) have underwent sple­
nic repair with other six (37.2%) ended by 
splenectomy. 13 patients survived and 3 pati­
ents (18.75%) died (One with spleorrahaphy, 
two with splenectomy". AH three patients died 
within 1st 24 hours of post operative period. 

Severity of the splenic injury accompained by 
multiple intra abdominal is clear in reviewing 
these three cases who ultimetly died: 

Case 1: Bu11et injury to te left lower chest 
with splenic injury and left lung, left dome of 
diaphragm, stomach and fracture of the left 
humerus. 

Case 2: Bullet injury to the abdomen with in­
juries to stomach, spleen, transverse colon 
descending colon, duodeno-jejunal junctio� 
and jejunum. 

Case 3: Blunt injury with extensive lacerati-
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on of both right and lenft lobe of the liver with 
splenic injury. 

All above three patients were shoked at time 
of presentation. One· out of 13 patients who 
sustained blunt injury died, while two out of 3 
patients with bullet injury died this is because 
of devasating tissue damage that the high ve­
locity bullet cause and because of multiple as­
sociated intra abdominal injuries. The main 
post operative complication was pulmonary 
complications (3 patients). No repaired spleen 
in the entire study required re-operation for 
bleeding from the-splenorrahaphy site. 

DISCUSSION 

Traumatic splenic injuries are not uncommon, 
in spite of the fact that the spleen seems well 
protected by the ribs and muscular_parietes. 

Splenorrahaphy is a desired goal in all pati­
ents with splenic injuries. It is of interest that 
splenorrahaphy by suturing of the spleen was 
routinly performed at the turn ofthe century 
and for the next 30 years (6,7), when splenec­
tomy became a safety operation, splenorra­
haphy disappeared for another 30 years. 

The splenorrhaphy generally performed in pa­
tients with a smaller number of associated 
intra abdominal unjuries and the less sever 
grades of splenic injury. Splenorrahaphy can 
be performed approximately in 50% of pati­
ents using standered technical of repair with 
no risk of rebleeding from the repaired spleen 
.(8) In our study splenorrahaphy was perfor­
med in 10 patients (62.2'Ycı) with careful selec­
tion of patients with mortality of 1 patient 
(10%) due to unrelated cause. 

Further technical modification in splenic pre­
servation include combining the use of absor­
bable mesh with haemostatic either in sheet 
or pladget from with additional advantage of 
these material is that its absorbable nature 
allow its use despite peritoneal contamination 
and even the use of polyglycolic acid in the 
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presence of contamination has expermented 
superiority over chromic catgut by the bacteri­
al inhibitory effect of breakdowrt products of 
polyglycolic acid. (9) 

The new techniques of splenic preservation 
includes ultrasonic dissection. (10) gluing 
with concentrated human fibrinogen (11) and 
fibrous tissue adhesive in conjugation with 
collagen fleece (12), ligation or percutanous 
angiographic embolisation of the splenic ar­
tery (13,14) can undoubtly arrest haemorrha­
ge, but there application is pending confirma­
tion of maintenance of physiological function 
in devascularised spleens. 

Confirmation of blunt splenic ınJury alone, 
particularly in view of modren imaging tech­
nology "Nucleotide spleeiı scan and computed 
tomography", no longer automatically necessi­
tate operative intervention. 

Selective criteria for non operative manage­
ırent includes; first that the patient be abso­
lutely haemodynamically stable from the mo­
ment of injury through definitive treatment, 
second; peritonial signs should be minimal or 
absent on physical examination; third coside­
ration is a maximal transfusion requirement 
of 2 units of blood for the splenic injury. (15) 
However 110n operative approach is not appli­
cable to patients with renetrating splenic tra­
uma because more than 90% of these patients 
have associated injuries that usually do nesse­
sitate surgic,...l correction. 

In spite of success of non operative treatment 
in certain. cases there are three arguments 
used in support of ıoutine operative inttrven­
tion in,.all cases of splenic trauma, first; the 
high incidence of associated abdominal injuri­
es that might be over looked, prolonged obser­
vation and limited physical activity associated 
with non-ope_rative management and finally a 
theoretically opinion that the splenic vascula­
ture in adults differs from that in children in 
regard to its inability to contract and to cease 
bleeding spontanously. In our study all pati-
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ents with peritoneal irritation and being hae- · 
modynamically unstable and penetrating injuries 
underwent exploratory laparatomy with associa­
ted intra abdominal injuries in 4 patients 25% 
which needs surgical intervention by itself. 

Concomitant injuries to other organs are fre­
quent with major trauma and account for high 
mortality of splenic injury "15-25%". In our 
study there was a mortality of 3 patients 
(18.75%) with multiple intra abdominal injuri­
es and they all were shocked at presentation. 

Post splenectomy sepsis can occur in patients 
with auto transplanted spleens and in those 
with splenosis as well studies demonstrating 
that at least third of the functioning splenic 
mass must be retained along with its inherent 
arterial blood supply to ensure competent im­
munologic function (15). 

In splenectomised patients long-term penicıl-
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