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ABSTRACT
Introduction: Treatment of symptomatic splenic injury after 
more than 1 month of the trauma is not very specific. Moreover, 
here, we are reporting such a case where the patient was treated 
laparoscopically salvaging the spleen.

Case report: A 26-year-old young male presented with persis-
tent pain in the left upper abdomen and back, following a splenic 
injury while playing football 1 month ago. Abdominal ultrasound 
showed subcapsular hematoma with intact hilum. Contrast-
enhanced computed tomography of whole abdomen showed 
large subcapsular hematoma grade III with intact hilar vessels. 
In view of persistent pain and discomfort, which debilitated and 
restrained him from daily as well as professional activity, even 
after 1 month of trauma, the patient was planned for diagnostic 
laparoscopy and proceed, which revealed hemoperitoneum and 
was aspirated. Omentum was separated from splenic capsule, 
breech in the capsule was extended, and hematoma was 
sucked out. The drain was removed on 4th postoperative day 
after ultrasound to exclude any fresh hemorrhage. The patient 
soon started daily activity and resumed his job after 15 days.

Conclusion: Surgical intervention in a hemodynamically stable 
splenic-injury patient may sometimes be required depending 
upon the condition and symptoms of the patient.
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CASE REPORT

A 26-year-old young male presented with the chief com-
plaint of pain in the left upper abdomen and back, which 
had begun after a fall on back while playing football  
1 month ago. The pain was persistent, dull in character, 
not related to food intake, and not relieved by oral medi-
cations. The patient did not give any history suggestive 
of head injury or hemodynamic instability following 
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the above trauma. Clinical examination revealed a mild 
tender palpable lump in the left hypochondrium, which 
moved with respiration without any sign of external 
injury.

Ultrasound abdomen was performed outside which 
showed spleen subcapsular anechoic lesion with internal 
echoes measuring 13 × 9 × 9 cm, likely subcapsular hema-
toma. Spleen size was 10.2 cm length with intact hilum.

Contrast-enhanced computed tomography of whole 
abdomen showed large subcapsular hematoma grade III 
with intact hilar vessels and no perisplenic collection,  
i.e, with intact spleen capsule (Figs 1 and 2).

In view of persistent pain and discomfort along 
with existing large splenic hematoma which debilitated 
the patient and restrained him from daily as well as 

Fig. 1: Contrast-enhanced computed tomography cross-section

Fig. 2: Contrast-enhanced computed tomography coronal-section
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professional activities, even after 1 month of trauma, we 
had planned for diagnostic laparoscopy and proceed.

PROCEDURE DONE

Diagnostic laparoscopy was performed through umbili-
cal port, which showed a large intracapsular splenic 
collection and hemoperitoneum (old altered blood in 
peritoneal cavity) (Fig. 3). Two 5 mm working ports were 
inserted along the right anterior axillary line – one 3 cm 
above ASIS and the other 2 cm below coastal margin. 
Retained blood was aspirated. Omentum was separated 
from splenic capsule using ultrasonic device. Breech in 
the capsule extended using the same, and contents of 
hematoma sucked out. Deroofing of splenic capsule was 
done (Fig. 4). Splenic cavity was thoroughly irrigated with 
normal saline, and any active bleeding was excluded. A 
drain was placed and ports were taken out.

POSTOPERATIVE PERIOD

The patient showed improvement from pain and dis-
comfort from postoperative day 2. Drain-contained 
serosanguinous fluid progressively decreased over 3 days 
and became serous in nature. The drain was clamped for  
24 hours on the 4th postoperative day before a check ultra-
sound was done to look for collections. Ultrasound did 
not show any hematoma, following which the abdominal 
drain was removed on the 6th postoperative day. The 
patient was discharged in stable condition with advice 
to avoid strenuous activity for 1 month.

FOLLOW-UP

Patient followed up in OPD 1 week and 15 days after 
discharge from the hospital, with no fresh complaints, 
relieved pain, resumed normal daily activity, and 
declared fit to join duty with advice to avoid athletic 
activities for another 2 months.

DISCUSSION

Blunt Torso trauma is very often associated with different 
degree of injury to spleen, from subcapsular hematoma 
to spleen rupture.1

The spleen is a shoe-shaped organ located in the left 
hypochondrium and partly in the epigastrium. It is sus-
pended in the abdominal cavity by ligaments – gastro 
splenic ligament, splenorenal ligament, and phrenicocolic 
ligament – but not protected directly by any skeletal struc-
ture. As a result, it is very vulnerable to injuries from com-
pression (a direct blow), shock wave (from blast injuries), 
and deceleration injuries, like those from falls or automobile 
accidents. Its close association with the lower left ribs makes 
it prone to injury in polytrauma, associated with fractures 
of these ribs rather than serving a protective function.2

Indications of intervention in splenic trauma:3

•	 Patients	with	signs	of	ongoing	bleeding	or	hemody-
namic instability, focused assessment with sonogra-
phy for trauma (FAST) positive.

•	 Laparotomy	is	indicated	in	patients	with	other	intra-
abdominal organ injury requiring laparotomy.

•	 Radiological	findings,	which	correlate	with	need	of	
intervention in hemodynamically stable:
– Devascularization or laceration involving 50% or 

more of the spleen parenchyma.
– Contrast blush greater than 1 cm in diameter (from 

active extravasation of IV contrast or pseudo-
aneurysm formation).

•	 Persistent	 symptoms	 restraining	 from	 routine	 and	
professional activity in hemodynamically stable.
Minimally invasive techniques, such as laparoscopy 

can be considered when a primarily intra-abdominal 
injury is suspected in a hemodynamically stable 
patient. Hemodynamic stability, sufficient to consider 
laparoscopy in the trauma patient, was defined by Choi 
and	Lim4 as a systolic blood pressure >100 mm Hg and  

Fig. 3: Old hemoperitoneum Fig. 4: Subcapsular hematoma aspirated
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diastolic >60 mm Hg, a heart rate <110 beats per minute, 
and	crystalloid	resuscitation	requirements	of	<2	L.

Laparoscopic	examination	can	also	reliably	rule	out	
a significant intra-abdominal injury in patients with 
equivocal abdominal examination, following blunt or 
penetrating trauma. Diagnostic laparoscopy for trauma 
has been shown to be effective in preventing negative 
laparotomy in 21 to 59% of patients,5-8 which can be 
associated with significant morbidity.9,10

The spleen is a major lymphopoietic organ, compris-
ing approximately 25% of the total lymphoid mass of the 
body. Normal spleen function is important for opsoniza-
tion of encapsulated organisms.2 Thus, with increasing 
recognition of the spleen’s role in immunological func-
tion and awareness of overwhelming postsplenectomy 
sepsis (OPSI), there has been an increasing trend toward 
conservative treatment and splenic salvage procedures.11

In our patient, a grade III subcapsular spleen hema-
toma of dimensions 13 × 9 × 9 cm and persistent discom-
fort was less likely to resolve by its own for a long period. 
A splenic salvage procedure was performed by means of 
minimal intervention or laparoscopy, allowing him to get 
rid of his pain in 2 days, return to daily activity in 2 weeks, 
avoiding the morbidity associated with laparotomy, and 
risking OPSI associated with splenectomy.

However, for an unpredictable intervention of the 
above type, education of the patient and his relatives, 
explaining the possibility of splenectomy and a proper 
informed consent, is a must before we proceed.

CONCLUSION

Although intervention in hemodynamically stable 
patients with spleen injury after 1 month is not a common 

practice, the patient’s condition necessitates thinking out 
of the box.
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