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How to do it: Splenic flexure mobilisation via medial
trans-mesocolic approach
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ABSTRACT

Complete splenic flexure mobilization is a critical step in left-sided colorectal resections. Surgeons use three approaches-anterior, medial, and lateral-to
divide peritoneal ligaments connecting the left colon. The decision to perform mobilization varies, with minimal impact on post-operative outcomes
but longer surgery times and rare complications. Pancreatic injury risk is low, though other structures, like arteries and the duodenum, may be at risk.
Our video outlines the medial trans-mesocolic approach, with the patient positioned in lithotomy. We expose the duodenal-jejunal flexure, ligate the
inferior mesenteric vein, and perform medial to lateral dissection, completing splenic flexure mobilization. This video vignette outlines how to perform

this technique for left sided colorectal resections.
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How ldo it

Complete splenic flexure mobilization is a technically challenging step in perform-
ing left sided colorectal resections including left hemicolectomy and anterior re-
section. The aim of performing splenic flexure mobilization is to achieve adequate
oncological resection margins with complete mesocolic excision and allow a ten-
sion free anastomosis for gastrointestinal continuity (1). There are three techniques
described in literature to perform splenic flexure mobilization, which can be char-
acterized into anterior approach, medial approach, and lateral approach (2). In each
approach, the primary aim is to divide the peritoneal ligaments that connect the
left colon to surrounding structures including the gastrocolic ligament, splenocolic
ligament, phrenocolic ligament and pancreaticocolic ligament.

Splenic flexure mobilization may be performed routinely, selectively, or not at all
by surgeons. A recent meta-analysis regarding post operative outcomes follow-
ing splenic flexure mobilization in laparoscopic and open left sided resections has
revealed no statistically significant difference in anastomotic leak, conversion to
open, post-operative bleeding, intra-abdominal collection, ileus, wound infection,
length of stay, RO resection margin and local recurrence rates (3). The meta-analy-
sis has also shown significantly longer operative time and higher incidence of in-
tra-operative complications although overall rare with splenic flexure mobilization
(3). Pancreatic injury during splenic flexure mobilization is rare (0.6%); however, it
can lead to major complications if they occur (4). Other structures that may be in-
jured during dissection are left branch of middle colic artery, marginal artery, duo-
denum, spleen, inferior mesenteric vein, and left ureter. When comparing the three
approaches to splenic flexure mobilization, the lateral approach had higher rate of
intraoperative complication compared to medial and anterior approach (5).

In the video S1, we outline the necessary steps to perform splenic flexure mobili-
zation with a medial trans-mesocolic approach. The patient is positioned in litho-
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tomy with left side tilt and ports placed to triangulate towards
the left upper quadrant. The first step involves exposure of the
duodenal-jejunal flexure. Adhesions around the duodenal-je-
junal flexure are taken down to expose the inferior mesenter-
ic vein. The inferior mesenteric vein is seen just lateral to the
duodenal-jejunal flexure and is ligated at the lower border of
the pancreas. Medial to lateral dissection begins inferior to
the inferior mesenteric vein in the embryological plane above
Gerota's fascia. Dissection continues until the left colonic wall is
visualized. The lesser sac is then entered inferiorly through the
avascular window in the transverse mesocolon, superior to the
duodenal-jejunal flexure. The pancreaticocolic ligament is di-
vided which connects the dissection created earlier to the less-
er sac. A Raytec is placed in the space once medial dissection
is completed. The greater omentum is then divided above the
transverse colon to enter the lesser sac. Dissection is continued
laterally towards the splenic flexure. Lateral dissection is con-
tinued through the left paracolic gutter until the Raytec placed
earlier is visualized. This completes splenic flexure mobilization,
and the planned surgical resection is continued.
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VIDEO MAKALE-OZET
Turk J Surg 2023; 39 (4): 387-388

Peer-review: Externally peer-reviewed.

Author Contributions: Concept - AA, AB, ANV; Design - ANV, LDW; Supervi-
sion - AA, AB, ANV; Materials - BBWL; Literature Search - BBWL; Writing Man-
uscript - BBWL, LDW; Critical Reviews - ANV, LDW, AA, AB, ANV.

Conflict of Interest: The authors have no conflicts of interest to declare.

Financial Disclosure: The authors declared that this study has received no
financial support.

REFERENCES

1. KeTW,Geniales CR, Chen WTL. The role of splenic flexure mobilization
in laparoscopic rectal surgery for rectal cancer. Minim Invasive Surg
2018; 2(10): 35. https.//doi.org/10.20517/2574-1225.2018.46

2. lee YS. Three surgical approaches of laparoscopic splenic flexure
mobilization. Minim Invasive Surg 2019; 22(2): 85-6. https.//doi.
0rg/10.7602/jmis.2019.22.2.85

3. Rondelli £, Pasculli A, De Rosa M, Avenia S, Bugiantella W. Is routine
splenic flexure mobilization always necessary in laparotomic or lap-
aroscopic anterior rectal resection? A systematic review and compre-
hensive meta-analysis. Updates Surg 2021, 73(5): 1643-61. https.//doi.
0rg/10.1007/513304-021-01135-y

4. Freund MR, Kent |, Horesh N, Smith T, Emile SH, Wexner SD. Pancreatic
injuries following laparoscopic splenic flexure mobilization. Int J Col-
orectal Dis 2022; 37(4): 967-71. https.//doi.org/10.1007/500384-022-
04112+

5. Benseler V, Hornung M, lesalnieks I, von Breitenbuch R Glockzin G,
Schlitt HJ, et al. Different approaches for complete mobilization of
the splenic flexure during laparoscopic rectal cancer resection. Int J
Colorectal Dis 2012; 27(11): 1521-9. https.//doi.org/10.1007/500384-
012-1495-6

Medial transmezokolik yaklagsimla splenik fleksiir mobilizasyonu: Nasil yapilir?
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OZET

Tam splenik flekstir mobilizasyonu, sol tarafli kolorektal rezeksiyonlarda kritik bir adimdir. Cerrahlar sol kolonu sabitleyen peritoneal ligamentleri
bolmek icin anterior, medial ve lateral olmak Uzere U¢ yaklasim kullanmaktadir. Mobilizasyon gerceklestirme karari, ameliyat sonrasi sonuglar
lizerinde minimal etkiye sahip olmakla birlikte daha uzun ameliyat sireleri ve nadir komplikasyonlarla degismektedir. Pankreas yaralanmasi riski
dusuktlr ancak arterler ve duodenum gibi diger yapilar risk altinda olabilir. Videomuz, hasta litotomi pozisyonundayken medial transmezokolik
yaklasimi 6zetlemektedir. Bu teknikte, duodenal-jejunal fleksurayi agiga cikariyoruz, inferior mezenterik veni bagliyoruz ve medialden laterale
diseksiyon gerceklestirerek splenik fleksura mobilizasyonunu tamamliyoruz. Bu video, sol tarafli kolorektal rezeksiyonlar icin bu teknigin nasil

uygulanacagdini 6zetlemektedir.
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