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Abstract

Laparoscopic Sleeve Gastrectomy (SG) is the most commonly performed 
bariatric procedure in the management of morbid obesity. Post-operative splenic 
injury is a rare complication, and commonly seen as a delayed condition after 
surgery.

We report the first documented case of spontaneous splenic rupture two 
days after laparoscopic sleeve gastrectomy.
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Case Presentation
A 55-year-old woman affected by dyslipidemia, glucose 

intolerance, severe gonarthrosis and mild gastro esophageal reflux, 
underwent laparoscopic Sleeve Gastrectomy (SG) at a BMI of 38 kg/
m2. The immediate postoperative course was uneventful, but severe 
left upper quadrant abdominal pain that radiated to left shoulder 
appeared on Postoperative Day (POD) [1].

Blood tests were normal. On physical examination, her pulse 
rate was 70 bpm, blood pressure was 130/70 mmHg, and oxygen 
saturation was 98% with ambient air. 

Her abdomen was slightly distended, with mild diffuse tenderness 
and no peritoneal signs.

The persistent abdominal pain, lead us to perform an abdominal 
Computed Tomography (CT) scan. In the suspicion of gastric leak, 
also oral contrast was administered. 

CT scan revealed free abdominal fluid and a perisplenic collection 
of 12 cm which was suspicious of splenic rupture. At the CT 
angiography, no active bleeding in the arterial phase was detected; 
instead, in the portal phase an intravenous contrast extravasation into 
peritoneal cavity was present (Figure 1). 

No splenic nor portal venous thrombosis were found. No 
extraluminal air nor Gastrografin® was detected.

After CT scan, the patient gradually became hypotensive and 
tachycardic; she was rapidly resuscitated with an intravenous 
crystalloid bolus infusion and finally operated with explorative 
laparoscopy. An enlarged and fractured splenic upper pole with 
multiple capsular lacerations (Figure 2) and 2 L of hemoperitoneum 
were found. Indeed conversion to laparotomy and splenectomy 
was performed. The patient received 2 U of red blood cells and 
her postoperative recovery was uneventful (no intensive care unit 
required). Discharge from the hospital was on POD. 

Pathologic study didn’t showed parenchymal abnormalities.

Discussion
Splenic injury is a well known intra-operative complication 

during bariatric surgical procedures; however it is also a possible but 
rare post-operative condition [2].

To our knowledge, there are few cases of splenic thrombosis, 
abscesses and capsular hematomas that lead to delayed splenic 
rupture, but no documented cases of early and spontaneous splenic 

Figure 1: CT scan, portal phase showing intravenous contrast extravasation 
into peritoneal cavity (thick arrow), and hemoperitoneum (thin arrow).

Figure 2: Intra-operative findings: subcapsular hematoma of the upper pole 
of the spleen (thick arrows); multiple capsular tears (thin arrows).
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fractures. 

Salgado et colleagues [1] described the first case of post-operative 
splenic rupture as a complication of portal vein thrombosis eleven 
days after a SG, whereas Humenansky et al. [3] presented a fractured 
subcapsular hematoma secondary to air auto-dissection from 
pneumoperitoneum.

Also partial splenic ischemia may be involved as a mechanism of 
formation of delayed splenic abscesses that can rarely cause a rupture 
[4].

In the case we presented, splenic fracture was precocious and the 
etiology was still unclear.

No tears in the splenic capsule nor difficulties during short gastric 
vessels dissection were noted intra-operatively, however, at the 
emergency re-operation, sub capsular hematoma of the superior pole 
with capsular multiple fractures were found.

This, suggested us the possibility of an acute impaired venous 
drainage of the splenic upper pole causing an hypertensive hematoma, 
but we didn’t found venous thrombosis nor vascular abnormalities at 
CT scan.

Retrospective review of our collected data from 2010, showed 
this one as the first case of fractured spleen in 4130 consecutive 
laparoscopic SG.

More research and studies are still needed to determine the 
mechanism of this complication.
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