
 © 2012 S. Karger GmbH, Freiburg
1662–4033/12/0054–0635$38.00/0 

 Case Report 

 Obes Facts 2012;5:635–639 

 Splenic Abscess after Sleeve 
Gastrectomy: A Report of Two Cases 
 Nasser Sakran    a     Anat Ilivitzki    b     Abdel-Rauf Zeina    c     Ahmad Assalia    d  

  a    Department of General Surgery, Hillel Yaffe Medical Center,  Hadera ,  b    Department of 
Radiology, Rambam Health Care Campus,  Haifa ,  c    Department of Radiology, Hillel Yaffe 
Medical Center,  Hadera ,  d    Department of General Surgery, Rambam Health Care Campus, 
 Haifa , Israel

 

 Key Words 
 Splenic abscess  �  Laparoscopic sleeve gastrectomy  �  Morbid obesity  �  Splenectomy 

 Abstract 
  Objective:  Partial demarcation and infarction of the upper pole of the spleen is not a rare oc-
currence after laparoscopic sleeve gastrectomy (LSG). However, development of an abscess 
in the absence of leakage is extremely rare.  Case Reports:  We present herein two unusual 
case reports of splenic abscess in patients following LSG.  Copyright © 2012 S. Karger GmbH, Freiburg 

 Introduction 

 Laparoscopic sleeve gastrectomy (LSG) is rapidly gaining momentum in bariatric 
surgery. Partial demarcation and infarction of the upper pole of the spleen following LSG is 
not uncommon and has been previously reported  [1, 2] . One of the steps in LSG is mobili-
zation of the fundus including the division of the short gastric vessels (SGVs). In the vast 
majority of patients, it has no clinical relevance. On the other hand, formation of splenic 
abscess is an extremely rare consequence that has been never described before. Its rarity 
and the nonspecific clinical presentation could make the diagnosis difficult and could be 
easily confused with leakage and subdiaphragmatic abscess. 

  We present herein two cases of splenic abscess after LSG managed by surgical inter-
vention.
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  Case Reports 

 A retrospective review of the 750 cases that underwent LSG during the last 5 years in two surgical 
departments was undertaken. Two female patients with splenic abscess (0.26%) were identified and 
analyzed. No intraoperative mishaps were identified in both cases, including possible conflict with the 
spleen. The diagnosis was made 6 and 8 weeks after surgery. The cultures revealed Streptococci in both 
cases. In one patient multiple splenic abscesses necessitated splenectomy. 

  Case 1 
 A 36-year-old obese female patient underwent LSG. No intraoperative mishaps were recorded and the 

immediate postoperative course was uneventful. She was discharged on postoperative day 4, and no 
findings or complaints were observed during the first postoperative visit (1 week after surgery). Two 
months later the patient reported persistent fevers, chills, and left upper quadrant (LUQ) abdominal pain 
of 2 weeks duration. There was no history of trauma or other associated illnesses. On physical exam the 
spleen was enlarged 3 cm below the left costal margin with localized tenderness in the LUQ. Laboratory 
investigation revealed elevated white blood cells (WBCs) of 20,000 with a left shift. Abdominal computed 
tomography (CT) scan showed multiple low-density lesions in an enlarged spleen, 17  !  14  !  6 cm 
( fig. 1 a,b). These findings were consistent with diagnosis of splenic abscess. Echocardiography was 
normal. The patient was initially managed nonoperatively with parenteral broad-spectrum antibiotics, 
but the fever and pain persisted. Therefore, she was managed by open splenectomy, due to enlarged spleen. 
The findings included remarkably enlarged spleen with multiple inflammatory adhesions involving the 
diaphragm, parietal peritoneum, greater omentum, and left lobe of the liver. The gastric sleeve was not 

 

 

B 
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  Fig. 1.   A  Axial and  B  coronal contrast-enhanced CT 
images through upper abdomen show multiple hy-
podense lesions (arrows) in the spleen (S) consis-
tent with splenic abscesses, associated with mild 
splenomegaly. K denotes right kidney; L denotes 
liver. 
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involved and looked normal. Cultures yielded  Streptococcus  spp.,  Escherichia coli  E.S.B.L (extended spectrum 
beta lactamase), and  Enterococcus faecalis . Pathologic examination showed multiple abscesses with focal 
necrosis with widespread fibrosis. Recovery was uneventful. 

  Case 2 
 A 35-year-old female obese patient underwent LSG. 75 days later, the patient was admitted to the 

hospital due to LUQ abdominal pain, left shoulder pain, and fever. On physical examination the patient had 
flank and abdominal tenderness in the left upper abdomen. Routine laboratory testing revealed a mild 
leukocytosis. Abdominal CT scan of the abdomen showed an abscess of the upper pole of the spleen in close 
proximity to the left diaphragm, with air-fluid level of 5.3 cm ( fig. 2 ). Gastroscopy and UGI test revealed 
no evidence for leakage. The abscess was drained percutaneously and the patient was managed with 
broad-spectrum antibiotics. Due to lack of resolution of the abscess, a fistulography was performed which 
ruled out leakage and showed that the process was intrasplenic with demonstration of the portal system 
( fig. 3 ). 

  The patient underwent a diagnostic laparoscopy 3 months later due to failure of percutaneous 
drainage. During the exploration, the gastric sleeve looked normal with no evidence for contact with the 

 

  Fig. 2.  Contracted enhanced CT in coronal plain. Air 
containing splenic abscess in the cranial portion of 
the spleen, with air babble protruding into sub-
phrenic space. Small amount of pleural effusion can 
be seen on the left. 

 

  Fig. 3.  Fluoroscopy. Contrast media injected 
through percutaneous drain positioned in splenic 
abscess. Note contrast enhancement of the splenic 
vein and the portal vein (small arrows). 
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abscess. The abscess was drained laparoscopically, and a transabdominal drain was placed. The culture 
from the abscess yielded  Staphylococcus  spp.,  Enterobacter cloacae , and  Streptococcus miti s and  oralis . The 
postoperative course was uneventful, and the drain was removed 2 weeks from surgery. The patient 
remained asymptomatic ever since.

  Discussion 

 Splenic abscess may develop after generalized infection, hematological disorder, and 
trauma. It occurs due to bacteremic seeding of a previously infarcted area or by direct 
seeding of the spleen from an adjacent infectious process. Predisposing conditions for 
primary abscesses include diabetes mellitus, malignancy, polycythemia vera, endocarditis, 
previous trauma, sickle cell disease, urinary tract infection, intravenous drug abuse, AIDS, 
and other immune-compromised conditions  [3–5] . It has been seldom reported following 
gastric surgery including Nissen fundoplication and gastrectomy for cancer  [6] . 

  Cultures from splenic abscess usually are polymicrobial and include Gram-positive 
bacteria, mycobacteria, fungi, and anaerobes  [7–9] . The common signs and symptoms of 
splenic abscess are nonspecific. CT scan remains the gold standard for definitive diagnosis 
 [5] , but ultrasound can effectively demonstrate many of the characteristics of splenic 
abscess. Both of these imaging studies have a sensitivity of 98%  [10, 11] . Classical teaching 
advocated splenectomy with antibiotics as it removes the complete focus of infection  [10, 
12, 13] . However, recent evidence has shown increasing use of laparoscopic or percutaneous 
drainage of splenic abscess as an alternative, in order to preserve splenic function, espe-
cially in a solitary splenic abscess. This category has a favorable outcome after treatment 
with intravenous antibiotics and CT-guided or ultrasound-guided percutaneous drainage. 
This in contrast to multiple abscesses, which most commonly require splenectomy  [12, 14] . 
In these cases and in cases where percutaneous drainage fails, laparoscopic or open drainage 
is an option, thereby avoiding splenectomy  [9] . 

  Splenic demarcation and infarction of the upper pole is not uncommon and has been 
reported following LSG. Division of the SGVs during LSG may lead to splenic infarction. In 
the vast majority of patients, it has no clinical relevance  [15, 16] . To the best of our knowledge, 
formation of an abscess is an extremely rare occurrence and has never been reported. The 
clinical presentation is not specific and could be easily confused with leakage and subdia-
phragmatic abscess. We postulate that later infection of the splenic infarct, either via direct 
extension, from a nearby infection, or hematogenically is the possible mechanism for its 
occurrence. In our cases, an adjacent infection was ruled out as no leakage was demon-
strated and postoperative course was uneventful. The abscesses became symptomatic in 
the intermediate period following surgery. Temporary immune suppression in the imme-
diate postoperative period associated with rapid weight loss and limited oral intake, could 
possibly contribute to the formation of the abscesses in a partially infarcted spleen from a 
transient bacteremia.   

  In conclusion, splenic abscess should be taken into account as a rare complication in 
patients undergoing LSG. Every case presenting such a complication should undergo a 
complete workup in order to rule out possible leakage. 

  Disclosure Statement 

 The authors have no commercial associations that might be a conflict of interest in relation to this 
article.
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