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Abstract

We are presenting a case of a 31-year-old female with morbid
obesity who underwent Roux-en-Y gastric bypass (RYGB) six weeks
ago. The patient complained of acute abdominal pain, nausea, and
weight loss. After a diagnostic evaluation, it was discovered that the
patient had small bowel obstruction with post-surgical changes and
a concurrent splenic infarct. This case highlights the importance of
recognizing and managing potential complications, such as vascular
injury and infarction, following RYGB.
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Introduction

Roux-en-Y gastric bypass (RYGB) is a standard surgical procedure
used to treat morbid obesity. Although RYGB is generally considered
safe, it's essential to remain vigilant in identifying and addressing rare
complications such as splenic infarction. Splenic infarction is a primarily
silent condition, and because many cases go undiagnosed, the exact
incidence of the condition is obscure and likely underestimated. Similarly,
the incidence and severity of this rare condition in the postoperative
period for bariatric surgeries are still unknown.

Case Presentation

A 31-year-old female with morbid obesity underwent RYGB six weeks
prior to presentation with acute abdominal pain, nausea, and a 15 Ib
weight loss since surgery. The pain, located in the middle of the abdomen
and radiating to the back and the shoulder, had progressively worsened
overnight. The patient denied alleviation of pain with bowel movements
and reported no vomiting. Vitals were stable.

Clinical Findings

Patient labs revealed chronic microcytic anemia; other parameters,
including WBC, PLT, amylase, lipase, and electrolytes, were
unremarkable. A CT abdomen/pelvis showed small bowel dilatation
involving proximal small bowel loops with post-surgical changes,
indicative of small bowel obstruction. Additionally, a small wedge-
shaped hypodensity within the spleen was suggestive of a small splenic
infarct (Figure 1).

Discussion

Splenic infarction is a severe and uncommon complication that is
often associated with hematological disorders, trauma, and vascular
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Figure 1: The spleen is normal in size. A small wedge-shaped
hypodensity area (28 mm) within the medial aspect of the spleen
likely reflects a small splenic infarct. The area with a red border
represents the splenic infarction.

interventions [1]. It is characterized by ischemia and necrosis
of the splenic parenchyma. Postoperative splenic infarction
has been reported, particularly in cases related to laparoscopic
procedures and the use of energy vessel sealing devices.
Excessive use of tissue sealing systems may increase the risk
of splenic injury [2,3]. Preventing frequent mobilization of
connective tissue around vascular structures is key to avoiding
this complication. Although there is a lack of available data
regarding the frequency and seriousness of splenic infarction
in individuals undergoing Roux-en-Y esophagojejunostomy,
diagnosis is often incidental to CT scans [4].

Most cases are asymptomatic, but complications
requiring surgical intervention, such as hemorrhage, rupture,
or abscess, can occur. Splenic infarction, by itself, does
not necessarily require surgery. If postoperative splenic
infarction is diagnosed, a nonoperative approach requires
careful monitoring, with surgery recommended for persistent
symptoms or the presence of complications. Patients
undergoing bariatric surgery should be aware of the possibility
of splenic infarction when sudden abdominal pain arises,
mainly if it radiates from the left upper quadrant to the left
shoulder. Uncomplicated cases of splenic infarction typically
resolve without intervention within 7-14 days [5,6,7].

Treatment for patients with sickle cell hemoglobinopathies
may be necessary to address hypoxia and acidosis, while those
with septic emboli may require intravenous antibiotics and
additional cardiac evaluation. Consultation with hematology,
oncology, or rheumatology specialists may be necessary
for patients with underlying hematologic or autoimmune
conditions. However, for traumatic splenic injury, abnormal
vascular structures, or hemodynamic instability, surgical
assessment may be necessary.
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Conclusion

This case highlights the need for increased awareness of
potential vascular complications, such as splenic infarction,
in patients undergoing RYGB. Timely recognition and
intervention are crucial for optimal patient outcomes.
Surgeons should exercise caution, particularly in the use of
tissue sealing systems, to prevent unnecessary mobilization of
connective tissue around vascular structures. Further research
is required to determine the incidence and severity of visceral
infarction in patients undergoing bariatric surgeries.
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