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  Background
●   Gastric perforation following splenectomy, is associated with 

degree of morbidity and mortality. 1,2,3

● The risk of gastric perforation following splenectomy is reported 
as less than 1% but has a mortality index of 60%.5

● Herein, we present a case of a gastric perforation following a 
traumatic splenectomy in the setting of a ruptured splenic artery 
aneurysm.6,7

  Discussion
Although rare, gastric perforation after splenectomy has a high degree of 

morbidity and mortality4 and should prompt serious consideration and 
treatment. 

● Gastric perforation should be included in the differential diagnosis for all 
patients who present with pain in the left upper quadrant and left shoulder, 
along with fever, tachycardia and upper abdominal tenderness after 
splenectomy. 

● Chest radiographs may show the presence of a pleural effusion in the left 
hemithorax, and, if drains are placed post operatively, increased drainage in 
the left subphrenic space.4,5

● As in this particular case, placement of drains in the subphrenic space 
allowed for the early recognition of this complication. 

● Small perforations may be amenable to endoscopic repair, and it is possible 
to avoid taking these patients back to the operating room for open repair.
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  Case Study
We present a case report of a 43-year old female with a history of 

multiple prior surgical interventions including appendectomy, 
cholecystectomy, Hartmann procedure for perforated diverticulitis, 
and subtotal colectomy with end ileostomy for cecal perforation, 

who presented with sudden onset severe abdominal pain, 
tachycardia, and hypotension without any known inciting factor.  

● Perioperatively on admission, was found to have large volume 
hemoperitoneum secondary to a distal splenic artery aneurysm 
rupture on cross-sectional imaging, was taken emergently for an 
exploratory laparotomy and underwent empiric mid-splenic artery 
embolization with return for repeat abdominal washout, removal 
of packing, and fascial closure on multiple subsequent days.

● Postoperatively she developed a fluid collection, increased 
drainage from drains, concerning for a gastric perforation on 
repeat imaging. This required multiple IR drainage procedures, 
and endoscopic repair of the gastric perforation. Ultimately, the 
patient was successfully advanced to a regular diet and was 
discharged home on antibiotics.
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Figure 2. Gastric perforation with pigtail catheter 
visible through defect

Figure 1.  CT axial imaging of splenic artery aneurysmal rupture.


