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Splenic artery thromboembolism causing atrial fibrillation after

laparoscopic cholecystectomy

Laparoskopik kolesistektomi sonrasi atrial fibrilasyona bagl splenik arter

tromboembolisi
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Abstract

Splenic artery thromboembolism is a rare condition that may lead to the splenic ischemia. It
is mostly caused by cardiac thromboembolism and atrial fibrillation (AF)(1). Hyperthyroidism;
can cause AF and predispose to hypercoagulability. Here we present a sixty year old male
patient with a diagnosis of hyperthyroidism who quitted taking his anti-thyroid medications
for over two months. Patient underwent an emergency laparoscopic cholecystectomy for
acute cholecystitis. On the post-operative 10" day, he was complained about an abdominal
pain and the interventions performed demonstrated a thromboembolism in the splenic
artery; ischemia and infarction in the pancreas and spleen due to this thrombus. His
hyperthyroidism treatment was started again and the splenic infarction was treated
conservatively. As it is in our case the hyperthyroidism history should be questioned carefully
in the emergency cases and the results of the thyroid function tests should be checked
before the surgery.
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Oz

Splenik arter tromboembolisine bagll dalak iskemisi nadir gérilen bir durumdur.
Tromboemboli ¢ogunlukla kardiak kaynakli olup, énemli bir kismini atrial fibrilasyon (AF)
olusturmaktadir (1). Hipertiroidi; AF ve hiperkoagubiliteye neden olabilir. Hipertiroidi tanisi
alan ancak son iki aydir antitiroid ilaglarini kullanmayan altmis yasinda erkek hasta
sunulmustur. Olgumuza akut kolesistit nedeniyle acil laparoskopik kolesistektomi uygulandi.
Ameliyat sonrasi onuncu glininde gelisen karin agrisi nedeniyle yapilan tetkiklerde splenik
arterde tromboemboli, dalakda ve pankreasda iskemik alanlar saptandi. Hastanin hipertiroidi
tedavisi tekrar diizenlendi ve dalaktaki iskemik alan konservatif yontemlerle tedavi edildi.
Olgumuzda da oldudu gibi acil girisimlerden &nce hastalar dikkatlice hipertiroidi yéniinden
sorgulanmali ve tiroid fonksiyon testleri kontrol edilmelidir.

Anahtar Kelimeler: Atrial Fibrilasyon; Hipertiroidi; Dalak iskemisi.
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INTRODUCTION

Splenic artery thrombus and splenic ischemia is a rarely
seen. Cardiac pathologies are the most common cause.
Atrial fibrillation (AF) is the most important and frequent
etiology. Hyperthyroidism is known to lead to AF and
hypercoagulability. In the splenic thromboembolism
treatment; symptomatic treatment and anticoagulation
is mostly sufficient. Here we present a male, 60 years old
patient with a known hyperthyroidism, hypertension,
diabetes and hyperlipidemia; who had an emergency
laparoscopic cholecystectomy and then developed a
splenic artery thrombi and splenic ischemia in the
postoperative 10* day.

CASE REPORT

A 60 years old male patient admitted to the Emergency
Room (ER) with a right upper quadrant pain and
tenderness. In his medical history he has a hypertension,
hyperlipidemia and diabetes mellitus. The radiologic
investigations showed acute cholecystitis. There was no
sign of cholestasis, liver function tests were normal but
there was a mild inflammation. Pre-operative cardiology
and pulmonary medicine consultations were performed
because of his comorbidities and age.

Cardiac arrhythmia was diagnosed. Laparoscopic
cholecystectomy was performed. After the surgery, early
mobilization  and prophylactic  anti-coagulation
(Enoxaparin Sodium 1x0.6 ml) was given. Post-operative
period was problem free and he was discharged in post-
operative 3" day. Pathology of the specimen was
reported as acute cholecystitis. One week after the
operation he admitted to the ER with an abdominal
pain. In the physical examination there was epigastric
tenderness without any rebound and defense. Vital signs
were normal. In the laboratory tests his leucocyte level
was 19.000/mm3, C-reactive protein level was 1.1 mg/d|
and the other values were in normal ranges. Abdominal
IV contrast enhanced computerized tomography was
taken; it demonstrated a hypo dens thrombi occluding
nearly %50 of the splenic artery lumen and sub capsular
ischemic areas in the spleen (Figure1-2).

Figure 1. Common ischemic areas of the spleen

Figure 2. Thromboembolism in the splenic artery (black
arrow)

Similarly suspicious hypo dens areas were seen at the
pancreatic body and tail. Anti-coagulation treatment was
started. Evaluation for the etiology of the
thromboembolism was made. Thrombophilia panel was
performed for the hypercoagulability and found to be
normal. His free T3 and free T4 levels were 6.7 and 3.2
mlU/L respectively. The Thyroid Stimulating Hormone
(TSH) level was) 0.02 mIU/L and it was learned that, he
stopped taking his anti-thyroid drugs for more than 2
months ago. The thyroid Ultrasound (US) was made and
there were pseudo-nodules, heterogeneous parenchyma
and increase in blood flow. Thyroid scintigraphy was
correlated with graves. The anti-thyroid treatment was
started again. The control investigations showed a
regress in the splenic ischemic areas and he was
discharged after his pain improved.

DISCUSSION

Occlusion of the splenic artery leads to ischemia in the
spleen parenchyma or infarction in it. This can be
segmental or total. A lot of etiologic factors exist.
Among these causes; splenic artery thrombus, infiltrative
hematologic  diseases, splenic vascular diseases,
hypercoagulability, anatomic problems and collagen
tissue diseases can be listed. The infarct area can vary
according to the amount of the lumen occluded and
presence of a collateral circulation. In %20 of the cases
abscess, hemorrhage, rupture and pseudo cyst
formation can be seen as a complication (1, 2). Any
asymptomatic and uncomplicated spleen ischemia or
infarct does not require any surgical treatment.

Deep Vein Thrombosis (DVT) or cardiac thrombi are the
most common reason of thromboembolism. They may
present with different clinical scenarios. The most
important complication of DVT is pulmonary emboli, and
the most important complication of a cardiac thrombus
is a systemic thromboembolism. In %30 of the cases
there is a history of a surgery, and it is responsible for
%5-10 of the hospital deaths. For these reasons; in
advanced age patients with comorbidities, venous
thromboembolism prophylaxis and early mobilization in
post-operative period is very important (3). AF,
ventricular aneurysm, cardiac valve diseases are most
common  factors leading to cardiac  origin
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thromboembolism (4). AF is a frequently seen rhythm
abnormality. The frequency in general population is
around %1-2. It is more common in male gender and
elderly patients (5). It can be undiagnosed for a long
time. Advanced age, HT, DM, coronary artery disease
(CAD) and thyrotoxicosis increases the risk of
thromboembolism around 2, 3 times (7). At the same
time it was seen that it causes arterial thrombosis in
%10-40 of the patients (8). J. S. Staffurth et al reported a
total of 26 systemic emboli in 21 of the 262 patients with
thyrotoxicosis induced AF (8). Hyperthyroidism may also
lead to hypercoagulability (10).

The pericardial or myocardial manipulation triggers
fibrillation, that's why it is more frequently seen in the
intra-thoracic surgeries. It is seen in %4 of the major
surgeries besides the cardio-thoracic surgeries. Surgery
and anesthesia leads to a stress response by increasing
the sympathetic and hormonal activities. This may cause
a predisposition for arrhythmia (11). Today some data
claim that the AF is triggered and maintained by the
inflammatory response (12). It is mostly seen in the post-
operative day 4, when the inflammatory response is
highest after the surgery (13). Of course it should be
kept in mind that sepsis; electrolyte imbalance may also
trigger AF.

The risk factors like HT, DM, advanced age,
inflammation, the history of a surgery and also quitting
the hyperthyroidism treatment for more than 2 months;
may be the cause of AF and thromboembolism in our
patient. As we know most of the AF is subclinical. The
diagnosis may not be made by a standard
electrocardiography (ECG) all the time. In one study only
%5 of the stroke patients could be diagnosed with AF
(14). For this reason only clinical findings of peripheral
thromboembolism may be seen, just like in our case.

Patients should be questioned before any emergency
intervention for hyperthyroidism, and the thyroid
function tests must be gathered in advanced age
patients with co-morbidities.
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