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INTRODUCTION 

Sleeve gastrectomy (SG) has become a frequent bariatric 

procedure. This restrictive operation has several 

advantages: it is technically easier to perform and does 

not require an enteric anastomosis; it induces a reduction 

in ghrelin causing appetite suppression, which adds to the 

effect of restriction.1 

SG can be associated with three significant 

complications, which include: staple line gastric bleeding, 

staple line gastric leaks and gastric strictures. Gastric leak 

after SG has a rate between 0.7-1%, and it is associated 

with significant and prolonged morbidity, remaining one 

of the most feared complications.2 Leakage management 

may be difficult, especially if located at the 

gastroesophageal junction. It often requires a 

multidisciplinary approach and experienced bariatric and 

metabolic surgeons.3 

Causes of the leak are classified as mechanical/technical 

or ischemic, both of which involve intraluminal pressure 

that exceeds the strength of the tissue and/or staple line.4 

Clinical presentation of gastrointestinal leak may be more 

subtle or delayed in obese patients.4 The most important 
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clinical signs or symptoms in patients with gastric leaks 

are fever and tachycardia.5 A high clinical suspicion for a 

gastric leak should be immediately followed up with a 

computed tomography (CT) scan.2 

Leak management depends mainly on the clinical 

condition of the patient and the onset time of the gastric 

leak. It varies between prompt surgical intervention in 

unstable patients or conservative management in stable 

patients in whom leaks present later in the clinical course. 

The management options include endoscopic 

interventions with closure techniques or, more 

commonly, exclusion techniques with an 

endoprosthesis.6-8 

A gastric leak can present as peritonitis, abscesses, 

gastrocutaneous fistula or other fistulae between 

abdominal organs, sepsis, organ failure and even death. 

Most peri-sleeve collections are retro-gastric, sub-

diaphragmatic and loculated, and surgical drainage may 

be the best option. An attempt at closing the site of leak is 

performed if local tissues have adequate healing 

conditions and in patients who have localized 

intraabdominal collections. If possible, re-sleeve by 

stapling or suture could be performed. Generalized 

peritonitis with haemodynamic instability is uncommon 

but if present, an immediate surgical repair of the fistula 

site may be deferred. In a patient with signs of late 

leakage, presence of severe inflammatory disease, and 

abscess, washout and drain placement is the best 

management option.2 

We present a clinical case that shows the therapeutic 

approach to treat a complicated gastric leakage after SG, 

using directed fistulization. 

CASE REPORT 

A 41- year-old morbidly obese patient was transferred to 

the Intensive Care Unit of our Hospital with respiratory 

failure and sepsis after bariatric surgery. In a 6-month 

time frame he underwent four surgical procedures. 

The patient had been admitted to other hospital for 

elective bariatric surgery. His medical history revealed 

type 2 Diabetes Mellitus, hypertension and a previous 

admission for pneumonia. He was initially submitted to 

SG. The intervention was uneventful. Postoperative 

methylene blue test one day after was negative and oral 

liquid diet was well tolerated.  

Eleven days after the first surgery the patient was 

admitted to the Emergency Department with fever, 

leukocytosis with neutrophilia. No nausea, vomiting, 

abdominal pain or melena were observed during this 

period. He was admitted to the ward and was started on 

broad-spectrum empirical antibiotics. No imaging was 

available at this time. During hospitalization, he 

presented hematemesis that ceased with medical 

treatment. An exploratory laparotomy (second operation) 

was scheduled on the suspicion of subphrenic abscess. At 

surgery, no abscess or fistula were found.  

Clinical course was complicated with lower lobar 

pneumonia. Due to persistent signs of sepsis and 

suspicions of intra-abdominal abscess he was submitted 

to exploratory laparotomy (third operation), which 

identified a splenic and perisplenic abscess. A 

splenectomy and drainage was performed.  

Abdominal sepsis persisted with purulent peritonitis 

leading to relaparotomy (fourth operation), lavage and 

drainage. An intraoperative methylene blue test was 

performed in this operation, revealing to be negative for 

leakage. 

Despite medical and surgical efforts, the patient's clinical 

condition was deteriorating and in need for higher care. 

He was then transferred to the Intensive Care Unit of our 

Hospital, and after General Surgery consultation, he was 

again submitted to laparotomy on suspicion of left 

subphrenic abscess and digestive fistula. Surgical 

intervention consisted of: identification and drainage of 

the abscess; lysis of adhesions; identification of fistula at 

the level of the cardiac incisure (methylene blue test and 

perioperative endoscopy); placement of a Pezzer probe 

for directed and controlled fistulization externalized in 

the skin by the shortest route on the left hypochondrium 

(Figure 1); Shirley’s drain placement in the subphrenic 

space for lavage maintenance; jejunostomy for enteral 

nutrition. 

 

Figure 1: Perioperative placement of a Pezzer probe 

(arrow) in the internal fistula orifice to direct or to 

control it. 
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Figure 2: Abdominal CT before (a) and after (b) oral 

contrast ingestion water soluble. Note the Pezzer 

(arrow) without (a) and with (b) opacification. 

 

Figure 3: Esophageal transit 1 month after the 

intervention, Pezzer (yellow arrow), Shirley's drain 

(white arrow). 

Patient presented satisfactory clinical and analytical 

evolution. He underwent several imaging control exams: 

esophageal transit, fistulography and CT with water-

soluble oral contrast (Figure 2). 

He was maintained on enteral feeding by jejunostomy 

and was transferred to the General Surgery ward. 

Esophageal transit and gastric emptying study was 

performed one month after the last intervention, which 

showed the passage of contrast along the Pezzer without 

extravasation and without other fistulous paths. There 

was no contrast in Shirley's drain. (Figure 3). 

On follow up patient was without complaints, tolerating 

an oral diet. Seven months later, the patient was 

asymptomatic and without signs of incisional hernia. The 

long-term follow-up and recovery were uneventful. 

DISCUSSION 

The treatment options for gastric leakage are variable and 

depend on the size of the leakage, the extent of the 

abdominal contamination and the location of the 

leakage.9 

Early detection reduces mortality. Contrast swallow is 

simple and inexpensive, but the diagnostic sensitivity for 

leakage is low.10 Leakages developing secondarily to 

classical ischemia appear generally 5 to 6 days after 

surgery. Gastric leaks over technical issues develop 

usually at the first 2 days after the procedure.9 

Some intraoperative maneuvers have been suggested in 

an attempt to decrease the incidence of leak, including 

oversewing the staple line and reinforcing the staple line 

with biologic or synthetic materials such as fibrin glue. 

According to literature, these maneuvers are not proven 

to decrease leak incidence.11-14 Some surgeons advocate 

routine drain placement in proximity to the gastrojejunal 

anastomosis to better diagnose and/or control leakage 

from this site during postoperative period, or for 

conversion of a leak into a controlled fistula. However 

others hypothesize that drains in proximity to an 

anastomosis are unnecessary and may increase the risk of 

a leak developing, particularly if left in place more than a 

few days.15-17 

Endoscopic approach has been considered the non-

surgical management choice for gastrointestinal leakage, 

using devices such as endoclips, glue, stents, and most 

recently shape-memory clips and endoscopic vacuum 

therapy.18,19 

For early-stage leakage, abdominal irrigation by 

laparoscopic approach, with leakage repair if possible, 

and jejunostomy tube placement for enteral feeding is the 

most effective procedural method. If there is no sepsis 

and no extensive intra-abdominal collection, 

percutaneous drainage of the fluid and stent placement is 

usually sufficient in cases of late determined leakages. If 

sepsis and extensive intraabdominal fluid are present, 

surgical intervention with abdominal irrigation, feeding 

jejunostomy and leakage management must be 

performed.9 

Recently a technique for the treatment of gastric leaks, 

known as Baltazar procedure or the Roux-en-Y 

fistulojejunostomy has been shown to be safe and 

effective and is one of the valid surgical options for the 

treatment of gastric leaks post-SG. It has demonstrated 

promising results in the treatment of late fistula. The 

procedure should be done 1 to 2 months postoperative to 

ensure a successful outcome. However, the edges of the 

fistula must be suitable for repair.3 

In our case it was a late fistula presentation, leading to 

clinical deterioration with shock, in a patient with 

multiple recent interventions for peritonitis, with no 

potential for primary leak repair. There is no defined 

treatment for fistulas with more than 20 days of 

evolution, and we opted for fistula drainage and 
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diversion. The patient maintained enteral feeding by 

jejunostomy, allowing the fistula tissues to heal. 

CONCLUSION 

Although the results after SG are quite satisfactory, if a 

complication occurs the recovery process may be 

difficult. This is a more important issue in the absence of 

an internationally accepted algorithm for the management 

of the leaks complicating this operation. Early diagnosis 

is essential. A combination of treatment methods 

depending on the clinical presentation is often required to 

achieve success. Surgical treatment of late fistulas is 

usually a last resort, but occasionally needed. Pezzer or T 

tube drainage, sometimes described as a simple and 

antiquated surgical technique, might be useful in selected 

cases, in order to form a directed fistulization. 
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