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Laparoscopic sleeve gastrectomy is the most common bariatric surgery procedure performed
worldwide. Laparoscopic sleeve gastrectomy is simple and effective procedure for weight reduction
and comorbidity resolution, however complications can occur with this procedure which can be very
serious.We present a case of a 45 year old male with hypertension and OSA as comorbidity who
underwent an uneventful laparoscopic sleeve gastrectomy, but presented with delayed leak after four
weeks which was managed by endo-laparoscopy.
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INTRODUCTION

Obesity is one of the world’s major healthcare issues of the
21% century. It and its comorbidities remains a priority public
health issue for most countries worldwide . The most
common bariatric surgery procedure performed both globally
and in the United States is the laparoscopic sleeve
gastrectomy(LSG) accounting for up to 60% of all bariatric
procedures > *. Ren et al. were the first to perform a sleeve
gastrectomy laparoscopically in 1992 (4).Owing to an
increase in bariatric surgical procedures, bariatric surgeons
should have an understanding of the complications associated
with LSG and an approach to deal with them. Early
postoperative complications associated with LSG that need to
be identified urgently include bleeding, staple line leak and
development of an abscess. Delayed complications include
strictures, nutritional deficiencies and gastroesophageal
reflux disease. We will discuss the unusual presentation of a
post-operative leak in one of our patients.

CASE REPORT

A 45 year old male with a BMI of 38kg/m2, hypertension and
Obstructive sleep apnoea (OSA)as comorbidities came to our
hospital for metabolic surgery. After taking detailed history
and doing relevant examination, patient was subjected to
necessary investigations. His upper GI endoscopy was
normal. Laparoscopic sleeve gastrectomy was performed
upon this patient after taking proper consent and per
operative preparation. Sleeve gastrectomy was performed by
using endo GI stapler with first green and subsequent blue
Catridges. The intra operative period, hospital stay remained
uneventful. The patient was discharged on liquid diet and was
doing well for the initial four weeks. After four weeks, he
presented to us with fever and pain in the left upper quadrant.
The patient was admitted and ultrasonography of the
abdomen was done, which showed peri-splenic collection of
190cc, his blood counts showed marked leucocytosis
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(17,000/cumm) and raised C reactive protein. CT guided The whole suture line was examined, which was normal. The
pigtail drainage of the pus collection was done. The patient scope was then negotiated through the rent into the posterior
underwent CECT with oral contrast, revealing a leak below mediastinum, where a collection was present (Figure 4).

the surgical gastroesophageal junction (Figure 1).

Figure 1. Leak (red arrow) on CECT with Oral Contrast Figure 4. Collection drained through Rent
The  case was discussed  with 'the radiologist and The collection was drained, and an oesophageal stent (Figure
gastroenterologist aqd plan of comblped enflo-laparoscop Y 5) was placed under fluoroscopic guidance (Figure 6). Orals
WE? ﬁak}elzn. "1;1he patlelznt qilder\x{ent fltlagﬁostlc la;z ErOSCOP y were started after three days of stenting. The stent was
which showed norma’ peritoneal cavity, however there was removed after three months by endoscopy .The patient is

omental wrapping in the peri-Splenic area (Figure 2), which

was not disturbed. doing well and is on follow-up.

Figure 2. Laparoscopic view shows adhesions/ omental
wrapping

At this point, an endoscope was introduced, identifying about
1.5 cm rent in the right lateral wall of the oesophagus just
above the gastroesophageal junction (Figure 3).

Figure 6. Fluoroscopic confirmation of Endoscopic Stent (red

Figure 3. Endoscopic view shows Rent below GE junction
arrow) deployment
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DISCUSSION

Leak after Laparoscopic sleeve gastrectomy occurs in 1 — 3%
of patients undergoing surgery first time where as its
incidence increases upto 10% who underwent revision
surgery”. While leaks can occur anywhere along the staple
line, they mostly do so right below the gastroesophageal
junction in 85% of cases . This is likely owing to increased
intra-gastric pressure due to decreased peristalsis and
ischaemia. The occurrence of leaks following LSG is linked
to both coexistence of the metabolic syndrome , particularly
type 2 diabetes as well as the modification of the surgical
technique (over sewing the staple line, distance of the first
staple fire from the pylorus and the size of gastric tube!”.
Male gender and BMI >50kg/m2 are associated with
significantly higher leak rates (2.5 vs 1.6%, p=0.02 and p <
0.01) ® however, an increase in the risk of developing
fistulas and leaks is seen with smoking, improperpost-
operativediet, use of corticosteroids, and immunosuppressive
treatment

Based on radiologic findings and the time of diagnosis, there
are many classifications '”.the gastric leak can be divided
into two categories based on the upper gastrointestinal
contrast examination results. Management of a type I or
subclinical leak involves inserting a surgical drain or a
fistulous tract into the chest or abdomen. However, in type 11
or clinical leak, there is a contrast diffusion into the chest or
abdominal cavities !'".Gastric leaks can also be characterized
as early or late, depending on when they are diagnosed. A
delayed leak is typically detected more than 8 days after
surgery, whereas an early leak is typically detected within the
first 3 days following surgery ‘. Ours being more than 4
weeks later is unusual.

CONCLUSION

Due to the constantly growing number of obese people
worldwide, the number of bariatric surgery procedures has
been rising accordingly. As with any surgical intervention
laparoscopic sleeve gastrectomy is associated with the risk of
post-operative complications. A basic understanding of
common complications and available treatment options is
essential for all bariatric surgeons.
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