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Treatment of A case of Fistula after SG+JJB
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Patlent mformatlon

» The patient was a
31-year-old official
lady, admission In
Dec 15, 2022

» She presented to the
Bariatric surgery
department of the
first affiliated
hospital of Jinan
University with
complaints of gastric
fistula.




Patient information
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> Performed SG +1JB in SR i el
a local hospital for By 1
morbid obesity (162
cm, 105kg, BMI 40
kg/m2) with type 2
diabetes, OSAS,
gallstones and
metabolic syndrome on
Feb 24, 2022.



Patient information

On March 14, 2022, which was 20 days post-surgery, the patient was
urgently admitted due to sudden abdominal pain accompanied by
hematemesis (vomiting blood) and melena (bloody stool) after eating. The
diagnosis of gastrointestinal bleeding was considered, and treatments such
as gastric and intestinal decompression, fluid replacement, and hemostasis
were administered.

CT scan revealed pleural effusion, irregular density shadow in the left upper
abdomen, intraperitoneal hemorrhage, and intraluminal intestinal bleeding.
Combined with the patient's medical history and left shoulder pain, the
diagnosis was determined as gastric leaking with bleeding.

On March 15, the patient was placed on fasting, given anti-infection
treatment, and a nutritional tube was inserted. The patient's condition
stabilized after enteral nutrition.

The patient was discharged on April 25. During the period from April 2022
to December 2022 (8 months), a Upper Gastrointestinal Contrast was used
for gastric fistula imaging every month, and leakage of contrast agent PHILIPS
from the gastric fistula was observed consistently.
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Diagnosis and treatment

Chief Complaint: Recurrent left shoulder pain for 9 months.

Physical Examination: Abdominal laparoscopic surgical scars, as well as cesarean section scars,
without tenderness or rebound tenderness.

Vitals: T: 36.4° C, P: 72 bpm, R: 16 bpm, BP: 83/59 mmHg.

Height: 162 cm, Weight: 60.6 kg, BMI: 23.1 kg/m2. Waist circumference: 81 cm.

Nasogastric and gastric tube in place.

Enteral nutrition: 1500 mI/1500 kcal.

Hepatobiliary ultrasound: Gallbladder has a normal shape, with a concentric circular high-
density shadow inside, well-defined, measuring about 2.5 X 2.9 cm. Diagnosis: Gallbladder
stones.

Pulmonary function, colonoscopy, and other examinations are essentially normal.



Diagnosis and treatment
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Diagnosis and treatment

Upper Gastrointestinal
Contrast: No stenosis or
contrast leakage observed
at the anastomotic site.




Diagnosis and treatment

Gastroscopy reveals:

A fistula is observed on the
left side approximately 1 cm
- from the gastroesophageal

" junction, with a diameter of
about 0.6 cm.

The area indicated by the arrow is the location of the fistula



Diagnosis and treatment

Primary Diagnosis

> Gastric Fistula (B¥&)
» Gallbladder Stones




Evidence
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Laparoscopic Roux-en-Y fistulojejunostomy as a
salvage procedure in patients with chronic gastric
leak after sleeve gastrectomy SR N TS0 301853 AW B LB Chn] Obes Mo D e Fb 1018 W |

Panagiotis Lainas !, Evangelia Triantafyllou 2, Virginie Ben Amor 2,

Jean Gugenheim 2, Ibrahim Dagher ©, Imed Ben Amor 2 MR CI AR EMEZ I T AR 450 330 (2018)

Affiliations + expand
PMID: 36658084 DOI: 10.1016/j.s0ard.2022.12.017

Results: A total of 473 records were identified by the initial search, and 389 papers were excluded
after screening by title and abstract. Of the remaining 84 studies, 28 were identified; 1 was excluded
because it had combined LSG with ileal interposition, 1 for different language than English or French,
4 for repetitive information, and 5 for video reports or technical description. A total of 114 patients
were assessed in the 12 studies, and the number of patients ranged from 3 to 21. The review included
65 cases of total gastrectomy with esojejunal anastomosis (57%), 41 cases of fistulojejunostomy
(7.1%). Leaks occurred more frequently (37.5%, 3
cagpes) following Roux-en-Y gastric bypass, fistllojejunostomy (21.9%, 9 cases), and esophagojejunal

r a leak following definitive reconstructive surgeries

an&stomosis (7.7%, 5 cases). The healing time
varied between 10 and 165 days. Mortality was recorded in only 1 case (0.8%).

Conclusion: Surgery should be considered as a failure of the endoscopic approach to treat a chronic
leak after LSG. More research is needed to clearly identify the appropriate treatment of chronic leak
after LSG, but it is obvious that clinicians must be aware of and prepared to treat bariatric patients
who develop this dreaded complication.
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Our center's experience:

11 Out of 14 cases where sleeve gastrectomy-associated
gastric fistulas were corrected to BYGB, all of them
were cured.

Among these cases, 3 were revised to Roux-en-Y
gastric bypass (RYGB), which did not heal initially.
Subsequent fistula-to-jejunum anastomosis was
performed, leading to successful healing and cured.



Diagnosis and treatment

O Treatment plan: revision from Sleeve Gastrectomy with Jejunojejunostomy
(SG-JJB) to Roux-en-Y Gastric Bypass surgery along with cholecystectomy.
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Diagnosis and treatment

CdRationale:

v" Considering the patient's medical history and the evidence from the aforementioned
revision surgery, the corrective procedure was deemed the optimal solution.

v" Nine months post-surgery, repeated contrast studies continued to indicate contrast
leakage, suggesting the persistence of the gastric fistula.

v" The patient has experienced discomfort and left shoulder pain for 9 months.

v" The patient has been under fasting and enteral nutrition status.

v The patient's desire is to be able to eat and alleviate the symptoms of left shoulder pain.
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Revision surgery

Video .




Progress and Recovery

Recovery process:

The patient was discharged one month after the
surgery on Jan 15, 2023, reporting no shoulder
pain, abdominal pain, and exhibiting normal
blood and imaging indicators.
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Follow up on Aug 6, 20238%

Weight : 120 kg
BMI 22.8 kg/m2

Examination: normal

Note:
All photos have received patient
approval



Conclusion and Thinking

v" Proximity of Gastric Fundus to Gastroesophageal Junction: The gastric fundus is situated

too close to the gastroesophageal junction.

v" Technical Issues with Intestinal Anastomosis: Narrowing, Adhesions, Twisting - Pressure:
Challenges encountered at the intestinal anastomosis site, including issues like narrowing,

adhesions, twisting, possibly leading to high pressure.

v Concerns Regarding the Final Staple in Gastric Fundus: Questions or concerns regarding

the placement of the final staple in the gastric fundus.
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Thank you for your
attention and interest.

Dr. Zhiyong Dong, dongzy2008@163.com
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