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Surgeon at work
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Laparoscopic sleeve gastrectomy (SG) has become very
popular [1] due to its apparent technical ease, positive
results (in terms of weight loss and improvement of co-
morbidities [2], and low postoperative complication rates.
Major complications are gastric leak (GL) and hemorrhage
along the gastric staple line. GL is found in less than 3% of
cases [3] and mostly occurs between postoperative day 5
and 8 [4].
Operating procedure

We report here a case of a 45-year-old man who
underwent SG and was referred to our institution for
suspicion of GL 2 days after performing SG. An abdominal
computed tomography (CT) scan with oral contrast study
showed distal GL with extravasation of contrast product in
the peritoneal cavity.
An immediate laparoscopy using a 4-trocar technique [5]

was performed (Video). After retracting the left liver lobe,
exploration found intra-peritoneal gastric fluid secondary to
the distal staple line disunion. The gastric remnant was
removed laparoscopically, which allowed the distal dis-
union to be stapled without tension. Then, an intraoperative
methylene blue test showed the absence of GL. After
checking there was no leakage in the gastric staple line, 2
suctions drains were placed along the gastric resection line,
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and a feeding jejunostomy was performed using short mid-
line laparotomy, as is usually performed in our institution in
case of early-onset GL [6].
The surgery was well-tolerated, and an abdominal CT

scan with oral contrast study performed 6 days post-
operation show an absence of GL. Abdominal drains were
removed on the eighth and ninth postoperative days. Out-
comes were uneventful, and the patient was discharged
from the hospital at day 10. At 3 months follow-up, there
were no signs of recurrence of GL.
Discussion

The occurrence of postoperative GL is a difficult, life-
threatening complication to manage and is associated with a
mortality rate of between 0% and 9% [7–9]. Most of GL
occurs on the upper third of the gastric staple line. There are
many hypotheses for the appearance of GL, such as
ischemic causes due to an aggressive dissection of the
posterior surface of the fundus [10], increased intraluminal
pressure [9], and staple misfiring [11].
In the case of distal GL, the cause is usually a technical

error or a material defect. In our video, the gastric sleeve
tube was not loose enough given the presence of posterior
adhesions. Stapling could be more difficult as a result of
increased tension on the gastric stapling line. Also, stapling
was started more than 6 cm above the pylorus. For this
reason, we chose to perform a new stapling of the distal
gastric tube after mobilizing the gastric sleeve tube (parti-
ally with respect to its posterior surface and the great
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omentum), taking care to remove the staple line disunion.
Such a procedure was technically possible because the
initial SG was not performed in an optimal way.

Conclusion

Laparoscopic management of a GL secondary to a distal
staple line disunion after sleeve gastrectomy can be can
performed safely with positive outcomes. The important
point is to adapt to the intraoperative conditions.
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Supplementary data

Supplementary data associated with this article can be
found in the online version at http://dx.doi.org/10.1016/
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