
Treatment of Refractory Chronic Fistula Following

Laparoscopic Vertical Gastrectomy

Fı́stula crónica refractaria a tratamiento tras gastrectomı́a vertical
laparoscópica

Laparoscopic sleeve gastrectomy (LSG) has been providing

very good results for weight loss as well as improvement in

comorbidities.1–3 The fact it has been mistakenly considered a

simple, easy-to-reproduce technique has led to its being

performed by a large number of surgeons. When compared

with gastric bypass and biliopancreatic diversions, it may

seem a more manageable surgery from a laparoscopic

standpoint, but its complications may be even more serious

than those of other techniques. This is especially true for

gastric fistulas. We report the case of a patient who was

hospitalized for more than 15 months due to a gastric fistula

after LSG.

The patient had a BMI of 61.3 and OSAS that was being

treated with cPAP. LSG was performed. Gastric dissection was

performed using a 34F gastric tube. Afterwards, the staple line

was invaginated with a continuous monofilament 2-0 suture.

48 h later, a methylene blue water tightness test performed

was normal and after 72 h the patient was discharged with a

liquid diet.

Two weeks later, the patient was hospitalized due to fever

with no abdominal pain. Emergency CT revealed a large

abdominal collection secondary to a gastric fistula (Fig. 1).

Given the situation of the patient, we decided to operate in

order to drain the abscess, wash the cavity and place a drain

tube (intraoperatively, it was impossible to observe the fistula

since the tests done with air and methylene blue were

negative). Three days after the surgery, an upper gastrointes-

tinal series showed a leak in the proximal third of the

gastrectomy with no associated distal stenosis (Fig. 1).

Conservative treatment was begun (no oral intake, parenteral

nutrition and jejunostomy feeding catheter). After 6 weeks,

the discharge through the drain tube was largely reduced, but

the signs of the fistula still remained on the imaging tests. We

implanted a covered stent, but it had to be withdrawn 4 days

later due to poor tolerance by the patient. After 5 whole

months of conservative treatment, and given the demands of

the patient, an operation was decided to try to resolve the

problem surgically. During the procedure, we observed a

pointed fistula centered on healthy tissue, so we decided on a

simple closure and invagination (double suture). During the

2 weeks after the surgery, the water-tightness tests were

negative, and the patient was discharged. Two months later,

the patient was re-hospitalized due to fever and dyspnea, with

CT results that demonstrated a large abdominal abscess and

left pleural effusion secondary to gastric fistula (Fig. 2). The

abscess was drained with endoscopic needle aspiration and

the fistula continued to have a daily discharge of 20 cc for

2 months. We decided to operate once again with the intention

to reduce the intraluminal pressure, and a gastric bypass was

performed. Since this last surgery, the patient has been

asymptomatic, has tolerated oral intake and has had negative

radiological tests.

LSG is an apparently simple technique for the treatment of

morbid obesity. Nevertheless, its complications, although

uncommon, may put patients’ lives at risk. The main

complications with this technique are hemorrhage (0%–6.4%)

and gastric fistula in the proximal third (0%–20%), with a

mortality rate that ranges between 0 and 3.2%.3–5 The

management of fistulas after LSG is difficult because conserva-

tive treatment does not always provide good results and

can become chronic for months.4–8 When conservative treat-

ment is not successful, most authors argue that the next step

Fig. 1 – Abdominal CT (left) showing the intra-abdominal abscess secondary to a gastric fistula; upper GI series (right)

with leak of contrast material on the upper third of the LSG.
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should be the use of flexible covered stents5,9,10 in an attempt at

creating a ‘‘temporary bypass’’ of the fistula. Other proposed

treatments include the endoscopic use of adhesives (surgical

glues),5,7which has provided controversial results. In cases that

do not respond to any treatment, the possibility of treating the

distal stenosis (if there is any) with endoscopic dilatations

should be assessed. If there is no other option left except

for surgery, simple fistula closure should be avoided and gastric

intraluminal pressure should be reduced by converting the

technique to gastric bypass.
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Catamenial Pneumothorax: A Heterogeneous

Syndrome§

Neumotórax catamenial: un sı́ndrome heterogéneo

Introduction

Catamenial pneumothorax (CP) is pneumothorax that occurs

3 days before or after menstruation.1 It is the most frequent

manifestation of intrathoracic endometriosis, as described by

Maurer in 1958.2 There are several theories about its

etiopathogenesis and treatments, which have provided

varying results. We present four cases of CP.

Patient 1 is 31 years old and presented with chest pain,

dyspnea and a right hemothorax. She had a history of previous

episodes of pneumothorax: episode 1 was treated with

drainage; episode 2 was treated with the resection of apical

bullae and abrasive pleurodesis by video-assisted thoracos-

Fig. 2 – Abdominal CT with a large perigastric collection

and left pleural effusion secondary to the gastric fistula.
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