
J Surg, an open access journal
ISSN: 2575-9760

1 Volume 05; Issue 07

Journal of Surgery
Research Article

Di Maggio F, et al. J Surg 5: 1306.

Minimally Invasive Approach to Perform a Challenging Reconstruction 
and Treat Several Complications after a Roux en Y Bypass

Francesco Di Maggio*, Hannah Bridgwater and Abraham J Botha 
Upper GI Surgery Unit, Department of General Surgery, Guys and St Thomas NHS Foundation Trust, Westminster Bridge Road, UK

*Corresponding author: Francesco Di Maggio, Upper GI Surgery Unit, Department of General Surgery, Guys and St Thomas 
NHS Foundation Trust, Westminster Bridge Road, UK

Citation: Di Maggio F, Bridgwater H, Botha AJ (2020) Minimally Invasive Approach to Perform a Challenging Reconstruction 
and Treat Several Complications after a Roux en Y Bypass. J Surg 5: 1306. DOI: 10.29011/2575-9760.001306

Received Date: 15 April, 2020; Accepted Date: 13 May, 2020; Published Date: 19 May, 2020

DOI: 10.29011/2575-9760.001306

Abstract 

Weight loss surgery can be plagued by severe surgical complications in an unhealthy morbid population. Anastomotic 
leak after a Roux-and-Y bypass is possibly the most feared issue in the perioperative course, whereas the common onset of 
symptomatic gallstones in the medium-long term have driven some authors to advocate prophylactic cholecystectomy in the 
past. Re-do operations are often challenging and expose these patients to additional complications. The decision for surgery 
must be made in view of the associated risks in expert centres. We present the case of a patient who experienced several post-
operative complications after a Roux-en-Y bypass for obesity. The management required multiple surgical as well as radiologi-
cal interventions. 
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Introduction
Different operations can be used to attempt weight-loss. It is 

vital to tailor the option to the individual’s needs and consider the 
risks associated with poor physiological reserve in these patients. 
Roux-en-Y bypass is the most common bariatric procedure [1]; 
hospital readmission due to complications was recently reported 
in up to 6.5%, 21.4%, and 65.9% of patients within 30 days, 1 
year, and 6 years following surgery [2]. Postoperative surgical 
complications include (but are not limited to) anastomotic leak, 
stricture, internal hernia, and gallstones [3], which occur in up to 
30% of patients following weight loss surgery [4]. Anastomotic 
leak is a serious complication after Roux-en-Y bypass. Along 
with venous thromboembolism, it has been shown to be the most 
common cause of death [5]. Its management strategies are still 
debated. A cholecystectomy is required in 4% of bariatric patients, 
most commonly within the first 6 months of surgery [6]. This 
operation can be technically demanding and expose malnourished 
patients to additional complications, which has contributed to 
the historical debate on prophylactic cholecystectomy at the 
time of bariatric surgery. Our patient was referred to us after a 
leaked Roux-en-Y and a re-look laparotomy resulting in a staple 
line dehiscence and gastro-cutaneous fistula. Six months after a 
successful minimally invasive re-canalisation, he re-presented 
with a gallbladder empyema. 

Case Report
A 48-year-old man was referred to our centre having had a 

complicated Roux-en-Y gastrectomy for obesity. His BMI was 43 
and his past medical history included diabetes, gastroesophageal 
reflux and a type III hiatus hernia. He complained of dysphagia on 
postoperative day two, and a CT showed a dilated oesophagus. After 
persistent pyrexia on day 5, a second scan evidenced anastomotic 
leak. The patient underwent an emergency laparotomy and washout, 
during which the site of leak was stapled and a drain was inserted. 
Patient was started on TPN and recovered from the sepsis, but his 
dysphagia got worse. A CT performed one month after the surgery 
showed a short tight stricture at the gastroesophageal junction and 
staple line dehiscence proximal to the gastric pouch. An endoscopic 
stenting was attempted but failed due to fibrotic stenosis preventing 
passage of the stent. The patient was transferred to our unit three 
months after the initial surgery, on TPN. A swallow test requested 
at this stage showed oral contrast to selectively wedge into the 
para-anastomotic drain, in an established gastro-cutaneous fistula, 
without any enhancement of the digestive system distal to a minimal 
lumen pouch (Figure 1A). A 3D laparoscopic revision of the Roux-
en-Y gastric bypass was attempted. After extensive adhesiolysis, 
the small gastric pouch was isolated and a defect was identified on 
the left distal oesophagus. The terminal esophagus, gastric pouch 
and previous joint were excised and a new esophago-jejunal end to 
end anastomosis was fashioned distally.
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The patient had an uneventful postoperative recovery. He was discharged from ITU the day after surgery. A water soluble swallow 
test performed on day 5 showed opacification of the efferent loop down to the common limb in the absence of contrast hold-up or 
leak (Figure 1B). The patient was started on fluids on day 6 and on day 8 on a soft diet. He was discharged home on day 12 on fork-
mashable diet. The same patient presented eight months later with vomiting and pain. An urgent barium swallow resulted normal. An 
abdominal ultrasound and following CT revealed a large collection with multiple septa within the gallbladder fossa (Figure 1C). The 
empyema was drained with a transhepatic cholecystectomy by interventional radiology. The drainage was left in situ for four months. 
A subsequent MRCP showed resolved empyema and no common bile duct dilatation (Figure 1D). He finally underwent a laparoscopic 
cholecystectomy, again requiring vast adhesiolysis (Figure 2), and drain was removed at the time of this surgery. The procedure occurred 
with no immediate complications and the patient was discharged home on the same day. 

Figure 1: Radiological investigations. A: Water soluble swallow pre- recanalization showing contrast selectively opacifing the drain; 
B: Swallow test after the operation shows contrast passing the esophago-jejunal end to end anastomosis; C: CT abdomen showing the 
large gallbladder empyema six months after recanalization; D: MRCP after transhepatic cholecystectomy, with resolved empyema and 
normal biliary tree.
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Figure 2: Intraoperative: laparoscopic cholecystectomy required a 
challenging adhesisolysis.

Discussion
One of the most fatal surgical complications following 

bariatric surgery is anastomotic leak [7]. The incidence of leak in 
large volume studies has been reported to be between 0.1-4.3% 
[8]. Risk factors for developing leaks are revision operations 
and a BMI > 50 [9]. Leak rate in revision operations has been 
shown to be slightly higher between 4-5% [10,11]. Most leaks 
can be managed conservatively with antibiotics and abdominal 
drains plus parenteral nutrition. However, in patients with life-
threathening sepsis and haemodynamic instability, a relaparotomy 
is required, reported in 35-39% of patients [12,13]. According to a 
Swedish population-based study, the risk of developing gallstones 
is five times greater in post bariatric procedures patients than in the 
general population [14]. This risk of cholelithiasis differs between 
bariatric interventions. In the Roux-en-Y procedure, asymptomatic 
gallstones occurred in 30 to 52.8% of patients after 6 to 12 months 
postoperatively, whilst symptomatic gallstones occurred in 7-16% 
[15]. This is higher than the gastric banding and sleeve groups. 
Despite these figures, a cholecystectomy was only necessary 
in 3.9-17.6% of patients, regardless of whether they had stones 
preoperatively or not [16].

It remains controversial whether a cholecystectomy should 
be performed at the time of bariatric surgery. Some authors have 
advocated a concomitant cholecystectomy either in all patients 
or in those with gallstones preoperatively [17,18]. However, a 
concomitant cholecystectomy is not preferred by most surgeons to 
reduce the length and risks of the initial operation and should only 
be considered in patients with symptomatic gallbladder disease. 
Serious complications following concomitant cholecystectomy 
have been reported [19]. Management of post-operative 
complications, and specifically a future cholecystectomy, is likely 
to be technically challenging due to abdominal adhesions.

Conclusion
Patients undergoing bariatric surgery should be made aware 

of gallstones symptoms and relevant complications.

Laparoscopic approach is a safe and feasible way to deal 
with complications following bariatric surgery in expert hands, 
and should occur in a specialist centre.

References
Angrisani L, Santonicola A, Iovino P, Formisano G, Buchwald H, et al. 1. 
(2015) Bariatric surgery worldwide 2013. Obes Surg 25:1822-1832.

Bruze G, Ottosson J, Neovius M, Näslund I, Marsk R (2017) Hospital 2. 
admission after gastric bypass: a nationwide cohort study with up to 6 
years follow-up. Surg Obes Relat Dis 13: 962-969.

Monkhouse SJW, Morgan JDT, Norton SA, Coll AR (2009) Complica-3. 
tions of Bariatric Surgery: Presentation and Emergency Management 
- a Review. Surg Engl 91: 280-286.

Lee CW, Kelly JJ, Wassef WY (2007) Complications of bariatric sur-4. 
gery. Curr Opin Gastroenterol 23: 636-643.

Bruschi Kelles SM, Diniz MF, Machado CJ, Barreto SM (2014) Mortal-5. 
ity rate after open Roux-en-Y gastric bypass: a 10-year follow-up. Braz 
J Med Biol Res 47: 617-625.

Keilani ZM, El Djouzi S, Kuwada TS, Gersin K, Simms C, et al. (2012) 6. 
What are the incidence and timings of cholecystectomy following bar-
iatric surgery? SAGES 2012 abstract archive. 

Goldfeder LB, Ren CJ, Gill JR (2006) Fatal complications of bariatric 7. 
surgery. Obes Surg 16: 1050-1056.

Jacobsen HJ, Nergard BJ, Leifsson BG, Frederiksen SG, Agajahni E, 8. 
et al. (2014) Management of suspected anastomotic leak after bariat-
ric laparoscopic Roux-en-Y gastric bypass. Br J Surg 101: 417-423. 

Lim R, Beekley A, Johnson DC (2018) Early and late complications of 9. 
bariatric operations. Trauma Surgery & Acute Care Open 2018.

Pędziwiatr M, Małczak P, Wierdak M, Rubinkiewicz M, Pisarska M, et 10. 
al. (2018) Revisional Gastric Bypass Is Inferior to Primary Gastric By-
pass in Terms of Short- and Long-term Outcomes-Systematic Review 
and Meta-Analysis.

Marshall JS, Srivastava A, Gupta SK, Rossi TR, DeBord JR (2003) 11. 
Roux-en-Y Gastric Bypass Leak Complications. Arch Surg 138: 520-
524.

Csendes A, Burgos AM, Braghetto (2012) Classification and manage-12. 
ment of leaks after gastric bypass for patients with morbid obesity: a 
prospective study of 60 patients. Obes Surg 22: 855-862.

Ballesta C, Berindoague R, Cabrera M, Palau M, Gonzales M (2008) 13. 
Management of Anastomotic Leaks After Laparoscopic Roux-en-Y 
Gastric Bypass. Obes Surg 18: 623-630. 

Jonas E, Marsk R, Rasmussen F, Freedman J (2010) Incidence of 14. 
postoperative gallstone disease after antiobesity surgery: population-
based study from Sweden. Surg Obes Relat Dis 6: 54-58. 

Villegas L, Schneider B, Provost D (2004) Is routine cholecystectomy 15. 
required during laparoscopic gastric bypass? Obes Surg 14: 206-211.

Swartz DE, Felix EL (2005) Elective cholecystectomy after Roux-en-Y 16. 
gastric bypass: why should asymptomatic gallstones be treated differ-
ently in morbidly obese patients? Surg Obes Relat Dis 1: 555-560. 

https://www.researchgate.net/publication/274396213_Bariatric_Surgery_Worldwide_2013
https://www.researchgate.net/publication/274396213_Bariatric_Surgery_Worldwide_2013
https://www.ncbi.nlm.nih.gov/pubmed/28209533
https://www.ncbi.nlm.nih.gov/pubmed/28209533
https://www.ncbi.nlm.nih.gov/pubmed/28209533
https://www.researchgate.net/publication/24255952_Complications_of_Bariatric_Surgery_Presentation_and_Emergency_Management_-_a_Review
https://www.researchgate.net/publication/24255952_Complications_of_Bariatric_Surgery_Presentation_and_Emergency_Management_-_a_Review
https://www.researchgate.net/publication/24255952_Complications_of_Bariatric_Surgery_Presentation_and_Emergency_Management_-_a_Review
https://www.ncbi.nlm.nih.gov/pubmed/17906440
https://www.ncbi.nlm.nih.gov/pubmed/17906440
https://www.ncbi.nlm.nih.gov/pubmed/24919174
https://www.ncbi.nlm.nih.gov/pubmed/24919174
https://www.ncbi.nlm.nih.gov/pubmed/24919174
https://www.sages.org/meetings/annual-meeting/abstracts-archive/what-are-the-incidence-and-timing-of-cholecystectomy-after-bariatric-surgery/
https://www.sages.org/meetings/annual-meeting/abstracts-archive/what-are-the-incidence-and-timing-of-cholecystectomy-after-bariatric-surgery/
https://www.sages.org/meetings/annual-meeting/abstracts-archive/what-are-the-incidence-and-timing-of-cholecystectomy-after-bariatric-surgery/
https://www.ncbi.nlm.nih.gov/pubmed/16901359
https://www.ncbi.nlm.nih.gov/pubmed/16901359
https://www.ncbi.nlm.nih.gov/pubmed/24536012
https://www.ncbi.nlm.nih.gov/pubmed/24536012
https://www.ncbi.nlm.nih.gov/pubmed/24536012
https://www.ncbi.nlm.nih.gov/pubmed/30402562
https://www.ncbi.nlm.nih.gov/pubmed/30402562
https://www.ncbi.nlm.nih.gov/pubmed/12742956
https://www.ncbi.nlm.nih.gov/pubmed/12742956
https://www.ncbi.nlm.nih.gov/pubmed/12742956
https://www.ncbi.nlm.nih.gov/pubmed/22438218
https://www.ncbi.nlm.nih.gov/pubmed/22438218
https://www.ncbi.nlm.nih.gov/pubmed/22438218
https://www.ncbi.nlm.nih.gov/pubmed/18392906
https://www.ncbi.nlm.nih.gov/pubmed/18392906
https://www.ncbi.nlm.nih.gov/pubmed/18392906
https://www.ncbi.nlm.nih.gov/pubmed/19640806
https://www.ncbi.nlm.nih.gov/pubmed/19640806
https://www.ncbi.nlm.nih.gov/pubmed/19640806
https://www.ncbi.nlm.nih.gov/pubmed/15018749
https://www.ncbi.nlm.nih.gov/pubmed/15018749
https://www.ncbi.nlm.nih.gov/pubmed/16925290
https://www.ncbi.nlm.nih.gov/pubmed/16925290
https://www.ncbi.nlm.nih.gov/pubmed/16925290


Citation: Di Maggio F, Bridgwater H, Botha AJ (2020) Minimally Invasive Approach to Perform a Challenging Reconstruction and Treat Several Complications after a 
Roux en Y Bypass. J Surg 5: 1306. DOI: 10.29011/2575-9760.001306

4 Volume 05; Issue 07

J Surg, an open access journal
ISSN: 2575-9760

Weiss AC, Inui T, Parina R, Coker AM, Jacobsen G (2015) Concomi-17. 
tant cholecystectomy should be routinely performed with laparoscopic 
Roux-en-Y gastric bypass. Surg Endosc 29: 3106-3111.

Sioka E, Zacharoulis D, Zachari E (2014) Complicated Gallstones af-18. 
ter Laparoscopic Sleeve Gastrectomy. J Obes 2014.

Worni M, Guller U, Shah A, Gandhi M, Shah J, et al. (2012) Cholecys-19. 
tectomy concomitant with laparoscopic gastric bypass: a trend analy-
sis of the nationwide inpatient sample from 2001 to 2008. Obes Surg 
22 :220-229.

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3488959/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3488959/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3488959/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4106056/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4106056/
https://www.ncbi.nlm.nih.gov/pubmed/22183984
https://www.ncbi.nlm.nih.gov/pubmed/22183984
https://www.ncbi.nlm.nih.gov/pubmed/22183984
https://www.ncbi.nlm.nih.gov/pubmed/22183984

