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years later returned referring the capacity of eating a larger
volume and weight regain. His new BMI was 34,5. Given this
clinical scenario were requested abdominal ultrasound, oral
contrasted esophagus, stomach and duodenum and upper
gastrointestinal endoscopy (Figure 1A).

FIGURE 1- A) Contrasted esophagus, stomach and duodenum
demonstrating moderate fundus dilatation; B)
surgical specimen of re-sleeve (12 cm of gastric
fundus)

Laparoscopic cholecystectomy with cholangiography was
performed and also a partial gastric fundus re-sleeve (Figure
1B) was executed using articulated linear stapler and load-blue
clips and reinforcement over suture with polidioxanone 3-0.
Surgery obtain great results and without any intraoperative and
postperative complications. Patient stayed in hospital for 48 h.

After six months of the procedure he had no complication,
12 kg weight loss and stopped all medications. He presented
a change in BMI=8%, excess BMI loss (%EBMIL) of 84.21% and
percent of total weight loss (%TWL) of 12.37%.

DISCUSSION

Literature present few publications describing re-sleeve
gastrectomy. None of them in the Latin-America and none
reporting MLSG as the primary bariatric procedure.

In 2006, Baltasar A, et al. reported two patients that were
submitted to laparoscopic sleeve gastrectomy and when they
regained weight, laparoscopic re-sleeve gastrectomy and
duodenal switch were performed and reduced patients BMI
after 3-4 months'. However, duodenal switch is a best indication
for a super-super-obesity and a very malabsorptive technique.
Re-sleeve is a good way to approach cases which patient’s
need to loss the great part of weight which re-gained without
other problems.

In 2009, lannelli A, et al. performed a feasibility study of
revision of laparoscopic sleeve gastrectomy. They recruited 13
patients with weight regain or insufficient weight loss. They
followed their patients in the 1, 6" and 12" months after revision
in laparoscopic sleeve gastrectomy. Before surgery the mean BMI
was 44.6 kg/m? one month after surgery the mean BMIwas 32.3
kg/m2; six months after surgery the mean BMI was 32 kg/m?and
12 months mean BMI was 27.5 kg/m2. They concluded that for
one year after revision of laparoscopic sleeve gastrectomy the
procedure was safe and effective®.

Rebibo L et al. compared repeat sleeve gastrectomy with
primary sleeve gastrectomy. They found that repeated sleeve
gastrectomy can generate similar weight loss then primary sleeve,
but can be associated with an increased risk of complications,
such as gastric fistula®.

In 2014 Cesana G et al. reported their results showing 201

136

patients that were submitted to re-sleeve gastrectomy. They
reported no intra and postoperative complications and also a
reduction of antihypertensive and hypoglicemic drugsin patients
with diabetes and hypertension after re-sleeve procedure?.
Inshort term safety, our results are consistent with literature
since no pre or postoperative complication occurred. Our results
are also similar to Cesana according to the reduction of the
number of hypoglicemic agents. We must continue following this
patient to check if results are consistentin middle and long term.
Our main limitation was our sample size of only one
patient. To have more solid results larger studies are necessary.
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INTRODUCTION

Obesity is the major epidemic of our generation®. In
Mexico statistics are impressive, and alarming. According to
The Organization for Economic Co-operation and Development
(OECD) places the country in the first quintile of the obesity
distribution in America’. A growing number of patients are
undergoing surgical treatment for their morbid obesity.
Laparoscopic Roux-en-Y gastric bypass (LRYGB) is a technically
challenging procedure with a steep learning curve. It gives
the best long-lasting excess weight loss, but is a challenging
procedure with potential life-threatening complications'.

The surgical technique and experience in bariatric
procedures continue advancing. Yet more complications
continue to be a challenge for diagnosis and treatment. One
of the most serious is early postoperative leak with resulting
peritonitis. Many case reports and series have reported in
the literature with successful early repair, uncomplicated
postoperative leaks, and their management is well exposed™.

However, make a diagnostic and management of a
necrotic gastric pouch has been rarely reported, the treatment
options are not clearly delineated in the literature. In this
paper is presented an early diagnostic and management
strategy for reestablishing the continuity of gastrointestinal
tract following an LRYGB procedure complicated with
gastric pouch necrosis. The operative management had
result in resect the reservoir and performing a primary
esophagojejunal anastomosis. The key for the management

FIGURE 1 - Gastrojejunal anastomosis - first surgery: RYGB, it
seems to be a little ischemic area at the gastric
pouch which was covered with omentum

FIGURE 2 - Gastrojejunal anastomosis - second surgery: the
ischemic area is bigger than the last surgery
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of this complication is its detection based primarily in
clinical suspicion and early treatment.

CASE REPORT

This is the case of a 38 year old woman with previous
history of adjustable gastric band removal for band reservoir
infection five years earlier that underwent LRYGBP and
presented 48 h later with tachycardia, tachypnea and a drop
in hemoglobin. The team decides to surgically explore her,
finding hemoperitoneum with a minor leak on the anterior
aspect of the gastric reservoir (Figure 1). The hematic content
was drained, the bleeding site sutured and a fibrin seal was
putin, leaving adrainin place. The patientimproved clinically
over the next 48 h to then present dark, foul liquid through
the drain accompanied by halitosis like the drain liquid,
tachycardia and tachypnea. The team decides to re-explore
her, finding the same liquid without leak and a violet gastric
reservoir (Figure 2). Was decided to resect the reservoir
performing a primary esophagojejunal anastomosis, lavage
and jejunostomy (Figures 3 and 4). A Wittmann patch was
put in place for a schedule in advance re-exploration. The
patient evolved satisfactorily. The new exploration revealed no
leaks. A 5 day exploration did not show anything relevant
and was proceeded a definitive closure. The patient was
discharged two weeks later. Pathology report was: Gastric
reservoir necrosis secondary to massive venous thrombosis.

FIGURE 4 - Section of the proximal jejunum
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DISCUSSION

The LRYGB is a combine bariatric procedure restrictive-
malabsorptive, which allows a persistent weight loss’. It is a
complex procedure and requires high surgical laparoscopic skill
by the surgeon. One of the most important objectives in the
early postoperative management of the gastric bypass patient
is the prompt diagnosis and management of complications.
Patients present early in the postoperative period with symptoms
that vary from subtle (anxiety and mild tachycardia) to more
evident (sepsis)*.

While uncommon, frank necrosis of the gastric pouch
following LRYGB is a life-threatening complication. Immediate
operative management of this complication includes resection
of the necrotic gastric pouch as well as diversion and drainage,
and restore the continuity of the digestive tract. Brian K.
Rundall et al.? publish a case necrosis of the gastric pouch
following LRYGB; their management consisted in performed
a diverting cervical end esophagostomy to completely
exclude the esophagus, secondary to abdominal sepsis. This
effectively ruled out use of the esophagus in reconstruction
of gastrointestinal continuity at a later operation. Using the
stomach as conduit of choice to replace the esophagus was
done taking good result®°.

Marina Andres et al.® described several factors that may
be the trigger necrosis: obstruction at enteroenterostomy
due to edema, adhesions, or even internal hernias causing
distention and gastric, pancreatobiliary limb or jejunal wall
necrosis?®.

Jean-Marc Chevallier et al.> describe their complications
experience at 1000 patients at after laparoscopic adjustable
gastric banding for morbid obesity, in which they present one
case of gastric necrosis as a late complication; it was resolved
by a total gastrectomy®.

The gastric tissue is posteriorly fibrotic to a placement and
removal of a gastric band; subsequent surgeries performed on
the same gastric tissue slightly increases the risk of complications
such as bleeding, leakage and ischemia. As in the this case
report prior history of gastric banding was of clinical importance.

Gastric pouch necrosis is a rare complication of LRYGB,
and the resulting esophageal discontinuity can be challenging
to correct. We decided to resect the reservoir performing a
primary esophagojejunal anastomosis, lavage and a jejunostomy.
The patient’s progress was satisfactory, and was discharged

two weeks later. The pathological study of the gastric pouch
excised tissue showed the cause secondary to massive venous
thrombosis. There is little information in the literature of
management of necrosis of gastric pouch after LRYGB; the
use the jejunum to restore the continuity of the digestive
tract seems to be a safe and good option.

The clinical evaluation of the patient must be the keystone
that takes the team to an early exploration. This case is a
clear and demonstrative example, allowing the resection
and primary anastomosis without any major complication.
This should always be the approach in these patients. The
surgeon should not rely on laboratory or radiodiagnostics
to decide whether or not to re-explore a patient.
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