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Case Report 
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Gastrobronchial fistula as a rare complication of gastroplasty for obesity.  
A report of two cases*
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Abstract
Gastrobronchial fistula is a rare condition as a complication following bariatric surgery. The management of this condition requires the active 
participation of a pulmonologist, who should be familiar with aspects of the main types of bariatric surgery. Herein, we report the cases of 
two patients who presented recurrent subphrenic and lung abscess secondary to fistula at the angle of His for an average of 19.5 months. 
After relaparotomy was unsuccessful, cure was achieved by antibiotic therapy and, more importantly, by stenostomy and endoscopic 
dilatation, together with the use of clips and fibrin glue in the fistula. These pulmonary complications should not be treated in isolation 
without a gastrointestinal evaluation since this can result in worsening of the respiratory condition, thus making anesthetic management 
difficult during endoscopic procedures.
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Introduction

Obesity, which is a chronic disease associated with 
comorbidities, should be controlled by physical exercise and 
changes in dietary habits, and surgical treatment is indi-
cated when clinical measures are inefficient.(1) 

There are various surgical techniques to control obesity. 
However, the procedure most often employed has been 
gastroplasty involving the Fobi-Capella technique. Recently, 
another technique, known as sleeve gastrectomy, has been 
applied. It involves partial vertical resection of the stomach, 
which is transformed into a tube in order to reduce its 
storage capacity.

Although the two surgical techniques present good 
results in terms of weight loss and control of comorbidi-
ties, both can lead to early postoperative complications, 
of which gastric fistula is one of the most severe due to 
the occurrence of abdominal sepsis and respiratory altera-
tions, especially in the left lung, resulting from the common 
occurrence of subphrenic abscess.(2) These consequences for 
the respiratory system require the effective participation of 
a pulmonologist, who should be familiar with aspects of 
the main types of bariatric surgery, including postoperative 
complications.
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the definitive closure of the fistula, which resulted 
in the resolution of the lung abscess.

Case 2

A 44-year-old female patient who underwent 
vertical banded gastroplasty (sleeve gastrectomy) by 
laparoscopy developed gastric fistula and presented 
five episodes of subphrenic abscess over an 8-month 
period. Her clinical symptoms began with pain in the 
left shoulder and worsened to include fever, cough, 
leukocytosis, worsening of overall health status, and 
excessive weight loss. The last two episodes were 
accompanied by cough with purulent expectoration, 
and computed tomography of the chest diag-
nosed an abscess at the left lung base (Figure 2a), 
secondary to subphrenic abscess at the angle of His, 
and gastric stenosis at the level of the band and the 
incisura angularis. The lung abscess resulting from 
the gastrobronchial fistula was drained through a 
catheter seen on a contrast X-ray (Figure 2b), and 
endoscopic imaging showed the internal opening of 
the fistula at the angle of His (Figure 2c).

The patient was monitored by a pulmonologist, 
an endoscopist, and a surgeon. She was treated 
with antibiotic therapy, respiratory therapy, and 
nutritional support provided through a nasogastric 
tube. In addition, the patient underwent explora-
tory laparoscopy for removal of the band, at which 
point a severe inflammatory obstruction was seen in 
the left subphrenic region and in the esophagogas-
tric junction, making it impossible to gain surgical 
access to the fistula.

Therefore, we carried out six endoscopic stenos-
tomy sessions using an electric scalpel and dilatation 
of the stenotic area, thereby allowing satisfactory 
food intake, nutritional recovery, and cicatrization 
of the lung abscess, after the permanent closure of 
the fistula.

Discussion

Gastric fistula following bariatric surgery occurs 
in 0.9 to 2.6% of the cases, reaching 8% in second 
operations, and is most often located at the level of 
the angle of His, probably as a result of ischemia at 
the apex of the lateral stapling.(1) 

The fistula secretion moves to the subphrenic 
region and can cause abdominal sepsis, complica-
tions in the left lung, and gastrocutaneous fistula. 
Less frequently, drainage into the excluded stomach 

Typically, the subphrenic infectious process 
causes gastrocutaneous fistula, pleural effusion, 
and respiratory infection.(3) However, there have 
been few reports of the occurrence of gastrobron-
chial fistula following bariatric surgery. Therefore, 
we report herein the satisfactory evolution of two 
patients with lung abscess secondary to fistula at 
the angle of His following gastroplasty.

Case report

Case 1

A 44-year-old male patient who underwent 
Fobi-Capella surgery by laparoscopy in order to 
control morbid obesity underwent a second opera-
tion 48 h later to relieve intestinal obstruction. Two 
months later, two endoscopic balloon dilatation 
sessions were carried out in order to correct stenosis 
of the gastrojejunal anastomosis. Subsequently, the 
patient presented projectile vomiting, productive 
cough, fever, and pain in the left thoracoabdominal 
region upon deep breathing, and a nodule of 7 cm in 
diameter was detected in the left lung base through 
computed tomography of the chest (Figure 1a). The 
patient presented clinical improvement after antibi-
otic therapy, respiratory therapy, and monitoring in 
the pulmonology department. However, there were 
two recurrences within an interval of three months, 
at which point a gastrobronchial fistula was diag-
nosed through X-ray (Figure 1b) and endoscopic 
(Figure 1c) imaging, which revealed an opening of 
10  mm in diameter at the angle of His, through 
which it was possible to pass the endoscope until it 
reached a small subphrenic cavity where an internal 
opening of the fistulous pathway toward the bron-
chial tree could be seen. The attempt at correction 
via laparoscopy was unsuccessful, and the only 
procedure carried out was a gastrostomy (for the 
purpose of nutrition) in the excluded stomach. Using 
an electric scalpel, we performed endoscopic section 
of the gastric stenosis and of the septum located 
between the fistula and the gastric pouch, together 
with balloon dilatation (20 and 30-mm balloons; 
Boston Microvasive, Boston, MA, USA), and clips 
were used in order to close the fistula (Olympus 
Corp., Tokyo, Japan). Six months later, we observed 
an increase in the diameter of the gastric pouch, the 
disappearance of the abovementioned septum, and 
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bronchial fistula, and left lung abscess.(4) Certainly, 
this also occurred in our study.

The patients analyzed presented aspects in 
common, which facilitated the communication 
of secretion between the stomach and the respi-
ratory system. Stenosis of the gastric pouch or of 
the gastrojejunal anastomosis increased the pres-
sure and directed the food to the fistula at the 
angle of His, leading to the appearance of recurrent 

(gastrogastric fistulas) occurs.(3) Drainage into the 
bronchial tree (gastrobronchial fistula) has been 
reported as a complication following trauma, esoph-
agogastric surgery (transhiatal esophagectomy due 
to neoplasias or megaesophagus), splenectomy, 
and perforated gastric ulcer.(4,5) In these abdominal 
surgeries, there is the development of subphrenic 
abscesses develop and cross the diaphragm via the 
lymphatic route, causing pleural effusion, gastro-
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Figure 1 - Case 1: a) Computed tomography of the chest: abscess at the left lung base (curved black arrow) containing 
air (white arrow) and contrast coming from the gastric pouch (black arrow); b) Contrast X-ray: fistula, beginning at 
the angle of His, with clips (black arrows), gastric pouch (dashed black arrow), jejunal loop (dashed white arrow), 
subphrenic abscess (white arrow), lung abscess (curved black arrow), and bronchial tree (curved white arrow); and 
c) Endoscopic imaging: esophagogastric junction (black arrow), gastric pouch (blue arrow), and fistula at the angle of 
His (yellow arrow).
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bronchoscopy has been presented as a diagnostic 
and therapeutic method for cases of gastrobron-
chial fistula, especially following esophagectomy, 
and this facilitates the evaluation and adequate 
clearance of the airways.(4,5) In the present study, 
this procedure was not necessary given the rapid 
improvement of the respiratory condition after anti-
biotic therapy, discontinuation of the oral diet, and 
initiation of the diet provided through a gastros-
tomy or a nasogastric tube.

The classical treatment of digestive fistula 
includes nutritional support and surgical resection 

subphrenic infection, in the absence of an exit route 
to the skin, since the abdominal tube had already 
been removed.

These two patients belong to a group of 
27 patients with gastric fistula treated endoscopi-
cally. The specific characteristic of the two cases was 
the recurrent character of the fistula for a prolonged 
period, the stenosis of the gastric pouch or of the 
gastrojejunal anastomosis, and the absence of a 
drainage route for the abdominal infection. 

In conjunction with digestive endoscopy, 
imaging of the chest and imaging of the abdomen, 

Figure 2 - Case 2: a) Computed tomography of the chest: abscess at the left lung base (curved white arrow) containing 
air (white arrow) and contrast coming from the gastric pouch (black arrow); b) Contrast X-ray: catheter (white arrow) 
draining lung abscess (curved white arrow), subphrenic abscess (black arrow), and bronchial tree (curved black arrow); 
and c) Endoscopic imaging: esophagogastric junction (black arrow), gastric pouch (white arrow), and fistula at the 
angle of His (yellow arrow).
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condition, thus making anesthetic management 
difficult during the performance of surgical and 
endoscopic procedures aimed at curing the fistula 
and the respiratory problems.

Therefore, in cases of persistent respiratory 
infection in the early or late postoperative period 
following bariatric surgery, a gastrointestinal evalua-
tion by imaging and endoscopic examination should 
be promptly carried out with the aim of diagnosing 
and designing a plan for treating a possible fistula 
involving the operated stomach.
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of the fistulous pathway, the latter being associ-
ated with considerable morbidity due to the intense 
inflammatory process in the upper abdomen, in 
addition to the risk of injury of the adjacent struc-
tures, and becoming a laborious procedure due to 
the frequent need to re-operate,(1) thereby leading to 
infection of the incision site and its consequences. 
Therefore, endoscopic treatment is a minimal inva-
sive and efficient means of resolving gastric stenosis, 
which is considered the leading cause of perpetua-
tion of the fistula, as demonstrated in this study.

In addition to the endoscopic treatment methods 
used in the study cited, the use of esophageal or 
tracheobronchial stent, which is applied in gastro-
bronchial fistula following esophagectomy, has been 
implemented.(6) In the two patients analyzed, the use 
of a self-expanding plastic stent was not indicated 
due to the scarcity of available data on the subject 
at the time. Recently, we successfully used this 
method in two patients with gastric fistulas larger 
than 10 mm in diameter, since it has the advantage 
of reducing the number of endoscopy sessions, in 
addition to allowing early food intake, which is in 
accordance with the current literature.(7) 

Considering the complexity of the obese patient 
and of the gastrobronchial infectious process, it 
is essential that a joint evaluation be carried out 
by specialists, including pulmonologists, surgeons, 
radiologists, and endoscopists.

The specific approach to pulmonary compli-
cations without the study of stenosis and gastric 
fistula delays the resolution of the subphrenic 
infection and results in worsening of the respiratory 


