
Vol.:(0123456789)

Obesity Surgery (2025) 35:3949–3951 
https://doi.org/10.1007/s11695-025-08051-9

BRIEF REPORT

Combined Laparoscopic and Thoracoscopic Management 
of Gastrobronchial Fistula Developed Early After Laparoscopic Sleeve 
Gastrectomy: A Video Presentation

Mohamed Hany1 · Ahmed Mohamed Elazazy Mohamed Megahed2 · Ahmed Ibrahim Elraey1 · Mona S. Youssef1 · 
Mohamed Samir1 · Bart Torensma3,4

Received: 28 January 2025 / Revised: 29 June 2025 / Accepted: 2 July 2025 / Published online: 15 July 2025 
© The Author(s) 2025

Keywords  Gastro bronchial fistula · Sleeve gastrectomy · Metabolic bariatric surgeries · Preoperative optimization

Introduction

Metabolic bariatric surgeries (MBS) have gained widespread 
popularity as effective treatments for obesity and its related 
comorbidities. According to the 8th International Federa-
tion for the Surgery of Obesity and Metabolic Disorders 
(IFSO) global registry report, laparoscopic sleeve gastrec-
tomy (LSG) is the most commonly performed procedure, 
accounting for 60.4% of cases, followed by Roux-en-Y gas-
tric bypass (RYGB) at 29.5%, and one-anastomosis gastric 
bypass (OAGB) at 4.3% [1].

One of the most serious postoperative complications is 
the occurrence of leaks or fistulas. Gastric leaks have been 
reported in 2.4% of cases following LSG. Such leaks can 
result in subphrenic abscesses, which may progress to more 

severe complications, including pulmonary abscesses or gas-
trobronchial fistulas (GBFs) [2, 3].

GBF, a rare but severe complication, arises due to the 
irritant nature of gastric secretions, elevated gastric pressure, 
and the anatomical proximity of the stomach to the lungs. 
This condition presents significant management challenges 
and can seriously affect the patient. The global incidence of 
GBF remains unknown, but studies range from 0.2 to 0.4%, 
highlighting the need to identify its predisposing factors and 
to develop preventive, diagnostic, and therapeutic strategies 
[4–6].

Sakran et al.’s systematic review investigated gastric 
fistulas extending into the thoracic cavity following LSG. 
The review included 55 patients with a wide range of initial 
presentations, including vomiting, empyema, abdominal 
pain, lung abscess, and nonspecific symptoms. The most 
commonly reported manifestations were leaks, subphrenic 
collections, pneumonia, cough, and fever [7, 8].

Potential predisposing factors for GBF include recurrent 
undrained abscesses in the upper abdomen or early removal 
of surgical drains, which can lead to chronic subphrenic 
inflammation. However, due to the limited data on gastro-
bronchial fistulas, there are currently no established guide-
lines, standardized algorithms, or consensus on the clinical 
progression, timing, multidisciplinary management, or sur-
gical treatment of this rare complication [9].

Several factors must be considered when managing GBF, 
including the patient’s nutritional and general health sta-
tus, the adequacy of previous conservative treatments, local 
inflammatory conditions that may complicate surgical dis-
section, and any gastrobronchial communication [7, 8].

This video presentation aims to provide an in-depth 
understanding of GBF, a rare but potentially life-threaten-
ing complication following MBS. This includes exploring 
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its clinical presentation, diagnostic challenges, and man-
agement strategies. By highlighting a specific case and 
reviewing existing literature, we emphasize the importance 
of a multidisciplinary approach, tailored treatment plans, 
and preoperative optimization in improving patient out-
comes. Additionally, we seek to contribute to the discus-
sion on standardized algorithms for managing this complex 
condition.

Case Presentation

A 40-year-old male patient with a BMI of 55.3  kg/m2 
(weight 160 kg, height 170 cm) was referred to our hospi-
tal in July 2024, 21 days after undergoing LSG. Symptoms 
began 1 week postoperatively, including vomiting, fever, left 
chest pain, and a persistent cough. Initial treatment at the 
referring facility included IV antibiotics, proton pump inhib-
itors, IV fluids, and antipyretics, but the patient showed no 
improvement. A computer tomography (CT) scan and upper 
endoscopy on postoperative day 14 confirmed a GBF, and 
the patient was transferred to our centre with more facilities.

Upon arrival, the patient presented with hypoxia (oxy-
gen saturation 82% on room air), fever, tachypnea, tachy-
cardia (heart rate 115 bpm), hypotension (blood pressure 
100/50 mmHg), hemoptysis, and a wheezy left chest. Labo-
ratory findings showed anemia (hemoglobin 8.4 g/dL), leu-
kocytosis (WBC 16,000 cells/μL), elevated CRP (440 mg/
dL), and renal impairment (urea 111 mg/dL; creatinine 
2 mg/dL). The patient was admitted to the intensive care 
unit (ICU) for multidisciplinary management, including 
infection control, nutritional optimization, and respiratory 
support (full nutritional management phases on the ICU 
overview and laboratory evidence of nutritional improve-
ment, Appendix 1).

The endoscopic evaluation revealed a gastric fistula at the 
upper part of the gastric sleeve with a fistulous tract extend-
ing through the diaphragm and a larger defect distal to the 
initial site. CT imaging confirmed the passage of contrast 
into the left lower lobe bronchi, resulting in hydropneumo-
thorax and basal segment atelectasis. Treatment included the 
placement of a 23 cm covered metallic mega stent, a pigtail 
catheter inserted in the left chest collection, and the gradual 
reintroduction of oral fluids and enteral feeding.

After 2 weeks in the ICU and 2 weeks on the ward, the 
patient stabilized, and the pigtail catheter was removed. 
However, fever, cough, sputum discharge, and vomiting 
persisted despite targeted antibiotic therapy for Klebsiella 
identified in the drainage cultures. Upper endoscopic gas-
tro-duodenoscopy (EGD) showed stent migration and pus 
around the stent, suggesting poor fistula healing. One month 
after stenting, and improving laboratory results (Appendix 

1), a laparoscopic exploration was planned due to ongoing 
symptoms.

Intraoperative findings included disruption of the upper 
part of the gastric sleeve, an abscess cavity with diaphrag-
matic communication to the lung, and a second fistulous 
tract near the antrum.

A total gastrectomy and Roux-en-Y esophagojejunostomy 
were performed using a 25 mm circular stapler for the ali-
mentary limb (100 cm) and biliary limb (60 cm), with the 
closure of the diaphragmatic defect. Thoracoscopic decor-
tication addressed lung adhesions, drained a parenchymal 
abscess, and resected damaged lung tissue. Postoperative 
EGD confirmed no leaks, and a nasojejunal feeding tube 
and drain were placed.

The patient was extubated the day after surgery. Over the 
following weeks, he progressed from nasojejunal feeding to oral 
intake, with gradual recovery. CT scans showed no leaks, and 
the chest and abdominal drains were removed. The patient was 
discharged 1 month post-surgery, with a total hospital stay of 
approximately 8 weeks. Satisfactory progress was noted at fol-
low-up, including a weight reduction to 144 kg. Now, ± 8 months 
post-discharge, the follow-up shows that no late complications 
have occurred. The patient’s weight was 119 kg at 6 months and 
110 kg at 8 months; he is taking multivitamins.

Our key contributions include the following: (1) timely 
management—early recognition and prompt intervention; 
(2) multidisciplinary team approach—coordinated care 
between gastroenterology, thoracic surgery, interventional 
radiology, and nutrition; (3) individualized treatment—tai-
lored approach based on patient’s condition and response; 
(4) combined approaches—integration of endoscopic, radio-
logical, and surgical interventions in a staged manner.

Conclusion

Gastrobronchial fistulas (GBF) treatment management strat-
egies must be individualized through a collaborative, mul-
tidisciplinary approach for each case. Early efforts should 
prioritize controlling local sepsis using non-surgical and 
endoscopic methods. The appropriate timing for surgical 
intervention remains uncertain, relying on the patient’s sta-
bility and the duration between the primary surgery and the 
onset of the leak.

Supplementary Information  The online version contains supplemen-
tary material available at https://​doi.​org/​10.​1007/​s11695-​025-​08051-9.

Author Contribution  MH and BT wrote manuscript. All authors 
reviewed the manuscript and approved.

Funding  Open access funding provided by The Science, Technology & 
Innovation Funding Authority (STDF) in cooperation with The Egyp-
tian Knowledge Bank (EKB).

https://doi.org/10.1007/s11695-025-08051-9


3951Obesity Surgery (2025) 35:3949–3951	

Data Availability  No datasets were generated or analysed during the 
current study.

Declarations 

Ethics Approval  All procedures performed in this study involving 
human participants were in accordance with the ethical standards of the 
institutional and national research committee and the 1964 Declaration 
of Helsinki and its later amendments or comparable ethical standards.

Informed Consent  The patient provided written and oral informed 
consent.

Competing interests  The authors declare no competing interests.

Open Access   This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, distribution and reproduction in any medium or format, as long 
as you give appropriate credit to the original author(s) and the source, 
provide a link to the Creative Commons licence, and indicate if changes 
were made. The images or other third party material in this article are 
included in the article's Creative Commons licence, unless indicated 
otherwise in a credit line to the material. If material is not included in 
the article's Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will 
need to obtain permission directly from the copyright holder. To view a 
copy of this licence, visit http://​creat​iveco​mmons.​org/​licen​ses/​by/4.​0/.

References

	 1.	 8th Global Registry of the International Federation for the Sur-
gery of Obesity (IFSO). https://​www.​ifso.​com/​ifso-​regis​try.​php. 
Accessed 22 Jun 2025

	 2.	 Iannelli A, Treacy P, Sebastianelli L, et al. Perioperative complica-
tions of sleeve gastrectomy: Review of the literature. J Min Access 
Surg. 2019;15:1.

	 3.	 Sakran N, Goitein D, Raziel A, et al. Gastric leaks after sleeve 
gastrectomy: a multicenter experience with 2,834 patients. Surg 
Endosc. 2013;27:240–5.

	 4.	 Sakran N, Assalia A, Keidar A, et al. Gastrobronchial fistula as a 
complication of bariatric surgery: a series of 6 cases. Obes Facts. 
2012;5:538–45.

	 5.	 Ben Nun A, Simansky D, Rokah M, et al. Surgical treatment of 
gastro-pulmonary fistula following bariatric surgery: possible and 
safe. World j surg. 2018;42:1792–7.

	 6.	 Guillaud A, Moszkowicz D, Nedelcu M, et al. Gastrobronchial 
fistula: a serious complication of sleeve gastrectomy. Results of a 
French multicentric study. Obes Surg. 2015;25:2352–9.

	 7.	 On behalf of the Global Bariatric Research Collaborative, Sakran 
N, Zakeri R, Madhok B, Graham Y, Parmar C, et al. Gastric fis-
tula in the chest after sleeve gastrectomy: a systematic review of 
diagnostic and treatment options. Obes Surg. 2021;31:357–69.

	 8.	 Shoar S, Hosseini FS, Gulraiz A, et al. Intrathoracic gastric fistula 
after bariatric surgery: a systematic review and pooled analysis. 
Surg Obesity Related Diseases. 2021;17:630–43.

	 9.	 Van De Vrande S, Himpens J, El Mourad H, et al. Management 
of chronic proximal fistulas after sleeve gastrectomy by laparo-
scopic Roux-limb placement. Surg Obesity Related Diseases. 
2013;9:856–61.

Publisher's Note  Springer Nature remains neutral with regard to 
jurisdictional claims in published maps and institutional affiliations.

http://creativecommons.org/licenses/by/4.0/
https://www.ifso.com/ifso-registry.php

	Combined Laparoscopic and Thoracoscopic Management of Gastrobronchial Fistula Developed Early After Laparoscopic Sleeve Gastrectomy: A Video Presentation
	Introduction
	Case Presentation
	Conclusion
	References


