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Abstract

Introduction: Gastrointestinal (GI) leaks are one of the most 
dreaded complications following bariatric surgery because of the 
difficulty in diagnosing them and the associated increased morbid-
ity and mortality. 

Case report: Presenting one such case of 49 yr old gentleman 
who was on follow-up post bariatric surgery presented lately as 
acute abdomen and diagnosed as GI perforation and further evalu-
ation and procedure carried out.

Discussion: GI leakage after bariatric surgery has been identi-
fied as an independent risk factor associated with perioperative 
death. This highlights the importance of high index of suspicion for 
diagnosis of this potentially lethal complication. A positive radiol-
ogy should not be awaited for before exploring patients in whom 
the diagnosis is still unclear. 

Conclusion: Histopathologic examination (HPE) remains one of 
the major diagnostic tools in mycology because it permits rapid, 
presumptive identification of fungal infections, even when blood 
cultures are negative. There are different ways to manage leaks, 
depending on the magnitude of the collection and the clinical pre-
sentation.
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Introduction

Gastrointestinal (GI) leaks are one among the most feared 
complications following bariatric surgery due to the problem 
in diagnosing them and therefore the associated increased 
morbidity and mortality. Difficulty in diagnosis is said to be 
due to the nonspecific systemic symptoms and limitations in 
most radiological studies. Treatment modalities range from ob-
servation to reoperation. GI leak after bariatric surgery is not 
an uncommon complication and one that can be expected to 
occur at some point in every bariatric surgeon’s experience. 

Underlying comorbidities, such as immunosuppression, can-
cer, the frequently malnourished state of critical care patients, 
administration of total parenteral nutrition, and use of intra-
venous catheters, are additional factors that tend to increase 
the frequency of Candida colonization in bariatric surgery [1,2]. 
The broad goal of treatment continues to be administration of 
safe and efficacious antifungal therapy as soon as possible. The 
developments and ongoing studies of dosing, toxicity and re-
sistance development may play a role in future changes to the 
treatment of invasive candidiasis [3].
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Figure 1: CT abdomen.

Case report

49 yr old gentleman, who underwent Mini gastric bypass for 
morbid obesity in 2013, presented with chief complaints of pain 
abdomen since 3 days, more in the epigastrium, radiating to 
back, associated with breathlessness and left sided chest pain. 
His BMI was 44.5. The patient was vitally stable and afebrile. His 
abdomen was soft, non-distended, diffuse tenderness was pres-
ent and there was no organomegaly. Computed Tomography 
(CT) abdomen revealed pneumoperitoneum with small volume 
collection in perisplenic region. Efferent jejunal loop appeared 
mildly edematous with few inter bowel foci of trapped air (Fig-
ure 1). Hence patient was taken up for diagnostic laparoscopy.

 Intra operative findings

There was a 1 X 1 cm perforation at the gastrojejunostomy 
(GJ) anastomotic site (Figure 2 and 3). Multiple omento-enteric 
adhesions were present. Methylene blue test revealed a leak 
present at the GJ site. Primary closure of defect done after 
freshening of the edges and an omental patch repair was done. 
Ulcer edges were sent for histopathological examination (HPE) 
which showed infectious etiology with candida & actinomyces 
seen (Figure 4 and 5). Patient was given fluconazole 400 mg 
intravenously twice daily initially and later switched on to oral 
tablets for 2 weeks.

Figure 2: Diagnostic laparoscopy.

Figure 3: Perforation at Gastrojejunostomy site.

Figure 4: Periodic Acid Schiff’s (PAS ) stain showing Candidal spore 
and Pseudohyphae.

Figure 5: Gomori methenamine silver stain

Discussion

Candida albicans is the most common cause of fungal sepsis, 
representing 35% to 60% of isolates. GI leakage after bariatric 
surgery has been identified as an independent risk factor asso-
ciated with perioperative death [4]. Gastrographin upper GI se-
ries examinations are helpful to determine leaks at the gastro-
jejunostomy or upper gastric pouch staple line. However, they 
cannot definitively rule out leaks in other locations. Although 
abdominal CT scan was positive in this case important limita-
tions exist in its use and accuracy [5,6]. A positive imaging find-
ing should not be awaited before exploring patients in whom 
the diagnosis is still unclear. In many studies, percutaneous 
drainage was very helpful in the control of leaks after bariat-
ric surgery [7]. Isolated candida species exhibit varying levels of 
susceptibility to antifungal drugs. Histopathologic examination 
remains one of the major diagnostic tools because it permits 
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rapid, presumptive identification of fungal infections [8].

Conclusion

Histopathologic examination remains one among the main 
diagnostic tools in mycology because it permits rapid, pre-
sumptive identification of fungal infections, even when blood 
cultures are negative. There are several methods of managing 
anastamotic leaks, depending on the magnitude of the collec-
tion and the clinical presentation. Patients who present early 
with tachycardia and unilateral decrease in breath sounds war-
rant an exploratory laparoscopy inspite of a negative contrast 
test.
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