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To the Editor,
We read with great interest the Letter to the Editor entitled

BEndoscopic Abscess Septotomy for Management of Sleeve
Gastrectomy Leaks^ [1].

Gastric leak (GL) after bariatric surgery is one of most
dreaded complications due to its associated high morbidity
and mortality, and the treatment of leaks following sleeve
gastrectomy (SG) represents indeed one of the most debated
topic, also due to the steep increase of this procedure among
the performed bariatric procedures [2]. No standard protocol
for management of GL exists, and surgical revision is often
unsuccessful and burdened with high post-operative compli-
cations [3]. Deployment of self-expanding metallic stents
(SEMS) still is the most popular endoscopic approach to GL
with several studies being published; however, the success
rate is very variable and its role has been re-evaluated [4–6].

Donatelli suggests that rather than bypassing the leak
with SEMS, the key to success is to accomplish complete
internal drainage of any collection [3, 7]. They suggest an
algorithm for the use of endoscopic internal drainage (EID)
with or without enteral nutrition as first-line management
of GL following SG, with good outcomes. Double-pigtail
stents keep the leak orifice open favoring the passage of
fluid content into the digestive lumen with progressive re-
duction in the collection size until it eventually becomes a
virtual cavity. Meanwhile, a foreign body reaction in the
edges of the leak is triggered by plastic stents promoting
the re-epithelialization over the stent and the fistula clo-
sure, resulting in an all-in-one procedure without the need
of further treatment [3, 7, 8].

The same principle is maintained by the technique pro-
posed in this letter [1]. Septotomy entails endoscopic dissec-
tion of the septum that separates the sleeve lumen and the
perigastric cavity, to equalize the pressure between the two
cavities to allow drainage of the perigastric collection into
the gastric lumen [9, 10].

However, we believe that a standardization of this tech-
nique is necessary, its indications should be accurately ex-
plained, and the timing of its application should be defined.
Is this technique to be approached only when other options
(SEMS, clips, glue, pig tails, etc.) fail? Or is it a second step of
the EID with double pigtails? These are only some of the
questions to which surgeons performing SG want to give an
answer: what to do and when to do it, when we face a post-SG
leak or fistula.

The definitions are as important as the concept itself: leak
or fistula. As better reported by Souto-Rodriguez, leaks are
defined as the exit of luminal contents due to a discontinuity of
the tissue apposition at the surgical anastomosis, whereas fis-
tulas are abnormal passage ways usually between two hollow
viscera or communicating to the skin and they result from
chronic healing of local inflammation caused by leaks [11].
The clinical classification of leaks/fistula of Rosenthal is
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based on the time of presentation of symptoms after surgery:
acute if within 7 days; early within 1–6 weeks; late within 6–
12 weeks; chronic if > 12 weeks from surgery [12]. Should we
consider and treat it as leak in the early post-operative period
and as fistula when it has already become chronic?

Donatelli recommends EID approach with double pigtails
even for acute and early fistula (within 6 weeks). Draining the
cavity from inside proved efficient, easier, and more physiolog-
ical than surgical or radiological drainage allowing avoidance of
potentially long term external fistula. Mahadev reported the used
of endoscopic septotomy only for chronic fistula (> 12 weeks).
Can we affirm that septotomy is our last option with a fistula?

In conclusion, we strongly believe that the concept of an
endoscopic internal drainage, obtained either by septotomy or
the use of pig tails, is a great option in the management of
post-SG fistula. However, although septotomy allows the in-
ternal drainage of the cavity, it should be performed at least
1 month after surgery, when a stable septum is formed.
Because of this, a previous endoscopic, radiologic, or surgical
drainage of the abscess may be necessary. Hence, even if the
first-line therapy remains the drainage, septotomy represents a
valid option for the treatment of organized collections or
chronic fistulas. Further data and algorithms are needed to
standardize the right timing and indications to guarantee to
the patient the proper treatment of this dramatic complication.
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