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Types of Acute Complications

Leak

Bleeding

Abscess

Stricture

Nausea/Vomiting

SMV Thrombosis

DVT/PE

CAD



Incidence

• 2015- 2016, 243,747 patients had LRYGB or LSG
• Complications occurred in 5.48% of LRYGB patients and 2.28% of LSG 

patients and bleeding was most common
• Ladak SOARD 2019



Incidence

• 71,694 bariatric surgery patients 
in NSQIP

• Leak in 441 (.6%) occurred 10 (5-
15 days)

• DVT in 184 (.3%) occurred in 13 
(7-20 days)

• PE in 134 (.2%) occurred in 11 (4-
19 days)

• Spaniolas SOARD 2016



Incidence

• Leak and PE developed after discharge in 275 (62.4%) and 96 (71.6%), 
respectively. 

• Only 35 (26.1%) of the patients who developed PE had deep vein 
thrombosis.

• Spaniolas SOARD 2016
• PE was cause of death in 3/5 patients

• Higa, Obes Surg 2000



Incidence
• Review of 71 studies 

• Less than 30-d anastomotic leak rate was 1.15%; myocardial infarction rate was 
0.37%; pulmonary embolism rate was 1.17%

• Mortality rate after anastomotic leak, myocardial infarction and pulmonary 
embolism was 0.12%, 0.37% and 0.18%, respectively

• Chang Obes Rev 2018



Identification

• Surgical Complications are usually leak or bleeding
• Medical complications are mainly thromboembolic or respiratory 

complications. 
• Clinical signs can be atypical or insidious, often resulting in 

delayed management
• Respiratory signs can be predominant and lead erroneously to 

pulmonary or thromboembolic diseases.

• Montravers Anaesth Crit Care Pain Med 2015



Identification

• Upper GI series
• Upper Endoscopy
• CT Scan



Treatment
• Leak

• Stable Patient
• Stent 
•  Drain

• Unstable Patient
• Explore
• Drain 
• Suture if possible
• Stent if feasible



• 17 patients 

• The most frequent clinical sign was 
tachycardia (65%)

• Time between OAGB and leak 
diagnosis was 4 days

• Gastrojejunal anastomosis (GJA) 
leak was the most frequent source 
(41%) 



• Sixteen patients (94%) were 
managed surgically (laparotomy n 
= 11, laparoscopy n = 5) and one 
medically

• Six patients underwent an 
emergency conversion into Roux-
en-Y gastric bypass (RYGB)





• Postoperative bleeding occurred in 652 (1.51%) 
patients
• 25.3% underwent a re-operation 
• 14.9% had EGD for bleeding
• Postoperative bleeding was associated with a 
longer median postoperative length of stay (4 vs. 2 
days), higher in-hospital mortality (1.23 vs. 0.04%), 
higher 30-day mortality (1.38 vs. 0.15%), discharge to 
an extended-care facility (3.88 vs. 0.6%), and higher 
rates of major complications



Treatment

• Bleeding
• Stable Patient

• Observe
• Transfuse 
•  Explore: 4 units in 24 hours as a guideline

• Unstable Patient
• Explore
• IR embolization possibly (abdominal cocoon)



Scenario 1
• 60year old woman has an uncomplicated band to RGB. Post op day 1 she is slightly 

tachycardic with ambulation. Slight decrease of hgb from 12 preop to 10 POD1 am. 
Repeat is down to 8.
• Received two units on POD1
• No significant rise in hgb
• Received two more units when repeat POD 2 went to 6.9.
• Received one more unit POD3.
• Stabilized and discharged POD 6 



Scenario 1

• On follow up, POD 14, she had significant 
bruising of her abdominal wall

• She also recounts one episode of black 
stool and one episode of dark emesis in 
hospital

• Stable and rising hemoglobin post 
discharge



Scenario 2
• 48 year old female s/p band to rgb, has intermittent tachycardia to 120’s POD 1-5 w 

associated shortness of breath. Ambulating, tolerating and passing PO trials for 
discharge. WBC elevated but then decreasing. POD 1 obtained chest PE protocol 
(neg for PE, small left effusion, postop changes LUQ).

• POD 5 had worsening SOB, tachycardia to 130’s and an abdominal CT scan was 
ordered. CT scan shows luq fluid w some air suspicious for leak.
• Laparoscopic exploration, washout, repair of pouch perforation, NGT, G tube in 

remnant and drainage
• Tol diet, needed 6 weeks abx



• A total of 1358 patients were included

• OSA was detected in 59.9 % (813) patients

• 29.8 % (405) patients were diagnosed with an AHI ≥15/h 
and 15.7 % (213) with severe OSA (AHI ≥30/h)

• Extreme AHI thresholds of ≥60 and ≥90/h were detected 
in 5.8 % (79) and 1.3 % (17 patients



• n = 693 patients

•  Group A: 99 patients with OSA and used CPAP 
therapy before and after surgery

• Group B: 182 patients who had at least three STOP-
Bang criteria but who were not diagnosed with OSA 
did not use CPAP

• Group C: the reference group, 412 patients who 
scored one to two items on the STOP-Bang.

• Group B patients had a significantly (p < 0.001) higher 
cumulative rate of pulmonary complications, worse 
oxygen saturation, respiratory rates, and increased 
length of stay in hospital

• There was also two cases of sudden death in Group B



• DPP-IV inhibitors and metformin are 
preferred after surgery

• Patients should be seen by a 
diabetologist within one month if on 
oral antidiabetic agents (71.8% of 
experts), 2 weeks if on injectable 
treatments (77.1% of experts), and 
immediately after surgery if on insulin 
pump (93.5% of experts)

• Long-term monitoring of HbA1c is 
necessary even if diabetes remission 
(100%)



• Perioperative diabetic ketoacidosis (DKA) with 
near-normal blood glucose concentrations, 
termed euglycaemic ketoacidosis (EDKA), is an 
adverse effect associated with sodium-glucose 
co-transporter-2 inhibitors (SGLT2i)

• Guidelines are still evolving concerning the 
perioperative management of patients on 
SGLT2i

• 42 reports of EDKA and five cases of 
hyperglycemic diabetic ketoacidosis (HDKA) 
were identified from 33 publications

• Canagliflozin (Invokana) was implicated in 26 
cases



• Presentation time varied from a few hours up to 6 
weeks after operation

• Precipitating factors may include diabetes medication 
changes, diet modifications, and intercurrent illnesses

• 13/42  cases (12 EDKA and one HDKA) had  bariatric 
surgery (10 of them noted very-low-calorie diet regimes 
as a precipitating factor)

• No precise association between interruption of SGLT2i 
and the occurrence of DKA could be identified

• Seven patients required mechanical ventilation, and 
acute kidney injury was noted in five

• Five cases needed imaging to rule out anastomotic leak 
and pulmonary embolism, all of them had negative 
findings

• Outcome data were available in 32 cases and all 
recovered completely



• The most common reason for 
readmission was nausea/vomiting 
(12.95 %), followed by abdominal pain 
(11.75 %) and dehydration (10.54 %)



Nausea/Vomiting

N/V and dehydration in 35% of readmissions

Thiamine Deficiency needs to be top of mind

SMV Thrombosis
• Abdominal pain as well
• Hypercoagulabe state in majority
• Mesenteric ischemia in 5-15%
• Mortality >20%



Wernickes/ Thiamine Deficiency



Postoperative 
Dietary Recs

Variable

Based on Individual/group Practice

No data in literature about what is best

Always give thiamine when patients come back w 
po intolerance.

PO intolerance can be 
severe GERD. PPI and H2 blocker



• A 50-year-old menopausal female with 
a body mass index (BMI) of 38 was 
admitted with acute abdominal pain 10 
days after one-anastomosis gastric 
bypass (OAGB). Her lab tests were 
normal, but in her abdominal CT scan 
with IV contrast, subacute complete 
intraluminal thrombosis with luminal 
expansion at the left branch of the 
portal vein and its segmental branches 
was seen



• Fourteen patients (23.3%) out of 60 
showed hypercoagulability prior to 
surgery on Thromboelastography (TEG)

• Fibrinogen levels were significantly 
higher in the Clot Strength G ≥11 group 
compared to the G <11 group, at 4.2 
and 3.8 g/l, respectively (p=0.02).



Conclusions

Leak should be a high concern always

• Signs can be insidious

Endoscopic internal drainage of sleeves in 
stable or stabilized patients is preferable

Myocardial Infarction and Pulmonary 
embolus also of concern

Time is of the essence in treatment



Conclusions

• OSA or STOP-BANG evaluation is hepful in all patients
• Beware of SGLT2i medications and  change in diet
• Readmissions for Nausea and Vomiting

• Thiamine!
• 500mg iv q8hr is max dose!


	Slide 1
	Slide 2
	Slide 3: Types of Acute Complications
	Slide 4: Incidence
	Slide 5: Incidence
	Slide 6: Incidence
	Slide 7: Incidence
	Slide 8: Identification
	Slide 9
	Slide 10: Treatment
	Slide 11
	Slide 12
	Slide 13
	Slide 14
	Slide 15: Treatment
	Slide 16: Scenario 1
	Slide 17: Scenario 1
	Slide 18: Scenario 2
	Slide 19
	Slide 20
	Slide 21
	Slide 22
	Slide 23
	Slide 24
	Slide 25: Nausea/Vomiting
	Slide 26: Wernickes/ Thiamine Deficiency
	Slide 27: Postoperative Dietary Recs
	Slide 28
	Slide 29
	Slide 30: Conclusions
	Slide 31: Conclusions

