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Abstract 

 

Gastrogastric fistula is one of the complications that can occur after vertical banded gastroplasty surgery for 

weight loss. Sleeve gastrectomy can be performed successfully in patients with gastrogastric fistula in revision 

surgery. In this study, we present current treatment for the complication of vertical banded gastroplasty (Mason 

procedure). Revision of vertical banded gastroplasty to sleeve gastrectomy is a safe and feasible option for 

patients presenting with gastrogastric fistula.  
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Öz 

 

Gastrogastrik fistül, kilo kaybı için yapılan vertikal band gastroplasti ameliyatından sonra ortaya çıkabilecek 

komplikasyonlardan biridir. Revizyon cerrahisinde gastrogastrik fistülü olan hastalarda sleeve gastrektomi 

başarıyla yapılabilir. Bu çalışmada, vertikal band gastroplasti (Mason prosedürü) komplikasyonu için güncel 

tedaviyi sunuyoruz. Gastrogastrik fistül ile başvuran vertikal band gastroplastinin, sleeve gastrektomiye  

revizyonu güvenli ve uygulanabilir bir seçenektir.  
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Introduction 

Vertical banded gastroplasty a primarily restrictive 

bariatric surgical procedure was first described by Mason [1]. 

The procedure was performed via laparotomy and a neo-pylorus 

was constructed with a Dacron or Marlex mesh. The stomach 

was stapled but not transected. MacLean revised the procedure 

and performed it laparoscopically with a complete transection of 

the stomach [2] (Figure 1a, 1b). Gastrogastric fistula (GGF) is 

one of the important complications that can occur after vertical 

gastroplasty (VG) surgery for weight loss. In literature, the 

incidence of the GGF after VG is 2.5% to 3.5% [3–5].  

Although Roux-en-Y gastric bypass (RYGB) is 

preferred mostly for revisional surgery, sleeve gastrectomy (SG) 

can also be performed.  

In this study, we present the current treatment for the 

gastrogastric fistula complication of Mason's procedure. 

 

Case report 

A 39-year-old woman underwent VBG with open 

surgery for the management of morbid obesity 15 years ago. 

When nausea and vomiting complaints increased after the 

operation, she was taken to the operation at the same center again 

and the laparoscopic mesh ring was removed. When the patient 

admits to our center, she continued to gain weight again over the 

years and her BMI was 40 kg/m
2
. The physical examination was 

unremarkable. No comorbidities were present. Routine 

laboratory investigations did not reveal any specific 

abnormalities. The patient had a subcostal incision scar 

belonging to the previous surgery. When examining her during 

preoperatively, we perform esophagogastroduodenoscopy for the 

precise anatomy of the former procedure, so we demonstrated the 

GGF (gastrogastric fistula), just 5 cm below the 

gastroesophageal junction (Figure 2) Sleeve gastrectomy was 

selected and performed for revisional surgery due to weight 

regain. The postoperative course was uneventful, and the patient 

was discharged on the postoperative day 7.  

The written consent was taken from the patient. 

 

 

 

 
 

Figure 1: (a) The procedure was performed via laparotomy and a neo-

pylorus was constructed with a Dacron or Marlex mesh. The stomach 

was stapled but not transected (Mason procedure). (b) Complete 

transection of the stomach (MacLean procedure). 

 

Surgical Technique 

The operation was started by placing five trocars 

traditionally. The anatomy was defined by lysing the adhesions 

between gastric pouch, liver, and the remaining stomach. By 

intraoperative endoscopy, we identified the GGF. The endoscope 

was passed to the main stomach, finally entering the duodenum. 

Here was gastro gastric fistula 5 cm below the gastroesophageal 

junction. The gastrocolic ligament was cut through the angle of 

His with an energy device, and the diaphragmatic crura were 

exposed. A laparoscopic stapler was introduced and fired 

consecutively along the length of the endoscope against the 

greater curve. The gastric pouch was created by using a linear 

stapler, with two sequential 4.8/60-mm green load firings for the 

antrum, followed by three sequential 4.8/60-mm purple 

cartridges for the remaining gastric corpus and fundus. At the 

intraoperative endoscopic control, GGF could not be seen 

anymore (Figure 3).  The resected stomach was extracted 

through the 15-mm port-site. When the specimen was examined 

macroscopically, it was observed that the previous vertical 

stapler line was involved and the vertical stapler area was 

opened, so she had a gastro gastric fistula. (Figure 4a, 4b).  A 

methylene blue dye test was carried out and did not evidence any 

leak. 

 

 
Figure 2: Demonstration of the gastrogastric fistula by 

esophagogastroduodenoscopy. 

 

 
 

Figure 3: Demonstration for placement of an endoscope before gastric 

resection. 

Discussion 

Vertical band gastroplasty was performed most 

commonly in 1990th years, although the early results were good, 

but, there was a return to other surgical procedures in the recent 

years because of long-term complications and weight regain [6]. 

Long term complications requiring redo-surgery are common 

after VBG. Gastric outlet obstruction is a significant 

complication following VBG, with outlet stenosis rates ranging 

between 10-20% of VBG patients [7-9]. As a general 

consequence of this obstruction, patients develop maladaptive 

eating strategies leading to significant weight regain [7]. The 

patient underwent a second surgical operation that mesh under 
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pouch was taken off because of the development of gastric outlet 

syndrome. However, she continued to gain weight over the years. 
 

 
Figure 4: Postoperative  anatomy (a) Vertikal gastroplasty stapler line 

(Please note to new sleeve stapler line, 1.5 cm away from previous 

stapler line). 

 

 
Figure 4 (continued) (b) Opening of the specimen from the greater 

curvature side and presence of gastrogastric fistula. 

 

Mason procedure was performed via laparotomy and a 

neo-pylorus was constructed with a Dacron or Marlex mesh. The 

stomach was stapled but not transected resulting in the long-term 

65 % staple line failure rate (gastro-gastric fistula) [10, 11]. 

MacLean-procedure divided staple lines between the pouch and 

the remnant stomach. A neo-pylorus was constructed with a 

small silastic ring. This significantly reduced the risk of the 

staple line failure and the development of gastro-gastric fistula, 

which inevitable leads to weight gain [7]. We evaluated that 

Mason procedure was performed in our patient because of the 

first surgery operation was 15 years ago and had been 

gastrogastric fistula. 

 

Sleeve gastrectomy or RYGB could be selected 

according to the surgeon’s experience, and patient’s weight 

status for revisional surgery. Revisional bariatric procedures, in 

general, are associated with higher complications rate compared 

to the primary bariatric surgery [12, 13]. RYGB procedures 

performed as a secondary revisional procedure after other 

previous failed procedure [14]. But the group of Cadière et al. 

[15] recently reported gastro-jejunal leaks in 6 of 43 patients (14 

%) after conversion of VBG to RYGB. Since our patient had 

gastrogastric fistula and we were afraid of developing 

gastrojejunal fistula, our preoperative preparations were in line 

with sleeve gastrectomy. 

Intraoperative endoscopy is important for possible 

complications and surgical safety when revision surgery is 

performed in patients with gastrogastric fistula [16]. 

Although RYGB is preferred mostly, SG can be 

performed successfully in patients with gastrogastric fistula in 

revision surgery. 
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