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Dear Editor,
We appreciate the interest and discussion by Athanasiou et

al. about our article BLaparo-Endoscopic Gastrostomy (LEG)
Decompression: a Novel One-Time Method of Management
of Gastric Leaks Following Sleeve Gastrectomy^ [1]. We not-
ed the arguments put forward in the comment and welcome
the opportunity to discuss and highlight some points of our
technique.

Firstly, obesity surgery societies (IFSO, ASMBS) around
the world state that bariatric surgery is an advanced laparo-
scopic surgery (more so, revision surgery involving post-LSG
leaks) and hence is undertaken by those with appropriate
privileging [2]. So, the point that the LEG decompression is
an Badvanced laparoscopic technique^ posing difficulties for a
large number of surgeons is unclear to us. In fact, we feel that
the intraoperative gastroscopic skills required for this tech-
nique are far less when compared to deploying a SEMS stent,
pigtail stent, or OTSC clips, except that it should be done
simultaneously during laparoscopy by an assistant with some
experience.

Secondly (regarding the general anesthesia), in a stable
patient, with a clinically or radiologically suspected leak re-
quiring intervention, laparoscopy under general anesthesia is
safe and facilitates complete visualization, washout, and
drainage of peri-gastric area. ASMBS positional statement
(2009), also lowers the threshold for a laparoscopic/open re-
exploration under anesthesia in patients with clinically
suspected leak, where CT scan or upper GI study fails to

demonstrate it (33 % of all leaks), without any mention of
out-patient gastroscopy as a diagnostic tool [3]. On the other
hand, it is also true that in an unstable patient, a surgical
intervention is mandatory. Hence, the keenness to avoid gen-
eral anesthesia is not perceived to have additional safety, in
these situations.

Thirdly, adequate drainage of all the peritoneal collections
secondary to the leak is of paramount importance in managing
sepsis and its catastrophic sequelae. It should be noted that
studies report 61 to 72 % of concurrent external drainage for
post-LSG leaks [4, 5]. In many cases, this was in addition to
an expensive endoscopic stenting procedure. Closure of the
leak with OTSC clip and stenting of the sleeved stomach also
does not address this issue of intraperitoneal collections.
Though the pigtail drainage (EDEN) technique does address
this to an extent, the authors mention external drainage was
also required in 61 % of their cases [6]. Fourthly, several
studies have also documented about morbidity associatedwith
stents, when used to treat these leaks and hence needs no
further elaboration here [7, 8].

The pivotal point of our article describing the BLEG^meth-
od is the concept of Bluminal decompression^ and not just
drainage. The sleeved gastric tube with pylorus is seen to have
nearly twice the pressures of a normal stomach [9] which is
believed to be the cause of non-healing post-LSG gastric fis-
tulae [10]. External decompression of the gastric lumen in our
technique prevented the constant dribbling into the peritoneal
cavity of its contents and the internally drained collections,
and thereby prevented the need of extra procedures in our
patients.

We believe that the success of healing of the fistula
also depends on adequate Benteral^ nutrition without in-
ducing vomiting, retching or increase in the intra-luminal
pressure of the Bleaking gastric tube^ (secondary to feed-
ing). Laparoscopic jejunostomy placed distal to ligament
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of Trietz (technique as described) is a safe procedure
providing all this and is commonly recommended [10].
It was also removed as soon as oral feeds were tolerated
without leak. Patient acceptance was excellent and none
had any complications with this route of feeding. While
in naso-gastric/duodenal feeding, there can be the incon-
venience of the nasogastric tube with its associated pul-
monary problems and the inability to achieve gastric lu-
minal decompression. Our goals were also to reduce TPN
and hospital stay and have an early enteral feeding via a
route that was acceptable to patients to pursue social
activities.

The complications presumed about the Bgastrostomy^
seem to be exaggerated, as the reference quoted was a study
of PEG, in terminal stage cancer patients. The latter cannot be
extrapolated to these patients because the LEG decompression
tube (18 Fr) was neither used for feeding purposes nor was it
for palliative long term use, and hence, we did not experience
any such complications in our patients.

Last but not the least is the lower cost of our method de-
livered as a one-time intervention, adhering to the traditional
principles of fistula healing, which pits it as a viable alterna-
tive to stents in the management of gastric leaks following
LSG.
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