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Hemorragia

Lesion Esplénica

Lesion Hepatica
Estenosis Gastrica




Hernia Fugas
Atonia Géstrica Reflujo GE

Nutricionales Estenosis Gastrica
TEP Reganancia de peso




Déficit de Fe, Ca, Vit B, Vit A, D, E, K.
Diarreas, problemas hidroelectroliticos

Malnutricién calorico-protéica.

Obstruccidon intestinal










Tubo gastrico “correcto”




AS TRAS GV

mas grave de cirugia bariatrica

n ser de pequefo tamafio
s son peligrosas!
miento inadecuado: Sepsis

S0s, peritonitis, empiema.

Elevada morbilidad y mortalidad: 6-50%
Aparicion: 2 dias - 2 afios jjjj

Factor de riesgo independiente de mortalidad




FUGAS. Clasificacion.

dias
5 semanas

11aS: 0-1.« A1NAS

6nicas: > 12 sems 1S

d

o I: Subclinicas: Fuga local sin diseminacién
ipo lI: Clinicas: Con diseminacion peritoneal

= Altas: 85%
= Bajas: 15%



saU6eEs de fugas en el angulo de His

Vecindad de presion tordcica negativa
> Ausencia de visceras vecinas que tapen la fuga

» Trayectos fistulosos largos y tortuosos
Zundel N et al. Surg Laparosc Percutan Tech 2010; 20: 351-6
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| da tutora 36 F, 12 mm.

cio de la seccion gastrica cerca del piloro

cion lateral uniforme del estomago en el momento del
grapado

Grapado totalmente paralelo a la curvatura menor
Ultimo grapado a 1 cm. a la izquierda de la UEG

Omentoplastia + sutura continua de refuerzo: prevencion de
sangrado y fugas y “estabilizacion” del tubo gastrico




REVENCION Y DIAGNOSTICO DE FUGAS TRAS GV

n azul de metileno
d de linea de grapas 10 dias

[raoperatc
siliconado en ve
sogastrica 24 horas
acion de Pulso y Sat O2
Gastrografin en 24 h.
etileno diario hasta el 7° dia P.O.
Retirada del drenaje 7° dia PO.
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Fuga pequefia (<1lcm.)
bien drenada

- |

PACIENTE ESTABLE

Tratamiento conservador

* Sonda naso-yeyunal.
* Antibioterapia
e Ovesco?

Clinica

- Azul de Metileno
Gastrografin/TAC
I

Actitud ante una fuga tras GV

Rx Intervencionista

<€

l

Fuga grande
(>1cm.)/Coleccién mal
drenada/jstenosis

!

PACIENTE INESTABLE

Cirugia

v

Fracaso

Drenaje coleccién RX

>

Antibioterapia
Stent
Nutricion oral

Fracaso . .,
—l > Drenaje CO|eCCIOn.

* Y-Roux




riento Conservador

ol ECO/TAC.

- Recomendado si débito de la fuga es bajo.

* Posible en 60% de pacientes con eéexito en 97%
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P29. Wallstent Prosthesis for Severe leak and Obstruction of the
Duodenal Switch Gastric Tube

A. Baltasar, N. Pérez , R. Bou, J. Mird, M. Bengochea, F Arlandis, C.
Escriva, C. Serra, B. Martinez

Hospital "Virgen de los Lirios", ALCOY, Alicante, Spain

Background: DS {Duodenal switch) is a variation of the BPD (Bilio-
pancreatic derivation). A gastric tube is created in the lesser curva-
ture with several applications of the 75 cm linear stapler and rein-
forced with a sero-serosa continuous suture of 2/0 Prolene.

Method and Patient: A 34-year-cld male patient had a VBG 11
years ago. He was converted, on Jan 2000, to a DS by removing the
band and the greater curvature of the stomach and doing the small
bowel 50/50 bypass. He suffered severe obstruction of the gastric

tube and a large perforation at the angle of His. Wide drainage of the
leak was done, but the leak was impossible to close. A Wallstent self-
expanding prosthesis was used to treat the obstruction of the gastric
tube. The leak decreased rapidly but he deweloped stasis at the
antrum and poor emptying. The antrum and pylorus had to be
removed in a second operation.

Hesults: Four months after the original surgery the leak and all his
wounds are closed. He eats a regular diet, and has lost 22 Kg.
Wallstent, or self-expanding prosthesis, are used frequently to dilate ;
obstructed channels due to malignant conditions. Covered stents are = ety
used besides the "uncovered" ones to treat malignant tracheo- &5 S0 v
esophageal fistulas. The use of stents in a benign condition is rarely
reported. Mo such stents have been reported for such complications
of bariatric surgery.

‘ .._j!c- ‘fé

Conclusions: A Wallstent prosthesis to treat obstruction of the DS o w
gastric tube allowed good channel on the stomach and closure of the sy s f' “ﬁ,ﬂ#"" vﬂ"” )
proximal leak. | »‘f

Genoa, Santa Marguerita Ligure, Italy 2000
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Obesity Surgery, 17, 866-872 2007

Treatment of Gastric Leaks with Coated Self-
Expanding Stents after Sleeve Gastrectomy

Carlos Serra, MD, PhD; Aniceto Baltasar, MD:; Luis Andreo, MD'; Nieves
Pérez, MD; Rafael Bou, MD; Marcelo Bengochea, MD; Juan José Chisbert

General Surgery Service ang 6
Alicante, Spain

pacientes

Background: Duodenal switch (DS) T8
effective techniques for the treatment of i =
ty and its co-morbidities, with mortality Ole <1%, but
with 9.4% morbidity rates (6.5% due to leaks). In our
experience, leaks of the staple-line after sleeve gastrec-
tomy (SG) are the most frequent sites of fistula forma-
tion and conservative treatment usually takes a long
time. We present our experience in the treatment of gas-
tric leaks with coated self-expandable stents (CSES).
Methods: 6 patients had gastric leaks at the gastro-
esophageal (GE) junction after SG or DS. One patient had

= [ ] ([ h=E 3NN [ ] = -1 (L1 5 ' [ |

ngy, Virgen de los Lirios Hospital, Alcoy,

terms of weight loss but also for the management of
associated co-morbidities.! Laparoscopic sleeve
castrectomy (LSG) and open duodenal switch
(ODS) or laparoscopic DS (LDS) are complex
bariatric restrictive and malabsorptive techniques
that, in our hands, have shown the best results in
terms of weight loss, quality of life and resolution of
co-morbidities with acceptable complication rates.>

Leaks after bariatric operations are usually life-
threatening complications, traditionally treated with




Nuevo stent ECBB 20-30mm
20 mm
40mm

Longitud parte proximal
Longitud cuerpo proximal
Seccion conica 10mm
Longitud cabeza distal 20mm
240mm

Longitud total

E
Longitudes totales 150, 180 y 240 mm

Extremo proximal tipo concavo
Extremo distal ensanchado
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Use of self-expandable stents in the treatment of bariatric surgery
leaks: a systematic review and meta-analysis

Srinivas R. Puli, MD,"' Inbar S. Spofford, MD,"* Christopher C. Thompson, MD, MSc, FACG, FASGE"
Boston, Massachusetts, USA 2007

DISENO
* 7 estudios de 1120 referencias potenciales
* 67 fugas tratadas con stents cubiertos

* |Insercion de protesis metdlica extraible

RESULTADOS

« EXITO (CIERRE): 87.7%
Exito retirada: 91,57%

e Migracion protesis: 16.94%

e Cirugia por fracaso de la protesis: 9%

CONCLUSIONES:

Alternativa eficaz, segura y minimamente invasiva el tratamiento de las fistulas
tras cirugia bariatrica

Protesis reducen la necesidad de cirugia y mejoran la evolucion de los pacientes
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NEW CONCEPT

Outcome of Leaks After Sleeve Gastrectomy Based on a New
Algorithm Adressing Leak Size and Gastric Stenosis

Marius Nedelcu » Thierry Manos - Adrian Cotirlet «
Patrick Noel - Michel Gagner

*Algorithm of endoscopic treatment
depending on the

: closure 100% of 19 patients
with leaks

Endoscopy 6-8 w

1 patient -

[Noorifce | (Blind orifice|

: 3,4 months (2-14)

minimum 2 weeks
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Dbesity Surgery, 17, I408-1410

Case Report

Use of a Roux Limb to Correct Esophagogastric
Junction Fistulas after Sleeve Gastrectomy

Aniceto Baltasar, Rafael Bou, Marcelo Bengochea, Carlos Serra,

Luis Cipagauta

The Surgical Service, “Virgen de los Lirios” Hospital, Alcoy, Alicante, Spain

Laparoscopic sleeve gastrectomy (LSG) can be com-
plicated, in the early postoperative course, by an
esophagogastric junction (EGJ) leak with very seri-
ous consequences. A 48-year-old woman developed
an EGJ leak 3 days after LSG surgery and was treat-
ed with conservative measures. Finally, 6 weeks after
the original surgery, a Roux limb was brought to the
EGJ and anastomosed side-to-end to the fistula. At
the heginning, the Roux limb was the only functioning
outlet and finally, 2 months later, both pathways (the
gastric sleeve and the Roux-en-Y) are patent at 3
months after surgery. The Roux limb resolved a dan-
gerous EGJ leak after a LSG.

Key words: Morbid obesity, laparoscopic sleeve gastrecto-
my, esophagogastric leak, Roux-en-Y

common. Early drainage and appropriate treatment
with antibiotics are mandatory. TPN may be used if
necessary, but enteral feeding is the preferred nutri-
tional procedure until the leak finally resolves.

Many strategies have been used to try to close the
fistula, eg. fibrin sealants by endoscopy,®” micro-
coils emboli,'” and self-expandable intraluminal
coated stents (CSES).''® Some patients have
required a total gastrectomy.!”

Case Report
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Nueva fistula en 1/3
medio tubo gastrico




SURGERY FOR OBESITY
AND RELATED DISEASES

Sleeve

Surgery for Obesity and Related Diseases 4 (2008) 739763

Case report

Use of Roux limb as remedial surgery for sleeve gastrectomy fistulas

Aniceto Baltasar. M.D.*, Carlos Serra. M.D.*, Marcelo Bengochea. M.D.*, Rafael Bou. M.D.%,
Luis Andreo, M.D.

“Department of Surgery, Aleay Hospital, Alicante, Spain
*Department of Radiology, Alcoy Hospital, Alicante, Spain

Recerved December 27, 2007; revised July 17, 2008; accepted July 21, 2008

Sleeve gastrectomy; Vertical gastrectomy; Leak; Fistula; Roux-en-Y limb; Restrictive surgery

pic sleeve gastrectomy (LSG) 1s a restrictive usually with <60 mL. A 19F Blake drain (Ethicon, Som-

cated as an 1solated techmque or as the first erville, NI) 1s posttioned along the staple line and left in

aroscopic duodenal switch [1-3]. A leak at the place for 7 days to test daily with oral methylene blue. A

tric junction (EGJ), at the uppermost part of Gastrografin swallow test 15 done within the first 24 hours
. "y Gy
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Obesity Surgery, 16, 1082-1088

Obesity Surgery, 16, 2006

Total Gastrectomy for Complications of the
Duodenal Switch, with Reversal

Carlos Serra, MD, PhD; Aniceto Baltasar, MD; Nieves Pérez, MD; Rafael

Bou, MD; Marcelo Bengochea, MD

Servicio de Cirugia General, Hospital Virgen de los Lirios, Alcoy, Alicante, Spain

Background: Duode
effective technigue
sity and its relatg

7 fugas

1 gastroparesia
1 estenosis

Methods: From 1994
underwent the DS. 9 patient
were due to gastric leak at thi dgie of His, 2 were
related to leakage at the doudeno-ileal anastomosis
(DIA). 1 was for stenosis of the gastric sleeve, and 1
for a gastroparesis. In 3 cases, the DS was the second
bariatric operation. Full restoration of bowel anatomy
was attempted in all patients.

Results: TG has been the final solution for gastric
complications of the DS in 9 (19%) of our 846 patients.
In all cases, bowel anatomy has been restored, and
there was no mortality. Postoperative courses have
been difficult and hospital stays have been long in all
patients (mean 4.5 months; range 1-10 months), with
several episodes of re-do surgery after the TG. The
actual BMI and “:EBMIL are acceptable.

Conclusions: TG successfully treated all 9 cases with
life-threatening complications and difficult reinterven-
tions after DS, without mortality. Restoration of bowel
anatomy was done in all cases, with good final results.

9 pacientes

laparoscopic bariatric surgeries are the
ctive treatment for morbidly obese
not only in terms of weight loss but also for
anagement of associated co-morbidities. The
evolution of the different techniques has been con-
tinuous during the last 15 years, and to date no sin-
gle operation has been standarized for the manage-
ment of morbidly obese patients.!

Open Duodenal Switch (ODS) or Laparoscopic
DS (LDS) is a complex bariatric restrictive and mal-
absorptive technique that, in our hands, has shown
the best results in terms of weight loss, quality-of-
lite and resolution of co-morbidities, with accept-
able complication rates.”

Our reported morbidity has been 9.4%, and 1.1%
mortality. The incidence of leaks in our series has
been 6.5%.7 The aim of the present study has been
to present those patients who required a total gas-
trectomy (TG) to resolve complications after the
DS5S. Restoration of the full bowel anatomy was also
done in all these cases.




Radiologia Intervencionista

acion y recolocacion de drenajes
1 Colocacion de protesis cubiertas expandibles



iento endoscopico de las
fistulas tras GV

Glubran, Surgisis.
m Cierre primario: Clips, Endostich, Ovesco
= Eso-SPONGE
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PEGAMENTOS DE FIBRINA
(TISSUCOL, TISSEEL)

CIANOCRILATOS
GLUBRAN)

oooo

COMPUESTO BIOLOGICO
ACTUACION LENTA
MATRIZ DE FIBRINA:
VENTAJAS:
Biocomparible
NO Necrosis tisular
NO Complicaciones tromboembolicas
NO Complicaciones septicas
NO Dariio del endoscopio

COMPUESTO SINTETICO
ACTUACION RAPIDA
REACCION LOCAL EOSINOFILICA
INCONVENIENTES:
*Reaccion sistémica a cuerpo extraio
*Necrosis tisular
*Complicaciones tromboembdlicas
*Complicaciones sépticas
*Dafio del endoscopio



TriClip (Cook)

' COLOCACION DE ENDOCLIPS POR VIA ENDOSCOPICA

clones agudas inmediatas a su
diagndstico y de pequefio tamafio

Menor utilidad en fistulas cronicas con tejidos
Inflamados, indurados y fibrosos.

Chuttani R, Barkun A, Carpenter S, et al. Esdoscopic clip application
devices. Gastrointest Endosc 2006; 63: 746-50






doscopic Suturing System
indosurgery, Austin, Texas

doscopio Olympus 21160
drtadas de 2/0y 3/0
igracion
entes con fistulas tras bypass gastrico
- al. Gastrointest Endosc 2011; 73: 653




CARDIAC SEPTAL DEFECT OCCLUDERS
Amplatzer Septal Occluder, AGA Medical group, Minn

en fistulas Gl
expandibles

fistulas traqueoesofagicas, traqueogastricas y gastrocolonicas



http://medgadget.es/2011/09/exito_de_la_primera_reseccion.html
http://es.wikipedia.org/wiki/Friso_de_Beethoven




erapy procedure

Before use: Introduce the overtube under visual Cover the appropriate, tailored
Investigate and measure the wound control into the insufficiency hole. Eso-SPONGE" with sterile hydrogel

cavity with a flexible endoscope. The endoscope can be used as a guide (glycerol based) and introduce it into
rail here. the overtube.

Push the Eso-SPONGE" to the mark Hold the pusher in place and pull the Endoscopic position control of the

with the pusher. The sponge is now overtube out as far as the handle of sponge and appropriate correction

at the end of the overtube. the pusher. The sponge will unfold in by means of endoscopic grasping
the insufficiency hole; the overtube forceps.

Aand niicher ran he remnmvied fnnether




Transnasal channelling:

Insert stomach tube CH 16 (not in-
cluded in the set) through the nose
and bring it out through the mouth.
Cut off the atraumatic tip.

Connect the drain by means of the
y-piece to the hose of an adjustable,
medical pump with sufficient suction
performance.” Activate the pump,
where necessary keeping endoscopic
visual control of the sponge.

Connect the drain with the stomach
tube outside the mouth. Pull the
stomach tube together with the drain
back through the nose.

When using the MV 1 pump
(MTG Germany):

Cut off the secret valve from the
secretion cylinder hose.

The drain is now transnasally
channelled.

Connect the filters using a Luer Lock
to the pump and attach the cylinder
hose to the filter.




Treatment set:

Overtube (2 sizes available)

Pusher

Eso-SPONGE®

Warning

Rinsing set .3 &

Y-connecting piece

Slide clamp

N
\\\\\\
)

Not included in the set:
I Sterile hydrogel (glycerol based)
I Gastric tube CH 16

I Adjustable, medical pump
for vacuum treatment
(product information MV 1 pump
see brochure supplements)




Successful treatment of a gastric leak after bariatric
surgery using endoluminal vacuum therapy

Fig.1 Computer
tomography (CT) scan
in a morbidly obese
woman with a leak
from the gastric pouch
following a Roux-en-Y
gastric bypass showing
paragastric air and fluid
collections (arrows).

Fig.2 Endoscopic view showing the leak
before insertion of the sponge.

Fig.3 Fluoroscopic
image of the polyure-
thane sponge being
inserted.




Lead author/ Number of  Method of Suction Average number of  Vacuum therapy

clinic patients [n] application*  amount sponge changes®™*  success rate % (x/y)
N. Heits, Universitatsklinikum 10 i.c. 75-200 mmHg 5.4 [2-12] 90% (9/10)
Schleswig-Holstein,

Campus Kiel.'

H. Lenzen, Medizinische 3 i.c./i.l - 7 [5-12] 100% (3/3)

Hochschule Hannover.?

B. Schniewind, Universtitats- 17 i.c. 70-80 mmHg - -
klinikum Schleswig-Holstein,

Campus Kiel.?

M. Bludau, Uniklinik Kdln.* 14 i.c./il 100 mmHg 3.9 [1-9] 869 (12/14)
M. Brangewitz, Medizinische 32 i.c.fil. 125 mmHg 7 [5-28] 84.40 (27/32)

Hochschule Hannover.®

T. Schorsch, Katholisches 24 i.c./il 125 mmHg 2 [2-12] 9500 (23/24)
Marienkrankenhaus Hamburg.

F. Kuehn, Universititsmedizin 9 i.c.fil 125 mmHg 6[1-13] 8900 (8/9)
Rostock.”
G. Loske, Katholisches Marien- 14 ic./il 125 mmHg 411-10] 1009% (13/14)**

krankenhaus, Hamburg.?

R. Weidenhagen, Ludwig- 6 i.c. low vacuum 10 [5-10] 100% (6/6)
Maximilian-Universitdt Miinchen, wound drainage

Campus GroBhadern.® system

M. Ahrens, Universitatsklinikum 5 i.c. 70-80 mmHg 9 [8-12] 100% (5/5)

Schleswig-Holstein,
Campus Kiel.”

J. Wedemeyer, Medizinische 8 i.C. 125 mmHg 7 [5-14] 88% (7/8)
Hochschule Hannover."







Incidencia 0,7-4%

Estenosis funcional: Helix stenosis
Estenosis mecanica

No relacién con didmetro de sonda
Localizacion en incisura angularis
Relacion con sutura invaginante?

Tratamiento depende de longitud de
estenosis: cortas dilatacion endoscopica,
stents cubiertos, cirugia




9 PACIENTES

NEW CONCEPTS

ESTENOSIS LARGAS TRAS GVL

Laparoscopic Seromyotomy for Long Stenosis After Sleeve
Gastrectomy with or Without Duodenal Switch

Giovanni Dapri» Guy Bernard Cadiére -
Jacques Himpens

(Published online: 24 January

heA

} can be performed
1lh the rndi.ihsurplne proce-
) operative
sis of the SG is relatively rare and only
in literature. We report our experience
s presenting a long stenosis,
vie balloon dilation, and treated by laparos
omyotomy after ISG or SG/DS.

y P pic seromyotomy for
. ' ong ste '1\.. not cilglbie for endu»\.upu. balloon dilation.
g dppedred dfldf a mean time of 9.2+2.6 months

5 at lhe upper ]'hll‘l of lhe SG

and at the level of the incisura angularis (7)

evidenced a mean length of the stricture of 4.

and 0f5.2+1.3 em (SG/DS). The primary outcomes measure
ture healing rate. Secondary outcomes measures

Results There were no conversions to open surgery and no
mortality. There was no peroperative gastr
but one patient was converted into Row
(ISG). Mean operative time was
(ISG) and 110£6.1 min (SG/DS). One gastric iedk was
ed po tively (ISG). Mean ho

dﬂer 1 month was satisfied in all patients,
" were able to tolerate a reguiar diet. Afier a mean

my after SG for long
t for lhe treatment of







DILATACION TRAS GVL

Asociada a fracaso en
la pérdida de peso

@ Reseccion incompleta

del fundus
Estenosis distal a UEG



E-GASTRECTOMIA VERTICAL

Obesity Surgery, 13, 649-654

Case Report

2003

Laparoscopic Reoperative Sleeve Gastrectomy for
Poor Weight Loss after Biliopancreatic Diversion

with Duodenal Switch

Michel Gagner, MD, FRCSC, FACS; Tomasz Rogula, MD, PhD

Minimally Invasive Surgery Center, Mount Sinai School of Medicine, New York, NY, USA

Background: The revisional surgery for patients with
inadequate weight loss after biliopancreatic diversion
with duodenal switch (BPD/DS) is controversial. It has
not yet been determined whether a common channel
should be shortened or gastric pouch volume
reduced. Since the revision of the distal anastomosis
remains technically difficult and associated with pos-
sible complications, we turned our attention to the
reduction of gastric sleeve volume. This operation is
more feasible and potential complications are less
probable.

Patient and Method: We present the case of a 47-
year-old women with a life-long history of morbid
obesity. She was operated on in January 2000 with a
laparoscopic BPD/DS with 100 ml gastric pouch, 150
cm of alimentary limb and 100 cm of common chan-
nel. Before this operation, her weight was 170 kg, with
BMI 64 kg/m2. She lost most of her excess weight
within 17 months after surgery and was regaining
weight at 77 kg and BMI 29 kg/m?. Upper Gl series
showed a markedly dilated gastric pouch. Her second
surgery consisted of a laparoscopic sleeve partial
gastrectomy along the greater curvature using endo
GIA staplers with bovine pericardium for reinforce-
ment of the stapler line.

Results: No postoperative complications occurred.
The patient was discharged on the first postoperative
day. Significant further weight reduction was noted,
and at 10 months after surgery, her weight is 61 kg
with BMI 22.

Conclusion: A repeat laparoscopic gastric sleeve
resection was performed for inadequate weight loss
after BPD/DS, and resulted in further weight reduc-
tion.

Reprint requests to: Michel Gagner, MD, Division of
Laparoscopic Surgery, Mount Sinai School of Medicine, 5 East
98 Street, Box 1103, New York, NY 10029-6574, USA.

Fax. 1-212-410-0111; e-mail: michel.gagner@mountsinai.org

© FD-Communications Inc.

Key words: Duodenal switch, sleeve gastrectomy, morbid
obesity, bariatric surgery, laparoscopic reoperative sur-

gery

Introduction

Obesity in the United States has become an increas-
ing problem with medical, social and economic con-
sequences.'? Medical and behavioral therapy is not
effective in achieving desirable weight on long-term
follow-up in morbidly obese patients. Bariatric sur-
gery has evolved over the past 25 years into an
effective and safe treatment for severely obese
patients. A significant number of patients who
undergo such treatment require revisional surgery,
both because of complications and because of unsat-
isfactory weight loss.

Biliopancreatic diversion (BPD), described by
Scopinaro in 1979, remains one of the most effec-
tive procedures for treatment of morbidly obese
patients, especially those with body mass index
(BMI) >50 kg/m®. Satisfactory weight loss is
achieved with an acceptably low rate of long-term
nutritional complical:ions.3 Further modifications,
mainly sleeve gastrectomy and duodenal switch
(BPD/DS), significantly diminish the more severe
complications of BPD: dumping syndrome-related
problems, ulcerogenicity, hypoproteinemia and
hypocalcemia. The antrum, pylorus, first part of the
duodenum and lesser curvature of the stomach as
well as vagal nerve integrity are spared, allowing
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Re-Sleeve Gastrectomy
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Bengochea
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Background: Laparoscopic sleeve gastrectomy (LSG)
started as the restrictive part of the more complex
laparoscopic duodenal switch (LDS) operation. There
is no long-term experience with the isolated LSG. The
main concern about the isolated LSG is the possibili-
ty of dilatation of the gastric pouch, long-term loss of
restrictive function and weight regain. Laparoscopic
re-sleeve gastrectomy (LRSG) has been used spar-
ingly, but it also may become a possibility if more
patients have the isolated LSG.

Methods: 2 patients with BMI 58 and 65 respectively,
underwent LSG as the first stage of the LDS. Later, when
the patients regained some weight and their gastric
pouch was found to be too large, the LRSG/DS was done.

Results: The patient with BMI 58 had an initial drop
to BMI 34 and regained weight to BMI 48, but after the
LRSG/DS her BMI is 36 at 4 months. The BMI patient
with BMI 65 had a drop to BMI 42, and after the
LRSG/DS his BMI is 33 at 3 months later.

Conclusion: LRSG may become necessary after
gastric tube dilatation or insufficient original gastric
volume reduction. LRSG is feasible, available and
easy to perform when the resulting gastric pouch is
too large or dilates after the original LSG.

Key words: Morbid obesity, obesity surgery, laparoscopy,
sleeve gastrectomy, re-operation, duodenal switch

the more complex laparoscopic duodenal switch
(LDS) operation, and became a reality where the
laparoscopic approach to the super-super-obese was
found to be a too complex operation.!

There is no long-term experience with the LSG.
The main concern about the isolated LSG is the pos-
sibility of dilatation of the gastric pouch, long-term
loss of the restrictive function and weight regain.
LSG has proved to be a more effective operation in
the super-obese patients than the gastric balloon.*

Duodenal switch (DS) is our mainstay bariatric
operation since 1994 (545 open cases), and now is
done routinely laparoscopically (LDS) hand-sewn
since 2000 (304 cases). LSG has been performed
since 2003 (72 patients).>7

LSG is purely restrictive and our indications are:
1) super-obese patients (BMI>55) as a first stage for
the LDS: 2) patients with BMI >40 with severe
medical disease (cirrhosis, AIDS, Crohn’s); 3) low
BMI patients (35-43) with a major co-morbidity; 4)
patients with lap-band removal; and 5) the morbidly
obese adolescent.’

Laparoscopic re-sleeve gastrectomy (LRSG) is
possible if the stomach dilates or if the original LSG
left a higher volume stomach than desirable.
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Case Report

Internal Hernias and Gastric Perforation After a
Laparoscopic Gastric Bypass

Carlos Serra, MD, PhD; Aniceto Baltasar, MD, FACS; Rafael Bou, MD;
Javier Mirg, MD; L. A. Cipagauta, MD

The Surgical Service, " Virgen de los Lirios” Hospital, Alcoy, Alicante, Spain

A 27-year-0/d woman underwent laparoscopic Roux-
en-Y gastric bypass. A retrocolic-relrogastric hemia-
tion of most of the small bowel and laler a gastric
pertoration due to internal hermnia al the mesenieric
defect of the jejunc-jejunostamy occurred. These un-
usual, but not rare, complications are directly related
to the neocanatomy that follows gastric bypass and
can lead to rapidly progressing and life-threatening
situations, Fl'l:rp'lil'll Hﬂum:qn_ of '..'l'l'lil'-illl signs and

Laparoscopic Houx-en-Y  gastric ¥
(LRYGEI) was first reported by Wittgrove and
Clark in 1994 and thelr experience with a aignifi-
cant number of patients has shown excellent resnlts
compared with the open technique.™* In addition,
LEYGEP achieves superior cosmetic resilts, less
maorbidity, less recovery time and hospital stay, and

rimaermahle anaratmur Amaee ot renresonte an ad.
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Taponamiento cardiaco provocado
por perforacion cardiaca

por un catéter venoso central

C. Serra®, A. Baltasar®*, J.L. Losa®***, E. Gregori***¥%,
F. Arlandis*, R. Martinez*, L..A. Cipagauta¥*,
M. Bengochea™ y R. Bou*




Fistula pancreatocutanea secundaria a
pancreatitis postoperatoria tras cruce duodenal

laparoscopico
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Three types of bowel lengthening for Protein-Calorie Malnutrition. Video

Aniceto Baltasar, Rafacl Bou, Marcelo Bengochea, Carlos Serra
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Background: Protein-Caloric Malnutrition (PCM) is the
moet severe long-temmn  complication of the complex
restrictive plus mal absorptive operations for morbid obesity
such as Bilio-Pancreatic Diversion (BPD), BPD-Larrad,
Ducdenal Switch (BPD,/DS) and the Distal Gastric Bypass
(DGEP) where both components are important 2.

Preventive measures are the comrect measures of the bowel
lengths and proportion where the Comunon Channel (CC)
should be 10% of the whole bowel, the Alimentary Limb (AL)
a 40% and the Bilio-Pancreatic Limb (BPL) 50% 2 The PCM
15 extremely rare after sumpler restrictive operations. The
basic cause of the PCM 15 teo much restrniction combined
with to severe mal absorption 2

N 5,

v -

Fig 1A Fodl sovwrnsdl Thpe [ Fp:B Type I FigalTrpe 1l

3} Type 111 Bowel lengthening the CC by moving the
AC > 100 em proximally en thée BPL over the

previous RNY (Fie. 1.C)
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Casec report

Fatal perforations in laparoscopic bowel lengthening operations
for malnutrition
Aniceto Baltasar, M.ID.#, Rafacl Bou, M.DD., Marcelo Bengochea, MDD,

Saang Jorpe Ohiegde, Aoy, Alicarre, .‘quu'.u
Rocgived Dhecombssy 8, 200, revised Descember | ], 20009, aoooyed Dhocembor 15, 200
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Clinical Hepatic Impairment after the Duodenal
Switch
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Manuscript Number: SOARD-14-79R1 Liver failure and transplantation after duodenal switch

Title: Liver failure and transplamatl-on after Duod: Aniceto Baltasar MD
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- Abstract

Liver failure (LF) and liver transplant (LT) are very rare after a Bilio-Pancreatic
Diversion/Duodenal Switch (DS) procedure for obesity but occasionally it may

Fig. 5.4) Pactente pre-op (vestida)  B) Trasplanteda  occur. Two clinical cases are presented. In one patient, who had the DS
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