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simple. It should have fev/ intraoperative and postoperative complications. It
should be effective. The procedure should be complimented with good nutritional
education and behavioral modification. Without this I think many patients will
fail to lose and maintain weight loss.

By December 1979 I had revised 26 of my gastric bypass patients. This gave
me a 22.6% revision rate. With the Gomez gastroplasty, I had a 14.4% revision
rate. I found that my gastric bypass patients who eventually had revisions did
not begin to fail at weight loss until after one year. The corresponding
patients with gastroplasty begin to fail after six months. Other complications
included one gastric pouch volvulus. This was caused by an adhesion. I had
four perforations with the gastroplasty.

By the end of December 1979 I had a series of 189 patients with vertical
gastric stapling. At that time I reviewed my experience and found no

perforations, no splenectomies, a 2.7% occurrence of hernias and a revision rate

of 1.6%. Mean one year weight loss was 82.5 lb.

To compare gastroplasty with gastric bypass, I combined the gastric
stapling and the horizontal stapling and came out with a 7.3% revision rate. I

believe that gastroplasty is clearly better than gastric bypass, and vertical
stapling is clearly superior to horizontal stapling.

I adhere closely to my protocol for gastric bariatric surgery. I consider
the first office visit to be very important. A history of weight loss and a
thorough physical examination are completed and the candidates checked to ensure

that they meet the criteria. I shcvi the patients films on exercises for

overweight patients and proper nutrition. 1 give them an information booklet on

gastric vertical stapling. During the hospitalization phase the patient attends
preoperative diet classes. I remove the nasogastric tube on the second

postoperative day. The patients receive miniheparin for the first five

postoperative days.

The procedure consists of making an incision over the gastrohepatic omentum
and the caudate lobe of the liver. Because of my bad experience with horizontal

stapling even with a double application of the stapler, I support my staple line
with 2-0 polypropylene suture from front to back. To avoid making holes in the
glove, a sterile thimble can be used.

I support the outlet channel with a Silastic ring that was suggested to me
by Dr. Henry Laws. Using a Keith needle I pass 2-0 polypropylene suture twice
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puncturing the stomach at the staple line to secure the ring in position and

prevent its erosion.

By December 1980 I had accumulated 310 patients with my new technique.

There were no intraoperative splenectomies, postoperative pouch perforations or

staple line disruptions. The six-month postoperative mean weight loss v/as 71 lb

or 39.7% of excess weight. By 12 months the patients had lost an average of

44.8% of excess weight. There v/ere ten revisions. Since I began using the

Silastic ring, I accumulated 48 more patients. I reviewed them on April 30,

1981, and at that time patients had an average six-month v<feight loss of 78.9 lb.

In summary, gastric vertical stapling is technically easy and simple to

perform without mobilizing the upper greater curvature. It has less

intraoperative and postoperative complications. It has a low revision rate with

no incidence of gastric staple line disruption. It is effective with acceptable

weight loss. It is easy to perform endoscopy should the need arise. It is also

technically easier to revise should that become necessary.



45

LESSER CURVATURE GASTROPLASTY

Norrnan Hal pern, M.D.

Gastric reduction surgery has been evolving for several years, the

evolutionary process continues. Although at the University of Alabama our

operation is technically similar to that of most other bariatric surgeons, we do

have some variations and preferences.

We believe that positioning and retraction are very important for the

safety of the operation. We use an extreme headup position for the patient. We

also use the Poly-Tract Retractor System over a midline incision.

We attempt to limit our dissection to the area between the esophagus and

the upper short gastric vessels to avoid interrupting the blood supply. We

initially mobilize the attachment of the stomach to the retroperitoneal area,

and, of course, open up the lesser omentum creating a retrogastric soft tissue

tunnel.

The first stage is to lay the staple line. We have not used a modification

of the stapling instrument. We simply cut off a portion of the cartridge.

Using a cast saw I cut through the fourth staple hole. This method seems to

v/ork adequately. Rarely has it left a channel that was too large. Occasionally

I have had to remove a staple when it became apparent that the outlet size would

be insufficient.

We use only one application of the stapler and reinforce the staple line

with a double armed polypropylene suture extending from the upper part of the

fundus to the channel.

Stomal reinforcement consists of passing a polypropylene suture from the

front to the back of the stomach and then threading a small, 42-mm long

Silastic catheter over the needle. The needle is then passed again through the

stomach so that we have a double encircling, polypropylene that passes through a

Silastic catheter. It is snugged down over a 32F dilator which gives a stomal

diameter of about 11 mm. After ascertaining that hemostasis is adequate, we sew

one layer of interrupted sutures to bury the ring.

We estimate pouch volume, but we do not actually measure it. Upon

completion, it locks like the barrel of a 50-mm syringe.

Over the past year we have performed this operation on 69 patients. About

a dozen additional patients had simultaneous procedures, such as revision of a

previous gastric operation or takedown of a small bov/el bypass, but they are not
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included here. The majority of our patients, as is the case in most studies,

are women. The weight ranged from 205 to over 500 lb with a mean of 294 lb.

Fortunately, there were no deaths, pulmonary emboli or gastric leaks.

Although we encountered four instances of a clear fluid collection within the

wound, none were frank wound infections. There was one wound infection,

however.

One patient probably has a staple line disruption, although it is difficult

to tell from a recent upper GI series. We have seen one case of documented ring

erosion. This patient presented with symptoms of a stomal ulcer. She had pain

and a small degree of hematemesis. On endoscopy, we could clearly see the

channel with the Silastic ring protruding through an eroded, stomal ulcer-like

area. The endoscopist was able to use his suture cutting instrument to divide

the polypropylene and retract it. In the past six weeks she has done quite

satisfactorily, but I cannot predict her final outcome.

Weight loss averages about 30% of original weight by 14 months. This is

comparable to other procedures. Certainly more time and more patients are

needed to determine the long-term effect of this procedure.

QUESTION: How do you do an endoscopic dilatation of a stenotic stonia?

HALPERN: If the stoma is on the lesser curvature it is easier to visualize. We

instructed one patient to swallow a string. This allowed the passage of

dilators. We have only three patients that have required dilatation.

COMMENT: We use Puestow dilators.

O'LEARY: We had a patient who had stenosis of a gastrogastrostomy. The patient

developed outlet obstruction, nausea and vomiting. We performed endoscopy on

the patient using a #7 inhalation catheter attached to the endoscope. We were

able to manipulate the end of the catheter through the orifice, blow it up end

pull it back. We repeated this step eight or nine times. During a second

endoscopy we again repeated the step another six or seven times. Since then the

patient has been able to eat and has done reasonably well. One should at least

try to dilate such outlets before submitting the patient to another procedure.

MUSTANI (Charleston, West Virginia): I have used a simpler technique to dilate

a stenotic stoma. We use catheters that are similar to embolectomy catheters

but with very firm lumens. Catheters are now appearing on the market that will

pass through the gastroscope. The largest one is 15 mm. It can be passed into

the lumen and inflated with fluid. It dilates very nicely and can be calibrated

from 10 to 15 mm.
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PRIMTEN: We have heard about several different kinds of operations today, each
one presented by a prophet who states that his procedure is perhaps the best
thing since sliced bread. This may or may not be true. I believe that if you
are doing an operation on the stomach that produces 50% weight loss at one year
and about 60% at two years, if you aren't killing more than 1% of your patients,

and if they don't have metabolic complications, then you should not change.

Maybe there really is more than one way to skin a cat. I think we would be

mistaken to jump off and do something different.

LAWS: Has anyone used an Angel Chick prosthesis around the outlet?

WILKINSON: I do not know of anyone that has. In 1978 I was interested in

vertical gastroplasty and it would appear from what has been presented today

that it does have a great deal of merit. I did several vertical gastroplesties

then, using a 36F bougie. We stapled the entire lesser curvature. In order to

empty the blind pouch of the stomach we brought up the ligament of Treitz. We

did what amounts to a Nissen fundoplication over the staple line with the idea

of preventing leaks. On the fourth postoperative day one patient treated this

way ate a large quantity of food and developed a subphrenic abscess. At

reoperation m discovered that apparently a staple had pulled out near the upper

end. We just put an irrigation sump in the subphrenic space. After a few weeks

of irrigation she recovered. I talked with her on the phone last week. She has

lost from 235 lb, down to 175 lb and she eats very slowly. I thought the

gastroenterostomy was probably closed by now. It has been three years but

apparently it hasn't because there is no reported huge cyst in the left upper

quadrant.

DIXON (Charleston, South Carolina): I assisted a. colleague of mine who did a

gastric bypass procedure. The patient had a hiatal hernia with esophageal

reflux and at the time that we did the gastric bypass we placed an Angel Chick

prosthesis. At a visit four months after operation the patient was found to be

getting along very well and losing weight quite satisfactorily. There have been

no complications.

COMMENT: I have put several of the Angel Chicks in patients with gastric

bypass. One of these patients unfortunately passed the Angel Chick through the

rectum about two months later. Eventually the patient recovered. The other

patients had no problems. Nevertheless, I am no long using them.

COMMENT: I have been doing vertical stapling for three or four years and have

three patients with narked reflux and incompetent lower esophageal sphincters.
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The vertical stapling with a traditional single plication is adequate. The

placement of other foreign bodies is an improper approach to the treatment of

reflux esophagitis.

COMMENT: I am distressed that the feeling is coming across that the pouch

should be made as small as possible or that it couldn't be any smaller. I think

that we should be very careful with this. I am extremely concerned that if you

feed someone out of a shot glass, for instance, that we might really create a

malnutrition problem. We are going from one extreme to the other. If the stoma

is made so small that the patient has to be fed liquids, we may be creating a

behavior modification that would tend to support obesity; that is the patients

might just consume vast quantities of liquids. Perhaps we should establish

guidelines.

LAWS: It appears to me that our major problem at this point is inconsistent

weight loss or unpredictable weight loss. Every surgeon has a patient or

patients who fail to lose weight. This may very well be due to patient

selection. There are people who are just not going to comply with any sort of

regimen and expect the operation to do everything. Poor patient compliance is

part of failure. Technical inadequacy is certainly a factor and we have had

surgeons here today tell us that their operations were probably inadequate and I

think that is very commendable. On the other hand, I do believe that we see

some operations that work and work fairly well.
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GASTRIC STAPLING IN A SUBURBAN HOSPITAL

S. Ross Fox, M.D.

This is not a sciGntific prGSGntation but rather the experience of one
surgeon with the three gastric partitioning procedures that have been discussed

today: gastric bypass with loop gastrojejunostomy, gastroplasty with a greater
curvature stoma (Gomez), and vertical gastroplasty (Fabito), which is the
procedure we are currently using.

Our procedure is similar to that of Dr. Fabito. We place one hand behind
the stomach and bring a finger out through the esophegogastric (EG) junction to
create a window. Using Dr. Mason's technique we thread a catheter through the
window and attach it to the anvil of the TA55 rather than the TA90. We ligate
the right gastric artery and vein at approximately 7 to 9 cm from the EG

junction and then vie pass the TA55 across, beginning at the lesser curvature
side. We leave four staples out of the heel of the instrument to allow for the

stoma. It is very easy using the TA55 to make the staple line. We apply the
stapler twice and then, using an alluminum finger splint instead of a thimble on
the index finger, we completely reinforce the staple line with a locking 2.-0
polypropylene full thickness suture. Finally, using a 30F bougie passed through
the esophagus, we create a pseudopylorus by applying tv/o layers of seromuscular
sutures around this stent. Rarely do v/e make a pouch size larger than 20 ml; in

a lot of patints the pouch volume is 15 ml. One advantage of this technique is
that you can make the pouch size very tiny.

Our main reason for shifting to this procedure as opposed to the horizontal

gastroplasty is that it is a lot easlier to perform. In an effort to tangibly
demonstrate this, we compared the blood loss of the three procedures. This
includes about 173 patients. The average blood loss in our patients with

gastric bypass was in excess of 400 ml, with horizontal gastroplasty it was 270
ml but only 170 ml with the vertical gastroplasty. We feel this is perhaps one
meeasure of the simplicity of the procedure, although other possible

contributing factors such as the surgeon's familiarity with the technique cannot
be completely discounted.

The average hospital stay is 5.2 days. We have performed nearly 100
vertical gastroplasties. We have had no pouch perforations nor have we ever had

a staple line disruption.

I feel that the failure rate is related primarily to the number of

follow-up visits that the patient has. Without establishing a good follow-up
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program, you are destined to failure regardless of how well you do the

procedure. I think a commitment from the patient is extremely important, so

much so that I have them sign a contract with me. They write it in their own

handwriting stipulating that if I do the surgery, they will eat only three meals

a day and all of those meals will come out of shot glass-sized containers. On

their second preoperative office visit I spend an hour and one-half talking with

them. I give them a one ounce shot glass and they make a commitment to me that

they will live out of that shot glass until they get down to a reasonable size.

They also make a commitment to come into the office regularly, as often as

once a month. They are to exercise daily for 30 minutes and I require vigorous

exercise such as jogging, swimming, jumping rope or something that stresses

their cardiovascular system. I also get them to promise that if their psyche

resists their weight loss and they encounter mental problems, they will see a

psychiatrist; about 10% of our patients need psychotherapy. Finally I get a

commitment from them to go see a personal grooming counsellor if there is

something about their personal attributes that can be enhanced. We are, among

other things, changing their self-image, and I want them to know about this in

advance. If they fail for any reason to lose weight, I remind them of their

contract and make them feel a little guilty. How effective this method is, I

don't know, but it is a behavior modification technique and I think it is

working.

We also make a weight graph. Each patient gets a chance to see his or her

graph every time they come into the office. They can tell instantly by looking

at the graph how effective the procedure has been and whether they are losing

weight.
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COLON CANCER DISCOVERED DURING PREOPERATIVE WORKUP: A CASE REPORT

Eduardo Phillips, M.D.

The surgical procedures for morbid obesity carry a higher morbidity,
mortality and failure rate than most elective operations. Therefore, proper
selection of patients should yield an improvement in these factors. We have

tried to achieve this through a vigorous preoperative workup that includes a
team consisting of a surgeon, an internist specializing in gastroenterology and

a psychiatric social worker. In this fashion, the patient is exposed to the

facts of the procedure three different times and from different sources. The

case being presented today will illustrate our suggested preoperative v/orkup.

At the initial visit the patient receives literature similar to that

distributed by The University of Iowa. We insist that the patient's spouse or
next of kin be present during the interview.

The subject of our case report is a 40-year-old female patient who weighed

265 lb, and measures 5 foot 3 inches in height. This patient underwent, our

suggested preoperative v/orkup. During the history and physical examination v/e

tried to document the degree and duration of obesity, the methods and amounts of

attempted weight loss and any possible amphetamine addiction, history of peptic

ulcer disease, liver disease, endocrine abnormalities, nephrolithiasis or

cholelithiasis.

In our laboratory we performed a complete blood count with differential, an

SMA 12, electrolyte studies, a urinalysis, T3, T4 and T7 determinations, a lipid

profile and a five hour glucose tolerance test. We carried out a chest

roentgenogram, an oral cholecystogram, an upper 61 and small bowel series, a

barium enema and an intravenous pyelogram. Our cardiopulmonary evaluation

consisted of an electrocardiogram, a treadmill stress test designed for

hypertensive patients or those over 40 years of age, a valium stress test for

patients with equivocal or positive treadmill stress test results and pulmonary

function tests.

Our psychological workup includes an interview with a psychiatric social

worker and completion of the Minnesota Multiphasic Personality Inventory test.

During a second interview, the social worker reviews the results of the the test

with the patient. We use our psychological workup to assess the patient's

understanding of the operation and complications, to evaluate the ability of the

patient to cope with thinness, to educate the patient and reinforce the pre- and

postoperative regimens such as the use of thigh high Ace bandages and Foley
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catheter the morning of the operation. The patients must also have

postoperative nasogastric suction for 72 hours. In the immediate postoperative

period all patients are admitted to a respiratory care unit where they are

monitored. They receive postoperative respiratory therapy every two hours

around the clock. We stress early ambulation, a progressive post gastric bypass

diet from day four on, life-long dietary discipline and a monthly follow-up

visit until weight stabilization occurs.

The subject of our case report underwent this preoperative workup and was

found to have negative results on all of the tests with exception of the barium

enema which showed a polyp in the rectosigmoid and sigmoid descending junction

and a constricting lesion in the rectosigmoid area. She underwent colonoscopy,

polypectomy and biopsy of the lesion which proved to be an infiltrating

adenocarcinoma. After the colonoscopy and positive biopsy, the patient

underwent total colectomy v/ith ileoproctostomy. She returned 11 months later

with a recurrence of the carcinoma at the anastomotic site. At that time we

performed proctectomy with ileostomy. Radiation and chemotherapy were

instituted. Eleven months later, the patient again returned, this time with a

small bowel obstruction. She expired two years after the initial discovery.

In other patients, the physical findings have shov/n varicose veins,

multiple sclerosis by history and degenerative joint disease. Our laboratory

tests have uncovered abnormal liver function tests, nontoxic goiters, type IV

hyperlipidemias and cases of diabetes mellitus previously unknown to the

patients. Our x-ray studies have diagnosed cholelithiasis, hiatal hernia end

reflux esophagitis, erosive duodenitis, pelvic masses from uterine leiomyomas,

periovarian cyts, ovarian cysts end kidney stones. Our pulmonary findings have

demonstrated small airway obstruction, premature ventricular contractions and

hypertensive response to treadmill exercise. During our psychological

examination we have found depression, amphetamine abusers, psychopaths and

intellectually restricted patients.

After the patients are approved and are deemed candidates for opertion,

they undergo gastric bypass with a 50-ml pouch capacity, a 1-cm

gastrojejuncstomy with a 60-cm Roux-en-Y limb. We use a double row application

of staples. We also use the foot rest, the Swiss retractor (AutoMated Medical

Products, Corp.) and the table tilt.

In conclusion, our vigorous preoperative workup is of value for the

following reasons: We identify patients with absolute contraindications for the
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surgery such as the one presented here. We try to identify and control major
medical conditions to optimize postoperative results. We identify other
significant medical conditions that may be significantly improved by weight
loss. In addition to these obvious benefits to the patient, we minimize the

medicolegal risk for all the physicians involved.
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CONTINUOUS THORACIC EPIDURAL ANALGESIA IN THE OPERATIVE MANAGEMENT OF MORBID
OBESITY

Peter Buckley, M.D.

The morbidly obese patient undergoing anesthesia and surgery on the upper
abdomen poses certain problems for the anesthesiologist. Such a patient
requires an increased dose of volatile agents and relaxants, and the reversal of
the relaxants at the end of the procedure may be difficult. Morbidly obese
patients also metabolize the volatile agents to a greater extent than normal
patients, and this at times may cause toxicity. Moreover, intra- and
postoperative hypoxemia is a fairly common finding. It can put the patient at
greater risk and is associated with altered lung volumes, particularly in regard
to functional residual capacity. Many papers claim that morbidly obese patients
have a high incidence of postoperative respiratory complications, but looking
through the literature this can not be well documented.

It has been suggested that a somewhat different anesthetic regimen to that
which is normally practiced may benefit morbidly obese patients. This regimen
consists of a thoracic epidural block accompanied intraoperatively by a light
general anesthetic. The thoracic epidural block is continued postoperatively
for analgesia. Many benefits may arise from such a regimen including the
reduction of the volatile anesthetic dosage, which in turn leads to earlier
awakening, early mobilization and possibly the preservation of a better

respiratory status in the postoperative period. Obviously, the metabolism of
the volatile anesthetic agents will also be reduced, fioreover, the regimen may
eliminate the need for neuromuscular relaxants and, providing good postoperative
analgesia, may thus avoid the need for narcotics. Reduced dependence on
narcotics during the postoperative period provides the patient with better
respiratory status. Furthermore, because the analgesia is excellent, the
patient can better comply with the respiratory therapy maneuvers.

Our goal was to examine these ideas in a retrospective study. Our two
major purposes were to look at the incidence of serious postoperative
respiratory complications and to see if these were affected by using thoracic
epidural analgesia.

Vie tested the extent of the block. The ideal blocks would extend from T4

to LI. Following this the patients underwent an awake intubation or rapid
sequence induction intubation. We maintained anesthesia with nitrous oxide,

oxygen, volatile agents and, in a small group, with relaxants. At the end of
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the procedure, the relaxants were reversed. We insured that the patients met
extubation criteria and they were taken to the recovery room. In the recovery
room patients having had a general anesthetic (6A) received narcotic analgesia
whereas the epidural block group received epidural analgesia for a mean period
of six hours. This period varied from two to 24 hours.

Twenty-eight patients received a GA either because of patient preference,

anesthesiologist preference, contraindications for blocks or because we failed

to produce epidural block (11 cases). Forty-two patients received the epidural
block.

Patient age was similar in both groups. There v.'ere greater proportions of
men in the GA group than in the thoracic epidural block group. Height, weight
and body mass index were all similar.

Preoperative findings amongst these patients can be broke down into two

particular aspects. The major risk factors were preexisting cardiovascular

disease and preexisting pulmonary disease. Both of these were more prevalent
among the group receiving the thoracic epidural block. The thoracic epidural

block group also had a greater incidence of pulmonary symptoms, smoking history,

abnormal pulmonary function tests and so on. However, again, the differences

were significant.

We considered adult respiratory distress syndrome, aspiration pneumonitis,

bronchospasm, pneumothorax, pneumonia, respiratory insufficiency, and

combination of these as serious postoperative respiratory complications. Tv/enty

percent of patients in both groups had some serious postoperative respiratory

complication. I must stress that we made no effort to exclude patients with

preexisting disease. As an example we had one patient who was having a gastric

bypass in order to lose weight prior to having a mitral valve replacement.

Patients with preexisting cardiopulmonary disease had a 38% incidence of serious

postoperative respiratory complication.

Upon looking at the two groups individually, we found that nine of 28

patients (32%) in the GA group had a serious postoperative respiratory

complication. In the epidural block group only 12 of 42 patients (28.5%) had a

serious postoperative respiratory complication. This difference was found to be

significant (p <0.5). When we compared the two groups according to type of

complications, we found few differences. A higher proportion of patients in the

GA group had pneumonia but the difference v/as not statistically significant.

However, a significantly higher proportion of patients in the GA group had








































































































