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TEXHWYECKUE OCOBEHHOCTW BbINONIHEHUA PYKABHOW TACTPOKTOMUU U BUNUO-
NAHKPEATUYECKAA OUBEPCUA B NEYEHUU NAUMEHTOB C OXXUPEHUEM

[JHenponemposckas meduyuHckasi akademusi, [JHenpornemposck, YkpauHa

3HaYMTENBHO M HEYKIMOHHO MOBLILLAETCS KOMMYECTBO MOAEN, CTpajatoLmx M3bbITOYHBIM BECOM,
0COBGEHHO BO BCEX 9KOHOMUYECKN pa3BUTbIX cTpaHax. Mo gaHHbIM BceMupHol opraHv3aummy 3gpaBo-
oxpaHeHus, okono 30 % HaceneHusa nmenu n3bbITOYHbIN BeC B KOHLe XX B.

BunuonaHkpeaTuyeckas gueepcus (B Mogudurkaumm Hess-Marceau) nossonsieT 4o6uTbcs yCcTon-
YMBOrO CHWXXEHUSA Maccbl Tena u Hopmanusauuv NUnMaHoro n kapborngpaTtHoro metabonunsma B Te-
YyeHue 2-x neT B cpegHeM % EWL Ha 72 %.

PykaBHas ractpaktomusi cHmxaeT % EWL no 64 % B TeyeHue 2 neT nocrne onepauuu.

KnroyeBble cnoBa: MOpOGUAHOE OXMPEHWE, XNPYpruveckoe neveHve, bunmonaHkpeaTnyeckas av-
BEPCUS, pyKaBHas racTpaKTOMMUS.
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Background. Steady growth of the number of people with excessive weight is observed almost in
all economically developed countries. According to the World Health Organization (WHO), about 30%
of people had excessive weight by the end of the twentieth century. Thereby, assimilation and improve-
ment of the methods of bariatric surgeries is an actual task.

Aim of the study. To estimate technical features and the results of sleeve gastrectomy and bilio-
pancreatic diversion (Hess-Marceau modification).

Methods. During the period from 2009 to 2012 year bariatric surgery was performed in 24 patients
(16 women and 8 men). Patients’ age ranged from 28 to 59, BMI range from 31.6 to 80 kg/m?2. Bilio-
pancreatic diversion (Hess-Marceau modification) was performed on 18 patients (with BMI > 40 kg/m2).
Sleeve gastrectomy was performed in 6 patients (with BMI range from 31.6 to 47.7 kg/m2).

The main complaints of patients with morbid obesity were a progressive increase in body weight,
with no effect from other methods of treatment (diet, drug therapy, intragastric balloon), severe short-
ness of breath with little exertion, pain in the back and in large joints of lower limbs, different degrees
of manifestation of Pickwickian syndrome (night snoring, apnoea, daytime sleepiness). Body mass,
carbohydrates and fats metabolism rates were controlled.

Results. All patients reported a significant reduction in appetite after surgery. It was reported a
median percentage of excessive weight loss (%EWL) by 49% within the first year after the operation,
64% EWL after two years.

Conclusions. Biliopancreatic diversion (Hess-Marceau modification) leads to a significant reduc-
tion in body weight and normalization of lipid and carbohydrate metabolism and in two years a median
%EWL is 72%. Sleeve gastrectomy reduces %EWL by 64% within 2 years after surgery.

Key words: morbid obesity, surgical treatment, biliopancreatic diversion, sleeve gastrectomy.

Actuality of the Work

Steady growth of the number
of people with excessive weight
is observed almost in all eco-
nomically developed countries.
According to the World Health
Organization (WHO), about 30%
of people had excess we weight
by the end of the twentieth cen-
tury. Today obesity is considered
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to be a non-infectious epidemic.
60% of the Americans are over-
weight people and 27% of them
are obese; in the countries of
Western Europe about 25% of
the population have excess we
weight. Arterial hypertension,
diabetes mellitus and dyslipidae-
mia are closely associated with
obesity; they decrease the quali-
ty of patient’s life, increase costs
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of medical treatment and in most
cases they are the reason of an
untimely death.

Treatment of obesity is a dif-
ficult task for a doctor and espe-
cially for a patient. Obesity is re-
garded as a chronic recurrent
disease, which needs a lifelong
treatment and it is very important
to the patient to understand this
necessity. Present methods of
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conservative treatment contain
nutrition and lifestyle changes,
longtime therapy, but it is really
hard to do for most patients. That
is why in 90% of cases conserv-
ative treatment is ineffective and
after treatment cessation patients
have a relapse of the disease.

As for up-to-date methods the
most complete and lasting effect
can be reached with the help of
surgical methods of treatment of
morbid obesity [1-5]. All bariat-
ric surgeries are commonly divid-
ed into three main groups: re-
strictive, malabsortive and com-
bined [1; 2; 4; 5].

One of the modern methods
of restrictive surgery is sleeve
gastrectomy. In recent times this
methodology attracts more and
more attention of bariatric sur-
geons and gets wide spread.
However, because of the relative
novelty of the methodology there
is no enough number of obser-
vations over the patients in the
long term after the operation.
This fact causes the high inter-
est to the results of sleeve gastr-
ectomy.

Combined surgery is recom-
mended to the patients with mor-
bid obesity and with accompany-
ing dyslipidaemia, insulin resist-
ance and hypertension. One of
the effective combined method-
ologies is biliopancreatic diver-
sion (Hess-Marceau modifica-
tion). This methodology allows to
achieve a good result with a
small number of complications in
the early postoperative period
and provides a high quality of life
in the late period [2—6; 8; 9].

Thereby, assimilation and im-
provement of the methods of ba-
riatric surgeries is an actual task.

Purpose of the Work

To estimate technical features
and the results of sleeve gastr-
ectomy and biliopancreatic diver-
sion (Hess-Marceau modifica-
tion).

Object and Methods of
Research

During the period since 2009
till 2012 year bariatric surgery
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was performed on 24 patients,
there were 16 women and 8 men.
Patient age ranged from 28 to
59, BMI range from 31.6 to
80 kg/m2.

Biliopancreatic diversion (Hess-
Marceau modification) was per-
formed on 18 patients (with BMI
> 40 kg/m2). Sleeve gastrectomy
was performed on 6 patients
(with BMI range from 31.6 to
47.7 kg/mz2).

The main complaints of pa-
tients with morbid obesity were
a progressive increase in body
weight, with no effect from other
methods of treatment (diet, drug
therapy, intragastric balloon),
severe shortness of breath with
little exertion, pain in the back
and in large joints of lower limbs,
different degrees of manifesta-
tion of Pickwickian syndrome
(night snoring, apnoea, daytime
sleepiness).

Body mass, rates of the me-
tabolism of carbohydrates and
fats were controlled.

The degree of obesity was
defined according to WHO clas-
sification (1997 year); BMI was
defined as the individual's body
mass (kg) divided by the square
of his or her height (m2); ideal
body weight was defined accord-
ing to the international table Met-
ropolitan Height and Weight Ta-
bles, Converted to Metric Sys-
tem (1983 year); the percentage
of excess weight loss was de-
fined according to the formula

Weight Loss (kg)
%EWL = -100%.
Excess Weight (kg)

Results and Discussion

The surgeon together with
every patient planned and decid-
ed which method of surgical
treatment to chose. During the
conversation it was determined
if expectations of patients were
realistic; the advantages and dis-
advantages of each type of sur-
gery, the expected decrease in
body weight were discussed. Will
and possibility of the patient to
be under medical supervision in
long-term periods after surgery
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were obligatory conditions for the
surgery. In our opinion, it is ob-
ligatory to obtain consent for sur-
gery not only of the patient but
also of the relatives, especially
in the cases of younger patients.
All patients underwent a stan-
dard preoperative assessment. It
was first estimated that 9 pa-
tients had hypertension and it
caused longer preoperative pre-
paration. All operated patients
were in risk of thromboembolic
complications, this fact was the
reason to carry out specific and
non-specific prevention of throm-
boembolic complications. Com-
pression stockings were used for
non-specific prevention, nadro-
parin (fraxiparine) was used for
carrying out specific prevention.
In all cases prevention of puru-
lent-septic complications with the
use of second-generation ce-
phalosporins was carried out.
Biliopancreatic diversion (Hess-
Marceau modification) was per-
formed on 18 patients with class
Il obesity. Body mass of these
patients was from 100 to 248 kg,
BMI range from 40 to 80 kg/m?2.
In discussing the technical as-
pects of the operation it should
be noted the Harmonic scalpel
(Johnson & Johnson) was used
to mobilize the greater curvature
of the stomach and duodenum,
that greatly facilitated the imple-
mentation of this phase of the
operation, and reduced its time.
Resection was performed while
gastric tube (12 mm) was insert-
ed, along the lesser curvature of
stomach and the line of resec-
tion was carried out on the edge
of the probe. The line of surgi-
cal staples was obligatory peri-
tonized by a continuous encir-
cling stitch. Intraoperative meas-
urement of the stomach showed
that the volume of reservoir was
from 70 to 150 ml. For the inter-
section of the stomach and du-
odenum the suturing devices
Ethicon Proximate (with the
length of the seam — 75 mm)
were used. The length of the to-
tal loop was left 80—100 cm. Be-
fore intersection of the small in-
testine the marks were made on

OLECRAH MELRVAHR K 9PHRN



the gut, it allowed to identify clear-
ly the proximal and distal parts of
the loop during the surgery.
Discussing the results of the
treatment, it should be noted that
almost immediately after surgery
all patients of this group report-
ed a significant decrease in ap-
petite. Within 2 months after sur-
gery loose stools was noted
up to 4 times a day, then this
number decreased by 1-2 times
a day and depended on the qual-
ity of food. All patients regularly
take a multivitamin, fat-soluble
vitamins, iron and calcium. Dur-
ing the first year after surgery in
this patient group, the percentage
of excess weight loss ranged
from 52 to 87%, a median
%EWL for the first year was
58%. Within second year, a me-
dian %EWL was 72%. Before
surgery, eight patients had dis-
orders of carbohydrate and fat
metabolisms; it caused hyper-
insulinemia, hypercholesterol-
emia, hypertriglyceridemia, in-
creased levels of leptin and
C-peptide. Also, there were an
increase in blood pressure, Pick-
wickian syndrome and pain in
large joints of lower limbs. In the
postoperative period carbohyd-
rate and fat metabolism rates,
blood pressure numbers were
normalized, Pickwickian syn-
drome was liquidated, and there
is no pain in the lower limbs. In-
dicators of iron, calcium and pro-
tein were monitored, they re-
mained within normal limits.
Sleeve gastrectomy was per-
formed on 6 patients (with body
mass from 95 to 159 kg and BMI
range from 31.6 to 47.7 kg/m?2),
and in 4 cases laparoscopic way
was used. Talking about the fea-
tures of surgery it should be not-
ed that the first intersection of
the stomach was performed at a
distance of 5 cm from the py-
lorus, and only for the second
stitching a gastric tube was in-
serted (12 mm in diameter). The
line of surgical staples was peri-
tonized by a continuous stitch.
All patients reported a significant
reduction in appetite after sur-
gery. It was reported a median
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percentage excess weight loss
(%EWL) of 49% in the first year
after the operation, 64 %EWL af-
ter two years.

Conclusions

Biliopancreatic diversion (Hess-
Marceau modification) leads to a
significant reduction in body
weight and normalization of lip-
id and carbohydrate metabolism
and in two years a median
%EWL is 72%. Sleeve gastrec-
tomy reduces% EWL 64% with-
in 2 years after surgery.
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