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Abstract
This video shows a case of a 57-year-old female patient with morbid obesity who underwent a laparoscopic single-anastomosis
duodeno-ileal bypass with sleeve gastrectomy (SADI-S).
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The major steps involved when performing a laparoscopic
SADI-S procedure include walking of the small bowel,
tacking of the small bowel, dissection of the greater curvature
of the stomach, duodenal dissection, sleeve creation, duodenal
transection, creation of the DI, and the leak test [video].

The single anastomosis duodeno-ileal bypass with sleeve
gastrectomy (SADI-S) procedure is a modification of the tra-
ditional duodenal switch procedure [1, 2]. The procedure has
shown to be effective in patients with morbid obesity [3].
There have been only a few reports on the surgical technique
of laparoscopic primary SADI-S procedure and its associated
complications [4–9].

Purpose

In this video report, we have presented a step-by-step surgical
technique of laparoscopic primary SADI-S procedure [video].

Materials and Methods

This is a case of a 57-year-old female patient with a bodymass
index (BMI) of 49.5 kg/m2 with obesity-related comorbidities
like type 2 diabetes (T2D), hypertension (HTN), and obstruc-
tive sleep apnea (OSA).We decided to perform a laparoscopic
SADI-S procedure.

Surgical Technique

Our surgical technique has been described previously [1].
Laparoscopic SADI-S surgery was performed with a standard
five-port technique. Initial access was through a 5-mm
Applied Medical Kii Fios first entry port at Palmer’s point
using a 0° scope. Palmer’s point is at a range of 3 cm below
the left subcostal in the midclavicular line [video].
Pneumoperitoneum was established to a pressure of 15-
mmHg with CO2 gas. A 5-mm 45° laparoscopic camera was
used. Next, a 15-mm port was introduced through the umbili-
cus. Two 5-mm ports were then introduced two finger
breadths beneath the right and left subcostal margins.
The last 5-mm port was placed in the right lumbar
quadrant in the mid-clavicular line at a variable point
based on the patient’s body habitus.

A Snowden Pencer Liver retraction system was used with
the retractor introduced through the right subcostal port. The
surgeon (standing on the right side of the patient) operated
through the right midclavicular line lumbar and the umbilical
port. The assistant surgeon (standing on the left side) assisted
through the left subcostal port.
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The first step was to locate the ileocecal valve. The small
bowel was counted 300 cm proximal to the ileocecal valve.
Locating the ileocecal valve and counting out the small bowel
was done by the operating surgeon by moving to the patient’s
left side. The two bowel graspers used to walk the bowel had
markings at 10 cm with a steri-strip that ensured accurate
measurement of the small bowel. The antimesenteric border
of the bowel at this point was attached loosely to the omentum
just below the pyloric valve to mark the site for anastomosis.
This suture was later cut prior to the duodeno-ileostomy being
performed.

The greater omentum of the stomach was resected similar
to the technique used in sleeve gastrectomy (SG), with the
Ligasure device (Medtronic). Hiatal hernia was routinely
checked for and, if present, repaired posteriorly and an-
teriorly with 2-0 Surgidac suture using the Endo
Stitch™ Suturing Device (Medtronic). The dissection
was then carried medially to the second and third por-
t ions of the duodenum (4) . Re t rogas t r i c and
retroduodenal adhesions were taken down with the
Ligasure device. The limit of this dissection was deter-
mined by the gastroduodenal artery embedded in the
pancreas. This way, we had at least 3 to 4 cm of duo-
denum dissected beyond the pylorus. It is our prefer-
ence not to take down the right gastric artery routinely,
as in almost all cases, there was enough space created
by this dissection method to introduce the stapler safely
without any blunt dissection. Once we were sure that
the duodenal transection would be possible safely, we
then moved on to do the SG portion first. This was
done using a 36-French bougie for sizing. The gastric
resection began 4 to 6 cm away from the pylorus hug-
ging loose on the bougie and ended 1 to 2 cm off the
angle of His. The first two stapler firings were with 45-
mm black Endo GIA™ reinforced Tri-Staples™. The
next firings were with 60-mm black Endo GIA™ rein-
forced Tri-Staples™.The duodenum was then transected
at least 2–3 cm beyond the pylorus with a 60-mm pur-
ple Endo GIA™ reinforced Tri-Staples™.

We then created an end-to-side (duodenum-to-ileum)
anastomosis. The antimesenteric border of the bowel at
the marked point was attached to the end of the prox-
imal duodenum staple line using a continuous 2-0
po l y so rb su t u r e u s i ng an Endos t i t c h dev i c e
(Medtronic). The loop was set up so that the efferent
limb was descending on the patient’s right, and the af-
ferent limb was ascending coming up from the left [10].
A duodenotomy and enterotomy was made which was
approximately 2 cm. We initially used diathermy to cre-
ate the enterotomy; however, after we had one patient
who bled through the duodenal cut edge requiring a
transfusion, we subsequently started using the Ligasure
device to make these cuts, which resulted in a bloodless

field for suturing. The enterotomy was closed with a
running posterior layer and a running anterior layer
using 2-0 polysorb sutures with the Endostitch device
(Medtronic).

Results

The skin-to-skin operative time, including endoscopy, was
87 min. No intraoperative complication was noted. The length
of stay was 1 day. At 6 months, the patient achieved 50%
excess weight loss (%EWL) with no complaints.

Conclusion

The laparoscopic SADI-S procedure is a safe and feasible
option for patients with morbid obesity.
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