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Video case report
A safer and simpler technique of duodenal dissection and transection of
the duodenal bulb for duodenal switch
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One common reasons that many surgeons do not perform
a duodenal switch (DS) is lack of experience with the
dissection over the head of the pancreas [1]. We have
developed a more tolerable and simpler technique for this
dissection that allows any surgeon who has the skills to
perform a gastric bypass to perform this dissection easily.
One of the most common fears with this dissection is

injury to the portal triad [2]. This can result in serious
injuries. Our technique offers the surgeon complete expo-
sure so that injury to the portal triad is rare.
The second most common fear is a duodenal stump leak

[3,4]. In the past, papers have reported duodenal leak rates
after DS of 1.5% [3,5]. We believe this occurs when there
are injuries to the supraduodenal artery and vein or the
superior pancreaticoduodenal artery and vein, leading to
ischemia [1,6]. These injuries can be avoided using our
technique, preserving the blood supply to the duodenal
stump.
Briefly, the technique involves taking down all the

perforating gastroepiploic vessels from 4 cm proximal to
the pylorus, thus raising the antrum and providing exposure
of the pancreas and portal triad. When the dissection is
carried down to the head of the pancreas, the superior
pancreaticoduodenal artery branches are seen rising from
the body of the pancreas onto the posterior duodenal
surface. These vessels are always 2–4 cm beyond the
pylorus and afford a safe and vascularized spot to perform
the duodenal transection. This is also safely above the
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gastroduodenal artery. This dissection should not take more
than 10 minutes. After these simple steps, one can almost
entirely avoid the 2 most dreaded complications associated
with the DS. Since adopting this technique, we have had no
leaks of the duodenal stump and no injuries to the portal
triad in over 300 cases.
Video description

The patient is placed in the supine position and general
endotracheal anesthesia is administered. Four trocars are
placed into the abdominal cavity under direct vision.
1.
is a
The technique starts with dissection of the gastrocolic
omentum. The gastric branches of the gastroepiploic
vessels are sealed from the point where the sleeve ends
until just past the pylorus.
2.
 Dissect the loose attachment from antrum of the stomach
to the head of the pancreas posteriorly. Carry this
dissection down until the branches of the superior
pancreaticoduodenal artery adherent to the posterior wall
of the duodenum are visible. These vessels are almost
always are 2–4 cm beyond the pylorus. They almost
never need to be taken down to perform dissection and
fire the stapler distal to the pylorus.
3.
 This point is almost always superior to the gastro-
duodenal artery. Depending on the amount of adhesions
and the mobility of the duodenum, more attachments of
the gastrocolic ligament may need to be taken down.
4.
 Space is created between the first part of the duodenum
and the gastrohepatic ligament, lateral to the superior
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pancreaticoduodenal artery branches on the right side of
the patient.
5. A
 band passer is passed through the space created under
the duodenal bulb, toward the liver, and through the
gastrohepatic ligament, with care taken to preserve the
blood vessels. This space will be used to pass the
gastrointestinal anastomosis stapler. The band passer is
used to enlarge this space.
6. A
 linear stapler is placed across the first part of the
duodenum.
7. A
lways check before firing the stapler to make sure the
stapler is distal to the pylorus. In many patients, the
pylorus is not easy to feel and may require endoscopy.
8. T
ransect the duodenal bulb.
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Appendix

Supplementary material

Supplementary data associated with this article can be
found in the online version at http://dx.doi.org/10.1016/j.
soard.2016.02.022.
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