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OBJECTIVE — to compare the effectiveness of sleeve gastrectomy (SG) + transit bipartition (TB) and the novel
metabolic procedure, sleeve gastrectomy with single anastomosis sleeve ileal bypass (SASI), in the treatment of
morbidly obese patients with type 2 diabetes mellitus (T2DM).

MATERIALS AND METHODS. A retrospective cohort study was conducted among morbidly obese patients with
T2DM who underwent bariatric surgical procedures, specifically SG+TB and SASI, between September 2013
and December 2024 at the study hospital. Exclusion criteria included a history of previous bariatric surgery,
upper laparotomy, severe comorbidities (ASA III-IV), and psychological instability. A total of 33 patients who
underwent metabolic surgery for T2DM were divided into two groups: Group I underwent SG+TB, and Group 11
underwent the SASI operation. The mean age of patients was 42.6 years (range: 26 to 64 years), with a mean pre-
operative weight of 107.5 kg (range: 92.0—189.5 kg), a mean preoperative body mass index of 43.2 kg/m? (range:
36.7—-65.0 kg/m?), and a2 mean excess weight of 50.8 kg (range: 28—106 kg). The average duration of metabolic
disease before surgery was 7.5 years (range: 3—21 years). The mean preoperative glycaemia was 11.8 mmol/L
(range: 6.5 to 23 mmol/L), and the mean glycated hemoglobin (HbA1c) was 7.6% (range: 6.5—-13.2%). The pri-
mary outcomes were the percentage of excess weight loss (%EWL), resolution of diabetes, and improvement of
comorbidities. The secondary outcome was postoperative nutritional status.

REsuLts. A cohort of 33 patients had a follow-up period of 12 to 48 months. After the Santoro operation,
excess weight loss (EWL) was 72 % at 6 months, 88 % at 1 year, 92 % at 2 years, and 86 % at 4 years. After the SASI
operation, EWL was 76 % at 6 months, 89 % at 1 year, 93 % at 2 years, and 82 % at 4 years. Complete resolution
of diabetes occurred in all patients within the first 6 months postoperatively. Mean postoperative glycemic and
HbA1c levels normalized at 1 year postoperatively. Disease control was defined as achieving normal HbAlc
levels (< 6 %). Among insulin-dependent patients, 76 % achieved disease control during the 12- to 48-month
follow-up. Patients receiving oral treatment reduced HbAlc to <6 % in 100 % of cases at 1 year postoperatively
and in 89 % of cases over the subsequent 5 years. Two years postoperatively, the mean total protein concentra-
tion was 7.7+1.7 g/dL in Group I and 7.2+ 1.5 g/dL in Group II (p>0.1). The mean albumin concentration
was 4.1£0.6 g/dL in Group I and 4.0£0.8 g/dL in Group IL. The mean daily bowel movement frequency was
1.6+ 1.8 in both groups.

Concrusions. The novel procedure — single anastomosis sleeve ileal bypass — demonstrates effectiveness as
a less invasive surgical treatment for morbid obesity and T2DM. It is expedient to conduct further investigations
to evaluate the efficacy of this method and to establish clear indications and contradictions for SASL
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Bariatric procedures, including biliopancreatic diver-
sion (BPD) and duodenal switch, are effective treat-
ments for diabetes mellitus. However, after BPD,
many patients experience severe malabsorption
symptoms [38, 41]. To address these complications,
S. Santoro et al. [36, 37] proposed sleeve gastrecto-
my (SG) with transit bipartition (TB) as a metabolic
intervention for obesity. TB involves creating a gas-
troileal anastomosis in the antrum after SG, which
maintains nutrient transit through the duodenum,
prevents the formation of blind loops, and minimiz-
es malabsorption. The stomach retains two outflow
pathways, and a lateral entero-enteroanastomosis
connects both segments 80 ¢cm proximal to the ce-
cum. After this operation, 86 % patients with type 2
diabetes achieved remission [37]. SG+ TB is similar
to BPD with duodenal switch (BPD + DS), but the
malabsorption component is significantly reduced as
the duodenum and jejunum are not excluded [36]. In
the past decade, minor operations such as mini gas-
tric bypass and single-anastomosis duodenoileal by-
pass with sleeve gastrectomy (SADI-S) have gained
popularity [2, 5, 34, 33].

OBJECTIVE — to compare the effectiveness of sleeve
gastrectomy + transit bipartition and the novel meta-
bolic procedure, sleeve gastrectomy with single anas-
tomosis sleeve ileal bypass, in the treatment of mor-
bidly obese patients with type 2 diabetes mellitus.

Materials and methods

A retrospective cohort study was conducted among
morbidly obese patients with type 2 diabetes melli-
tus (T2DM) who underwent bariatric surgical pro-
cedures, specifically SG+TB and SASI, between
September 2013 and January 2014 at the study
hospital. The study protocol received approval from
the Odesa National Medical University ethical
committee. All patients included in the study were
between 25 and 65 years of age.

Exclusion criteria comprised a history of previ-
ous bariatric surgery, upper laparotomy, severe co-
morbidities (ASA TITI-1V), and psychological in-
stability. Informed consent was obtained from all
patients after a detailed explanation of operative
and postoperative procedures as well as potential
complications. The preoperative evaluation com-
prised a comprehensive medical history and labora-
tory investigations, including blood glucose, glycat-
ed hemoglobin (HbA1c¢), lipid profile, and thyroid
function tests. In addition, all patients underwent
routine gastroscopy and abdominal ultrasound to
exclude gallstones and to assess hepatic steatosis.

A total of 33 patients who underwent metabolic
surgery for T2DM were divided into two groups:
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Group I underwent SG+TB, and Group II un-
derwent the SASI operation. The mean age was
42.6 years (range: 26 to 64 years), with 23 women
and 10 men. The mean preoperative weight was
107.5 kg (range: 92.0—189.5 kg), the mean preop-
erative body mass index was 43.2 kg/m? (range:
36.7-65.0 kg/m?), and the mean excess weight was
50.8 kg (range: 28—106 kg). The average duration
of metabolic disease before surgery was 7.5 years
(range: 3—21 years). In only two patients was the
disease controlled with dietary modification, while
14 patients received oral agents and 17 patients re-
ceived insulin therapy. The mean preoperative gly-
cemia was 11.8 mmol /L (range: 7.2 to 23 mmol/L),
and the mean glycated hemoglobin (HbA1c) was
7.6 % (range: 6.5-15.2%). The mean C-peptide
was 2.4 ng/mL (range: 0.8—6.9), and the mean ho-
meostasis model assessment (HOMA) value was
7.6 (range: 3.8—-25.2). Hypertriglyceridemia was
detected in 20 patients, hypercholesterolemia in 30
patients, obstructive sleep apnea in 22 patients, and
hypertension in 25 patients.

Operative techniques for SASI
and Santoro procedures

Both operations were performed under general an-
esthesia. Pneumoperitoneum was established using
a Veress needle. The first 10 mm trocar was inserted
approximately 15—20 cm below the xiphoid process
and 3 cm to the left of the midline. Four additional
ports were placed under direct vision at the same
sites as for sleeve gastrectomy. The omental bursa
was opened, and the greater omentum was sectioned
using a Ligasure or ENSEAL device. Dissection
proceeded toward the gastroesophageal junction.
The left crus was mobilized from its attachments.
Posterior attachments connecting the stomach and
pancreas were carefully divided. A 36 French bou-
gie was passed into the stomach to facilitate gastric
tube placement. The stomach was transected using
a linear stapler with a staple height of 4.1 mm, be-
ginning at the greater curvature 4 to 5 cm from the
pylorus and extending to the angle of His. In cases
of bleeding from the stapling line, additional sero-
muscular running sutures were placed.

The second stage of the operation was performed
with the patient in the Trendelenburg position. The
Santoro operation, consisting of sleeve gastrectomy
with transit bipartition, was performed. Subse-
quently, a gastroileal anastomosis was created, fol-
lowed by a lateral-lateral ileo-ileal anastomosis 100
cm proximal to the ileocecal valve, using a laparo-
scopic linear stapler with a 45 mm cartridge and
a staple height of 4.1 mm. Running sutures were
used to close the mesenteric borders to prevent
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internal hernias. At the conclusion of the procedure,
the segment between both anastomoses was inter-
rupted using a linear stapler with a white cartridge.
A closed suction drain was placed after both opera-
tions. The SAST operation involves creating a single
gastroileal anastomosis. The ileocecal junction was
identified, and 250 cm of ileum was measured proxi-
mally. The selected loop was ascended after division
of the greater omentum and stapled isoperistalti-
cally side-to-side to the anterior wall of the gastric
antrum. Gastroileal anastomosis was created using
a linear stapler with a 45 mm cartridge and a staple
height of 4.1 mm. The anastomosis was tested for
watertightness using a methylene blue test. The
staple defect was closed with 3/0 V-lock sutures.

Postoperative care

Ambulation and administration of clear liquids com-
menced 12 to 24 hours postoperatively. Thrombopro-
phylaxis with enoxaparin 40 mg once daily was initi-
ated on the first postoperative day and continued for
up to 3 weeks. A proton pump inhibitor was admin-
istered for 2 months postoperatively. A low-calorie,
protein-rich liquid diet was maintained during the
first month. Patients were encouraged to begin physi-
cal activity in the first postoperative week. Outpa-
tient follow-up was conducted monthly. A complete
blood count was ordered every 3 to 6 months, and
gastroscopy was scheduled every 6 to 12 months.

Assessments

The primary outcomes included the percentage of
excess weight loss (%EWL), resolution of diabetes,
and improvement of comorbidities. The %EW L was
calculated as follows:
Preoperative weight — Follow-up weight
Preoperative excess weight
Resolution of diabetes was defined as a fasting
glucose level <6.06 mmol/L or an HbAlc level
<6 % without hypoglycemic medication, whereas
improvement was defined as a reduction of at least
25 % in fasting plasma glucose and at least 1% in
HbA1c level. Resolution of comorbidities was de-
fined as disease control without medication. Sec-
ondary outcomes included postoperative complica-
tions and postoperative nutritional status.

%100 %.

Statistical analysis

Data were analyzed using IBM SPSS v. 21.0. De-
scriptive and inferential statistics were conducted
using both parametric and non-parametric proce-
dures, as appropriate. Comparison of variables was
performed using chi-square tests for trend analysis.
All tests were two-tailed, and results with p<0.05
were considered statistically significant.
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Results

A total of 33 patients underwent metabolic surgery
for T2DM during the study period. Sleeve gastrec-
tomy with transit bipartition (Santoro operation)
was performed in 12 patients (Group I), and SASI
in 21 patients (Group II). No statistically signifi-
cant differences were observed between the two
groups (Table 1).

The duration of operative laparoscopic proce-
dures ranged from 92 to 180 minutes. The mean
operative time for the Santoro operation was sig-
nificantly longer than for SAST (158 +28 min vs.
112+16 min, p<0.05). No serious intraopera-
tive complications or mortality occurred in either
group. Two cases of postoperative bleeding from
the staple line of the stomach were observed (one
in each group). One patient was treated conserva-
tively, while another required laparoscopic explo-
ration 12 hours postoperatively and hemostasis by
suturing the bleeding points at the staple line. One
case of pulmonary embolism was seen in Group II
and was managed conservatively. In Group I, one
patient developed complete intestinal obstruction
due to an internal hernia 3 months postoperatively
and underwent successful laparoscopic reoperation.

Table 1. Clinical characteristics of the two patient
groups

Group 1 Group 11
Parameter (n=12) (n=21)
Mean age, years 42 (26-58)  45(27-64)
Men/women 4/8 9/12

Preoperative weight, kg 104 (92-158) 108 (96—190)

Preoperative body mass

incler ez 42 (37-58) 43 (38-65)
Preoperative excess weight, kg 49 (28-99) 53 (32-106)
Preoperative glycaemia, 10 (7-21) 14 (10-23)

mmol /L

Preoperative HbA1C, % 7.2 (6.5-11.6) 79 (7.0-12.2)

Hypertriglyceridemia 7 19
Sleep apnea 8 14
Hypertension 9 18

Preoperative treatment

Diet control 1 1
Oral Antidiabetic 6 8
Insulin therapy 6 11

Note. Quantitative indicators are presented as mean (min—max).
All p>0.05.
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Table 2. Preoperative and postoperative glycemic and lipid profiles in patients after Santoro (Group I)

and SASI (Group II) operations

Preoperativel 6 months 1 year 2 years
P y postoperatively postoperatively postoperatively

Parameter

GroupI GroupII GroupI Group II GroupI Group II GroupI Group II

(n=12) (n=21) (n=12) (n=21) (n=12) (n=21) (n=10) (n=18)
HbA1lc, % 72+18 79%20 54%08 56=x1.0 56x0.7 58+08 5508 56+0.8
HOMA 74+16 78%18 11+0.6 1.1+0.7 12+08 1.3+0.7 = =
Triglycerides, mmol/L  2.7+0.7 26+09 11+£06 1.2+0.8 1.2+0.7 1.3%+09 1.2+0.7 1.4%08
Cholesterol, mmol/L.  69%+1.8 6.8%2.0 39+12 42+14 31+11 36%13 32+14 35%15

Twelve months after surgery, one patient in Group I
(Santoro operation) was diagnosed with a marginal
ulcer on gastroscopy, which responded well to med-
ical treatment. The mean hospital stay was 7.2 days
(range: 6—9 days) in Group I and 5.6 days (range:
5-8 days) in Group II (p <0.05).

Follow-up in 33 patients ranged from 6 to 48
months. After the Santoro operation, excess weight
loss (EWL) was 72 % at 6 months, 88 % at 1 year,
92 % at 2 years, and 86 % at 4 years. After the SASI
operation, excess weight loss was 76 % at 6 months,
89 % at 1 year, 93 % at 2 years, and 82 % at 4 years.
There were no statistically significant differences in
%EWTL between the two groups (p>0.05). All pa-
tients experienced complete resolution of diabetes
within the first 6 months postoperatively.

Mean postoperative glycemic and HbA1c levels
normalized in the first postoperative year (Table 2).
Disease control was defined as achieving normal
HbA1c levels (< 6%). Among insulin-dependent
patients, 79 % achieved disease control during the
12- to 48-month follow-up. Patients on oral therapy
reduced HbAlc to <6% in 100 % of cases in the
first postoperative year and in 89 % of cases over

the subsequent 4 years. Of the 17 patients who
were insulin-dependent preoperatively, after
12—-48 months, six required only oral therapy, and
seven discontinued medication entirely. The effec-
tiveness of diabetes control was equivalent between
the two operations (see Table 2).

Both patient groups demonstrated significant
improvements in lipid profiles. By the end of the
first postoperative year, 90 % of patients exhibited
normal total cholesterol levels, and 85 % had nor-
mal triglyceride levels. Mean follow-up values re-
mained stable (see Table 2). Hypertension resolved
in 21 patients, with 6 cases in Group I and 15 cases
in Group II. No statistically significant differences
were observed in the normalization of comorbidities
between the two groups.

Postoperatively, the mean total protein con-
centration was 8.0x1.1 g/dL in Group I and
7.8+1.2 g/dL in Group II (p>0.1). The mean al-
bumin concentration was 4.1 +0.5 g/dL in Group
I and 4.0+1.0 g/dL in Group II. Two patients in
Group II had symptoms of bile reflux. The mean
daily bowel movement frequency was 1.6+ 1.8 in
both groups (Table 3).

Table 3. Biochemical profiles pre- and postoperatively in patients after Santoro and SASI operations

Preoperatively 6 months postoperatively 12 months postoperatively

Parameter Group I Group II Group I Group II Group I Group 11

(n=12) (n=21) (n=12) (n=21) (n=12) (n=20)
Albumin, g/dL 39+0.7 40+08 43%0.4 41+09 41£05 40£0.6
Protein, g/dL 76*1.4 72+1.5 8.0£1.7 78%1.6 79+1.6 7.6%0.9
ALT U/L 69.0 £20.4 72.0+18.6 36.0£12.5 38.0£15.0 34.0£0.9 33.0£1.1
Gamma-GT, U/L 34.0%12.5 32.0£15.0 24.0%10.5 25.0£12.2 22.0£15.2 26.0£18.2
Iron, pmol /L 15.0£3.6 14.0£13.9 23.0+11.2 21.0£12.8 240+12.5 23.0£15.0
Hemoglobin, g/dL 12.5+1.4 11.2+1.6 129+1.6 122+1.8 12.8+0.9 12.6£1.2
Platelet count, x 103/ul. 230.0£30.2  246.0+32.2 300.0+304 310.0+36.2 320.0+257  300.0+24.6
General Surgery 3azansuaxipypein © 2025 ¢ Ne4 (15) 37
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Discussion

Contemporary human diets are typically high in
calories, low in fiber, and extensively processed
through cooking and refining, resulting in rapid
food absorption. This absorption often occurs in
the proximal bowel, thereby reducing the function-
al workload of the distal bowel and diminishing the
secretion of glucagon-like peptide-1 (GLP-1) and
peptide YY (PYY). Consequently, diabetic and
obese patients exhibit reduced GLP-1 production
(16,23, 31].

Specific bariatric procedures involve excision of
segments of the digestive tract, which can lead to mu-
cosal atrophy and subsequent bacterial proliferation.
This process may facilitate bacterial translocation to
the portal system, increasing the risk of hepatic fail-
ure 3,7, 13]. Such complications can exacerbate pre-
existing hepatic conditions, particularly in patients
with nonalcoholic fatty liver disease [1].

The SAST operation is a novel bariatric operation
that combines the principles of sleeve gastrectomy
with transit bipartition (SG+ TB) [19].

The modification of SG+TB aimed to simplify
the surgical procedure and decrease the potential
complication rate. Reducing the number of intesti-
nal anastomoses is expected to lower the risk of post-
operative leaks and anastomotic strictures. More-
over, preserving the mesentery’s integrity minimizes
the likelihood of postoperative obstructions.

Intestinal obstruction was observed in one pa-
tient after the Santoro operation. In contrast, no
cases of intestinal obstruction were reported in
Group II after the SAST operation.

After sleeve gastrectomy, ghrelin secretion de-
creases because the hormone is primarily produced
by cells in the gastric fundus [26], which is removed
during the surgical procedure.

GLP-1 is a more potent incretin than GIP in
both diabetic and obese individuals and in healthy
individuals. GLP-1 more effectively suppresses
glucagon secretion [17] and sustains a robust late
phase of insulin release. Furthermore, the secretion
of GLP-1 and PYY, which signals the ingestion
of substantial amounts of food, promotes satiety,
slows gastric emptying, and contributes to meal
termination [9, 19, 22].

Nowadays, food absorption primarily occurs in
the proximal bowel. Enhanced glucose-dependent
insulinotropic polypeptide (GIP) secretion directly
associates overnutrition with both general obesity
[24] and, specifically, with visceral obesity [28]. An-
ti-GIP antibodies and GIP-receptor blockers have
demonstrated efficacy in treating obesity [10, 25].
GLP-1 analogues, but not blockers, can help treat
both obesity and diabetes [11, 32, 33].

38

Evidence indicates that restriction and malabsorp-
tion are not the primary factors responsible for the
positive outcome of modern bariatric procedures. In-
stead, neurohormonal changes induced by these pro-
cedures play a significant role in their success [2].

Large meta-analyses have demonstrated that bar-
iatric procedures resulting in substantial weight loss
and metabolic improvement are those that reduce
foregut exposure to food and enhance food transit to
the hindgut [30]. If a small segment of the proximal
bowel is excluded, as in the Roux-en-Y gastric bypass,
successful outcomes depend on gastric volume re-
striction [12]. In contrast, if a large proximal segment
is excluded, as in the BPD, restriction is unnecessary
for metabolic benefits and weight loss, but malabsorp-
tion becomes a significant concern [8].

S. Santoro et al. [37] proposed a new procedure
that avoids ileal exclusion and uses a minor sur-
gical technique. SG+TB amplifies the nutritive
stimulation of the distal gut while simultaneously
diminishing the exposure of the proximal bowel to
nutrients, without completely deactivating the du-
odenum and jejunum. The food transit to the ileum
is preferential, as shown by S. Santoro et al. [36, 37].

Simultaneously, a smaller portion of the meal
passes through the duodenum, which decreases but
does not eliminate nutritive overstimulation of the
proximal bowel.

The incomplete exclusion of the proximal bowel
reduces the risk of malabsorption-related complica-
tions. Unlike BPD, the Santoro operation does not
result in hypoalbuminemia [36].

SG + TB significantly reduces meal size and over-
eating, thereby leading to a substantial decrease in
fat consumption by changing taste preferences [39].
Notably, TB is highly effective in treating both obe-
sity and metabolic syndrome.

After the SASI operation, patients do not over-
eat due to an early sensation of gastric fullness and
a hypothalamic-generated satiety response trig-
gered by nutrient absorption primarily in the distal
bowel [19].

Intense stimulation of the distal bowel further
decreases the proximal bowel activity. Additionally,
distal gut hormones are steatogenic and slow gastric
emptying [18].

Both SG +TB and SASI procedures resulted in
adequate initial weight loss. The restrictive compo-
nent in both operations is sleeve gastrectomy, while
the gastro-ileal bypass induces neuroendocrine
modulation.

Excess weight loss after the Santoro operation
was 72 % at 6 months, 88 % at 1 year, and 92 % at
2 years. Comparable results were observed after
SASI: EWL of 76 % at 6 months, 89 % at 1 year,
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and 93 % at 2 years. No significant differences in
weight loss were found between the two groups
(p>0.1). S. Santoro et al. [36, 37] reported similar
outcomes: after 6 months, 72.2 + 17.3 %; after 1 year,
91 +19.6 %; and after 2 years, 94.1 =21 %.

Another potential mechanism contributing to
the observed metabolic improvement after SG + TB
is an increased stimulation of distal gut endocrine
cells by bile acids, as bile acids are known to stimu-
late GLP-1 and PYY secretion [29, 32].

SG+TB and a BPD+DS share significant ana-
tomical similarities. However, BPD + DS is designed
to induce malabsorption, while SG + TB aims to avoid
malabsorption and maintain neuroendocrine effects
[36]. The SASI operation in this study operates via
the exact mechanism as the Santoro operation.

The treatment of T2DM after the Santoro op-
eration demonstrated high effectiveness. Extended
follow-up showed complete remission of T2DM in
86 % of patients [36, 37].

Both bariatric operations demonstrated effec-
tiveness in treating T2DM in this study.

HbA1c normalization was comparable between
the two patient groups (see Table 1). No significant
differences in HbA1c levels were observed between
patients after the Santoro operation and SASI dur-
ing follow-up from 6 months to 2 years.

Biochemical tests showed that both operations
were equally effective in resolving T2DM (see Ta-
ble 2). Comorbidity resolution was also comparable
between the two patient groups. Respiratory prob-
lems, including sleep apnea, improved substantially
within the first 3 months. All eight patients in Group
I and 12 of the 14 patients in Group II experienced
resolution of respiratory issues. Hypertension no
longer required medication in 6 patients from Group
I and in 12 of the 18 patients from Group II.

Both surgical procedures were equally effective in
treating comorbidities. No incidents of diarrhea or
flatulence were reported in patients after either the
Santoro surgery or SASI. Bile reflux symptoms were
observed in two patients after SASI, which were
managed successfully with conservative treatment.

In summary, the Santoro and SASI procedures
demonstrate comparable effects on excessive weight,
metabolic disturbances, and complication frequency.
However, SASI is notably simpler, requires less op-
erative time, minimizes the risk of bowel obstruction,
and can be performed with a single anastomosis.

There is a current trend in bariatric and metabolic
surgery toward less invasive surgical procedures, such
as mini-gastric bypass and sleeve gastrectomy with
single anastomosis duodenoileal bypass (SADI-S) [2,
34, 35]. Both the immediate and long-term outcomes
of these procedures are considered acceptable.
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Based on this approach and supporting clinical
results, SASI can be introduced into surgical prac-
tice as a minor and effective procedure.

Conclusions

The novel procedure — single anastomosis sleeve
ileal bypass — demonstrates effectiveness as a less
invasive surgical treatment for morbid obesity and
T2DM.

It is expedient to conduct further investigations
to evaluate the efficacy of this method and to estab-
lish clear indications and contradictions for SASI.
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ITopiBHAIBHUI AHAII3 PYKABHOI PE3EKILii NUTYHKA

3 TPAH3UTHOIO GIIIAPTHUIIIEIO TA OZHOAHACTOMO3HOI'O
JIeaIbHOI'O IIYHTYBAHHS I1iCJ/IA PYKABHOI rAaCTPEKTOMI

y IALi€HTIB i3 MOPOITHUM OKHUPIiHHAM i IIYKPOBHUM JliabeTOM
2 TUILY: PETPOCIIEKTUBHE KOT'OPTHE JOCiZKEHH S

B. B. Ipy6nik, O. B. Mengeaes, B. B. Ipyouux

OpiechKmil HaIliOHATIBHUI MEJIMYHIIA YHIBEpCUTET

Mera — NOPIBHATU €(PEKTUBHICTh PyKaBHOI racrpekromii (PI) i3 TpansutHOIO 6inaprunieto (TH) ta HOBOI
MeTa0O0iYHOI NPOLEAYPU — PYKABHOI I'ACTPEKTOMIl 3 €IMHHUM aHACTOMO30M T4 UICAIBHUM LIYHTYBAHHSIM
(single anastomosis sleeve ileal bypass (SASI)) misa niKyBaHHSA MALiEHTIB i3 MOPOIIHUM OXHUPIiHHAM i IyKPOBUM
J1iabeToM 2 TUILY.

Marepiaau Ta MeTOOH. [IpOBE/IEHO PETPOCIIEKTUBHE KOTOPTHE JOCT/PKEHHS 32 y4aCTIO 33 MAllieHTiB i3
MOPOITHUM OKMPIHHAM i LyKpOBUM JiadeToM 2 tumny (I112), AKuM 6y710 BUKOHAHO 6apiaTpUYHi XipypriuHi
BrpyudaHHs PI'+ Tb a60 SASI y Hamiii iikapHi B nepiof i3 sepecHs 2013 p. 1o rpyansa 2024 p. Kpurepii 3ainyyen-
HSL: HASIBHICTD B AHAMHE31 6apiaTpUYHO] Ollepallil, BEPXHBOT JIAIIAPOTOMII, TSDKKHX CYITyTHIX 3aXBOPIOBAHDb (ASA
II—IV) Ta ncuxivyHOi HeCTabUIbHOCTI. ITalieHTiB pO3NOAUIMIN HA /1Bl I'PYIIM 3JICKHO Bifl METOJY JIIKYBAHHS:
y nepriit BukoHaHo PI' + TB, y apyrist — SASL Cepe/Hiit Bik HarieHTiB CTAaHOBUB 42,6 POKy (26—64 poxn),
cepefHa goorepaniiaa Maca tita — 107,5 kr (92—189,5 Kr), cepeHii JOONEePaLiiHuN iHIEKC MACH Ti1a —
43,2 kr/m? (36,7—065 Kr/M?), cepeiHst HTUIIKOBA Maca — 50,8 xr (28— 106 xr). MeTabosiiuHe 3aXBOPIOBAHIS
TPHUBAIO B CEPENHBOMY 7,5 POKy 10 onepailii (3—21 pik).

CepenHirt piBeHb JOOMEpANiiiHOi riikemii craHoBuB 11,8 MMomb/m (6,5—23 MMOJIb/JT), TTHKO3HIBOBAHOI'O
remorno6iny (HbAlc) — 7,6% (6,5—13,2%). OCHOBHHUMH KiHIICBUMHU TOYKAMU OY/IM: BiJICOTOK BTPATH HAJ-
JIMIIKOBOI MacH Tina (%EWL), peMicisi IiyKpOBOTO [iabeTy Ta IMOJIMIIEHHs CyIIyTHIX MaTOJIOTiH, BTOPUHHOIO
KiHIIEBOIO TOYKOIO — MiCJIAONEPAINHNI HyTPUTUBHUAI CTATYC.

Pe3yabraTy. TPHUBAIICTD CIOCTEPEKEHHS CTAaHOBWIA Bin 12 10 48 Mic. ITicig onepaitii CaHTOPO BTPATa HAJl-
JIMIIKOBOI MacH Tima (EWL) craHoBwia 72 % depes 6 mic, 88 % uepes pik, 92 % depes /iBa poku Ta 86 % depes
YOTUPU POKH, TiCIst oniepartii SASI — 76, 89,93 1 82 % BifoBifiHO. VCi MAIIEHTH MK [TOBHY PEMICIIO ITyKPOBOTO
JiabeTy mpoTsrom nepiwmx 6 Mic micyst orrepariii. Cepe/iHi mcisonepartititi pisHi riikemii Ta HbA1lc Hopmastisy-
BAJIMCS 3 IIEPIIOI'O POKY IiC/AOIEPALIIMHOIO CIIOCTEPEKEHHA. 3aXBOPIOBAHHS BBAXKAJIM KOHTPOJILOBAHUM IIPU
JOCSATHEHHI HOPMAITBLHOTO PiBHst HbAlc (< 6 %). TTatieHTH, sIKi OTPUMYBAIN iHCYIIiH, JIOCSIIN IIBOI'O KOHTPOJIIO
B 76 % BUITAJIKIB YIIPOZOBXK 12—48 Mic criocTepeskeHHsL. Y MAIEHTIB, sIKi IPUAMAIN IEPOPATbHI ITyKPO3HIIKY-
BaJIbHI IIpenapaty, BMicT HbA1c 6yB HOPMAJIBHUM B yCiX BUIIJKAX HNPOTATOM IEPIIOTO POKY MiC/IsA onepartii
Ta'y 89 % BUIIAJKIB [IPOTAIOM HACTYIIHUX ITITU POKIB. Yepes Ba POKMU I1iC/IA OIEPaLlii cepeHsa KOHLIEHTPALLiA
3araJIbHOrO 6iKa craHoswia (7,7+1,7) r/m1 y nauienTis nepuoi rpynu Ta (7,2+1,5) 1/ y DalieHTiB Apyrol
rpymu (p>0,1), anmpbyminy — (4,1£0,0) i (4,0+0,8) 1/1 BIIIOBITHO, CepeiHst KUTbKICTh IMIOICHHUX AKTIB gede-
Kariii — 1,6 + 1,8 y martiieHTiB 060X IpyIL

BucHOBKH. HOBa METOIUKA — PYKABHA IACTPEKTOMiA 3 €IMHUM dHACTOMO3OM T4 UICAIbHUM IIyHTYBAHHAM
(SASI) € e(pekTMBHIM i IAMHUM XipypriYHUM METOJOM JIKYBAHHA MOPOigHOro oxxupinysa Ta L2, Crix nposectr
JOCTKEHHS 6(PEKTUBHOCTI ITBOI'O METO/Y, 4 TAKOK YTOUHWUTH ITOKA3AHHS 1 IIPOTHUITOKA3AHHS 10 BUKOHAHHS SASL

KiIr049o0Bi cj10Ba: pyKaBHA I'ACTPEKTOMIS 3 TPAH3UTHOIO OillapTUlli€to, onepariiss CaHTOPO, OJHOAHACTOMO3-
HE {JICJIbHE MIYHTYBAHHS 3 PYKABHOIO IACTPEKTOMIEIO, NALIEHTH 3 MOPOITHUM OKUPIHHAM, IYKPOBUH iabeT
2 Tymny.
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