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Dear Editor,

In recent years bariatric surgery has become very popular in concomitance with the recent epidemic of obesity
and the large diffusion of the laparoscopic techniques.
Besides, the gastric bypass that has been performed for
more than 40 years and remains the gold standard of
bariatric surgery while the other techniques, such as the
gastric banding and more recently, the sleeve gastrectomy (SG) have been introduced to the technical armamentarium of the bariatric surgeon. The rationale behind
the introduction of a new procedure should rely on the
possibility of achieving the weight loss with the consequences of improvement in obesity-related comorbid
conditions and quality of life while reducing the complexity of surgery and the inherent immediate and longterm complications (1). The SG has been rapidly accepted
by the bariatric surgeons worldwide in consideration of
the several advantages that it offers over the gastric bypass as it implies an easy surgical technique that does not
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involve any digestive anastomosis, eliminates the risk of
internal hernia, preserves the pylorus, renders the whole
digestive tract accessible to endoscopy, eliminates the
risk of dumping syndrome and peptic ulcer, and allows
normal absorption of nutrients, vitamins, minerals, and
drugs with respect to the gastric bypass. On the other
hand, the SG carries a risk of leak at the oesogastric junction that varies in the hands of experienced surgeons (>
500 procedures) between 0.6 and 3.9 % (mean 1.06%) (2).
The evolution of the staple line leak in the SG may last several months and be very difficult to manage. The laparoscopic total vertical plication (LTVP) of the stomach that
Golpaie et al. describes in the article published in the recent issue of the Minimally Invasive Surgical Sciences is a
further simplification of the SG that should theoretically
reduce the risk of high leak that is the true Achill’s heal
of the SG (3). The rationale of the LTVP relies on the vertical plication of the stomach along the greater curvature
to restrict the capacity of the stomach. Cost reduction associated with the use of the stapler to cut the stomach as
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in the SG is a further advantage. Golpaie et al. reports the
initial results of the LTVP on weight reduction and consequently, on insulin resistance and lipid profile in a selected series of patients at six weeks after surgery. This study
is interesting not only because it deals with a new bariatric procedure but also because it reports data on the
component of the metabolic syndrome that, in turn, is
associated with an increased risk of mortality (4). The authors found that the LTVP is associated with a significant
loss of weight and reduction of the waist circumference
reflecting the visceral fat that is known to be the source of
proinflammatory cytokines and adipokines implicated
in the mechanisms, responsible for the occurrence of insulin resistance (5, 6). Indeed, the latter that is a main determinant of the metabolic syndrome was significantly
reduced six weeks after LTVP. The authors also found a significant reduction of the hypertriglyceridemia, while no
significant effect on the plasma levels of the HDL cholesterol was recorded. However, analysis of the components
of metabolic syndrome is biased in this study by the fact
that patients with type 2 diabetes and patients taking
lipid-lowering drugs as well as patients with serious comorbidities were not included in the study.
As benefits of surgery must persist in the long term to
validate a bariatric procedure, longer follow-up results
of this study are awaited in the foreseeable future to confirm the efficacy of the TLVP on weight loss as well as on
the components of the metabolic syndrome. While resection of the gastric fundus that is performed for the SG accounts for the very low plasma levels of ghrelin and the
almost absent feeling of hunger that patients experience
after a SG it is not clear what is the evolution of plasma
levels of ghrelin after the LTVP. It would be interesting to
explore the possibility of the pre-prandial plasma ghrelin
reduction after LTVP in analogy with what happens after
gastric bypass. Indeed, both procedures share the exclusion of the gastric fundus after coming in contact with
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food.
The issue of postoperative complications in the form of
high leak also deserves a particular attention because the
plication in two parts of the stomach layer with a compromised vascular supply may not be as safe as it has
been concluded from a short series of selected patients
as the one, reported by Golpaie et al.
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