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Gambee Anastomosis Using U-shaped Suturing Needle
in Surgery of Lower Gastrointestinal Tract

Tae Yong Jeon, M.D. and Nahm Gun Oh, M.D.

Department of Surgery, College of Medicine, Pusan National University

Background: It is commonly accepted that the Gambee suture is a precise and reliable
suturing method in the anastomosis of the intestine, especially in the aspect of the exact
apposition of the submucosal layer. Generally, Gambee suturing technique requires much
time and effort, as well as complicated actions and skills. For this reason, the Gambee
suture is avoided by many surgeons. ,

Purpose: Nahm-gun Oh has devised a U-shaped needle, which can prevent submucosal
tearing of the posterior bowel wall, owing to the short distance between its both ends.
As a result, an operator to perform a Gambee stitch more easily, safely. This study was
undertaken to evaluate the usefulness, reliability of the U-shaped needle.

Method: The clinical analysis was made on 104 cases with Gambee anastomosed colo-
rectal disease who have been admitted and operated at the Department of Surgery, Pusan
National University Hospital, from January, 1996 to December, 1997 and the disease and
patients status, operative procedure, postoperative complication, needle holder grasping
count according to anastomosis level of 104 cases were analyzed.

Result: Gambee anastomosis was performed in 71 cases(68.3%) of colorectal cancers
and 33 cases(31.7%) of nonmalignant colorectal discases. Postoperative complication was
20 cases(19.2%) and 2 cases(1.9%) of anastomotic site leaks were observed. In aspect
of needle holder grasping according to anastomosis level, U-shaped needles allow for an
entire Gambee suture from one fixed grasp, while the common half-circled suturing needle
requires at least 2 or 3 different grasping positions of the needle holder. In case of anterior
bowel wall anastomosis, undesirable slipping-off of the submucosal tissue was founded.
Authors also suggest a hook-style barb tip so that barb tip should prevent the slipping-off.
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Conclusion: The half-ellipsed or half-track needle can prevent submucosal tearing of

the posterior bowel, owing to the short distance between its both ends. Barb feature on

the suturing needle tips will be able to prevent slipping-off of the submucosa contralateral

from the needle holder during an entire Gambee stitch on the anterior bowel wall. We

recommended, based on our results, with U-shaped suturing needle, as well as barb-tip

needle feature, operators can save a lot of time and effort formerly required by other

common needle in Gambee suture.
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Fig. 1. Half-ellipsed suturing needle(Top) and Half-run-
ning track or U-shaped suturing needle(Bottom).
Q, R indicate both ends of half-circled needle. S,
T indicate both ends of half-ellipsed needle. U, V
indicate both ends of U-shaped needle. Point Z is
the longest diameter of these needles. W, # indi-
cate the meeting point on ellipsed circle, when
imaging lines were delineated at +45° direction
from the center of X and Y axis.
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Fig. 2, Haif-circled needle direction is disturbed by pelvic
wall, whereas, an elliptical movement of U-shaped
needle makes it possible to perform an entire
Gambee stitch of the posterior bowel wall with
one fixed grasp of the needle holder.
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Table 2. Operative procedures

Operative procedure No. of patients(%)

Ant. resection 28(26.9)
4o gy Low ant. resection 12(11.5)
Repair of colostomy 11(10.6)
Zeubio g A A A& 2844(26.9%), A% A Rt. hemicolectomy 9( 8.7)
A Al 126(11.5%), A} z2% CE 116 Low ant. resection .w1th 6( 5.8)
coloanal anastomosis
(10.6%), +& ﬁ}Lﬁpazﬂi 9l|(8.7%), * iR Gikis Altemeier procedure 5( 4.8)
Segmental resection 5( 4.8)
. . Repair of ileostomy 5( 4.8)
Table 1. Disease and patients status Lt. hemicolectomy 4 3.8)
Disease and patients status No. of patients(%) Transv. colectomy 4( 3.8)
Restorative proctocolectomy 3( 2.9)
Colorectal cancer 71(68.3) Sigmoid colectomy 3( 2.9)
Colostomy state 11(10.6) Extended Lt. hemicolectomy 3( 2.9)
Ileostomy state 5( 4.8) with omentectomy
Rectal prolapse 5( 4.8) Primary repair 2( 1.9)
Diverticulitis 4( 3.8) Extended Rt. hemicolectomy 2 19)
Traumatic perforation 3( 2.9) with omentectomy
Adenoma 3( 2.9) Cecal resection 1( 1.O)
Crohn’s disease 1( 1.0) Segmental resection and 1( 1.0)
Sigmoid volvulus 1( 1.0) stricturoplasty
Total 104(100) All anastomoses 104(100)
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Table 3. Postoperative complications

Complications No. of patients(%)

Wound infection 6(5.8)
Pulmonary complication 4(3.8)
Urinary problem 32.9)
Intraabdominal abscess 2(1.9)
Anastomotic site leakage 2(1.9)
Sexual problem 2(1.9)
Postoperative obstruction 1(1.0)

Total 20(19.2)
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Table 4. Needle holder grasping count according to anastomosis level

Anastomosis Level

No. of Patients(%)

*Total count of needle holder grasping

U-shaped needle  **Half-circled needle

ileoileal 5( 4.8) 1 2
ileocolic 12(11.5) 1 2
colocolic 30(28.8) 1 2

intraperitoneal 31(29.8) 1 2~3
colorectal . ;

extraperitoneal 12(11.5) 1 3
coloanal 11(10.6) 1 2~3
ileo-pouch-anal 3( 2.9) 1 2~3

*Needle holder grasping was counted during posterior wall anastomosis, **Before U-shaped needle was devised, Gambee
suturing had been performed with half-circled needle at Department of Surgery, PNUH. These data are authors’

experiences.
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Fig. 3. Gambee suture using U-shaped needle on posterior wall and anterior wall. From point A to H and from point
I to P indicate stitch sequence of the posterior wall and anterior wall. In case of posterior wall anastomosis,
the distance between QR of half-circled needle is longer than AH. But, the distance between UV of U-shaped
needle is shorter than AH, so that the performance of an entire Gambee stitch with one fixed grasp of the needle
holder without submucosal tearing is possible. In case of anterior wall anastomosis, barb tip on the point W
will be able to prevent submucosal slipping from N—M direction.
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