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Abstract
Background As laparoscopic techniques and instrumentation
advance, bariatric surgery has begun to be performed through
smaller incisions and fewer ports. Since the visualization of the
dorso-lateral portion of the left liver lobe is critical for most
bariatric procedures, surgeons have developed various tech-
niques for providing adequate liver retraction without
compromising patient safety. Herein, we present our experience
with a port-free internal liver retractor used for bariatric cases.
Methods Endolift™ does not require an additional port or
anchoring to an external device. After insertion through an
existing 5-mm port by means of the applier, one of the two
attached clips (one on either end) was anchored to the left crus
of the diaphragm while the other was fixed to the peritoneum
above the right liver lobe through or beneath the falciform
ligament. At the end of the surgery, the device was easily
removed by using the applier.
Results We used this technique for 31 Roux-en-Y gastric
bypasses and 2 single-incision sleeve gastrectomies. There
were 24 females and 9 males with a mean age of 46 and mean
body mass index 45.0 kg/m2. The mean operative time was
136.5 min. The time required for the placement of the device
was 1–3 min. The approach to the upper part of the stomach
was satisfactory in all patients. No device-related complica-
tions were observed.
Conclusions The internal liver retractor is easy to handle and
provides adequate retraction and exposure for bariatric cases.
It also has potential benefits for single-incision and reduced
port laparoscopic procedures.
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Introduction

Laparoscopic bariatric surgery is now the mainstay of weight
loss strategies for morbidly obese patients. With the recent
advances in laparoscopic techniques and instrumentation, bar-
iatric surgeons are now able to perform the same procedures
through smaller incisions and fewer ports. However, this new
method may limit the laparoscopic view of the stomach and
the area around the esophageal hiatus underlying the hyper-
trophic fatty liver typically seen in bariatric cases. Obtaining
an adequate range of vision and working space is dependent
on liver-lifting methods employed during laparoscopic sur-
gery. The conventional mechanical liver retractors have been
used as a standard technique for lifting the liver. However,
they need an additional wound to serve as a port and pose the
risk of iatrogenic liver injury [1–4]. Various techniques for
liver retraction which do not use an additional port have been
reported [5–19]. However, many of these techniques are not in
standard use and require a liver puncture and/or sutures exte-
riorized through the abdominal wall, thereby limiting space to
maneuver the retractor and posing the danger of creating
additional scars. Herein, we report our experience with a
port-free internal liver retractor, Endolift™ (Virtual Ports,
Richmond, VA), which allows the entire procedure to be
conducted intracorporeally.

Methods

This study was approved by the Institutional Review Board at
the Cleveland Clinic. AVeress needle technique was used to
create a pneumoperitoneum. A carbon dioxide pneumoperito-
neum was established at a pressure of 15 mmHg. Four ports
were placed in the right and left upper quadrants for laparo-
scopic Roux-en-Y gastric bypass (LRYGB). For single-
incision laparoscopic sleeve gastrectomy (SILSG), three ports
were inserted through the umbilicus. The Endolift™ device,
which consists of a telescopic bar and two articulated clips on
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either end of the bar, was introduced into the abdomen thor-
ough an existing 5 mm port with the applier. After the expo-
sure of the gastroesophageal junction with the help of a
grasper, the distal clip was anchored to the peritoneum of the
left diaphragmatic crus adjacent to the gastroesophageal junc-
tion (Fig. 1). The vessels supplying the diaphragm were
spared when applying the device as a safety precaution. The
applier was used to grasp the proximal clip on the other end
and moved it to the right side above the right liver lobe
through or beneath the falciform ligament. In this process,
the bar was used to lift up the left liver lobe (Fig. 2). When an
adequate view of the lesser curvature, esophageal hiatus, and
the angle of His was obtained, the clip was anchored to the
peritoneum of the right anterior abdominal wall (Fig. 3). The
device was repositioned for the desired exposure as needed
during the procedure. At the end of the procedure, the device
was detached and removed using the applier.

Results

From April 2011 to April 2012, laparoscopic bariatric proce-
dures using Endolift™ were successfully performed on 33
patients. There was no need to resort to conventional liver
retraction due to inadequate visualization or technical difficul-
ties. The procedures performed included 31 LRYGB (2 revi-
sions from adjustable gastric banding) and 2 SILSG. The
patients were 24 females and 9 males with a mean age of 46
(25–65) and a mean body mass index of 45.0 kg/m2

(33.6–56.1 kg/m2). With regard to obesity-related diseases,
12 patients had type 2 diabetes (36.4 %), 18 had hypertension
(54.5 %), 12 had dyslipidemia (36.4 %), and 7 had nonalco-
holic steatohepatitis (21.2 %). The mean operative time was

136.5 min (77–231 min). The time required for the placement
of Endolift™was 1–3 min. In all patients, the device provided
adequate visualization for completing the bariatric procedure.
The application technique was reproducible and the reposi-
tioning of the device was easily performed when necessary.
No device-rela ted complica t ions were observed
perioperatively. The excess weight loss was 19.3 %
(8.5–25.8 %) at the 1-month follow-up and 34.8 %
(16.6–50.2 %) at the 3-month follow-up. One case of
gastrojejunal stricture required balloon dilatation after LRYGB.

Discussion

In laparoscopic upper abdominal surgery, the lateral lobe of
the liver restricts the range of vision. Since hypertrophic fatty
liver is a common finding in obese patients, the safety and

Fig 1 Placement of internal liver retractor at the angle of His. With the
help of a grasper, the clip on the end of device is anchored to the
peritoneum of the left diaphragmatic crus by the applier

Fig 2 Exposure of the dorso-lateral portion of left liver lobe

Fig 3 Fixation of the clip on the other end of device to the right side
peritoneum above the right liver lobe beneath the falciform ligament
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accuracy of laparoscopic bariatric surgery depends on ade-
quate retraction of the left liver lobe. The conventional
mechanical liver retractors have been used as part of
the standard method of obtaining an adequate range of
vision for laparoscopic upper gastrointestinal and bariat-
ric surgery [11]. However, these techniques require an
additional subxiphoid or right flank port and carry po-
tential disadvantages such as postoperative pain, port-
related complications, and iatrogenic liver injuries [1–4].
They also require a mounting device to limit the pa-
tient’s position and add clutter to the operating table.

In recent years, because of the increasing attention paid to
aesthetic outcomes after laparoscopic surgery and new devel-
opments in the field of minimally invasive surgery, bariatric
surgeons face the challenge of exposing the lesser and greater
curvatures of the stomach and the area around the esophageal
hiatus through smaller incisions and fewer ports. A variety of
liver retraction techniques not requiring a dedicated port
and assistant have been described in the literature
[5–19]. The methods and characteristics of these tech-
niques are summarized in Table 1. The authors have
reported that their liver-lifting methods allowed adequate
exposure of the laparoscopic surgical field to complete
the procedures. However, some disadvantages of the
methods are the need for incision of the liver ligament,
liver puncture, or abdominal wall/skin puncture. The
incision of the coronary ligament of the left liver lobe
adds to increased operative time and risk especially
when a fatty and hypertrophic left lobe obstructs the
field of view and increases technical difficulty. The liver
puncture method apparently poses a higher risk of
bleeding, while maneuvering a straight needle in and
out of the abdominal cavity is technically challenging in
obese patients who limit working space and have an
abnormally enlarged liver. This method involves more
trauma to the liver compared with the liver suspension
technique even though the trauma is clinically insignif-
icant [18]. Since the liver is a vital organ responsible
for the synthesis and metabolism of essential body pro-
teins, minimizing liver dysfunction caused by liver re-
traction is important during the early postoperative pe-
riod [16]. The puncture of the abdominal wall is asso-
ciated with a higher risk of bleeding and poses a tech-
nical challenge in obese patients due to a thicker ab-
dominal wall. This method also involves an additional stab
wound to the skin, which might leave a scar or cause pain. The
above-described techniques are not easy to perform in bariat-
ric patients and the process of repositioning the left liver lobe
is difficult to reproduce because of the exteriorized sutures and
additional time required for the set up. Hence, these methods
have not become widespread due to the associated technical
challenges and limitations in patients with an increased BMI
and a heavy left liver lobe.

The device we used for retraction of the liver in laparo-
scopic bariatric surgery is remarkable for the fact that it can be
used entirely intracorporeally. It does not require a separate
skin incision, puncturing the liver and abdominal wall, an
additional port, or anchoring to any external device that limits
the patient’s position and adds clutter to the operating field and
table. Technically, the application is simple, and employs a
reusable applier, which is available in two sizes to accommo-
date the bariatric patient. If necessary, the device can be easily
repositioned during the operation to optimize retraction. The
clips on both ends were minimally traumatic, left only slightly
visible marks on the peritoneal wall, and held the peritoneum
in place tightly enough to suspend even the bulky left lobes.
There was no slipping or sliding of the device. In all cases, a
single application of the device was sufficient to create an
adequate field of view. The device was easy to use, and the
time required for an application decreased to 1–3 min after
three trials. We performed two single-incision laparoscopic
sleeve gastrectomies with Endolift™ and found using the
device in single-incision surgery to be as easy, safe, and
effective as a laparoscopic bariatric procedure with four ports.
We believe that this completely intracorporeal technique of-
fers a clear advantage over the other techniques for single-
incision and reduced port laparoscopic surgery because it
leaves virtually no scar and requires only one wound for liver
retraction. The device was inserted through a 5-mm port in the
umbilicus and easily anchored the peritoneum in preparation
for lifting the left liver lobe. The use of Endolift™ does
increase the cost of the procedure, but this disadvantage is
offset by the ease and safety of the liver retraction and the
potential benefits of the technique in single-incision and re-
duced port laparoscopic procedures. A complete description
of the intracorporeal techniques for liver retraction has been
reported by Galvani et al. and Huang et al. [7, 11]. Galvani
et al. [7] developed an internal retractor by securing a hook to
a laparoscopic bulldog clamp. This technique appears to be
easy and reproducible but requires a 10 mm port for insertion
and may need to be performed a second time in patients with
an enlarged left liver lobe. Huang et al. [11] developed a V-
shaped liver suspension technique by using a Penrose drain
and laparoscopic stapler. This technique is more surgeon-
dependent in bariatric cases because of the weight of the
hypertrophic liver and the technical challenges posed by lim-
ited working space.

The new liver retraction techniques that do not re-
quire an extra port have been discussed for the past
5 years. Many of these techniques are not in standard
use because of the lack of availability of the device and
technical issues associated with its use. By comparison
Endolift™ is safe and easy to use with no added risk,
involving few learning steps and providing an effective
alternative to conventional mechanical liver retractors
for creating an adequate laparoscopic field of vision.

480 OBES SURG (2014) 24:478–482



Ta
bl
e
1

S
um

m
ar
y
of

liv
er

re
tr
ac
tio

n
te
ch
ni
qu
es

A
ut
ho
r

Y
ea
r

M
et
ho
d

In
ci
si
on

of
liv

er
lig

am
en
t

L
iv
er

pu
nc
tu
re

A
bd
om

in
al
w
al
l

an
d
sk
in

pu
nc
tu
re

Pr
oc
ed
ur
e
tim

e
Ty

pe
of

la
pa
ro
sc
op
ic
su
rg
er
y

L
ee

20
07

S
tr
ai
gh
tn

ee
dl
e,
su
tu
re
,g
au
ze

N
o

Y
es

Y
es

N
A

G
as
tr
ic
su
rg
er
y

Sa
ka
gu
ch
i

20
08

Pe
nr
os
e
dr
ai
n,
J-
sh
ap
ed

re
tr
ac
to
r,

su
tu
re
,s
ut
ur
e
pa
ss
er

Y
es

N
o

Y
es

<
10

m
in

N
A

Sa
be
r

20
08

N
at
ha
ns
on

liv
er

re
tr
ac
to
r

N
o

N
o

Y
es

N
A

S
in
gl
e-
in
ci
si
on

sl
ee
ve

ga
st
re
ct
om

y

H
ua
ng

20
09

Ja
ck
so
n-
Pr
at
td

ra
in
,s
ut
ur
e,
st
ra
ig
ht

ne
ed
le

N
o

Y
es

Y
es

5
m
in

Si
ng
le
-i
nc
is
io
n
tr
an
su
m
bi
lic
al
R
ou
x-
en
-Y

ga
st
ri
c
by
pa
ss

de
la
To

rr
e

20
09

S
ut
ur
e,
su
tu
re

pa
ss
er

N
o

N
o

Y
es

N
A

T
ra
ns
um

bi
lic
al
si
ng
le
po
rt
ad
ju
st
ab
le
ga
st
ri
c
ba
nd

G
al
va
ni

20
10

L
on
e
st
ar

re
tr
ac
to
r
ho
ok
,b
ul
ld
og

cl
am

p
N
o

N
o

N
o

N
A

S
in
gl
e-
in
ci
si
on

sl
ee
ve

ga
st
re
ct
om

y

H
am

za
og
lu

20
10

P
en
ro
se

dr
ai
n,
su
tu
re
,s
ut
ur
e
pa
ss
er

Y
es

N
o

Y
es

5–
7
m
in

T
ra
ns
um

bi
lic
al
to
ta
lly

si
ng
le
po
rt
N
is
se
n
fu
nd
op
lic
at
io
n

Sh
ab
bi
r

20
10

G
au
ze
,s
ut
ur
e,
su
tu
re

pa
ss
er

N
o

N
o

Y
es

N
A

To
ta
lg

as
tr
ec
to
m
y

H
ua
ng

20
11

P
en
ro
se

dr
ai
n,
st
ap
le
r

N
o

N
o

N
o

8
m
in

21
s

G
as
tr
ic
by
pa
ss
,s
le
ev
e
ga
st
re
ct
om

y,
an
d
si
ng
le
-i
nc
is
io
n

tr
an
su
m
bi
lic
al
ba
ri
at
ri
c
su
rg
er
y

Ta
ke
m
ur
a

20
11

Si
lic
on
e
di
sk
,s
ut
ur
e,
su
tu
re

pa
ss
er

Y
es

N
o

Y
es

N
A

G
as
tr
ec
to
m
y,
ga
st
ro
pl
as
ty
,a
nd

fu
nd
op
lic
at
io
n

W
oo

20
11

G
au
ze
,s
ut
ur
e,
st
ra
ig
ht

ne
ed
le

N
o

N
o

Y
es

8.
5+

to
3.
1
m
in

R
ad
ic
al
ga
st
re
ct
om

y
w
ith

or
w
ith

ou
tr
ob
ot

S
hi
no
ha
ra

20
11

P
en
ro
se
,s
ut
ur
e,
su
tu
re

pa
ss
er

Y
es

N
o

Y
es

N
A

G
as
tr
ec
to
m
y

G
ia
nn
i

20
12

V
er
es
s
ne
ed
le
,n
as
o-
ga
st
ri
c
tu
be

N
o

N
o

Y
es

1
m
in

S
in
gl
e-
in
ci
si
on

ga
st
ri
c
su
rg
er
y

Y
ilm

az
20
12

St
ra
ig
ht

ne
ed
le
,s
ut
ur
e

Y
es

N
o

Y
es

N
A

S
in
gl
e-
in
ci
si
on

N
is
se
n
fu
nd
op
lic
at
io
n

F
an

20
13

C
ya
no
ac
ry
la
te
gl
ue

Y
es

N
o

N
o

N
A

T
ra
ns
um

bi
lic
al
si
ng
le
-i
nc
is
io
n
fu
nd
op
lic
at
io
n

Sh
im

iz
u

20
13

E
nd
ol
if
t,
ap
pl
ie
r

N
o

N
o

N
o

1–
3
m
in

G
as
tr
ic
by
pa
ss
,s
le
ev
e
ga
st
re
ct
om

y,
si
ng
le
-i
nc
is
io
n

sl
ee
ve

ga
st
re
ct
om

y

OBES SURG (2014) 24:478–482 481



Conclusion

Endolift™, an internal liver-lifting device for laparoscopic
bariatric procedures, is safe and easy to use and provides
advantages over conventional methods in single-incision and
reduced port laparoscopic surgery.
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