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Posterior cage migration after interbody fusion into spinal canal may result in canal
compromise and cause compression of neural structure. When removal of migrated cage is
indicated, surgical approach going through the previous surgical wound may lead to a higher
risk of neurological deficits or incidental dural injuries. Percutaneous endoscopic
treatment provide another option to treat the symptomatic cage migration with advantages
of minimal invasiveness, clearer vision, and better soft tissue identification. In this
study, we presented our clinical experience in using the endoscopic technique to treat
symptomatic cage migration after lumbar interbody fusion.

From 2016 to 2020, we treated three patients with neurological deficit due to posterior
cage migration by using of endoscopic technique. Transforminal approach under local
anesthesia was applied in two patients, and interlaminar approach under general anesthesia
in one patient. Procedure involved decompression by removal of hypertrophic ligamentum
flavum, facet joints and scar tissue, and neurolysis of traversing or exiting root. One
cage was removed successfully by interlaminar approach. One cage was trimmed to smaller
size to avoid neural compression by transforminal approach. One cage was left alone after

complete decompression and neurolysis in one patient
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Intussusception is unusually happened in adolescents. We would report a
16-year-old male patient with intussusception with the ileoileal intussusception
with long intussusceptun pass through the ileocecal valve and intussuscepted into
the colon.

The patient without special medical disease had diarrhea symptoms one day ago
prior to admission. Then the patient felt severe abdominal pain, nausea, and
vomiting. An abdominal ultrasound and abdominal computed tomography scan revealed
an intraluminal obstruction of his ascending colon which indicated to

*%ﬁcﬂﬁiﬁg-i; intussusception. Emergent laparotomy was performed and ileoileal intussusception
with long segment of intussusceptum in the cecum and ascending colon. The
(50-200 = )

intussusception was found and unable to be reduced due to the intussusceptum was
too long to be reduced by passing the ileocecal valve and the intussusception site.
Segmental resection was performed and the postoperative period was complicated
by ileus caused by drain tube. Our patient was discharged from the hospital after
14 days. An anatomical pathology examination revealed reactive lymphadenopathy
over the mesentery of the ileum.

Intussusception in adolescents requires early surgical resection regardless of

the nature of the initial cause. Early intervention can protect the patient from

serious complications.




AT AR (Y RTEA )

:k,%iﬁ“_
LLrRTE

X e AR 4 : n

= v sy GER L pg)
XER R T T (0) 05-2648000#5247 ()

WA E AN IREER A B 2 5L

B dxFFR SL3 m FEL

BB EE Yy CREEp: VH103ERE
¥RTIMF LR ROk Ounke O=2kr 3F Be
*%i AREEEFEFARREIAEIRE TR
KICEF IR 14 4 (L szt B8 SFIEn | 0&# > 5K &1
MR -HE

X3,

#

A PRI doip~

ﬂ,fi%fi f;i-}‘%%g’ﬂ? fﬂ?’f%i’fﬁ%:}%ﬁfjﬁﬁ]g 2 4\%%;@\%5}% 104 2 10 5 ~i5 £

%2 i s
(7 B R 4

A PRAB feip-E

LRz xz’ﬂji“ A % |- Ak vh g

XATI &
(50-200 %)

VLR 034 S D N F A S AR R T § A £ e
%@‘Lf‘-ﬂl o —E’EQF#%/{;\ @?;E#EI Loy ”E’J";ﬁ,@{fg ﬁj%%ﬂ;]irhfﬁ;'ﬁé& i’T“E—’ V"\fﬁ,‘_ .#,’ /—rﬁ’é”m

@R P e R ek wg;ﬁ: A NI L B e ¥ - BB RS R B

Wh BB A NRET LG AR o % 7O A AR r R
@’igwﬁﬁwﬁﬁ—%%ﬁﬁ°ﬁ wi%?%wﬁxu%%w4iwp$#

N EZE o

W g “,f © AL R N R




AR ARE (Y gRTEST)

: % g5 LAEF R
e F PO CEITLTS
XEH 2. 3 (0) 05-2648000#5247 (i)
LR RRR IR 2K 2R

¥R ER

o iiﬁ;fﬂ;;;;ﬁ; AT FREER: AFI0DELZE
¥RTINE TR R (OxRe Ok O=zxx BEF &

*FEARRTE

FA{HRELL

BIEAFARY

KPR R 1 L

WAL SR

BEE BE SN

M =ZFR-8F

XIR

B

BRA- PRI

A FERE | RRARFRMEE A HRERFR| 101 £ 30 - s

deig~i o

i PR i

X4 %=

- ﬁ;ﬂ;}i@rsﬁjﬁﬁw BRERFRA®R A A HERFRIE 87~ 101 &£ 27

(7 Bf -~ PRI

KPl?iz}z»:L@ﬁ”) A
E 8. g 0

LR R FTTARE AR A L 2o g b g
i A EASY S R RS S R RS SR S U RN L

KA &
(50-200 %)

Bl prEE A BIET - g% o

- B AR ] ZB X PMEHD T ow PR ek F I B ARSI AR
BRI 2 RELT P ET IR N n IR T AKE  ERER
BRI N - X E A BEE h FIL REE R R
:L};qz._k; K% ’/{h"l nlé‘éi ]v"qai

2
Eq )

o R




IR O RTEA )

% B
LR A
3 ¢ E : L
= i . GER L >3g)
XEHE T (0) 05-2648000#5247 (H)
WA ph EEF A HEN L R 25
g Pk E - FH R ok m: FEL
* ;'Q;‘f rqij P
=% ER P RE LEEG: ARTIELE
¥RTINE TR Oalrr O=mxs (R &
FFF A RRBAEF (AR BIRF R ARY
XICEF R 4 & [t ggpz=snt|B~5> SFI e[ ]&# > SH- F111
MP=FR-BE
B RIS Azig~#
X3E, B
B BB A B A SR ERF R 90 = 08 " ~ig 7
B FRALS I Avig~#
Bl - b | e AR % 4 A JRAAF IR |97 & 11 7 ~98 & 06
*-% #f St ?Fﬁﬂ‘fﬂi ;_I_;z’\_ _é;fv};fﬂ. 3 3
(7 B PRI 41 4 Y B A B A & ﬁiwﬁ»?ﬁ F= |97 # 07 * ~97 & 10 *
RIRBAICE T ) Ny m - et
i W AR B 4 < R ARF R (94 & 08 7 ~97 & 06
— bt M AR B2 4 < R AT (89 & 08 1 ~04 & 07 7

W

S0 L E',?Mﬁ'r\\:ﬁ.;?
VEEL T R T L VR € S TR TSR S
£ ﬁs—‘( g Fﬁ 41;}% (7S ﬁ:;:)

£ b ~ 84’—’?%8%;}5‘: }]-;3 z Eﬁ_;ﬁe‘?i]ﬁ( g Hgniﬁijﬁ:) N F‘E
LR

XhATI &
(50-200 %)

Our clinical study showed that transection site (body) and staple sizes (>2. 5mm)
were key factors contributing to the occurrence of POPF. If we can create a neck
(thin pancreas) on the body of the pancreas by slowly compressing before cutting
using another clamp (double clamping) to allowoptimal situation for 2. 5mm staples,
then the occurrence of POPF and leakage can be significantly reduced. Such a study
1s the first study in literature done on a well preserved cadaver.

Seven adult cadavers were used, with each pancreas exposed for convenience but
with equipment of laparoscopy to showcase assure that the technique can be done
laparoscopically. Each pancreas was cut at multiple sites: one cut at each neck
and tail, and three cuts each on the body of the pancreas. Each cut different staple
size ( 2.5 mm and 3.8 mm) and the clamping method (single or double). The leakage
was checked by three steps: gross observation, probing with catheter, and methylene

blue.
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Diabetic foot ulcers occur in approximately 2. 5% of diabetic patients and may
lead to severe infection and major amputation. Small, superficial ulcers can be
treated by conservative treatment. In many diabetic patients with exposed bones
and tendons, reconstructive surgery is necessary. Recurrent diabetic foot
necrotizing infection or osteomyelitis poses a reconstructive challenge.
Radical debridement, culture-sensitive antibiotics therapy and early
soft-tissue coverage are critical for treating recurrent diabetic foot infection
**ﬂcﬂﬁiﬁ% 2 such as osteomyelitis. Large defects of the foot can be treated by free tissue
(5;) 9200 3) transfer. If small defects with exposed bones or tendons, are not eligible for

local flaps, small free microvascular flaps can be suitable and the free muscle
flaps cause a very low donor site morbidity. Rapid foot defect coverage can reduce
duration of hospitalization and facilitate or promote functional outcomes.
Subsequent free-tissue transfers for repeat diabetic foot osteomyelitis with dead
space elimination and bony coverage still represent a reconstructive challenge
with high complications due to infection and tissue scarring. Serial vascular

anastomoses in foot microvascular surgery including “christmas tree” or

“piggyback” type may be a solution to avoid vascular complication.




