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INTRODUCFION

INTRODUCTION

Intestinal anastomosis has been successfully performed for more than 150 years using a
variety of techniques, materials and devices. of these, the method that has been proven
successful in most situations and in the hands of most surgeons has been the two-laycr
anastomosis using interrupted silk sutures for an outer inverted seromuscular :layer and a
running absorbable suture for a transmural inner layer. The only appreciable shortcoming of

the two-layer technique is that it is somewhat tedious and time-consuming to perform (Burch

et al., 2000).

Single-layer bowel anastomoses have conventionally been constructeéd using an
interrupted suture technique. A single-layer continuous technique has been avoided on the
grounds that it may predispose to ischaemia of the bowel ends. It is however, increasingly

popular to perform such anastomoses using a continuous suture (Sarin and Lightwood, 1989

and AhChong et al., 1996).

Several recent reports have advocated the use of a continuous single-layer technique
for intestinal anastomosis. Reported advantages include shorter time for construction. fower

cost, and perhaps a lower rate of anastomotic leakage (Burch et al., 2000).

Compared with other techniques used for intestinal anastomosis, the one-layer
technique is safe and easy to apply using different absorbable suture materials. Some
advocate that the single-layer extra- mucosal technique is probably the safest mcthod

available for intestinal suture (Carty et al., 1991 and Olah et al., 2000).



