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Introduction

Roux-en-Y Gastric Bypass (RYBG) remains one of the most popular bariatric surgical interventions, despite the increasing attractiveness of sleeve gastrectomy [START_REF] Angrisani | IFSO Worldwide Survey 2016: Primary, Endoluminal, and Revisional Procedures[END_REF]2]. Among the medium-term complications (i.e. > 12 months) of RYGB, small bowel obstruction due to internal hernia (IH) is one of the most redoubtable because diagnosis is often difficult, and its consequences are potentially lethal [START_REF] Stenberg | Closure of mesenteric defects in laparoscopic gastric bypass: a multicentre, randomised, parallel, open-label trial[END_REF]. The occurrence of IH is favored by non-closure or incomplete closure of mesenteric defects at the initial surgery [START_REF] Kristensen | Does the closure of mesenteric defects during laparoscopic gastric bypass surgery cause complications?[END_REF], by pregnancy [START_REF] Stenberg | Pregnancy As a Risk Factor for Small Bowel Obstruction After Laparoscopic Gastric Bypass Surgery[END_REF], and by major weight loss (>50% loss of excess weight) [START_REF] Stenberg | Closure of mesenteric defects in laparoscopic gastric bypass: a multicentre, randomised, parallel, open-label trial[END_REF]. To reduce the chances of developing IH, it is essential to systematically close all such mesenteric defects [START_REF] Stenberg | Closure of mesenteric defects in laparoscopic gastric bypass: a multicentre, randomised, parallel, open-label trial[END_REF][START_REF] Geubbels | Meta-analysis of internal herniation after gastric bypass surgery[END_REF]. If clinical examination and imaging suggest the possibility of IH, laparoscopic exploration should be performed as soon as possible to avoid the need for small bowel resection for ischemia [START_REF] Genser | Internal hernia after omega loop gastric bypass: Beware of ischemic stenosis of small intestine![END_REF] or peritonitis [START_REF] Nguyen | Intestinal perforation secondary to strangulated internal hernia after Roux-en-Y gastric bypass[END_REF]. Exploration of the small bowel is often difficult due to obstruction (distention, ascites) that may require conversion to open laparotomy, particularly for surgeons with limited laparoscopic experience [START_REF] Stenberg | Closure of mesenteric defects in laparoscopic gastric bypass: a multicentre, randomised, parallel, open-label trial[END_REF]. There are very few reports in the literature describing the technical methods and standardized modalities for managing this complication; they deal principally with IH in the mesentericomesocolic space of Petersen [START_REF] Leyba | Laparoscopic Technique for Hernia Reduction and Mesenteric Defect Closure in Patients With Internal Hernia as a Postoperative Complication of Laparoscopic Roux-en-Y Gastric Bypass[END_REF] This paper describes a simple, reproducible and minimally morbid technique for exploration of the various mesenteric defects and for reduction of the different types of IH encountered after RYGB.

Patient installation (Figure 1)

The patient is placed in supine position, legs and arms apart, in a slight Trendelenburg inclination. The surgeon positions himself to the right of the patient and the assistant between the legs. The video monitor, suction and electrocoagulation units are positioned opposite the operator on the patient's left. The instrument table is set up adjacent to the surgeon and assistant. 2 Petersen mesenteric-mesocolic internal hernia (Figure 3)

Trocar layout (Figure

Imaging rarely allows precise determination of the site of IH [START_REF] Ederveen | Diagnosing internal herniation after laparoscopic Roux-en-Y gastric bypass: usefulness of systematically reviewing CT scans using ten signs[END_REF]. However, more than half of IH occur in the mesenteric-mesocolic space of Petersen [START_REF] Geubbels | Meta-analysis of internal herniation after gastric bypass surgery[END_REF]. For these reasons it is advisable to start abdominal exploration by looking for an IH in this space. The assistant's grasper suspends the transverse colon (CT) upwards in order to expose Petersen's space, delimited above by the gastro-jejunal anastomosis, posteriorly by the anterior surface of the transverse mesocolon (M) and anteriorly by the mesentery of the alimentary limb (A). In the absence of IH, this space is normally empty. When this space is opened, the alimentary limb (A), biliary limb (B) and/or common limb (C) of the bypass can be found passing from left to right through the breach (arrow). A herniated limb can become incarcerated thereby causing bowel obstruction (*). Twisting of the herniated limb is accompanied by a rotation of the superior mesenteric pedicle resulting in venous and lymphatic engorgement. This stasis manifests as a purplishdiscolored intestine and may be accompanied by chylous ascites [START_REF] Santucci | Chyloperitoneum secondary to internal herniation complicating omega-loop gastric bypass[END_REF].

Technique for reducing Petersen's hernia (Figure 4)

The small intestine having passed through the breach on the left, the reduction maneuver consists in tilting the intestine from the right (i.e. in front of the suspended transverse mesocolon) to the left of this breach (dotted arrow). To do this, the assistant exposes the breach by grasping an epiploic appendage to suspend the transverse colon (CT). The operator elevates the mesentery from the alimentary limb with his left-hand grasper without directly grasping it (arrow) thus opening up the space of Petersen. Meanwhile, his right-hand forceps helps to pass the small intestine beneath the mesentery of the alimentary limb to the other side of the breach. Other mesenteric defects are then closed after verification of the inter-mesenteric gap so as not to hinder the exposure of the inter-mesenteric space and the reduction of any associated IH.

Internal inter-mesenteric hernia beneath the jejuno-jejunostomy (Figure 5).

The inter-mesenteric breach corresponds to the space located between the mesentery of distal end of the alimentary limb anteriorly and the mesentery of the biliary limb posteriorly. Inter-mesenteric IH involving the base of the Roux-en-Y limb (*) occurs less frequently than space of Petersen IH because the breach is smaller. However, this must be systematically sought even if a Petersen hernia has already been identified and reduced beforehand. The first step is to identify the jejuno-jejunostomy without trying to immediately reduce the IH. In fact, the manipulation of the different digestive limbs (i.e. A, B, C), which are often distended and difficult to identify, can lead to the formation of a double twist complicating reduction under laparoscopy.

Methods of reduction of inter-mesenteric hernia (Figure 6)

The terminal portion of the biliary limb is easily identifiable as a blind end closed by a row of staples. A strand of suture is passed along its anti-mesenteric edge.

Both ends are left long and held by the assistant's grasper. This gesture facilitates exposure while the IH is reduced and the breach is closed at the end of the procedure. Since the incarcerated limb is, in almost all cases, the common loop (C), the small intestine is explored and unrolled counterclockwise from the cecum (arrow). This gesture has the effect of gradually extricating the hermiated common limb segment (dotted arrow) without having to manipulate the jejunojejunostomy with the attendant risk of small bowel injury or an added twist. If this maneuver is unsuccessful, it means that the incarcerated bowel is either the alimentary limb or the biliary limb. In this case, the alimentary and biliary limbs must be unrolled beginning from the gastro-jejunal anastomosis and the ligament of Treitz, respectively. Once the complication has been treated, all the limbs (i.e.

A,B,C) are revised if necessary and rearranged in the abdomen. All mesenteric defects must be systematically closed. 
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 10 12mm optical trocar is introduced supra-umbilically by the openlaparoscopy technique. After insufflation of the peritoneal cavity up to 12mmHg, three 5mm trocars are inserted in the right lower quadrant and bilateral subcostal positions.
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 7 Fig 7: Decision algorithm