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Summary

Swedish adjustable gastric banding (SAGB) is an operative procedure meant for the treatment of morbid obesity. It is characterised
by application of low-pressure, high-volume device upon the stomach. One of the major complications, currently described in
6% of patients, is the intragastric migration of the adjustable gastric band. The removal of the band is the gold standard in these
cases and must be performed either urgently or as a scheduled manipulation according to the symptoms. We present a thoroughly
documented case of surgical obesity treatment by SAGB complicated by intragastric band migration as well as our experience in

settling the complication.
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AIM OF THE DEMONSTRATION

Here, we present a well-documented case of intragastric
Swedish adjustable gastric band migration along with
imaging studies and data of surgery in order to add our
experience to the published evidence in the bariatric
surgery.

CASE REPORT

Forty five-years-old female sought medical help because
of morbid obesity. She weighted 124 kg and had body
mass index (BMI) greater than 45 kg/m?. As informed
patient consent was received, she was included in
the protocol for gastric band placement. The protocol
consisted of the obesity evaluation, patient education in
order to understand the medical condition and achieve
weight loss of at least 10% and operative treatment
after successful accomplishment of the prerequisites.
The operative procedure was performed by laparoscopic
approach in P. Stradin’s Clinical University Hospital.
During the following 8 months patient’s weight reduced
forabout 50 kg and BMI decreased to 29 kg/m?. However,
the entire adjustable silicone gastric band device eroded
inside the stomach. The complication was initially
diagnosed by contrast X-ray surveillance 9 months
after the operation. Tight feeling in the epigastrium and
sense of fullness gradually appeared over the next 2
weeks. Gastroscopy was performed then and revealed
granulation tissues in the dorsal wall of gastric subcardia
and asilicone canule thathad passed through the stomach
wall and reached the prepyloric part of the stomach
(figures 1-2). Patient was prepared for laparoscopic
removal of the adjustable gastric band under endoscopic
control on the next day. Due to the large size of the
silicone gastric band exceeding the size of oesophageal
lumen and thus precluding the endoscopic evacuation
of the device, the attempt to remove the adjustable
gastric band by endoscopic assistance was unsuccesstul.

Therefore an approximately 3 cm long incision in the
gastric wall was done during the laparoscopy. The gastric
band was removed then by endopouch assistance. The
incision in the gastric wall and the fault were closed
by separate sutures laparoscopically. There were no
intraoperative and postoperative complications. The
patients’” general condition was good and she was
discharged on 7™ postoperative day in a good physical
and mental condition. The laboratory investigation
demonstrated no abnormalities.

Later, due to successful weight loss, a cosmeticabdominal
wall defect manifested as a skin fold. Therefore an
abdominal plastic operation was performed two months
after the band removal. Simultaneously with the
plastics, the patient benefited from herniorrhaphy in
order to treat a concomitant postoperative hernia after
the extirpation of uterus and adnexes performed due to
uterine myoma one year prior to bariatric surgery. She
was discharged in the 4™ postoperative day in a good
condition.

At present, 19 SAGB have been performed in P. Stradin’s
Clinical University Hospital, all of them by laparoscopic
approach. We have had 2 major complications, but only
one of them was associated with the band migration as
described.

DISCUSSION

The Lap-Band system was first described in 1992 and
clinically proved in 1994 in USA. Within the 15 years,
laparoscopic adjustable banding was found an effective
and safe treatment tool for morbid obesity (Forsell et
al., 1999; Chevallier et al., 2004). More than 100.000
laparoscopic procedures have been performed since that
(Blanco-Engert et al., 2003). Nowadays laparoscopic
adjustable gastric banding is the most frequently applied
bariatric procedure in Europe (Weiss et al., 2000). The
advantages of laparoscopic gastric banding in contrast
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to the gastric bypass or vertical banded gastroplasty
consist in the reversibility of the laparoscopic procedure,
minimal damage to the stomach and adjustable degree
of restriction in every separate case (Langer et al.,
2004). Successtul weight reduction depends more on
the patient in contrast to the bypass malabsorptive
procedure (Zehetner et al., 2004). Short-term outcome
of the SAGB, characterised by BMI dynamics, seems to
be beneficial (Wong et al., 2005). Experiences in other
countries showed that SAGB can only restrict solid food,
but is less effective if the patient use liquids or semi-solid
food with high glucose content (Zehetner et al., 2004).
In our patient, SAGB ensured the weight loss. Thus, in
our experience, SAGB is an effective method in bariatric
surgery.

The reported rate of complications is low (Fried et
al., 2004; Zehetner et al., 2004). One of the described
complications is the gastric band migration through
the gastric wall (Chevallier et al., 2004). Other major
complications like port-associated complications,
oesophageal dilatation, and band slippage as well as
pouch enlargement were observed in long-term studies
(Stroh et al., 2008). The band migration through the
stomach wall happens mostly during the following
two years after procedure (Weiss ef al., 2000, Langer et
al., 2004) at the rate 0.5% - 9% (Forsell et al., 1999;
Mittermair et al., 2002; Nocca et al., 2005). Several
hypotheses have been proposed as band overfilling,
rapid band filling and local infection caused by gastric
wall trauma by the implanted band (Weiss et al., 2000,
Weiss et al., 2004). Band migration usually is diagnosed
by endoscopy or by contrast roentgenogram (Hainaux
etal., 2005).

Although our group of patients is still small, the rate
of migration 1/19 (5.3%; 95% confidence interval
0.9 — 24.6%) is within the reported range. Routinely
we perform follow-up by contrast roentgenogram as
the migration can be asymptomatic. This approach is
substantiated by published data and proved effective in
the presented case.

Partial migration can be treated conservatively (Zehetner
et al., 2004) while the total migration should be treated
operatively. Migration almost never requires urgent
surgery (Mittermair et al., 2002). Usually band removal
is performed by laparoscopic approach, but there is
another alternative published method of managing the
band migration (Weiss et al., 2000; Regusci et al., 2003)
as endoscopic band removal after cutting the band by
the appropriate devise like scissor, laser etc.

Although complications may occur after bariatric
surgery, adequate knowledge can help to plan the
follow-up and to choose the best treatment options.
Gastric band migration is a rare complication but it can
be successfully managed.

In conclusion, intragastric Swedish adjustable band
migration is one of the possible complications with
rate of 5.3% in our cohort. However, long-term
observation of the expanding group of patients may
add new evidence. The laparoscopic approach can be
used for bariatric surgery and for management of such
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complications as band migration if these occur. It allows
early mobilisation, short hospital stay, early return to
work and low risk of wound complications. Occurrence
of the complications as described above generates
necessity for individual follow-up as well as for the long-
term evaluation of complication rate and the efficacy of
SAGB.
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Fig. 2. Silicone adjustable band totally migrated
through the stomach wall
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