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Abstract

Laparoscopic adjustable gastric banding (LAGB) is a bariatric procedure that was introduced in the early 1990s and offers a
minimally invasive and reversible option for weight loss. Initially popular due to its simplicity and effectiveness, LAGB’s long-
term success has been limited by complications such as port-site infection, pouch dilatation, and gastric band erosion. Herein,
we describe a rare case of gastric band erosion found incidentally during endoscopy a decade after placement. The eroded
band was successfully removed using a combined endoscopic and laparoscopic approach.
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Introduction

Laparoscopic adjustable gastric banding (LAGB) was once a
popular bariatric surgery option for individuals with extreme
obesity. Its use rapidly declined around 2008 due to compli-
cation rates and the availability of better alternatives, such as
sleeve gastrectomy.'* In 2020, LAGB was estimated to
account for 1.2% of all bariatric surgeries in the United
States of America, down from 35.4% observed in 2011."?
This minimally invasive procedure involves placing an
adjustable silicone band around the upper portion of the
stomach to restrict the amount of food ingested, thereby pro-
moting progressive weight loss through early satiety.>*

While LAGB offers several advantages, including revers-
ibility and adjustability, it is not without complications.’
Some of these include port-site infection, chronic abdominal
pain, gastroesophageal reflux disease (GERD), gastric ulcer-
ation, band slippage, fluid leakage, pouch dilatation, and ero-
sion of the band into the viscera.’* Gastric band erosion
beyond 10 years after placement is infrequent, with a handful
of cases reported to date.! Herein, we present a unique case
of gastric band erosion discovered incidentally during endos-
copy, 12 years after placement.

Case Summary

A 50-year-old female with a medical history of hypertension,
iron-deficiency anemia, and GERD presented to our ambula-
tory surgical center for colorectal cancer screening. The

patient had no prior colonoscopy and denied constipation,
melena, hematochezia, excess flatulence, recent weight loss,
or a family history of colorectal cancer. She also denied nau-
sea, vomiting, acid reflux, dysphagia, odynophagia, or
abdominal pain. Her surgical history was significant for
LAGRB at the age of 38 years due to morbid obesity. The vital
signs were within the normal ranges, and the patient appeared
comfortable. The abdomen was soft, obese, and non-tender
and had no signs of trauma, palpable masses, or organomeg-
aly. Preadmission tests were significant for a hemoglobin of
12.5 g/dL with a mean corpuscular volume (MCV) 0f 90.9 fL
and a platelet count of 255 K/mm?. The home medications
included ferrous sulfate 325 mg daily, pantoprazole 40 mg
daily, and lisinopril 10 mg daily.

Colonoscopy showed one 4-mm polyp in the ascending
colon, which was removed with cold biopsy forceps,
and the histopathology revealed tubular adenoma.
Esophagogastroduodenoscopy (EGD) showed a moderate
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Figure |. Endoscopic images showing a moderate Schatzki ring and an adjustable gastric band eroding into the gastric fundus.

Figure 2. Endoscopic images showing an eroded gastric band, which was partially removed endoscopically. There was edema, erosion,
and inflammation at the cardia (yellow arrows); however, there was no overt luminal discontinuity.

Schatzki ring in the mid-esophagus, an adjustable gastric
band eroding into the gastric fundus, and focal inflamma-
tion in the gastric body and gastric antrum (Figure 1). A
computed tomography (CT) of the abdomen and pelvis
with oral and intravenous contrast showed a small localized
air pocket around the gastric band ligation consistent with
the gastric band erosion noted on EGD. There was no evi-
dence of localized abscess. The patient underwent a repeat
EGD the next day with partial removal of the laparoscopic
band. The isolated portion of the gastric band was grabbed
using a Roth net retriever — 360 (STERIS Healthcare) and
withdrawn with the scope through the mouth (Figure 2).
This procedure was followed by laparoscopic transgastric
removal of the remaining portion of the gastric band, partial
gastrectomy, and intraoperative EGD.

A postoperative abdominal x-ray series was negative for
extravasation from the stomach. The patient’s hemoglobin
level remained stable during her admission and was discharged
with a short course of amoxicillin—clavulanic acid. Two weeks

after discharge, the patient was seen in our gastroenterology
clinic and had no acute complaints.

Discussion

LAGB is a less-invasive bariatric procedure, with a lower
risk of perioperative complications. However, long-term
complications can occur, including band slippage, port-
related problems, subphrenic abscesses, gastrointestinal
bleeding, and band erosion.!®!! Gastric band erosion or
band migration is a unique complication of LAGB, marked
by the slow penetration of the band into the gastric lumen.
This condition can remain silent for an extended period,
often discovered incidentally during routine endoscopy.'?
The silent nature of this complication underscores the
importance of regular follow-up and monitoring in patients
who have undergone this procedure.” To date, there are no
standardized guidelines for post-LABG monitoring in
asymptomatic patients.!
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With an estimated incidence of 1.5% to 3.4%, band
migration can occur from just a few months to years after
placement, with a peak incidence observed within 2 years
after the procedure.'"®!3 Few cases have been reported
whereby gastric band erosion occurred after the 10-year
mark.! The etiopathogenesis of gastric band erosion
remains unclear, and it is postulated to be a multifactorial
process. Band migration is thought to arise from a combi-
nation of mechanical stress, ischemia, and inflamma-
tion. 1348101214 "Farly on, erosion may be triggered by
accidental injury to the gastric wall or small perforations
due to infections. Over time, sustained pressure on the wall
can lead to ischemia, or the body may react to the band as
a foreign object, both of which can result in the formation
of scar tissue and erosion of the gastric wall.

Gastric band migration can be asymptomatic and an
incidental finding during routine endoscopy,'>'? like in our
case. Some patients, however, may present with severe acid
reflux, nausea, vomiting, acute dysphagia, early satiety,
abdominal pain, or weight regain.>®!* Band erosion can be
complicated by gastric perforation, bleeding, abscess for-
mation, and migration of the band to other parts of the gas-
trointestinal tract.!"!® The gastric band is typically removed
using an endoscopic, laparoscopic, or combined laparo-
scopic and endoscopic approach and, in extreme cases, via
open laparotomy.>®!%!7 In our case, the patient required a
hybrid approach due to incomplete erosion of the band
through the gastric tissue.

Conclusion

In summary, gastric band erosion is a rare and unique com-
plication of LAGB that can be found incidentally during rou-
tine endoscopy in asymptomatic patients. This condition
warrants prompt endoscopic or laparoscopic intervention to
prevent distal migration and its associated complications.
Guidelines for post-LABG surveillance in asymptomatic
patients are needed to prevent life-threatening complications
such as band migration.
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