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Background. Laparoscopic adjustable gastric banding (LAGB) is an effective method of reducing excess weight in obese patients.
We report a patient who developed a bowel obstruction caused by the connecting tube between the gastric band and the injection
port.Case Presentation.The patient was a 42-year-old Caucasian female who had undergone LAGB 19months earlier. She presented
with dehydration, low-grade fever, tachycardia, andmild abdominal tenderness. Laparotomy revealed that the connecting tube was
looped around the mesentery, and a loop of small bowel was incarcerated between the tube and the mesentery. The incarcerated
small bowel loop was perforated in two places. Conclusion. Surgeons should be aware of the possibility of obstruction caused by the
connecting tube in patients who have undergone LAGB.

1. Background

Obesity is a major problem that affects a large number of
people worldwide. Laparoscopic adjustable gastric banding
(LAGB) is an effective method of reducing the excess weight
in obese patients. This procedure is favored by both patients
and surgeons because of its advantages in terms of short
hospital stay, lowmortality rate, effective loss of excessweight,
and improvement in comorbid conditions [1, 2].

The overall early and late complication rate is estimated
to be between 2.2% and 20% [2, 3].

Obstructions caused by the connecting tube between
the gastric band and the injection port are uncommon but
are potentially fatal [4–7]. We report a patient who had
undergone LAGB 19 months earlier, who presented with
several episodes of vomiting, mild abdominal pain, and a
low-grade fever.

2. Case Presentation

A 42-year-old woman presented to our clinic with a 3-day
history of severe vomiting, abdominal pain, and a low-grade
fever. She had undergone LAGB 19 months previously. Her

body mass index was 35.5 kg/m2 at the time of LAGB and
27.5 kg/m2 at the time of the current presentation.

Physical examination showed dehydration with an oral
temperature of 37.9∘C and a heart rate of 108 beats/minute.
She had mild generalized abdominal tenderness without
distension, guarding, or rebound. Laboratory tests showed a
white blood cell count of 4800 cells/𝜇L without a shift to the
left.

The patient had a barium meal X-ray that showed mul-
tiple air-fluid levels and dilated intestinal loops, indicating
partial bowel obstruction. Ultrasonography showed dilated
bowel loops and free intra-abdominal fluid. She was trans-
ferred to the operating room with an initial diagnosis of
partial bowel obstruction.

Laparotomy was performed through an upper midline
incision. The connecting tube between the gastric band and
the injection port was found to be looped around the mesen-
tery, and a loop of small bowel was incarcerated between the
connecting tube and the mesentery. At 60–70 cm from the
ileocecal valve, the bowel was adherent to the connecting tube
in three distinct places, causing an obstructed loop.The small
bowel proximal to the obstruction was dilated, and there was
a gastric perforation adjacent to the band.There were free pus
and fecal material in the abdominal cavity.
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Figure 1: Small bowel perforations.

After dividing the adhesions and freeing the connecting
tube, a thorough examination revealed two perforations of
the small bowel (Figure 1), which were repaired using an
omental patch. A Penrose drain was placed in the left lower
quadrant.

The gastric band was removed and the abdominal cavity
was lavaged with about 6 L of normal saline.

The patient underwent a Gastrografin study on postop-
erative day 7, which did not show any leakage. She was then
started on a fluid diet and was discharged 3 days later on
postoperative day 10.

3. Discussion

Although LAGB has many benefits, several complications
have also been reported.Themost common complications are
pouch enlargement, band slippage, band erosion, port-site
infection, and port breakage [2, 3, 8–13]. Some more serious
and potentially life-threatening complications have also been
reported. There have been a few reports of complications
caused by the connecting tube, including perforations of the
small bowel and colon [4–7, 14–16].

It is important to note that even though our patient had
partial bowel obstruction with small bowel perforations, she
did not look particularly unwell and did not have leuko-
cytosis. The main features of her presentation that guided
us towards performing an exploratory laparotomy were
dehydration, tachycardia, and mild abdominal tenderness,
together with her abdominal X-ray findings.

4. Conclusion

In patients who have undergone LAGB, the possibility of
obstruction caused by the connecting tube should be con-
sidered. It is important to remember that physical findings
may not be reliable in obese patients, which may increase the
difficulty of accurate diagnosis and appropriate management.

Considering that there are not many reports of complica-
tions associated with bariatric surgery procedures, we hope
that this report will encourage our colleagues to share their
experiences of complications, in order to reduce long-term
mortality rates.
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