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Video case report
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The two most common restrictive surgical procedures for
reating morbid obesity are laparoscopic adjustable gastric
anding (LAGB) and vertical banded gastroplasty (VBG),
ither open or laparoscopic. Restrictive procedures are easy
o perform and have very low surgical morbidity and almost
o surgical mortality. However, they often fail to achieve
ufficient weight loss in the long term [1].

The laparoscopic Roux-en-Y gastric bypass (LRYGBP)
as in addition to the restrictive component several other
echanisms to induce weight loss: a malabsorptive compo-

ent, dumping syndrome, and reduction of appetite. Mean
eight loss after gastric bypass (GBP) exceeds that of
AGB and VBG in most comparative series [2–4].

When weight loss after a restrictive procedure is insuffi-
ient, conversion to a GBP seems appropriate. It has been
ecognized that revision surgery may be extremely challenging
nd that it is associated with higher morbidity than primary
rocedures [5]. The aim of this report is to show our surgical
echnique and the results of 3 patients who were converted
rom LAGB and laparoscopic VBG to an LRYGBP.

atients and Methods

Three patients who had undergone a laparoscopic restric-
ive procedure for morbid obesity (two laparoscopic VBG
nd one LAGB) in the past and regained weight over time
ere converted to LRYGBP. Details of the surgical proce-
ures are presented in a video (available at www.SOARD.
rg), and indications, results, and complications of revision
urgery are discussed.

*Reprint requests: Miguel F. Herrera, M.D., Vasco de Quiroga 15,
lalpan 14000, Mexico City, Mexico.
cEmail: herreram@quetzal.innsz.mx

550-7289/06/$ – see front matter © 2006 American Society for Bariatric Surger
oi:10.1016/j.soard.2006.03.020
ase Presentation

The first patient was a 26-year-old woman who under-
ent laparoscopic VBG in 1997 for morbid obesity (BMI
1 kg/m2). Her maximum weight loss was 29 kg a year and
half after surgery. In 2001 she developed progressive
eight regain and symptomatic gastroesophageal reflux. A

ontrasted upper gastrointestinal radiograph showed en-
argement of the gastric reservoir and a communication
etween the pouch and the excluded stomach in the upper
art. Conversion to a standard LRYGBP was performed.

The second patient was a 35-year-old woman who un-
erwent laparoscopic VBG in 1999 for morbid obesity
BMI 45 kg/m2). Her maximum weight loss was 45 kg two
ears after surgery. Revision surgery was decided upon due
o progressive weight regain despite normal anatomy of the
peration in the contrasted radiographic examination. Con-
ersion to a ringed LRYGBP was performed.

The third patient was a 36-year-old woman who under-
ent LAGB for morbid obesity (BMI 42 kg/m2) in 2001.
er maximum weight loss was 44 kg in the first 15 months.

n 2003 she presented intolerance to the band, which re-
uired multiple adjustments; the band finally had to be
eflated with consequent weight regain. A contrasted upper
adiograph showed the band in the normal position and an
ndoscopy ruled out gastric erosion. Conversion to a stan-
ard LRYGBP was performed.

escription of the Video

After neumoperitoneum is installed and trocars are
laced in the standard fashion, the first step is to explore the
bdominal cavity. Adhesions between the marlex band and
he surrounding tissue are dissected with the harmonic scal-
el. Using linear staplers, a tubular small gastric pouch is

reated toward the small curvature of the stomach above the

y. All rights reserved.

http://www.SOARD.org
http://www.SOARD.org
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astric band. A 30 F bougie is used to calibrate the size of
he pouch. Once the gastric reservoir is constructed, the
igament of Treitz is identified and the jejunum is transected
pproximately 50 cm distal to the ligament by use of a
5-mm stapler with vascular load. The mesenterium is di-
ided by using the harmonic scalpel, and a jejunojejunos-
omy is performed 100 cm from the transection line. Ente-
otomies to insert the stapler are performed in both sides and

45-mm lineal stapler is fired. The common opening is
losed by running a 3-0 absorbable suture. The mesenteric
efect is then closed using interrupted nonabsorbable su-
ure. The greater omentum is divided, and the jejunal loop is
rought up antecolic and antegastric. A 1-cm diameter gas-
rojejunostomy is performed using two layers of sutures. A
ougie 1 cm in diameter is used for calibration.

Conversion from laparoscopic VBG to a ringed LRYGBP
s performed using a similar technique. Gastric transection to
onstruct the reservoir is performed below the marlex band.
he procedure is completed as described above.

In the third procedure, the first step is to identify the
djustable gastric band. The surrounding tissue is dissected
ntil the band is completely freed from adhesions. The band
s transected using standard scissors and removed trough
ne of the port-side holes. The gastric pouch is constructed
ith a lineal stapler 2 cm below the scar tissue. The proce-
ure is finished as previously described.

esults

All three procedures were completed successfully with-
ut intraoperative complications or blood transfusions. Pa-
ients have been followed-up in our bariatric surgery out-
atient clinic for an average of 17 months (range 15–19)
fter LRYGBP; mean weight loss has been 19 kg (range
6–25) and BMI 30.5 kg/m2 (range 28–32.5 kg/m2).

The first patient lost 16 kg 19 months after revision
urgery and currently has a BMI of 28 kg/m2. The second
atient lost 17 kg 19 months after revision surgery, with an
ctual BMI of 31 kg/m2. Weight loss of 25 kg was docu-
ented 15 months after surgery in the third patient, which

ives a BMI of 32.5 kg/m2.

iscussion

Purely restrictive operations (laparoscopic VBG or LAGB)
ave been the procedures of choice for weight reduction in
any centers. Among their multiple advantages are their tech-

ical simplicity and low incidence of complications [3]. How-
ver, common adverse effects of restrictive procedures are
rosions, stenosis, and gasotroesophageal reflux or regurgita-
ion. Complications have been documented in 15% to 58% of
ases [4]. Long-term follow-up after LAGB and VBG has
hown suboptimal weight loss [1,6,7]. Complications and/or
nsufficient weight loss are the most frequent indications for
evisional surgery in patients undergoing restrictive operations.

n a study by Ortega et al. [8], the most common cause of 0
onversion in 23 patients (82%) was insufficient weight loss.
agner et al. [9] also reported inadequate weight loss as the

ndication for revision surgery in 24 of 27 patients. It has been
ecognized that up to 56% of patients require revision surgery
or failed VBG [10,11], and between 20% and 30% after an
AGB [7,10].

Staple line disruption of the gastric partition with inter-
ommunication between the gastric pouch and the excluded
tomach has been responsible for insufficient weight loss in
p to 50% of patients after VBG [12]. Stomal stenosis has
een reported in 5% of patients undergoing VBG, and the
ncidence of band erosion is from 1% to 7% at three years
6]. Symptoms of GERD have been reported in 40% of
atients after VBG. Conversion to a GBP resolves heartburn
ymptoms in 96% of patients [13].

Laparoscopic reoperations are challenging and require
ome experience. Severe adhesions can be encountered,
specially after an open surgery. In our experience with our
hree patients, dissection could be completed with no com-
lications, and adhesions were easily dissected.

Complications after revisional surgery are well recognized.
he most common complications include anastomotic leak,
astrointestinal perforation, wound infection, small bowel ob-
truction, marginal ulcers, stomal stenosis, pulmonary embo-
us, and atelectasis [9]. A laparoscopic approach may diminish
he frequency of some complications. Calmes et al. [10] re-
orted an overall morbidity of 20%, and major morbidity of
% in their series of 49 patients. Mognol et al. [14] reported a
tudy of 70 patients who underwent laparoscopic revisional
urgery with conversion to LRYGBP; early morbidity was
4.3%, and late major complications occurred in 6 patients
8.6%). Late complications included three stenoses at the gas-
rojejunostomy, and three patients developed marginal ulcers.
n a study of 27 patients who underwent reoperative bariatric
urgery by Gagner et al. [9], complications occurred in six
atients (22%).

Sustained weight loss after conversion to an RYGB has
een well documented. Weight loss in our three patients cor-
elates well with what is reported in the literature. Westling et
l. [15] reported a decrease in BMI from 35 kg/m2 to 28 kg/m2

fter conversion of previously unsuccessful gastric restrictive
rocedures to GBP. Calmes et al. [10] reported satisfactory
eight loss and weight maintenance, with BMI �35kg/m2 in
ore than 70% of their patients.
Conversion from a laparoscopic restrictive procedure to

n LRYGBP can be safely performed and lead to appropri-
te weight loss.

ppendix

upplementary data

Supplementary data associated with this article can be
ound, in the online version, at doi:10.1016/j.soard.2006.

3.020.

http://dx.doi.org/10.1016/j.soard.2006.03.020
http://dx.doi.org/10.1016/j.soard.2006.03.020
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