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INTRODUCTION 

Approximately 75% of small bowel obstructions (SBO) 

result from intra-abdominal adhesions, typically 

following previous surgical interventions.1 Within 

bariatric surgery, SBO is among the most common 

surgical emergencies.2 Laparoscopic adjustable gastric 

banding (LAGB) has been recognized by the 

international federation for the surgery of obesity and 

metabolic disorders (IFSO) as a bariatric and metabolic 

procedure for long-term weight management in morbidly 

obese patients.2 

However, its usage has declined significantly, now 

comprising less than 5% of all bariatric surgeries.3 

Intestinal obstruction due to the LAGB connecting tube is 

an exceedingly rare complication, with only 11 cases 

documented in the literature by 2014.4 This report 

describes a case of SBO caused by intestinal 

incarceration, attributed to the LAGB connecting tube. 

CASE REPORT 

A 70-year-old female presented to the Emergency 

Department with abdominal pain, nausea, and vomiting. 

The medical history included LAGB placement 17 years 

earlier, which had been fully deflated. The patient had a 

calcified uterus, with no other significant medical or 

surgical history. On examination, the patient exhibited 

general abdominal tenderness and a distended abdomen. 

Her vital signs included a temperature of 36.8ºC, pulse of 

92 bpm, respiratory rate of 16 bpm, blood pressure of 

158/83 mmHg, and oxygen saturation of 98% on room 

air. The patient’s BMI was 31.06 kg/m². 

It was not possible to insert a nasogastric tube. 

Laboratory results showed no leucocytosis, and the 

metabolic panel, liver function tests, ions, and lactic acid 

levels were within normal ranges. The C-reactive protein 

(CRP) level was slightly elevated at 4.7 mg/dl. 

Abdominal radiography revealed air-fluid levels and a 
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distended small bowel, while a CT scan confirmed the 

presence of SBO due to an internal hernia caused by the 

LAGB connecting tube (Figure 1). 

The patient underwent an exploratory laparoscopy, which 

confirmed the diagnosis. The gastric band was intact, but 

the port was abnormally positioned in the midline of the 

abdominal wall, leaving an excessive length of 

connecting tube free within the abdominal cavity. This 

led to a loop formation around the mesentery, causing 

bowel obstruction. The gastric band was removed, and a 

small laparotomy was performed to ensure bowel 

viability and complete adhesiolysis (Figure 2). The 

procedure was without intraoperative complications, and 

the patient’s postoperative recovery was uneventful. She 

was discharged on the second postoperative day on a soft 

diet. 

 

Figure 1 (A-C): Computed tomography scan. 

 

Figure 2 (A-C): Intraoperative findings. 

DISCUSSION 

Although the short-term complication rates associated 

with LAGB are low, long-term complications can be 

significant, with rates as high as 30-70%.5 SBO, a 

common complication in bariatric surgery, may present 

atypically in patients with LAGB leading to diagnostic 

challenges. Conservative management is often 

appropriate for adhesive SBO, but surgical intervention is 

necessary when the obstruction is due to an internal 

hernia, as in this case.1 When SBO is suspected, it is 

reasonable to consider LAGB-related complications first 

by taking out fluid from the LAGB. Urgent deflation of 

the band and nasogastric intubation may prevent gastric 

and bowel dilatation and consequent ischaemia. As 

depicted here nasogastric tube insertion can be difficult, 

even with a deflated band, and this can lead to bowel 

strangulation.4 Some suggest the gastric band, if working, 

could be left in situ.5 In our centre, if there is any 

complication with the LAGB, we have low threshold to 

remove it. In this case the band did not add any benefit to 

the patient’s condition, and we opted to remove it. The 

fact the port was abnormally placed in the midline of the 

abdominal wall and the excessive LAGB connecting tube 

length were probably the reason for the loop formation 

that caused bowel obstruction. 

CONCLUSION 

With the declining use of LAGB worldwide, such rare 

complications are likely to become even less frequent. 

However, this case underscores the importance of 

considering LAGB-related complications in patients 

presenting with acute abdomen, even years after the 

initial procedure. 
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