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Abstract

Introduction:

Gastric band erosion is a recognized long-term complication of laparoscopic adjustable gastric banding, with reported incidence between 0.6% and
3%. Distal migration of the eroded band is rare and may present with nonspecific symptoms or acute obstruction.

Presentation of case:

A 33-year-old man with a history of LAGB performed 17 years prior presented following a road traffic accident. He later developed abdominal pain
with a seatbelt sign and mild tenderness but no peritonitis. Contrast-enhanced computed tomography revealed an intraluminal gastric band within
the small bowel without obstruction. Laparoscopic exploration confirmed migration of the band into the ileum, which was removed through a small
enterotomy. The postoperative recovery was uneventful, and the patient was discharged on postoperative day four.

Discussion:

Complete intraluminal migration of a gastric band may remain asymptomatic for years until incidental discovery or triggered by unrelated events.
Early recognition through imaging and timely laparoscopic removal can prevent severe complications such as small bowel obstruction or
perforation.

Conclusions:
This case highlights that complete intraluminal migration of a gastric band may remain clinically silent for years and may be discovered incidentally.
Prompt surgical intervention allows safe removal and prevents potentially life-threatening complications such as obstruction or perforation.

1. Introduction

Laparoscopic adjustable gastric banding (LAGB) has been widely used as a surgical treatment for morbid obesity since its introduction in the 1990s
(1). While initially considered safe and reversible, long-term follow-up has revealed significant complications, with up to 50% of patients requiring
reoperation, and gastric band erosion representing a serious late complication with a reported incidence ranging from 0.6% to 3% (2, 3). Band
erosion occurs when the gastric band gradually migrates through the gastric wall into the stomach lumen, a process that can take several years to
develop and may remain asymptomatic for extended periods (4).

Following complete erosion, the band can migrate distally through the gastrointestinal tract into the small bowel, colon, or rectum, presenting with
varied clinical manifestations ranging from asymptomatic findings to life-threatening complications such as bowel obstruction and perforation (5).
We present a case of delayed gastric band erosion and distal migration to the small bowel occurring 17 years after the gastric band insertion
procedure, incidentally, discovered following a road traffic accident. We report this case in line with the updated consensus-based surgical case
report (SCARE) guidelines (6).

2. Case presentation

A 33-year-old male with a history of laparoscopic gastric banding done seventeen years prior presented to the Emergency Department at Hamad
General Hospital, a tertiary care center, following a road traffic accident on October 2025. He was the driver of the vehicle and was wearing a
seatbelt at the time of the collision. The patient reported experiencing a sudden episode of dizziness with a near-syncope sensation immediately
before the accident, which resulted in the crash. Importantly, there was no documented abdominal pain, loss of consciousness, vomiting, or
evidence of nasal bleeding. Past medical, social, environmental, family and employment history were unremarkable. He did not smoke, never
consumed alcohol and was not on long-term medications.

The patient was initially evaluated in the Emergency Department on the same day of the accident; he was discharged home with medication for
symptomatic management. However, later the same day, the patient returned to the Emergency Department with new onset abdominal pain. He
denied associated symptoms such as nausea, vomiting, fever, or changes in bowel habits, including difficulty passing stool or flatus. His past
surgical history was significant for gastric banding performed in Syria with no subsequent follow-up care. At presentation, his body mass index was
35.98 kg/m2. There was no other significant medical history, and he reported no known allergies.

On examination, the patient was alert and oriented, with stable vital signs: temperature ranged between 36.8°C, heart rate was 66 beats per minute,
respiratory rate 18 breaths per minute, blood pressure 108/71 mmHg, and oxygen saturation was 98% on room air. Physical examination revealed a
seatbelt sign (Fig. 1). There was superficial tenderness over the lower abdomen, but no deep abdominal tenderness, guarding, or rigidity. Laboratory
investigations revealed a hemoglobin level of 13.3 gm/dL, white blood cell count of 10.9 x103/uL, platelet count of 359 x103/uL, whereas electrolytes,
liver and renal function panels were within normal.
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Table 1
Timeline of the Patient’s Clinical Course

Time Clinical encounter Event

2008 Surgical history Laparoscopic gastric banding

30 October Day of road traffic Sudden episode of dizziness with a near-syncope sensation immediately before the accident, which
2025 accident resulted in Motor vehicle accident.

30 October First Emergency Visit No documented abdominal pain, loss of consciousness, vomiting, or evidence of nasal bleeding.
2025

30 October 2nd Emergency visit

2025 Developed new-onset abdominal pain after the initial discharge, denies any other symptoms.

A contrast-enhanced computed tomography scan of the abdomen and pelvis identified fat stranding in the lower abdominal wall and, notably,
demonstrated an intraluminal device within the small bowel which is disconnected to the previously placed abdominal catheter (Fig. 2A and B). Mild
dilatation of the proximal bowel was observed (Fig. 2C). There were no free fluid, pneumoperitoneum, solid organ injury, or pelvic fractures. The
differential diagnoses considered included traumatic bowel injury, gastric band erosion with migration, and small bowel obstruction. Given the
imaging findings demonstrating an intraluminal gastric band with bowel dilatation and the possibility of a disconnected tube (Fig. 3A), along with the
patient's persistent abdominal symptoms, the decision was made to proceed with surgical intervention to prevent potential complications such as
bowel perforation or complete obstruction.

The patient was scheduled for laparoscopic exploration the following day. Intraoperatively, diffuse erythema was noted on the small bowel and
abdominal wall, which were attributed to recent trauma. Dense adhesions were present at the former gastric band site, with a well-healed serosal
scar. The gastric band was identified as having completely eroded through the stomach and migrated intraluminally to an ileal bowel loop (Fig. 4A);
the band tube was disconnected at this time. The disconnected tube was removed, and an enterotomy was created distal to the intraluminal band in
healthy bowel to extract the device (Fig. 4B). The enterotomy was closed primarily with a v-lock 4 - 0 suture (Fig. 4C). The gastric band port was also
removed through the old skin incision, with closure of the anterior sheath and subcutaneous tissue in a double layer. Estimated blood loss was
minimal at approximately 10 mL, and dressing was applied. The patient was smoothly extubated in the operating room and sent to the recovery suite
in a stable condition.

The patient's postoperative course was uneventful, with no complications recorded (Clavien-Dindo Grade 0). He remained hemodynamically stable
throughout his four-day hospital stay, tolerated advancement to a full diet without difficulty, and exhibited no postoperative complications. The
surgical wounds stayed clean and dry, and all laboratory parameters remained within normal limits during recovery. The patient was subsequently
discharged in good condition. At follow-up two weeks postoperatively, he was clinically well, reported no issues, and there were no concerns noted
on examination. Written informed consent was obtained from the patient for both the surgical intervention and for publication of this case report.

3. Discussion

The current case is an exceptionally late case of distal gastric band migration, reported 17 years after LAGB. Late complications of LAGB include
gastric band erosion and distal migration, which are known but infrequent (with the erosion rate of 0.6 to 3% and the distal migration rate of less
than 1%) and are rarely reported (1-3). In addition to previously reported series, a further review identified 23 more published cases of distal
migration with complete case details (Table 2).
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Table 2
Summary of 23 previously reported cases of distal gastric band migration with complete demographic and clinical details

AUTOR

()
Abeysekera
2017

7)
Shah
2011

(®)
Egbeare
2008
9)
Reche

2017

(10)
Lemaire

2017

(1)
Bueter
2006
(12)
Parmar
2016
(13)
Sleiman A.
2020
(14)

Aili A.
2023
(15)
Offodile
2010
(16)
Bassam

2012

AGE

43

45

49

36

42

65

43

69

BMI
PRE/POST

45/31

NA

NA

NA

NA/38

43/27

45.8/44.3

NA/31

NA

60/51.7

41.2/NA

TIME
SINCE
INSERTION

16y

15y

3m

11y

10y

13 m

6y

10y

10y

8y

PRESENTATION

Colicky
abdominal pain,
nausea,
vomiting,
abdominal
distension,
obstipation

Epigastric
abdominal pain,
nausea, emesis

Upper
abdominal pain,
bilious vomiting

Abdominal pain,
fever, jaundice

Acute
abdominal pain
located in the
left flank,
nausea,
vomiting, ileus

Recurrent
vomiting,
epigastric pain

Abdominal pain,
vomiting

Epigastric pain,
no nausea, no
vomiting

Right lower
abdominal pain,
nausea,
vomiting

Several
postprandial
epigastric pain,
nausea, non-
bilious emesis

Colicky
abdominal pain,
distension
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DIAGNOSTIC

CT scan,
Chest X-ray

Ultrasound,
MRCP, CT
scan

Abdominal X-
ray, CT scan

CT scan

CT scan

Gastrografin
swallow, X-
ray,
Gastroscopy,
CT scan

CT scan, EGD

CT scan

Abdominal
Xray, CT
scan,
intraoperative
gastroscopy

CT scan

CT, X-ray

TREATMENT

Laparotomy, ileal
resection
150mm, side-to-
side
anastomosis

Laparotomy

Laparotomy

Laparotomy

Endoscopy,
laparoscopy

Laparoscopy,
jejunotomy, band
removal, port
removal

Endoscopic band
removal (per
oral), port
removal

EGD

Laparoscopy

Laparoscopy and
EGD

Port removal,
per-rectal band
removal

LOS

7d

8d

29d

7d

7d

1d

NA

2d

Few
days

TYPE OF
OBSTRUCTION

Mid-ileal - band in
lumen protruding
through intestinal
wall

Gastric erosion and
migration into the
Jejunum with
bowel obstruction

Jejunal obstruction

Intrajejunal
migration of the
gastric band,
peritonitis due to
peroration of the
stomach,
duodenojejunal
flexure and jejunum

Jejunal obstruction
due to the
migration of the
LAGB

Jejunal with walled-
off perforation

Band erosion and
migration into
proximal jejunum -
removed
endoscopically

Migration up to the
proximal jejunum

Erosion of the
gastric wall,
intestinal
obstruction, and
jejunal perforation

Partial duodenal
obstruction

Distal small bowel;
band passed per
rectum




AUTOR

(17)

Oppliger
2015

(18)

Gonzalez-
Urquijo

2022
(19)
Reyes
2018
(20)
Lattuada
2008

(21)
Lantsberg
2008

(22)
Taskin
2001
(23)
Salar

2013

(24)
Creedon

2014

(25)
Sapalidis
2013

(26)
Widmer
2018
(27)
Ferris

2018

(28)

AGE

56

46

41

45

51

53

43

SEX

BMI
PRE/POST

NA/-25

kg

55/40

46/NA

41.3/31.6

41/29

50/29

NA

NA

NA

41/36.3

NA

48.8/44.5

TIME
SINCE
INSERTION

Ty

19y

7y

7y

63 m

4y

Sy

3y

4y

13y

10y

7y

PRESENTATION

Diffuse
abdominal pain,
bilious
vomiting, acute
pancreatitis

Epigastric pain,
nausea,
vomiting,
colicky
abdominal pain

Epigastric pain,
vomiting,
hypertension

Biliary colic,
acute
pancreatitis,
fever, upper
abdominal pain,
vomiting

Nausea,
abdominal
discomfort,
abdominal pain,
vomiting,
weight gain

Nausea, bilious
vomiting,
epigastric pain

Nausea, colicky
upper
abdominal pain,
fever, bilious
vomiting

Colicky right
upper quadrant
pain extending
into back

NA

Abdominal pain,
nausea

Epigastric pain,
nausea,
vomiting

Abdominal pain,
vomiting
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DIAGNOSTIC

CT, UGl
series, EGD,
fluoroscopy

CT scan

EGD,
Abdominal X-
ray, CT scan,
Colonoscopy

X-ray,
Gastrografin
swallow,
Gastroscopy,
CT scan,
MRCP

Abdominal X-
ray, CT scan

EGD, UGI
series

Abdominal X-
ray, CT scan

Abdominal X-
ray,
ultrasound
scan, CT
scan

NA

CT scan

Ultrasound,
MRCP

Ultrasound,
ERCP

TREATMENT

Laparoscopy —
laparotomy, ileal
resection 40 cm
with end-to-end
anastomosis,
band removal

Laparotomy,
jejunal resection
90cm, side-to-
side
anastomosis

Spontaneous
excretion per
rectum

Laparoscopy,
jejunotomy,
cholecystectomy,
band removal,
port removal

Laparoscopy
converted to
laparotomy,
jejunal
extraction, port
removal

Laparotomy

Laparoscopy

Laparoscopy

EGD

Mini laparotomy
(enterotomy +
intestinal
resection)

Laparoscopy

Laparoscopy,
intraoperatory

LOS

NA

7d

NA

10d

5d

5d

NA

10d

NA

NA

NA

8d

TYPE OF
OBSTRUCTION

Distal ileal
obstruction with
multiple
perforations; band
20 cm from
ileocecal valve

Small bowel- band
at 40cm from Treitz
ligament with 4
jejunal perforations

Band migrated to
sigmoid colon

Band in jejunal loop
- tube entered and
exited stomach
through greater
curvature

Upper jejunal with
multiple pressure
ulcerations along
migration pathway

Duodenal
obstruction

Intraluminal band
migration and
proximal jejunal
obstruction with
prominent gastric
dilatation

The presence of
the gastric band
within the proximal
jejunum with some
dilated loops in the
small bowel
proximal to the
band

Fixing of the gastric
band into the
jejunum lumen,
causing
obstruction,
symphysis, and
jejuno-jejunal
fistulae

terminal jejunum
migration of the
gastric band

Intraluminal
migration of the
gastric band,
causing obstruction
in the ampulla of
Vater

Acute cholecystitis,
choledocholithiasis,




AUTOR AGE SEX BMI TIME PRESENTATION DIAGNOSTIC  TREATMENT LOS TYPEOF
PRE/POST  SINCE OBSTRUCTION
INSERTION

Nasser EGDS, erosion of the
laparotomy gastric band tubing
2019 into the stomach
and duodenum with
secondary
distortion of the
major papilla

BMI: body mass index; CT: computed tomography; d: days; EGD: esophagogastroduodenoscopy; F: female; iv: intravenous; LOS: length of stay; m:
month; M: male; MRCP: magnetic resonance cholangiopancreatography; NA: not available; NPO: nil per os; UGI series: upper gastrointestinal series;
y: years.

The long latency in this case, as well as its accidental discovery after the trauma, reflects the unpredictable natural history of this condition and the
need to monitor it over a long period of time. This is consistent with our review of the literature (Table 2), which demonstrated a median time of 7
years from insertion to diagnosis.

The majority of gastric band migrations manifest themselves in the form of nausea or abdominal pain, but this was incidentally detected in the
course of a road traffic accident, a manifestation that is hardly mentioned in literature. The incidental occurrence suggests that distal migration may
remain silent for years. Absence of long-term follow-up is one of the leading contributing factors; Chapman and colleagues found that less than one
in ten patients continue to follow up after a decade. Likewise, we did not have any follow-up of our patient in seventeen years (4). Regular
endoscopic follow-up would have detected erosion in time, and it may have avoided migration. The case supports the argument for lifelong and
structured follow-up, particularly in patients who relocate to other countries and lose continuity of care. The pathophysiology of gastric band erosion
and gastric band migration is compounded. As stated by Shah et al., mechanical pressure of overinflation, gastric wall ischemic chronic process,
infection, and gastric wall trauma during primary placement can result in a progressive erosion process (7).

The band can then be propelled distally through the gastrointestinal tube by the peristaltic forces once the band has been totally eroded. The
abdominal trauma in this case, caused by the road traffic accident, might have caused either the accelerated distal migration or accidental finding of
the migrated band already. Distant migration is commonly characterized by nonspecific manifestations in a clinical picture. According to Egbeare et
al. and Reche et al. the patients usually manifest with abdominal pain, nausea, and vomiting, with the most frequent complication being the
obstruction of the small bowel (8, 9). Conversely, our patient did not show any major signs of peritonitis and only some slight abdominal tenderness,
which highlights the fact that distal migration may not show any symptoms until being accidentally identified. Imaging is also a significant element
of diagnosis; Lemaire et al considered computed tomography (CT) valuable to outline the intraluminal location of the band, bowel expansion, and
port disconnection (10). In our example, CT results validated the presence of an intraluminal band in the small bowel and eliminated the possibility
of traumatic injury, which facilitates a timely surgical intervention. Distal migration has varying complications. Reche et al. noted that in
approximately 70 per cent of cases, a small bowel obstruction was observed, and in 20-25 per cent, there was perforation or peritonitis. There are
rare spontaneous expulsions observed (9).

Our patient was partially obstructed and was treated before perforation, which is also associated with the superior results of early surgical
intervention (11). The therapy is based on the location of migration and the severity of the symptoms. According to Parmar et al. and Sleiman et al.
endoscopy is effective in cases of proximal migration and laparoscopic enterotomy in cases of the small bowel, which is at the end (12, 13). In this
case, laparoscopy worked, the bleeding was minimal, and recovery was fast, indicating its safety and efficiency. Laparoscopy enables them to spend
less time in the hospital and experience fewer problems as compared to open surgery, as reported in Abeysekera et al. and Reche et al. (5, 9).
According to Aili et al., laparoscopy is also effective in early jejunal perforation (14). Recent developments have diversified minimally invasive
procedures, including endoscopic cutters, electrocautery, and hybrid laparoscopic/endoscopic procedures (15).

4. Conclusion

This case illustrates an unusually delayed presentation of distal gastric band migration occurring 17 years after LAGB—among the longest reported
intervals in the literature. Unlike most previously described cases, which occurred in middle-aged women with symptomatic presentations, this
patient remained asymptomatic until the incidental discovery following trauma. Laparoscopic removal provided a safe and effective approach,
consistent with current evidence supporting laparoscopy as the preferred treatment for stable patients with distal band migration; incorporating
periodic endoscopic or imaging surveillance into long-term postoperative care, particularly for patients lost to follow-up, may help prevent severe,
undiagnosed sequelae.

5. Patient’s perspective

I'm very happy with the treatment | received. After the accident, the doctors quickly found the problem with my old gastric band and removed it
safely with laparoscopic surgery. | recovered quickly, and now I'm back to my normal life with no symptoms at all.
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Figure 1

Seatbelt sign indicated by the red arrow
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Figure 2

Whole body CT showing: A) intraluminal device within the small bowel pointed by the red arrow (coronal view); B) intraluminal device within the small
bowel pointed by the blue arrow (axial view); and C) Mild dilatation of the proximal small bowel point
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Figure 3

CT scan of the abdomen and pelvis - coronal plane - 3D Volume Rendering technique showing: A) Disconnected tube pointed by blue arrow
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Figure 4

Laparoscopic views showing: A) Intraluminal gastric band within the small bowel (blue circle); B) Extraction of the gastric band through a distal
enterotomy (red arrow); and C) Enterotomy closure with adequate bowel diameter (yellow arrow)
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