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Introduction  (1)  



Introduction  (2)  

15% (5 -40%) patients fail to achieve or maintain 50% EWL 
or BMI < 35  

 

Possible causes of insufficient weight loss or weight regain 
after RYGBP  

Pouch dilatation  

Gastro - jejunostomy  dilatation  

Gastro -gastric fistula  

Inadequate length of the alimentary limb  

etcéé 

 



Introduction  (3)  

Surgical options for failed RYGBP:  
 

Malabsorption:  

Conversion to distal  RYGBP  

Conversion to biliopancreatic diversion (BPD)/ duodenal switch (DS)  

 

Restriction:  

Revision of the pouch/stoma  

Band placement around the pouch  

 

 



Introduction  (3)  

Function band:  
External reinforcement to help prevent recurrent dilatation of the 
gastric pouch  

Better long - term control of the rate of emptying of the pouch and 
caloric intake  

 

Advantage over other revisional  approaches:  
Safer, technically more simple  

Less risk of leaks, stenosis (since no transection or new 
anastomosis)  

Less malabsorption complications (no change in absorption)  

 



Literature  revision  RnYGB  

Gobble  et al., óGastric  banding  as a salvage  procedure for  
patients  with  weightloss  failure after  Roux -en-Y gastric  
bypassô, Surg  Endosc  (2008)  

Adjustable  gastric  band  

11 patients  

 

Dapri  et al., óLaparoscopic  Placement of Non -Adjustable  
Silicone Ring for  Weight  Regain  after  Roux en Y Gastric  
Bypassô, Obes  Surg  (2009)  

6 patients  with  hyperphagia  

Loosely  fitted  silicone ring  

 

Vijgen et al., óSalvage  banding  for  failed  Roux en Y gastric  
bypassô, SOARD (2012) 

Review of seven  studies with  total  of 94 patients . 



Literature  

Awad  et Al., óTen Years  Experience  of Banded  Gastric  Bypass: 
Does it  Make a Difference ?ô, Obes  Surg  (2012)  

82% EWL after  10 years  with  banded  bypass vs 63% non -banded  

 

Fobi  et al., óBand Erosion : incidence , etiology , management 
after  Banded  Vertical  Gastric  Bypassô,  Obes  Surg  (2001)  

Band erosions  in 1,63%  

 

Capella, Fobi , Stubbs  
Size  matters  !   

Ideal  ring size  : 6 -  6,5 cm circumference  !  



Surgical  technique  

Study  by  Abdelgabar  et al, presented  
at IFSO Brussels, 2014  

Complications    (N)  

Disconnection / 
breakage  

5 
(GaBP)  

38%  
(5/13)  

Erosion  4 
(BypassBand )  

10,1%  
(4/39)  

Slippage  2 
(BypassBand )  

5,1%  
(3/39)  

Ç GaBP Ring® ( Bariatec  corporation; N=12)  
Ç BypassBand ® ( Surgtech  AG; N=39)  



Surgical  technique  

Minimizer Ring® (Bariatric solutions; N=74)  

 



Surgical  technique  (3)  

Abdominal insufflation pressure: 15mmHg  

5 trocars: 10mm 20 cm below xyphoid  process, 5mm left anterior 
axillary line, 2mm left mid -clavicular  line, 5mm right mid -clavicular  
line, 5mm below xyphoid  process  

Adhesiolysis  

Separating vertical part gastric pouch from gastric remnant -  greater 
omentum - left crus  

Tunnel med - lat  through ólesser sacô / dorsal to pouch -   1-2 cm 
cranial to GJ level  

Introduction band through 12mm trocar ï> through tunnel  

Fixation to gastric pouch with non - resorbable  suture ( Ethibond )  










