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Ávila, González, Romero, and Reyes; Mr. Méndez; Ms Sánchez).

ABSTRACT

Introduction: Intragastric band migration (IGBM) is a rare but serious late complication of laparoscopic adjustable gastric
banding (LAGB). It is the result of a complete transmural migration with a simultaneous effective resolution of the gastric
wall perforation. In some rare cases, the band can migrate distally into the jejunum, ileum, colon, and rectum, causing
mechanical obstruction or intestinal perforation.

Case Description: We present a case of a 58-year-old woman with an unusual and infrequent complication of gastric
band erosion through the stomach, and its subsequent migration to the colon and spontaneous excretion per rectum 7
years after its placement.

Discussion: IGBM can be completely asymptomatic. If the patient presents with prolonged epigastric pain or regains
weight, diagnostic studies should be performed to prevent more severe associated complications. This situation went
unnoticed by the patient who reported only general symptoms, and did not reach the stage of severe complication, such
as mechanical obstruction and intestinal perforation. In the literature, reports of distal migration to the intestine are even
rarer, and migration to the sigmoid colon and rectum, as in our patient, is extremely rare.
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INTRODUCTION

Obesity is a public health problem worldwide. Morbid
obesity (MO), on the other hand, is a more serious med-
ical condition that affects a patient’s overall survival and
health.1 In addition, it is related to multiple comorbidities
such as type 2 diabetes; hypertension; cancer; and respi-

ratory, circulatory and osteoarticular system diseases.2 In
patients with a body mass index (BMI) of 30–35, life
expectancy is reduced by 2 to 4 years, while severe obe-
sity (BMI � 40) reduces life expectancy by 10 years.3,4

Current options for the management of obese patients
include lifestyle changes, pharmacological therapies, be-
havioral changes, and bariatric surgery. Surgery is the only
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option that can provide dramatic and lasting weight loss in
these patients.5 The most commonly used bariatric proce-
dures are sleeve gastrectomy, gastric bypass, and adjust-
able gastric banding. Laparoscopic adjustable gastric
banding (LAGB) is one of the most popular bariatric
procedures in the world, because it encompasses a restric-
tive surgery that offers the advantage of being less inva-
sive, reversible, generally effective, and safe, with low
morbidity and mortality rates. In this case report, we
present an unusual complication of gastric band erosion
through the stomach and its subsequent migration to the
colon and spontaneous excretion 7 years after its place-
ment. In addition, this case demonstrates the complica-
tions that may appear years after the original procedure

and shows that computed tomography (CT) remains an
extremely important tool in the diagnosis and evaluation
of future complications.

CASE REPORT

A 58-year-old female patient with a history of MO (weight,
136 kg; BMI, 46 kg/m2) underwent LAGB surgery in 2006,
obtaining a 50-kg (37%) decrease in body weight. Initially,
the patient did not develop any complications related to
the gastric band, nor with the 3 subsequent band read-
justments. Seven years after surgery, the patient presented
to the emergency department with an episode of localized
epigastric pain, vomiting, and an increase in blood pres-

Figure 1. (A) Giant ulcer of the lesser curvature of the stomach (arrows). (B) Normal stomach shape and distensibility, with a mucous
pool composed of semidigested food remnants. (C) Duodenal bulb of medium size, with normal shape and distensibility, without
gastric band visualization or evidence of gastric perforation from the LAGB.
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sure (175 mm Hg/115 mm Hg). She was diagnosed with
dyspepsia, and her blood pressure was controlled. When
her symptoms of epigastric pain persisted, the patient
opted to consult a gastroenterologist and a cardiologist
who diagnosed her with moderate chronic gastritis and
treatment was initiated. Her symptoms of pain persisted
for the next 3 months, for which the patient sought out her
first treating bariatric doctor for a consultation. The doctor
recommended that the gastric band be removed. Accord-
ing to her postoperative note, during the procedure, the
subcutaneous adjustment port was surgically removed
without localization of the band and tube because of
multiple bowel and omentum adhesions, which ham-
pered the search for the band by the first inexperienced
group. A diagnostic endoscopy was performed that
failed to locate the band. The patient was treated with
broad-spectrum antibiotics, laxatives, and wound-heal-
ing therapy for 2 weeks, continuing with abdominal
pain and vomiting on one occasion. The patient was
referred to our bariatric center where she was ordered
a series of imaging studies to localize the gastric band.
An upper esophagogastroduodenoscopy (EGD) was
performed, which found that the stomach exhibited a
normal shape and distensibility, with an active giant
ulcer (Figure 1A) in the lesser curvature of the stomach
measuring �1.5 � 4 cm in diameter, with a mucous
pool composed of semidigested food remnants (Figure
1B). The passage to the second portion of the duode-
num showed no problems, with characteristic mucosa
and intestinal folds (Figure 1C). Neither the gastric
band nor evidence of gastric perforation by the LAGB
was visualized. The patient continued to experience
abdominal pain, without signs of peritoneal irritation
and melena on 2 occasions. An abdominal X-ray was
performed (Figure 2), in which a tubular image was
observed running from the costal margin to the pelvic
hollow in the portion of the left appendix, suggestive of
the gastric band. Next, a contrast-enhanced CT of the
abdomen and pelvis was requested (Figure 3A, 3B),
where a foreign body was identified corresponding to
the gastric band in an intraluminal position within the
sigmoid colon. In the coronal (Figure 3C) and trans-
verse (Figure 3D) sections, the gastric band was ob-
served within the lumen of the sigmoid colon. The
patient presented a fever for 1 day, which motivated the
bariatric doctor to request a colonoscopy. The patient
was started on a liquid diet and, during the same day,
the patient went to the bathroom, where she spontane-
ously excreted the gastric band per rectum (Figure 4).

DISCUSSION

Intragastric band migration (IGBM) is a slow process, and
its causes are not yet known, but several hypotheses have
been suggested. The main etiological factor suggested is
the pressure on the gastric wall, consisting of external
pressure applied either through chronic overloading of
the band or the inclusion of too much gastric wall during
placement. This pressure generates internal pressure as a
result of ingesting excessively large food boluses very
early after the surgery.6,7 Other suggested factors are re-
jection of the silicone gastric band, with subsequent pe-
ripheral fibrous contraction and chronic inflammation sur-
rounding the tissue adhering to the band.8 The fibrosis is
thought to have an anchoring effect on the band, resulting
in decubitus ulceration by pressure on the gastric wall or
bowel that ultimately leads to perforation.9 In this case
report, an ulcer was observed in the lesser curvature of the
stomach, where it was thought that the band could have
entered the gastric lumen. The wall of the stomach likely
closed spontaneously, as no trace of any perforation was
found. Once inside the gastric lumen, the band was pro-
pelled forward by peristalsis into the duodenum and co-
lon. This situation went unnoticed by the patient, who
reported only general symptoms, without reaching severe
complications, such as mechanical obstruction and intes-
tinal perforation. The band was ultimately excreted via
rectum. Erosion and migration of the gastric band are

Figure 2. Anteroposterior abdominal radiograph showing the
migration of the band in the left iliac fossa.
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considered the most severe complications in the late post-
operative period, with an incidence of 0.6 to 3%.10 Several
studies with large samples of patients describe an inci-
dence of 1%,11,12 although some publications have re-
ported rates of up to 11%.7 In the literature, reports of
distal migration to the intestine are even rarer, and migra-
tion to the sigmoid colon and rectum, as in our patient, is
extremely rare.

CONCLUSION
IGBM is a rare but serious late complication of LAGB. It is
the result of a complete transmural migration of the band
to the gastric cavity, and a simultaneous effective resolution

of the gastric wall perforation with its subsequent mi-
gration into the intestine. In some cases, these bands
can migrate distally into the jejunum, ileum, colon, and
rectum, causing mechanical obstruction or intestinal
perforation. However, we have presented the imaging
studies and diagnosis of an unusual case involving the
erosion of the band toward the gastric lumen and its
subsequent migration to the sigmoid colon without
causing mechanical obstruction or perforation of the
intestinal wall, resulting in the passing of the band
without clinical support. It is important to recognize the
failed attempt to locate the band after the surgery and
delay in diagnosis, which leads us to believe the band

Figure 3. (A) and (B) Axial CT of the abdomen with contrast, revealing the intraluminal position of the band within the sigmoid colon.
(C) Coronal CT section of the abdomen, showing the gastric band within the lumen of the sigmoid colon. (D) CT scan of the abdomen,
revealing the transmural migration of the band to the colon (arrows).
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had completely eroded from the port and migrated from
the gastric cavity to the colon and rectum.

Our literature search located only 2 articles with 3 re-
ported cases.13,14 In the first reported case, the patient
developed an access port infection that needed drainage
and removal of the port, with posterior migration to the
colon causing transient distal small bowel obstruction and
ultimately emerging per rectum. In the second reported
case, the surgeons decided to cut the inflation tube from
the port, which allowed free migration of the band and its
consequential evacuation 24 hours after with the feces. In
the third reported case, the surgeons opted for a conser-
vative approach and removed only the port, which caused
the band to migrate to the rectum. The patient reported
feeling a foreign body and through digital rectal exami-
nation, the band was withdrawn. It is important to em-
phasize that the condition can be completely asymptom-
atic. If a patient presents with localized epigastric pain of
prolonged duration or regains weight, it is necessary to
perform diagnostic studies to prevent more severe asso-
ciated complications. The use of contrast-enhanced CT
should be the diagnostic modality of choice in distal
migration, because it allows the location of the band to be
identified with greater precision and enables the analysis
of possible complications.15
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Figure 4. Gastric band excreted via rectum spontaneously.
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