Otbesiry Surgery, 15, 853.857

Laparoscopic Adjustable Gastric Banding Results
after 2 Years with Two Different Band Types
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Background: Laparoscopic gastric banding is the
most common operation in Europe for morbid obe-
sity. Many devices from different companies are now
available. The aim of this study was to compare the
resulls over a 2-year period of 2 types of band: the
Lap-Band® and the Minimizer® band.

Methods: In a non-randomized study, 2 consecutive
groups were prospectively analyzed. Group A conslsted
of 120 patients who received the Lap-Band®, and group
B consisted of 68 patients who recelved the Minimizer
band which contains eyelets. All the bands were placed
above the lesser sac by the perigastric approach,

Results: 4 early complications were observed in
group A (1 phlebitis, 1 pneumopathy and 2 early dis-
placements of the band); and 1 in group B (1 retention
of urine). After a follow-up of 2 years, the displace-
ment rate of the band was 10.8% in group A and 0% in
group B. One gasltric eroslon was observed in group
B, but not in group A. After 2 years, the average loss
of excess weight was 50% in both groups.

Conclusion: With the Minimizer band, we did not
observe any slipping, and the efficacy with respect to
weight loss was equivalent to the Lap-Band®.

Key words: Morbid obesity, laparoscopy, gastric banding,
short-term results

Introduction

In recent years, the adjustable gastric band has
become the most common baratric operation in
France. This has led to the marketing of different
types of bands. All these bands arc based on the prin-
ciple of a gastric restriction that can be adjusted hy
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inflation/deflation of the band with saline via an
access port and wbing. However, there are differences
between the brands with respect 1o material, inflation
pressure of the inner tube, the way in which the band
is fixed to the gastric wall, the implantable chamber,
and the system by which it is connected to the band.

Since 1998, we used wwo different types of band: the
Lap-Band™ (Inamed Health, Santa Barbara, CA, USA)
and the Minimizer® (HospiMedical GmbH, Meerbusch,
Crenmany ). We evaluated the 2-year results obtained with
these two bands.

Methods

Between May 1998 and May 2004. 240 patients
underwent surgery for morbid obesity in our clinic.
Laparoscopic gastric banding was intended for
paticats with a BMI =40 kg/m?’, or those with a BMI
between 35 and 40 kg/m® with obesity-related mor-
bidities. The decision for intervention was confirmed
following nutritional and psychological assessment.
after a cooling-ofl period of at least 3 months.
Postoperatively, the patents were reviewed in a sys-
tematic surgical check-up at 1. 3, 6 and 12 months
and again after a furnther year. Also, patients were
instructed to consult us at any time in the event of a
complication or if the procedure was ineffective. In
parallel, a nutritional and psychological follow-up
was carricd oul, but with a different timetable. All
individual data were prospectively collected and
entered imto a database (Microsoft  Access,
Microsoft, Seattle, WA, USA). All patients who had
not been seen within & months previously were con-
tacted by telephone in order to update the database
<0 that this research project could be conducted.
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The paticnts were divided into two groups for this
nom-rindomized cansceutive study, Patients oper-
dted during the first period from June 1999 o June
2001 (group A) received the Lap-Band®. while
those operated durning the second period from
February 2002 1o April 2004 {group B) received the
Minimizer® band. In order to overcome a leaming
curve, which is waeoviated with inereased morbid-
ilv,! the fimst 20 patients in cach eroup were not
included in the study groups. However, we have a
personal experience of 437 [undoplications for
reflux. 40 cases ol para-esophageal hernias. and 27
myotomies for achalasia — all performed laparo-
scopically. Group A consisted of 120 patients and
Group B of 68, Only the first 700 days of follow-up
in each sroup were taken into account, in order to
compare equivalent periods. Finallv, this study does
nid take into account the 12 patients in whom place-
ment of the band was deemed impossible during
surgery. because of difficulty in exposure or because
of the occurrence of a gastric perforation. The char-
acteristics of both groups are presented in Table 1.
The co-morbidities associated with obesity and the
preoperative ASA scores are reported in Table 2.

The operation was camed owt laparoscopically with
4 woears: sub-xyphoid (3 mm), left hypochondrium
(15 mm), epagastrac (10 mm) and nght hypochondnum
{10 mutt). The band was placed after intTation 1o 153 ml
and pulling back of an intragastric balloon in order to
calibrate the proximal gastric pouch. All bands in both
groups were introduced via the pengastnc approach
and were in contact with the gastric wall according to
the technigue described by Belachew.,” above the lesser

Table 1. Operated patients

Group A GroupB P
Mo. of patients 120 68 NE
Females/males 110410 52116 NS
Average age (years) 41.8 40.0 NS
Average excess weight 60 kg 62kg NS
Minimum excess weight 33 kg 32kg NS
Maximum excess welght 128 kg 122kg NS

BMI =35 and <40
BMI 40 and <45
BMI >45 and <50

25 (20.8 %) 9 (132 %) NS
47 (39 %) 28 (41%) NS
25 (15 %) 16 (23.5 %) NS

Bl =50 and <55 1B8(15%) 171 (16%) NS
BMI »55 and <60 1(1%) 8(4%) NS
BMI =60 4 (3.3 %) 1(1.4%) NS
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Table 2. Co-morbidities and ASA score (percent-
ages are in brackets)

Group A Group B
Preop At2yrs Preocp A1 2yrs

Arterial

hypertension 29 (24) 26 (21) 28 (42) 24 (35)
Diabetes 12010y 8(7) 17(26} 13(18)
Ostenarticular

pathology 3 (28) 21 (17) 18 (26) 12 (18)
Sleep apnea 4{3) 41(3) 4{6) 3{4)
ASA 1 39 (32) 16 (23)
ASAZ 73 (61) 48 (70)
ASA 3 B8(N 4 (6)

sac. after creauion of the retrogastric tunnel. The way in
which the bands were fixed constituted the main dif-
ference between the two types of band: the Lap-Band”®
was covered by imbricating serosi-to-serosa with non-
dbsorbable suture, on the anterior gastric wall: the
Mimmizer” was fastencd o the gastric wall, using eye-
lets designed for that purpose. by means of 6 pon-
absorbable sutures. The reservoir was placed just
below the xyphoid. As svon as weight loss no longer
progressed or when the sensation of fullness showed a
tendency to decrease. the band was inflated with saline
uneder rdiological contral,

Compurison of gualitative criteria was by Chi-squared
analysis and of guantitative enteria by Student’s test.
F=0.05 was considered sienificant,

Results

Perioperative Hesults

The average duration of pneumoperitoneum was 63
minutes (range 20-240) in group A and 31 min
(range 30-125) in group B (NS} One conversion was
required in zroup A due to difficultics in exposure.
Postoperative complications were observed 4 times
in group A (1 phlebitis. | pneumopathy and 2 early
displacements of the band). In group B, one postop-
erative complication was observed (one urinmary
retention ina female with a history of surgery for uri-
nary incontinence). No deaths occurred in this study.
The two putients with ¢arly displacement of the band
underwent repeat surzery during the first postopera-
tive week so that the band could be reumed o a cor-



recl position: the subsequent courses wWere uncom-
plicated in each case. The length of hospitalization
was 3.4 davs (range 2-10 days) in group A and 2.7
irange 2-7 days) in group B.

Adjustment of the Band

The band was adjusted 2.3 times (range 0-3) in
group A and 1.8 times (range 0-2) in group B (NS).

Secondary Interventions

A repeal intervention under local or general anes-
thetic was performed in 27 patients in group A
(22.5%) and 7 in group B (10.3%) (Table 3). There
were |3 secondary slippages of the band in group A
and none in group B. An attempt to replace the band
was always made in the case of repeat intervention
for displacement; thus, 6 bands were able 1o he
repositioned in group A, while 7 had 10 be removed
because of technical difficulties encountered (Table
4}. On the other hand. one erosion of the gastric wall
was observed in Group B. which required removal
ol the Minimizer™ band in the 4th postoperative
month. The band was removed at the request of 3
patients in group A, because they no longer felt the
need for gastric restriction, and 2 of them were sat-
isfied with the results already obtained, All patients
who had band removal regained weight.

Table 3. Indications for reoperation

Group A

Group B P
Displacement 13 (10.8%) 0 <0.05
Port disconnection B (6.79%) 61(8.8%) NS
Removal demanded
by patient 3 (2.5%) 0 NS
Part Infection 3 (2.5%) o NS
Erosion of the
gastric wall 0 1 (1.5%) NS
Table 4. Type of recperations
Group A Group B
Removal of band 11 (9.2%) 1 (1.5%)
Repositioning of band 6 {5.0%) 0
Reconnection of port B {6.79%) 6
Remaval of port 2 (1.79%) o}

Stalv with Adjuscable Band with Evelers

Results on Weight

Weight loss is illustrated in Figure 1. On average,
the weight loss over 2 vears in cach group was
cuivalent to 30% of the initial excess weight,

Discussion

The methodology of this prospective non-random-
ized study permits some conclusions to be drawn.
However. it must be noted that we inserted the Lap-
Band® by the perigastric approach, whereas slip-
page has been uncommon with the subsequent pars
flaccida approach.*

The increase in morbid obesity in Western socicty
has become a significant public health problem®
Among the possible surgical treatments.  gastric
banding using an adjustable band has in recent vears
become the most frequently performed operation.
While 1t is perhaps slightly less effective than a gas-
tric bypass.” the associated morbidity and monality
are less. Moreover. the intervention is easily
reversible and does not preclude gastric and duode-
nal endoscopy. It was to be expected that the success
of this operation would stimulate manufacturers to
attempt o manufacture ever-more effective hands.

Une of the specific complications of this interven-
tion is the backwards displacement of the bamd down-
wards, under the effect of the pressure in the proximal
wastric pouch. This complication has had a frequency
of 2-8%.%"'"" The consequences can be serious.
involving complete aphagia. sometimes complicated
by dehydration and sometimes by proximal gastric
NECrosis requiring emergency gastrectomy.!' A repeat
operation 15 required. most frequently as an emer-
gency, in order 1o replace the band or. it that proves
impossible. 1o remove it.'>"* The frequency of this
complication has now been redueced by two technical
strategies: firstly, by placing the band within the
phrenosastric ligament above the posterior cavity of
the lesser sac,® and secondly, by positioning the band
s it is in contact with the crura of the diaphragm by
the pars flaccida approach.’ Nevertheless, slippage is
still reported in recent studies, with a rate of <1% in
the best series.” The Lap-Band™ is fixed by wnneliz-
ing it on the antenior gastnc wall.

One of the Minimizer's specific features is its
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Figure 1. Percentages of excess weight loss calculated in both groups. Bars on one side of each tima-point (Minimizer®

ar Lap-Band®) indicate the standard deviation.

direct attachment to the gastric wall by means of
evelets, which enable suturing the band to the gas-
tric wall. In our experience, this system has been
effective. because we have never observed
Minimizer band displacement. One could fear that
this method of antachment could lead o damage of
the gastric wall and increase the frequency of fistu-
las or gastric erosions. The only erosion that we
abserved so far occurred near the angle of His, some
distance from the attaching sutures, and appeared
therefore to be independent of the attachment sys-
tem. Another potential advantage of this type of
material is the ease of ablation: it is simpler to cut
the anchoring sutures instead of dismantling the
covering gastric tissue.

Apart from complications related to band dis-
placement, repeat interventions were required in 21|
paticnts (14 from group A and 7 from group B).
Muost of these were not serinus and were able 1o be
performed under local anesthesia. This underlines
the necessity for regular follow-up of any patient
who has a gastric band, about which the patient
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must be clearly informed before surgery. In the
event of refusal by the patient or the impossibility of
this follow-up with a particular paticnt. another
type of bariatric operation should be proposed, such
as a vertical banded gastroplasty or a gastric bypass.

The efticacy with respect to weight loss at 2 vears
was the same for both types of band. At 2 vears, the
loss of excess weight averaged 50%, which agrees
with other studies with the adjustable band.*'*"’
Although this weight loss may appear 1o be modest,
it is sufficient to improve significantly the co-mor-
bidities associated with obesity!®'*
quality of life.'”” Furthermore, no medical therapy
can reach such a sustained result.

In conclusion, in our experience, gastric banding
using the Minimizer® adjustable band has not been
associated with band displacement, and has been
effective with respect to weight loss over the 2-year

as well as the

period. We are continuing our prospective study to
validate these early results over the long term.
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