ACS Presentation.

Summary

SC02 Contemporary Bariatric Surgery 2005

Session SC02-1 8:00AM-12:00PM

Topic: Vertical Banded Gastroplasty and The Banded Gastric Bypass

MAL Fobi MD FACS 

Medical Director and Surgeon

CSTO

HAWAIIAN GARDENS CA

The vertical Banded Gastroplasty is the end product of an evolutionary process starting with the horizontal partial gastric transection with a greater curvature conduit by Mason and Printen1 to the horizontal Gastroplasty by Gomez,2 the gastric partitioning by Pace and Carey2, the gastro-gastrostomy by LaFave and Alden4, the Horizontal Gastroplasty with gastropexy by Kroyer, the vertical Gastroplasty by Tretbar5, then Fabito6 and the O’Leary7. The final products were the Marlex Mesh Vertical banded Gastroplasty(VBG) by Mason8 and the Silastic ring banded Vertical Gastroplasty(SRVG) by Henry Laws9.

Randomized studies comparing the Gastroplasty to the gastric bypass were reported by, Fobi10, Sugeman11,  

Howard12 and Hall13. Long term results have been reported by Mason14, Fobi15, and Maclean16. These reports  

document that the  Gastroplasty  effects 50 PEWl in only about 40% patients followed for five years and longer. 

Peri-operative complications with the VBG and SRVG include the usual wound problems, leaks, pulmonary 

complications and bleeding8-11.. Late complications include inadequate weight loss, weight regain. Staple line 

break down, incisional hernias, esophagitis, mega esophagus, aspiration, outlet stenosis, band erosion10-16
The modifications in the Gastroplasty include the K-Plasty where the pouch is transected to minimize the 

incidence of staple line break down17. The Vertical banded Gastroplasty  is being currently done by many 

surgeons laparoscopically18-20. The vertical banded Gastroplasty comprised 90% of the operations in the USA 

in 1989 but less than 10% of the operations in the USA in 200121. 

The Banded gastric bypass operation22 for obesity, the Fobi Pouch Operation,(FPO) is a gastric bypass that

evolved from revising a failed surgically intact  VBG to a gastric bypass leaving the band in place and forming 

the gastro enterostomy just beyond the banded stoma of the VBG. In this subset of patients the long term follow 

showed more weight loss and prolonged weight loss maintenance than in either the VBG or GBP. The final 

operation evolved from a stapled banded gastric bypass(SRVGBP) 23 to a Transected Silastic Ring 

GBP(TSRVGBP) 24 to a TSRVGBP with a jejunal interposition with a temporary gastrostomy and a 

gastrostomy site marker. This operation is replicable laparoscopically and at our Center for surgical treatment of 

Obesity(CSTO) 90% of the Banded gastric bypass operations are done laparoscopically25.

Prospective randomized studies with the BGBP have been reported by Lyn Howard12 and Fobi26. Long term 

outcome, 5-14 years have been reported by  Capella27, Crampton28 Fobi25,29 and Stubbs30. The banded gastric 

bypass from these reports appear to result in more weight loss  including in the super obese, in more patients 

that is maintained for a longer time than has been reported in the short limb GBP31. 

Peri operative complications22-27  with this operation are similar to those reported in the short limb GBP. Long  

term complications25-30  are similar to those reported in the short limb GBP except with a lesser incidence of 

weight loss  failure and lesser incidence of weight regain. However this operation does have a 3% incidence of 

band erosion32 which results in the operation functioning as a short limb GBP. Band erosion can be treated 

expectantly or by endoscopic removal of the band.

The banded gastric bypass appears at this time to be as effective as the Biliopancreatic bypass(BPD), the BPD 

with the Switch and the Distal Roux –Y Gastric bypass(DRYGBP) but without the increased incidence of  

\protein malnutrition(PMN), the foul body and stool odors, the increased stool frequency, the increased 

incidence of anemia, kidney and liver problems, the increased incidence of osteoporosis and the increased need 

for frequent laboratory monitoring33-35. 

Conclusion

The vertical banded Gastroplasty and silastic ring vertical Gastroplasty are simple restrictive weight loss 

operations that alter the gastrointestinal tract minimally. Many reported series and Long term reports have 

documented a lower incidence of morbidity and mortality with these operations as compared to combined 

operations. However, these operations are only successful in 40% of the patients. ( success = 50 PEWL in >75% 

of the patients followed for at least five years).These operations are optimal for a subset of patients if and when 

the appropriate patients that will benefit from these operations can be selected.

The Banded gastric bypass appears to produce better weight loss in more patients maintained for a longer time 

than the VBG and the short limb gastric bypass. The BGBP appears to be as effective as the DRGBP, the BPD, 

and the BPD with the switch without the added morbidities of these increased malabsorptive operations.
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Mason Gastric Bypass  1967

Modifications

Alden    1977

Griffin   1977

Torres    1981

Problems

Complicated operation

Morbidity 10-25%

Mortality  1-4%

Bypassed segment ???

    Anemia, osteoporosis, osteomalacia,

    20 hyperparathyroidism,

    dumping, incisional hernias and

    vitamin and mineral deficiencies.

Mason Gastroplasty--1971

Simple operation

??? as effective

Less morbidity

Less mortality

Modifications

1. LaFave and Alden Gastrogastrostomy 1977

2. Gomex Horizontal Gastoplasty 1977

3. Carey Gastric stapling 1977

4. Kroyer Gastroplasty with gastropexy 1978

5. Fabitos Vertical gastroplasty 1979

6. O.Leary Vertical Gastroplasty 1978
Mason Vertical Banded Gastroplasy 1980

Laws Silastic Ring Gastroplasty 1981

Randomized and prospectve studies 

Fobi  1986

Sugerman 1987

Hall 1990

Lyn Howard 1995
Long Term reports

Mason 1992

Fobi 1993

Howard 1995

MacLean 2000

Perioperative Complications

Vomiting

Weinecke Syndrome

Bleeding

Leaks

Pulmonary problems

Wound problems

DVT

PE

Mortality

Long Term Complications

Bezoar obstructions

Outlet stenosis

Band erosion

SLD

Mega esophagus

Aspiration

Inadequate weight loss

Weight regain

Modifications –  K-Plasty resolves SLD but increased bleeding and leaks,

90% of operations in 1989 were VBG or SRVG

Only 10% of operations in 2001 were VBG or SRVG---less effective
The Banded Gastric Bypass

Fobi-Pouch Operation (FPO)

Evolution of Banded Gastric Bypass

Conversion of  anatomically intact  but failed VBG  to GBP Leaving the Band in place.

Observed increased weight loss and weight loss maintenance

Stapled BGBP (SRVBGBP)

Transected Silastic Ring GBP (TSRVBGP)

TSRVBGP with Jejunal interposition

Gastrostomy tube and site marker

Laparoscopic approach

Prospective studies

Lynn Howard 1995

Fobi 2001

Long term reports 

Lynn Howard 1995

Capella 1996

Crampton 1997

Stubbs 2005

Fobi 2001, 2005

Perioperative Complications 

 Same as in standard short limb GBP

Pulmonary problems

Leaks

DVT

PE

Bleeding

Wound problems

Outlet Stenosis

Nausea and Vomiting

Death

Long Term Complications

Same as in Standard short Limb GBP

Dumping syndrome

Nausea and vomiting

Marginal ulcers

Iron deficiency

Nutrient deficiencies

Small Bowel obstruction

Incisional hernias

Hair loss

Protein malnutrition

Osteoporosis

Gastrogastric fistula

Pouch Dilation

Outlet Stenosis

Inadequate weight loss

Weight regain

PLUS 

Band erosion  3%

Why the BGBP

Better than Standard GBP

Same as DRGBP, BPD and BPD with Switch with

Decreased PMN

Decreased Body and stool odors

Decreased stool frequency

Decreased incidence of Anemia, kidney and Liver complications

Decreased incidence of osteoporosis

Decreased laboratory monitoring

Conclusion

VBG, SRVG and Gastric banding are simple restrict weight loss operations that alter the gastrointestinal track minimally. Long term reported series have documented that these operations have less incidence of morbidity and mortality however they are only successful in about 40% of the patients.( 50 PEWL in >75% of the patients followed for at least five years.) These operations will be best for a subset of patients if and when the appropriate patients that will benefit from these operations can be selected.

 The banded gastric bypass  appears to produce better weight loss in more patients maintained for a longer time than the standard short limb gastric bypass. The Banded gastric bypass is as effective as the DRYGBP, BPD and BPD with Switch without the added morbidities of these increased malabsorptive operations.

