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Abstract
Background In many countries, laparoscopic adjustable gas-
tric banding (LAGB) was previously the most commonly per-
formed bariatric procedure due to its operative safety and early
efficacy. This procedure is now superseded because of doubt-
ful long-term results and late complications. Many people
eventually required revisional bariatric surgery such as con-
version to single anastomosis gastric bypass (SAGB). This
study aims to assess the safety and durability of single-stage
conversion from LAGB to SAGB in patients who are intoler-
ant to LAGB and who also fail to lose weight, or re-gain
weight.
Methods Seventy-four patients with BMI > 35 kg m−2 were
selected from a prospective bariatric database between
July 2012 and December 2015 for revisional laparoscopic
SAGB surgery and were followed up at 6 weeks, 3, 6 and
12 months after their operation.

Results The mean BMI at 6 weeks, then 3, 6 and 12 months
were 41.6 ± 7.66, 38.8 ± 7.54, 35.4 ± 7.10 and
33.2 ± 7.34 kg m−2, respectively. The mean percentage
EWL at 6 weeks then 3, 6 and 12 months were 21.0 ± 9.12,
37.8 ± 12.5, 55.1 ± 15.8 and 67.0 ± 19.6%, respectively.
Postoperative follow-up at these times were 97, 85, 69 and
46%, respectively. Early (< 30 day) morbidity was 20.3%
with major complications of CD grade 3a or more of 13.5%.
Conclusions This study demonstrates that single-stage
revisional SAGB after a failed LAGB achieved good short-
term weight loss and low 30-day morbidity.
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Revisional bariatric surgery .Weight loss 12months . Single
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Introduction

The proportion of overweight and obese people in Australia is
approximately 60% [1]. In the treatment of obesity and its
associated co-morbidities, bariatric surgery is an established
approach. Laparoscopic adjustable gastric banding (LAGB)
was accepted as safe and effective with the lowest mortality
rate amongst bariatric procedures. In Australia in 2011, this
was the most commonly performed procedure [2]. The
Austral ian Safety and Efficacy Register of New
Interventional Procedures (ASERNIP-S) reported three deaths
out of 5827 gastric bands and an overall mortality rate of
0.05%. Furthermore, its effective weight loss is comparable
to a laparoscopic Roux-en-Y gastric bypass (RYGB) at 2 to
4 years [3].

However, high late complication rates saw a decline in
LAGB insertion from 42.3 to 17.8% between 2008 to 2011
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in a worldwide survey including over 340,000 bariatric pro-
cedures [2]. Almost 40% of patients experienced major com-
plications, 22% had minor complications and nearly 60% re-
quired reoperation. The type of complications and incidence
rate associated with LAGB include port infection (2%),
incisional hernia (5%), port tubing disconnection (20%),
pouch dilatation (11%), band erosion (28%), band slippage
(7.8%), band infection (1%) and oesophageal dilatation (1%)
[4, 5].

Many patients who underwent LAGB required revisional
surgery. The options include band removal, re-positioning or
conversion to a different bariatric procedure such as RYGB or
laparoscopic sleeve gastrectomy (LSG). However, following a
failed LAGB, the outcomes of revisional surgery may be in-
ferior to the primary procedure. Band removal is associated
with significant weight re-gain, while re-positioning or re-
insertion of a new LAGB has failed to demonstrate impressive
weight loss results and patient satisfaction [6]. Furthermore,
many of these patients may have had previous non-bariatric
procedures such as fundoplication for reflux disease.
Consequently, revisional surgery for previously failed and/or
complicated bariatric procedures is emerging as a unique and
challenging field [7, 8].

Revisional Roux-en-Y (RYGB) Versus SAGB Despite
RYGB being considered the gold standard bariatric procedure,
particularly for revisional surgery, recent developments of
new techniques have demonstrated comparable results
such as the laparoscopic mini-gastric bypass, also known
as the single anastomosis gastric bypass (SAGB) [9]. This
procedure was first developed by Rutledge in 1997 [10].
Initially, SAGB was poorly received due to concerns of
bile reflux, gastritis and oesophagitis. However, subse-
quent early and long-term follow-up studies have yielded
promising results. SAGB afforded shorter operative times,
less postoperative analgesia use, shorter length of stay and
fewer postoperative complications and have achieved
weight loss goals equalling or outperforming LAGB and
RYGB [9, 11–13].

Furthermore, RYGB is technically more difficult to con-
struct, requiring a steeper learning curve period. There are two
anastomoses and mesenteric defects that require closure to
avoid internal herniation. In contrast, the SAGB has a shorter
learning curve and the mesenteric defect created in SAGB
does not need to be closed as the posterior aspect of the loop
becomes adherent to the omentum [9, 14].

Although many findings have compared primary proce-
dures and/or revisional RYGB, few studies have examined
the outcomes of revisional SAGB. Our small volume study
demonstrates that single-stage conversion from LAGB to
SAGB is safe revisional procedure with low morbidity and
effective weight loss at 12 months.

Materials and Methods

A retrospective bariatric database was analysed to review all
patients with BMI > 35 kg m−2 who underwent conversion
from LAGB to SAGB between July 2012 and December
2015. Measures recorded include patient demographics, indi-
cations and time frame for conversion, operative details and
intraoperative and early (< 30 days) morbidity using the
Clavien-Dindo (CD) classification. Patient weight was mea-
sured at 6 weeks then at 3, 6 and 12 months.

The conversion from LAGB to SAGB was either single-
stage, two-stage (other surgeon removed LAGB), a planned
two-stage or unplanned two-stage.

Preoperative Assessment All patients underwent assessment
and routine investigations by the surgeon, dietician and anaes-
thetist prior to surgery. Psychological consultation was re-
quested in selective patients. A contrast swallow and selective
gastroscopy was performed to assess the size and integrity of
the gastric pouch and to exclude band erosion.

Operative Technique All procedures were performed by the
principal corresponding author or directly under his supervi-
sion. Patients were positioned supine with the legs abducted.
A single-dose prophylactic antibiotic was administered along
with subcutaneous heparin. Pneumatic foot or calf pumps
were applied to all patients.

SAGB is performed with a standard five-port laparoscopic
entry. There are essentially two steps to the operation; firstly,
the fashioning of a long, narrow-sleeved gastric tube along the
lesser curve and secondly, the formation of a loop
gastrojejunostomy (GJ) with at least a 150-cm afferent limb.
The important aspects of this technique are as follows:

1. Patients are positioned supine in slight reverse
Trendelenburg. The advent of longer bariatric instru-
ments has necessitated more inferior port placements
as compared to the standard bariatric port placements
(see Fig. 1). Further, this port placement technique is
favourable in the formation of a GJ.

2. A general laparoscopic inspection is performed paying
particular attention to:

(a) Adhesions
(b) Distortions at the gastro-oesophageal junction

(GOJ) as complimented by the preoperative con-
trast swallow

(c) Ease of access into the infracolic compartment in
preparation for mobilising a loop of jejunum

3. The LAGB is removed, the band pseudocapsule is di-
vided and the gastroplasty is released. A 36 French
Bougie is passed under direct vision to create a long
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and narrow gastric pouch. If difficulties are encountered
such as a formation of a non-uniform pouch, the opera-
tion is converted to RYGB with a 46 French Bougie
introduced instead.

4. The gastrocolic omentum is divided to the level of the
transverse colon. This ensures easy access of jejunal
loop into the supracolic compartment in a tension-free
manner. The duodenojejunal (DJ) flexure is then
identified.

5. A 150-cm jejunal loop is hitched, through the omental
bi-valve to the greater curve of the stomach with a stay
suture.

6. Formation of the gastric pouch begins on the lesser
curve, distal to the crow’s feet and the lesser sac entered.

7. An endoscopic stapler is fired a short distance at right
angles to the lesser curve.

8. A long, narrow gastric pouch is then fashioned over the
Bougie using multiple fires of the stapler proximal to the
angle of His.

9. An end-to-side GJ is performed using a continuous ab-
sorbable suture.

10. Afterwards, the anastomosis is intubated with a Bougie
and leak tested.

From our experience, the technical decision on whether the
patient is converted from LAGB to either SAGB or RYGB
can be reasonably made intraoperatively. The gastric band
may cause proximal gastric distortions superior to the band
that may not be obvious preoperatively. This distorted area
may have lost some tone and function leading to a non-
uniform pouch formation. If this pouch sits atop a long narrow
tight virginal tube of stomach leading to the single anastomo-
sis bypass, the functional result can be poor for the patient.
Hence, this situation benefits abandoning the SAGB approach
and fashioning a RYGB on a shorter pouch.

Postoperative Care Patients with significant cardiorespirato-
ry or severe co-morbidities were admitted to the high depen-
dency unit for close observation. Pneumatic foot or calf
pumps were applied for 24 h and all patients were adminis-
tered low-molecular-weight heparin while in hospital. A post-
operative Gastrografin swallow was ordered for all patients to
assess pouch size and free contrast flow into the loop bypass.
A clear fluid diet was commenced on day 1 with progression
to free fluids on day 2.

Follow-Up Patients operated from regional areas were ad-
vised to remain in the local vicinity for around a week. All
patients were followed up by the surgeon, the bariatric nurse
and dietician within 1 week. A pureed diet was started at week
3 followed by a soft diet at week 5 with progression to tex-
tured foods by week 6. All patients were commenced on mul-
tivitamins. They were further followed up in the bariatric clin-
ic at 3, 6 and 12months. Blood tests and dietary education was
closely supervised by a dietician either directly in the clinic,
telephone call or live video conference.

Statistical Analysis Data management was performed using
Microsoft® Excel. Statistical analysis was completed with
GraphPad Prism® 5 (GraphPad Software Inc., La Jolla, CA,
USA). Continuous data is expressed as mean ± standard de-
viation while nominal data is expressed as number (n) with
percentages in parentheses. Unpaired t test was used for para-
metric data. A p value of < 0.05 was considered significant.

Results

A total of 74 patients underwent laparoscopic conversion from
LAGB to SAGB. The male to female ratio was 7 (9%) to 67
(91%), respectively. Mean age was 48.3 ± 10.3 (range 27–69)
years. Patient locality was represented as metropolitan, re-
gional and interstate. There were 35 (47%) patients from a
metropolitan location. Mean BMI at LAGB was 48.9 ± 11.2
(range 34.3–95.9 kg m−2) and prior to conversion to SAGB
was 46.0 ± 8.90 (range 35.0–75.0 kg m−2). Patient demo-
graphics are summarised in Table 1.

Indications for conversion to SAGB include weight gain
with LAGB in situ or inadequate weight loss (49%); patient
intolerance such as reflux, vomiting, diarrhoea or food intol-
erance (24%); weight re-gain after band removal (11%); pros-
thesis issues (7%); gastric pouch dilatation (5%); band erosion
(3%) and band slippage (1%) (see Table 2).

All procedures were completed laparoscopically. Overall,
53 (77%) patients underwent a single-stage conversion. Seven
(9%) had a planned two-stage conversion, while 8 (11%) pa-
tients had a two-stage conversion with the LAGB removed by
a different surgeon. Twenty-four (32%) patients hadmore than
one revisional LAGB prior to conversion to SAGB. Two (3%)

Fig. 1 Placement of port sites for SAGB is more inferior to standard
bariatric port placements. LR liver retractor. Numbers represent size of
ports in millimetres (mm)
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patients had a forced two-stage conversion. The mean opera-
tive time was 72.7 ± 15.7 min and the mean length of stay in
hospital was 2.6 ± 1.2 days (see Table 3).

Early complications were seen in 17 (20.3%) patients. Of
these, 2 (2.70%) patients had multiple early complications and
1 (1.35%) patient was re-admitted to hospital for an unrelated
aetiology (nephrolithiasis). Thirty-day morbidity included 1
(1.35%) port wound site infection, 4 (5.4%) hospital
readmissions for abdominal pain or poor oral intake, 6
(8.1%) GJ strictures or ulcerations, 1 (1.35%) contained leak
secondary to staple line defect, 2 (2.70%) bowel obstruction
requiring conversion to RYGB and 1 (1.35%) respiratory fail-
ure requiring intensive care unit (ICU) support. Ten (13.5%)
patients had CD grade 3a or higher (Table 4). No deaths oc-
curred during this early postoperative period. There were 6
(8.1%) late (> 30 day) complications requiring conversion to
RYGB. Of these patients, 1 had abdominal pain, 4 had intrac-
table reflux and 1 had a torted single loop of bowel.

The BMI at 6 weeks, then 3, 6 and 12 months were
41.6 ± 7.66, 38.8 ± 7.54, 35.4 ± 7.10 and 33.2 ± 7.34 kg m−2,
respectively. The percentage excess weight loss (EWL) with
LAGB in situ, at 6 weeks then 3, 6 and 12 months were

8.49 ± 21.3, 21.0 ± 9.12, 37.8 ± 12.5, 55.1 ± 15.8 and
67.0 ± 19.6%, respectively (see Fig. 2). Postoperative follow-
up of patients at these times were 72/74 (97%), 63/74 (85%),
51/74 (69%) and 24/52 (46%), respectively. Follow-up at
24 months was 6/19 (32%).

Discussion

Poor outcomes from LAGB and technical challenges
with RYGB necessitated new approaches in bariatric sur-
gery. Our study offers SAGB as an alternative to a failed
LAGB.

This study found SAGB afforded up to two times reduction
in EWL compared to LAGB [4, 11, 15]. The lower EWL
outcome (34.5 ± 20%) in the LAGB study by DeMaria et al.
[15] may be due to the smaller cohort size (32) and a lower
preoperative BMI (44.5 ± 4 kg m−2). Nevertheless, another
LAGB study with comparable patient numbers (70) and mean
age (50 ± 0.95 years) to our study only achieved a EWL of
42.5 ± 33.92% [4]. Additionally, a retrospective study of 520
patients found SAGB provided significantly higher EWL

Table 3 Operative details

Procedure n OT LOS

1-stage 53 73.6 ± 13.4 2.40 ± 0.73

Planed 2-stage 7 70.9 ± 19.6 3.90 ± 2.90

Other 2-stagea 8 65.4 ± 23.7 3.00 ± 1.30

Forced 2-stageb 2 70.0 ± 12.7 2.00 ± 0.00

Mean 72.7 ± 15.7 2.60 ± 1.20

OT operative time (minutes), LOS length of stay in hospital (days)
a LAGB removed by other surgeon
b Conversion to bypass abandoned at time of LAGB removal

Table 4 Early (< 30 days) complications

Type Detail n CD grade

Infection Port site infection 1 1

Hospital readmission Unrelated (nephrolithiasis) 1 –

Abdominal pain 3 1

Poor oral intakea 1 1

GJ issues Strictureb 4 3a

Ulceration 2 3a

Contained leak Staple line defecta 1 3a

Revisional surgery issues Single loop not emptyingc 2 3b

ICU admission Respiratory failure 1 4a

Total 17

a Required endoscopic NJ tube placement
b Required endoscopic dilatation
c Conversion to RYGB

Table 2 Indications for
conversion from LAGB
to SAGB

Indication n

Weight gaina or inadequate
weight loss

36

Patient intoleranceb 18

Weight gain after LAGB removal 8

Prosthesis issues 5

Gastric pouch dilatation 4

Band erosion 2

Band slippage 1

Total 74

aWeight gain with LAGB in situ
b Patient intolerance issues include reflux,
vomiting, diarrhoea, food intolerance

Table 1 Patient demographics

Characteristics Data

Demographics Patient number 74

Male 7

Female 67

Age (years) 48.3 ± 10.3

BMI (kg m−2) Pre-LAGB 48.9 ± 11.2

Pre-SAGB 46.0 ± 8.90

Location Metropolitan 35

Regionala 39

a Regional locality defined as > 100 km from Brisbane, Queensland
Australia; the regional data includes two interstate patients
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than LAGB at 12 months (72.1 versus 53.5%) and even at
36 months (79.5 versus 58.2%) [11].

Our study affirms the literature that SAGB has comparable
weight loss to the gold standard RYGB [12, 13]. The impor-
tant change from two anastomoses in the RYGB to single loop
in the SAGB provides reduced operative time, lower short-
term surgical complications and less long-term likelihood of
requiring revisional surgery [11, 16, 17].

The majority of the literature has offered insight into pri-
mary bariatric procedures. However, paucity remains regard-
ing secondary or revisional surgery. In our study, the most
common indication for conversion from LAGB to SAGB
was failure of adequate weight loss, or even weight gain, de-
spite a functioning LAGB in situ (49%) and is consistent with
literature findings. Furthermore, up to 60% of patients with
LAGB eventually required band removal or conversion to
gastric bypass [4, 15, 18].

Two studies looked at the conversion from LAGB to
RYGB or LSG [7, 19]. Spivak et al. [19] studied 33 patients
converted from LAGB to RYGB and found a significant de-
crease in BMI of 33.9 ± 4.9 kg m−2 at 6 months and
30.7 ± 5.3 kg m−2 at 15 months. Victorzon [7] investigated
34 patients who underwent revisional RYGB (30) or LSG (4)
and found a BMI of 35.26 ± 4.29 kg m−2 and EWL of
42.31 ± 21.54% at 3 months.

One study compared primary to revisional SAGB [8].
Thirty patients with prior restrictive bariatric surgery, includ-
ing 22 LAGB patients, underwent conversion to SAGB and
were compared to 96 patients who had a primary SAGB.
Although a significant difference in percentage excess BMI
loss (EBMIL) was found at 12 months between primary and
revisional SAGB (74 ± 27 versus 61 ± 15% respectively), no
significant difference was seen at 5 years [8]. To the best
knowledge of the author, our study may be the largest in
revisional SAGB to date with results congruent with the liter-
ature regarding primary and revisional surgery [7, 8, 19].

Revisional bariatric surgery carries a greater early morbid-
ity than primary procedures such as a 9-fold increase in leak
rate, 2.5-fold increase in ICU stay and 1.5-fold increase in
hospital stay [7]. Postoperative complications in our study
were experienced by 20% of patients overall, with major com-
plications of a CD grade 3a or higher experienced by about
13.5% of patients. These findings are comparable to RYGB
with early morbidity rate of 26.5% and major complication
rate of up to 10% or LAGB with up to 40% major complica-
tions [4, 7]. However, our findings were higher than Bruzzi
et al. [8] with overall early morbidity of 10% and major com-
plication of 6.7% for revisional SAGB. Oddly, Bruzzi et al. [8]
defined an early complication period of less than 3months and
major morbidity as a CD grade 3b or greater. Combining this
period with lower patient numbers in the study by Bruzzi et al.
[8] may explain these results. Only 3 (4.05%) patients would
be considered to have major complications in our study with a
definition of CD grade 3b or greater. Furthermore, this early
major complication rate of 6.7% for revisional SAGB is
deemed within acceptable limits [8].

Anastomotic leaks are reportedly higher following
revisional surgery with up to 8% for revisional RYGB com-
pared to 5.2% in primary cases [7, 20]. This may be attribut-
able to revisional RYGB requiring two anastomoses created
over complex anatomy with adhesions and fibrosis created by
the previous restrictive procedures [19]. Our study demon-
strates the advantage of SAGB with leaks at an incidence of
1.3% and surprisingly, Bruzzi et al. [8] with no leaks.

Additionally, anastomotic strictures are significantly in-
creased following secondary gastric bypass surgery with inci-
dences from 3.6 to 18.5% [21, 22]. In our study, the most
common major complication was due to GJ strictures
(5.4%). Contrastingly, no strictures were found for revisional
RYGB or SAGB by either Bruzzi et al. [8], Victorzon [7] or
Spivak et al. [19]. These studies may perhaps be underpow-
ered to detect such complications or there may be technical
nuances that are conducive to stricture formation. The restric-
tive mechanism in RYGB is believed to be from the formation
of a tiny gastric pouch and small outlet while SAGB is via a
long sleeve tube similar to a sleeve gastrectomy [16].
Subsequently, strictures may arise from incorrect placement
of stapler lines along devascularised and stricture-prone areas
or via performing the conversion as a one-stage technique [7].
Victorzon [7] further argues that a two-stage conversion af-
fords added logistical advantages as it may be difficult to
estimate the operative time in advance if the operation is com-
pleted in one stage. However, Spivak et al. [19] saw no theo-
retical or practical advantage in performing revisions in two
stages. In fact, the band from prior LAGB itself serves as a
guide to better identify anatomy at the GOJ and helps identify
pouch-gastric sutures and connections [19].

Revisional SAGB is well tolerated with minor complica-
tions in our study mostly from abdominal pain and poor

Fig. 2 Percentage excess weight loss (EWL) at LAGB and prior to con-
version to SAGB then at 6 weeks, 3, 6 and 12 months after SAGB
conversion
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functional oral intake (5.4%). This is in keeping with the lit-
erature [8, 13, 14, 16]. However, Bruzzi et al. [8] found that
primary SAGB patients had better quality of life than
revisional SAGB after 5 years due to increased incidence of
symptoms such as regurgitation, belching, epigastric fullness
and restricted eating. This is likely due to restrictive surgery
prior to SAGB which appears to have agitated upper gastro-
intestinal symptoms, perhaps due to high outflow resistance
with chronic high pressure caused by the band or weakened
oesophageal musculature [8]. Unfortunately, our study was
not powered to examine long-term quality of life from
revisional SAGB.

Despite these promising outcomes, SAGB remains a con-
troversial procedure. Concerns are still raised regarding biliary
reflux and gastro-oesophageal reflux disease (GORD), mar-
ginal ulcers, steatorrhoea, micronutrient deficiencies and in-
creased cancer risk [14, 23–25].

Chavellier et al. [24] argued that although SAGB affords an
anatomy conducive to reflux and that biliary reflux can be
normally found around the anastomosis, bile is rarely seen
up to the oesophagus. Moreover, GORD and biliary reflux
symptoms are not overtly troublesome to the patient in the
long term and are amenable to medical management. In one
study, only seven out of 1000 patients experienced intractable
biliary reflux necessitating conversion to RYGB at approxi-
mately 2 years after SAGB [14, 24, 25].

Marginal ulcers around the GJ anastomosis are thought to
be from ongoing acid secretion in the small gastric pouch.
However, the incidence of marginal ulcers from SAGB was
found to be less than or equal to the incidence in RYGB [23,
24]. Moreover, Lee et al. [14] believes the alkaline bile reflux
from SAGB may help neutralise this acid.

One study noted that SAGB patients experienced more
diarrhoea and steatorrhoea compared to RYGB [14]. Though
still unclear, one proposed mechanism for this is the short
bowel effect [13]. However, another study found no signifi-
cant differences and noted that these symptoms were already
frequent prior to bariatric surgery [25]. Moreover, SAGB in
the long term did not appear to exacerbate these symptoms.
Patients in the first 3 months after SAGB experienced three to
four bowel motions per day, which afterwards settled to one or
two bowel motions a day [25].

Lee et al. [23] found that SAGB after 5 years resulted in a
small but significant decrease in micronutrients (calcium and
iron) as well as anaemia with haemoglobin (10.8 gdl−1) but
failed to elaborate any detrimental effects to quality of life.
Nevertheless, a short 6-month study by Mokhber et al. [26]
found anaemia (ferritin and vitamin B12) could be prevented
with multivitamin supplements.

SAGB is regarded as both a restrictive and malabsorptive
mechanism for weight loss. Restriction occurs via a long
slender gastric tube while malabsorption is due to a long
biliopancreatic limb of around 200 cm [24]. A limb greater

than 300 cm offers enhanced weight loss but will ensure
true malabsorption [13]. Our study employs a shorter limb
of 150 cm, which may ameliorate significant micronutrient
malabsorption. Again unfortunately, our study was not
powered to examine the functional consequences of this
shorter limb on malabsorption.

Similar to Barrett’s oesophagus, there is a theoretical
concern that chronic gastritis and/or oesophagitis sec-
ondary to biliary reflux may lead to gastric and oesoph-
ageal cancers [13, 14, 23]. However, there have been no
confirmed cases to date of cancers arising from SAGB
in over 20 years since this procedure was first proposed
[24].

Other limitations of our study include small patient
numbers with low follow-up rates in a unicentre facility.
Not all patients with a failed LAGB are eligible for
revisional SAGB, subsequently leading to low inclusion
numbers for this study. In addition, geographical location
and difficulty accessing care may contribute to low follow-
up rates as over half of the patients were from regional and/
or interstate locations. Furthermore, longer term outcomes
(> 12 months) especially regarding morbidity and mortal-
ity were difficult to achieve due to these low follow-up
numbers. Our study found no early mortality, which is
consistent with the literature [8, 12]. Although a 5-year
follow-up by Bruzzi et al. [8] also found no late mortality
associated with primary and revisional SAGB, studies up
to 7 years by Lee et al. [23] and Chevallier et al. [24] noted
an overall mortality rate of up to 0.2%. However, both
these studies were based on primary SAGB procedures as
compared to our revisional SAGB population. Moreover,
there remains limited data on long-term morbidity and
mortality regarding revisional SAGB.

Hopefully, this study will add to the growing body of
revisional surgery literature and be a precedent to future
research, comparing this to primary operations, with well-
designed randomised long-term studies into morbidity and
mortality and include functional parameters such as blood
pressure, lipid, micronutrient and glycaemic indices.

Conclusion

Although LAGB is historically accepted as a safe proce-
dure, high failure rates from inadequate weight loss,
weight re-gain, severe patient intolerance and complica-
tions like band erosions and slippage have limited its us-
age. Our small study supports the hypothesis that
revisional SAGB after a failed LAGB shows a favourable
30-day morbidity and good short-term weight loss com-
parable to primary operations. SAGB as a revisional pro-
cedure will benefit from longer-term follow-up regarding
morbidity and mortality.
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