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Abstract: The single-anastomosis gastric bypass has been proposed as a simpler and efficient weight loss
reducing surgery. Postoperative outcomes are comparable to those of contemporary popular procedures.
There are, however, controversies regarding the efficiency and risks of one-anastomosis gastric bypass
(OAGB). The purpose of this review is to define the role of OAGB in metabolic surgery via its operative
outcomes. A review of English language literature was performed using the PubMed database, basing the
search on the following keywords: “one-anastomosis gastric bypass” AND “outcomes”. A total of 238 articles
were considered for review. Following thorough screening and selection criteria, 7 articles were considered
sufficient for assessment. The nature of the available evidence of this technique poses a challenge to OAGB
in its establishment as a standard of care procedure. The anatomical configuration following surgery, as well
as the metabolic implications of its hypo-absorptive nature, raises controversial and ongoing concerns that
are yet to be addressed. Hence, prospective studies with long-term follow-up (>5 years) can bypass these
concerns and allow the progression of the clinical practice of OAGB.
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Introduction both laparoscopic vertical sleeve gastrectomy (LVSG)
and laparoscopic Roux-en-Y gastric bypass (LRYGB) as
the most commonly performed procedures. According to

the American Society of Metabolic and Bariatric Surgery

With the increase in the prevalence of obesity worldwide,
a parallel need to satisfy the therapeutic options for the

management of this disease has developed. In 2016, the (ASMBS), the latest yearly estimate of bariatric surgeries

in 2017 was 228,000, of which 59.39% and 17.80%
corresponded to LVSG and LRYGB, respectively (3).

Despite their popularity, the one-anastomosis gastric bypass

prevalence of obesity in the US was 39.8% and affected
roughly 93.3 million adults (1). To illustrate the upward
trend in the surgical management of obesity, the “Guidelines

for the management of overweight and obesity in adults”
from the American College of Cardiology, the American
Heart Association, and the Obesity Society have stated that
64.5% of American adults are recommended to undergo
weight loss treatment (2). Up to 32 million patients, then,
could be considered for bariatric surgery.

Current practice of bariatric surgery in the US places
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(OAGB) has emerged as a new alternative for the surgical
management of obesity. Since 2011, OAGB has become an
increasingly prevalent bariatric surgical procedure across the
globe, and represented 1.5% of all surgeries performed (4).
With the growing expectations of this procedure and the
undeniable increment in its practice, we present a thorough
evaluation of OAGB, its outcomes, effectiveness, and risks.
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History

The OAGB was previously referred to as the ‘mini’ gastric
bypass or the single-anastomosis gastric bypass. However,
the International Federation for the Surgery of Obesity and
Metabolic Disorders (IFSO) has agreed that the standard
nomenclature for this procedure should be the mini gastric
bypass-one anastomosis gastric bypass (MGB-OAGB) (5).
The concept behind a single anastomosis or ‘loop’ gastric
bypass was first described by Mason and Ito in 1967 (6). In
the original configuration, the authors described a short
and wide gastric pouch, horizontally based, and a loop
gastrojejunostomy at the lower end of the pouch. Due to
the reflux-inducing nature of this procedure, this concept
was quickly disregarded as a viable option. It was Rutledge
who modified this configuration in 1997 and named it
‘mini gastric bypass’ (MGB), because the procedure was
performed through a ‘mini-laparotomy’ (7).

The MGB had the particularity of a long-sleeved gastric
pouch made from the lesser curvature, which extends
proximally toward the angle of His. The gastrojejunostomy
consisted of an antecolic 3 to 5 cm wide anastomosis about
180 to 220 cm from the ligament of Treitz. The distance of
the loop would be 250 cm in the super obese, 180 to 200 cm
in the elderly or vegetarians, and 150 cm in patients with
type 2 diabetes (8).

Similarly, Carbajo and Caballero proposed a technical
variation in 2002. In their version, called one anastomosis
gastric bypass, the intention was to prevent the imposed
gastroesophageal (GE) bile reflux. This was achieved by
a latero-lateral anastomosis between the jejunum and the
gastric pouch, with a distance to the ligament of Treitz of
about 250 to 350 cm (9).

Since then, an increasing number of surgeons worldwide
are now performing OAGB as a primary surgical procedure
for obesity. At the time, the lack of consensus in regard to
this procedure was hindering progress. Thus, a consensus
statement was performed using a modified Delphi approach
on the operative aspects of OAGB. The committee involved
101 recognized experts in bariatric surgery with specialized
experience in OAGB. The experts from 39 countries were
invited to vote on 55 statements in controversial subjects
or variations associated with this procedure. Agreement
amongst 270% of the experts was indicative of consensus. A
consensus was achieved in 48 of the 55 proposed statements
and it was concluded that, despite these efforts, there
are several areas of disagreement that persist and require
further evaluation (10).
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The ASMBS has granted the appraisal to OAGB as
a technique with relatively short operative time, low
complication rates, and excellent weight loss outcomes (11).
The current available evidence regarding OAGB extends
to more than 70 publications with over 38,000 patients,
including review articles, clinical studies, and randomized
controlled trials (11-15). In spite of its popularity, mainly
in Europe and the Asia Pacific regions, its practice has
migrated slowly to the US as a promising bariatric
alternative. Hence, it is of utmost importance to recognize
its outcomes, advantages, efficiencies, and risks.

Technique

Considering the multiple descriptions for this technique,
the operative technique can be best divided in three main
sections: (I) gastric pouch; (II) gastrojejunostomy; (III) limb
length.

Gastric pouch

Firstly, the patient is positioned in a modified lithotomy.
Similar to other contemporary bariatric procedures, OAGB
is performed laparoscopically with 6 trocars. Usually, there
should be one camera port and two 12-mm ports, and
the remaining ports should be 5 mm. Upon access to the
abdominal wall, the creation of a tubular gastric pouch from
the lesser curvature is achieved. This is done by stapling
the stomach from the body junction-antral junction toward
the angle of His. Although there is a discrepancy regarding
the starting point for gastric stapling, there appears to
be a tendency to initiate at the level of or directly below
the Crow’s foot on the lesser curvature. Much like when
performing an LVSG, an endoluminal bougie is passed
through to calibrate the pouch prior to complete resection.
The majority of the studies describe the technique for
OAGB using a 36 French bougie; nevertheless, the size has
varied in diameter, from a 1-cm nasogastric tube to a 41
French bougie (5,11,16,17).

Gastrojejunostomy

Following the formation of the gastric pouch, a jejunal loop,
roughly 200 cm from the ligament of Treitz, is brought
cephalad in an antecolic/antegastric fashion to create the
loop gastrojejunostomy. The rationale of the length of the
limb came as a result of the first 209 patients on which
OAGB was performed. Initially, the entire small bowel
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Figure 1 Postoperative upper gastrointestinal tract fluoroscopic
study showing the gastrojejunostomy after OAGB. OAGB, one-

anastomosis gastric bypass.

was measured from the ligament of Treitz to the ileocecal
valve in order to determine a standardized measure for
both afferent and common channel. It was observed that
the midportion ranged from 250 to 350 cm, rendering a
similarity in the lengths of the limbs (9). A linear staple is
used for stapling of the anastomosis, with a varying length
of 30 to 60 mm (5). Completely hand-sewn anastomoses
have been described; however, the stapled technique seems
to be the preferred approach (18-20) (Figure 1). Figure 2
depicts the typical appearance of an UGI test after OAGB.

Limb length

Two reviews on the performance of OAGB have
demonstrated that, on average, a limb length of 200 cm has
been used (5,11). However, in a trial performed by Carbajo
et al. on OAGB outcomes in 1,200 patients, the length of
the limb was tailored according to the candidates’ BMI and
comorbidities. For increasing BMIs, an additional 10 to
50 em—with no specific formula or rationale—of afferent
limb was added, maintaining a range of 250 to 300 cm
of common channel (16). Similarly, Lee and colleagues
adjusted the afferent limb based on the preoperative
BML. In contrast to Carbajo’s outcomes, Lee et 4l. found
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Figure 2 Diagram showing the final anatomy after OAGB. OAGB,

one-anastomosis gastric bypass.

excellent weight loss results in all BMI stratifications with
limb lengths ranging from 150 cm for patients with a BMI
<40 kg/m’, 250 cm for patients with a BMI 40-50 kg/m’,
and 350 cm for patients with a BMI >50 kg/m* (21).
However, based on the heterogeneous data available on
surgical success with different limb lengths, there is still no
definite consensus on the ideal limb length. Most studies
have shown optimal results with a limb length of 200 cm
from the ligament of Treitz, albeit, recent reports advocate
for 150 cm (8,17,20,22). Ultimately, in lieu of consensus,
the decision should be based on a case-dependent manner
and on the surgeon’s experience.

Intestinal length remains controversial in the literature,
with a wide array of results that depend on the technique
used. In reference to relevant data, the length of the small
bowel ranges from 4.7 to 9.7 m in vivo (23-27). Some
studies have somewhat correlated intestinal length with
sex, age, weight, height, or race. The discrepancy has
partially established a lack of interest on the subject, to
such an extent that contemporary published articles and
textbooks are limited. In an anatomical study on the length
of the human intestine, 200 non-fixed adult cadavers were
studied. Post-mortem average length of the whole intestine
was 795129 cm, and was significantly longer in men and
younger subjects (28). The premise of having awareness of
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Table 1 Prospective cohort studies on OAGB and weight loss

Aleman et al. Efficiency and risks of OAGB

Study details Number of patients EWL (%) Follow-up (%)
Rutledge and Walsh (31) 2,410 80.5 NR
Musella et al. (32) 838 70.1+8.4 94.8 at 12 months
Yang et al. (33) 89 70+20 100 at 12 months
Noun et al. (20) 126 68.4 45.2 at 23 months
Lee et al. (34) 1,163 72.9 56 at 5 years

EWL, excess weight loss; NR, not reported; OAGB, one-anastomosis gastric bypass.

the intestinal length is directly related to clinical disorders
induced by large intestinal resections. Sizing and level of
resection may result in diarrhea and severe nutritional
complications due to lack of fat absorption, protein,
vitamins, and hydroelectric imbalances caused by lack of
water absorption (29). It is well known that a resection of
the small bowel with less or equal to 75 cm, will result in
“short bowel syndrome” (28). Thus, the standardization
of the limb length is of utmost importance to avoid
malabsorptive complications secondary to aleatory bowel
resection.

Efficiency and risks

Current data on OAGB identifies this procedure as a safe
and feasible, with short operative times, low complication
rates, and excellent weight loss outcomes (11). The limited
retrospective data and lack of long-term follow-up longer
than 5 years hinders present publications. Evidently, the
anatomical configuration and malabsorptive characteristics
of the OAGB will inevitably generate nutritional deficiencies
and bile reflux. These and many more queries are still
unanswered, leaving discrepancies on clinical application.
Nonetheless, the relative ease in the performance of this
surgery has triggered interest among bariatric surgeons.
Hence, satisfactory outcomes are possible with a thorough
understanding of the implied efficiencies and risks.

Weight loss

Four randomized controlled trials have reported outstanding
weight loss results following primary OAGB. Weight
loss was reported at 12 months (EWL 66.9%+23.7% and
66.9%+10.9%), 2 years (EWL 64.4%=+8.8%), and 5 years
(EWL 22.8%%5.9%) (12,14,15,30). Tuble I summarizes
a list of prospective cohort studies and their weight loss
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outcomes. Interestingly, Lee et 4/. compared OAGB to
LVSG in a 5-year prospective trial. The mean starting
BMI was lower than those of other trials at 30.2+2.2 and
the excess body weight loss (EWL) achieved was over
100% with a mean finishing BMI of 23.3+2.2 kg/m’. These
results, however, did not differ significantly in comparative
operations (14). The EWL observed in these studies further
supports the utilization of OAGB as a suitable bariatric
surgical alternative. The comparison of OAGB to other
bariatric surgical interventions is discussed later in this
chapter.

Morbidity and mortality

A large prospective trial reporting the outcomes of 1,200
patients who underwent OAGB described the complications
and side effects following surgery (16). Complications were
divided into those occurring intraoperatively requiring
conversion to open surgery, immediate postoperative
complications resolved by open reoperations, immediate
postoperative complications resolved by re-laparoscopy,
early postoperative complications resolved conservatively,
major late complications, and other complications and side
effects. Intraoperative complications leading to conversions
occurred in 0.3%. Overall, complications requiring
operations occurred in 1.3% and resolved conservatively
in 1%. This study reported only 2 (0.16%) deaths, which
occurred early in the trial.

Comparatively, Carbajo et 4l.’s first reported outcomes
following OAGB resulted in 0.9% of conversions to open
surgery, 1.3% of immediate postoperative re-operations,
and 2.3% of complications managed conservatively, and
had a total of 2 (0.8%) deaths (9). Another study conducted
by IFSO reported one early death in-trial in four reviewed
randomized controlled trials (3.3% for that trial specifically,
and 0.05% in general) (5,14). This review further highlights
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Table 2 Possible complications after OAGB
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XXXX

Complications

Complications resolved surgically

Requiring conversion to open surgery

Resolved by open reoperations

Resolved by laparoscopic exploratory laparotomy

Complications resolved conservatively

Intra-abdominal bleeding

EG junction perforation

Incorrect gastric transection
Intra-abdominal bleeding

Leaks (from anastomotic gastric reservoir)
Small bowel obstruction

Partial necrosis of the excluded stomach
Intra-abdominal bleeding

Leaks (from anastomotic gastric reservoir)
Small bowel obstruction

Acute dilation of the excluded stomach

Resolved by medical treatment and endoscopic intervention (with or without fibrin glue Leaks (from anastomotic gastric reservoir)

sealing)
Resolved by medical treatment only
Other complications and side effects

Medical treatment, IV or PO supplementation, need for transfusion

Acute pancreatitis

Esophageal clinical reflux
Protein malnutrition

Iron deficiency
Nausea/vomiting
Folate/B12 deficiencies

Diarrhea

OAGB, one-anastomosis gastric bypass.

15 deaths occurring in prospective and retrospective
cohort studies, representing an overall death rate of 0.17%
(20,31-34). Consequently, the gross mortality rates for OAGB
range from 0.16% to 3.3%, while universal complication
rates are reported in 0.3% to 2.3%. The stratification of
complication etiologies is summarized in Tiable 2.

Other than the relative technical implications of OAGB,
its malabsorptive aspect determines positive effects on
obesity-related comorbidities. Similar to LVSG and
LRYGSB, there is a variant outcome in the management
of comorbidities, in that it may evoke remission or
improvement following surgery. The comorbidities
that have shown complete resolution or substantial
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improvement include type 2 diabetes mellitus (T2DM),
insulin resistance, hypertension, hyperlipidemia, liver
steatosis, and obstructive sleep apnea (16). Improvement
was also observed in a significant majority of patients with
mechanical complications related to chronic obesity like
osteoarthritis and respiratory insufficiency (16).
Remarkably, the management of T2DM and metabolic
syndrome has been widely described as a comorbidity of
interest in randomized controlled trials. Lee er a/. reported
a 100% resolution in the patients (n=80) with metabolic
syndrome at 2 years (12). Parallel to these findings, at
5 years, 60% of participants (n=60) with T2DM at baseline
had an HbAlc <6.5% requiring no medical therapy in a trial
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Table 3 Prospective cohort studies and T2DM changes
T2DM resolution (%)

Study details Number of patients

Bruzzi et al. (35) 175 82

Yang et al. (33) 89 HbA1c from 6.5+1.4 to
5.3+0.5*

Musella et al. (32) 974 84.4

Lee et al. (34) 1,163 89

Noun et al. (20) 126 85**

Rutledge and 2,410 83

Walsh (31)

*, P=0.001; **, T2DM unspecified. T2DM, type 2 diabetes
mellitus; HbA1c, glycosylated hemoglobin.

focused on eliciting change in diabetes after surgery (14).
Notwithstanding the inadequacy of metabolic impact
following surgery in randomized controlled studies,
prospective cohort studies that addressed change in T2DM
have reported major improvement after surgery. The results
are summarized in Table 3.

A major concern when performing OAGB is the
biliary reflux secondary to the creation of the loop
gastrojejunostomy. Biliary reflux has been reported in
0.9% to 4% of patients and the main concern centers on
the potential for malignancy in the stomach and esophagus
(16,32,35-38). Until now, OAGB is still considered a high-
risk operation for the development of gastroesophageal
cancer secondary to this pathology. With this notion, a
review of the literature was conducted by Ahmed and
Addosari in order to determine the theoretical risk of
cancer after OAGB. It was determined that the duration
of the gastroesophageal (GE) mucosa exposure to the bile
is a main determinant in the pathogenesis and progression
of metaplasia that may take up to 20 years to completely
develop after surgery. While the available evidence supports
a prudent attitude and states that it is reasonable to indicate
OAGSB for patients over 50 years of age, to confirm or
disprove said progression, further follow-up is needed (39).

In defiance of these findings, a small case series of 15
patients that evaluated endoscopic examinations after
OAGB did not reveal esophagitis, biliary gastritis, or even
the presence of refluxed bile after 1 year of follow-up (40).
Similarly, Carbajo et /.’s 1,200-case study revealed that 53 %
of the patients had gastroesophageal reflux disease (GERD)
and all were relieved after operation (16).

It is important to acknowledge the shortcomings
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associated with the available data on outcomes after OAGB.
Most studies focus on weight loss and T2DM; however,
future directives should focus on comparative data toward
the more popular bariatric procedures and long-term
follow-up.

In comparison to the most commonly practiced bariatric
surgeries (SG and RYGB), OAGB seems to be a promising
candidate for a rapid weight-loss alternative. A systematic
review and meta-analysis recently evaluated the short
(230 days) and long-term mortality (=2 years) in patients
following bariatric surgery (RYGB, LABG, BPD, SG).
Short-term mortality reported a rate of 0.18% in over 38
randomized controlled trials (95% CI: 0.04-0.38%). For
long-term mortality, on the other hand, a reduction of
41% in all-cause mortality was observed after surgery (41).
In contrast, OAGB’s mortality rate has been reported in a
range from 0.16% to 3.3%, and complication rates of 0.3%
to 2.3%.

Glycemic control following bariatric surgery has been
described extensively. Multiple randomized controlled
trials determined the outcomes of bariatric surgery versus
the medical management of T2DM. Seven of these trials
had a 2-year follow-up and a remission (full or partial) of
T2DM. Remission was observed in 52.5% of the patients
undergoing medical management (risk ratio (RR) =10,
95% CI: 5.5-17.9, P<0.001). Specifically, LRYGB showed
significant effect at 2 years follow-up when compared to
medical management, and had a greater decrease of HbAlc
(0.9 percentage points, 95% CI: 0.6-1.1, P<0.001) and
fasting blood glucose (35.3 mg/dL, 95% CI: 13.3-57.3,
P=0.002), increase of high-density lipoprotein (HDL)
(12.2 mg/dL, 95% CI: 7.6-16.8, P<0.001), and decrease of
triglycerides (32.4 mg/dL, 95% CI: 4.5-60.3, P=0.02) (42).
In congruence to these findings, a meta-analysis consisting
of 136 studies and 22,094 patients who underwent bariatric
surgery (RYGB, LAGB, SG, and BPD) reported an overall
77% remission of T2DM after bariatric surgery. When
stratified by procedure and outcomes, remission was 48%
for laparoscopically adjustable gastric banding (LAGB),
68% for vertical banded gastroplasty (VBG), 84% for
LRYGB, and 98% for biliopancreatic diversion (BPD) (43).
If the reported overall remission rate of T2DM ranges
along 70% to 85% in all bariatric procedures, and OAGBs
remission rate has been reported in >80%, it is inferred that
OAGSB serves as an adequate alternative for the surgical
management of this metabolic disease. This holds sound
when considering complication rates and weight loss
management.
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Short-term outcomes

One of the most appealing features of OAGB is the
expeditious technique. A large case series consisting of
2,140 patients reported a mean operating time (OT) of
37.5, comparative to the extent it is a shorter average when
compared to the original mini-gastric bypass ‘thirty-minute
case’ (8,31). Other large patient cohort trials have reported
a mean OT ranging from 86 to 110 minutes (44). There
seems to be a parallel association with an increased OT and
equally incrementing obesity (21). Nevertheless, certain
publications have reported similar OT in patients with a
BMI >50 kg/m’ (45,46).

This alternate bariatric procedure presents itself
as a promising surgical therapy for rapid weight loss
and management of associated comorbidities. Early
complication rates range from 3.5% to 7.5%, and are
considered to be acceptable (16,44). Major complications—
as summarized in Tazble 2—result in reoperation and/or
prolonged length of stay, and it has been reported in a
rate of 2% to 3% of patients undergoing OAGB (47,48).
In regards to the appearance of leaks and hemorrhage,
the occurrence potential in the early postoperative period
following OAGB is possible. The tendency for these events
occurs during the first couple of postoperative weeks in 0.7%
to 2% of the cases (16,17,20,49).

Regarding length of stay, the average ranges from 1 to
5 days postoperatively, with an evident tendency of longer
lengths in those patients with higher BMIs or in patients
undergoing OAGB as a revisional surgery (8,12,21,50,51).

Long—term outcomes

The assessment of long-term outcomes after OAGB is
somehow limited due to the limited follow-up of both
retrospective and prospective available literature. However,
weight loss following OAGB appears to be comparable
to those of LRYGB, with a pooled percent excess
weight loss (%EWL) of 68.6-85% at >5-year follow-up
(16,32,34,35,52-55). The weight loss maintenance compared
to that of LVSG has been evaluated by some retrospective
series. It is assumed that the retrospective nature and lack
of randomization results in variable outcomes, in that some
studies have demonstrated superior weight loss with OAGB,
while others have reported similar weight loss between
OAGB and LVSG (34,45,46,56).

STOPP A randomized controlled trial compared OAGB
(n=80) and LRYGB to determine a difference in %EWL at
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2 years postoperatively. There was no significant difference
in %EWL (64.4% vs. 60.0%). Notably, there was a
higher operative morbidity in the LRYGB (7.5% vs. 20%;
P<0.05) (14). A similar randomized controlled trial that
consisted of 60 patients undergoing OAGB resulted in higher
weight loss at 12 months, when compared to LVSG patients;
however, the 5-year follow-up showed non-persistence
of said difference (13,14). Taking into consideration that
OAGSB functions as a metabolic procedure for the resolution
of obesity-related comorbidities, the initial mid-term
follow-up evidence suggests the similarity in the ability
to induce remission of T2DM as other bariatric surgeries
(16,17,31,32,35,57,58). A noteworthy set of retrospective
series, for example, has reported T2DM remission rates
as high as 93.2% at 6-year follow-up, and 53% at 7 years
(52,57,59). All of the aforementioned outcomes require
further evaluation by longer follow-ups and comparative
components to other techniques.

Risks

The likelihood of complications from this surgical
procedure can be compared to those seen in any other
metabolic surgery. For instance, the implementation of
criteria, psychological evaluation, and preoperative work-
up to verify if patients are candidates to metabolic surgery
are imperative. This preparation is fulfilled in the same
manner as other metabolic surgeries, looking for obesity-
related diseases, establishing antithrombotic prophylaxis
and treating comorbidities (9). OAGB has a common point
among critics regarding the rising concern of gastritis and
its potential relation to cancer, illustrating the need for
more research studies (2,3).

Complications

Due to shorter operative time and simplicity of the surgical
technique, OAGB has shown fewer early and late surgical
complications ranging from 4% to 7.5% (11). These
complications can be better described as early and late
complications.

Early postoperative complications
Leaks

Ever since the first publications on OAGB in 2005, new
series have shown improvement in outcomes in terms
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of leak rates. This favorable reduction is thought to be
secondary to the preservation of vasculature, as a result of
partial sectioning and low vascular traction (tension-free
anastomosis). While leaks still represent the most common
complication of this intervention (0.1% to 1.9%), once a
leak is identified, aggressive management strategies must be
implemented to avoid further complications (11,16).

Bleeding

Bleeding is the second most common complication and
presents usually in the early postoperative setting. It
commonly originates from the staple lining along the gastric
pouch, gastric remnant, or gastrojejunal (GJ) anastomosis,
with a rate of less than 3% (11). The performing surgeon
must be capable of discerning between an intraluminal and
intra-abdominal source of bleeding. This identification must
be made prior to attempting any invasive management. The
management tends to be conservative, but almost half of
patients require surgical intervention (11,16).

Small bowel obstruction

Internal hernias and small bowel obstruction (SBO) are
an uncommon complication seen in OAGB because there
are no mesenteric defects to close. This represents a great
advantage compared to other metabolic surgeries (i.e.,
LRYGB). Even though the percentage is significantly
low, should the case present itself, diagnosis should be
considered (16,60).

Dumping syndrome

Rapid transit of hyperosmolar content into the jejunum
promotes physiologic changes that ultimately result in
aggressive GI symptoms. The treatment is the same that is
used in other bypass surgeries, mainly focusing on dietary
modification (60).

Late postoperative complications
Stomal stenosis

Anastomotic size is highly correlated with this type of
complication. Case series with an anastomotic size <2.5 cm
have shown increased incidence rates. Conversely, those
who performed anastomotic sizes of 2 cm present with
further problems. Similar to current treatment of stomal
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stenosis in other bariatric procedures, these are usually
treated with pneumatic dilation, and only a small number of
patients will require reoperation (16).

Marginal ulcer (MU)

MU is a common denominator in most types of bariatric
surgery at the level of the GJ junction. It has been
hypothesized that the stapling size or an increased gastric
acid production in an oversized pouch may cause this
lesion. OAGB is thought to have a protective effect as the
presence of bile at the GJ level can act as a buffer to avoid
the constant injury of the epithelium. In spite of that, the
incidence of MU is around 0.6-4% for large series, and
remains controversial in outcomes following OAGB (60).

Malabsorptive complications

Due to the anatomical variance of this procedure,
malnutrition has been reported in 1.1% of patients
undergoing OAGB (17). Due to this stronger malabsorptive
component, OAGB has lower hemoglobin levels than
LRYGB (39). Iron deficiency anemia is a common and
has a variable incidence from 5% to 10% (11). The
presence of hypo-absorption and malnutrition has been
increasingly reported in patients with an afferent limb
>250 c¢cm (16). This malnutrition has been described to
be transitory, and the majority of patients responded to
nutritional supplements without the necessity of immediate
intervention or reversal/conversion procedures (39).

Weight loss failure

Some patients present with an inability to lose weight
after the intervention and an excess body mass index loss
(EBMIL) <25%. This can be secondary to dilation of the
gastric pouch being diagnosed by upper GI series and
should be managed promptly by revisional surgery (17).

Randomized controlled trial

Due to the relative unpopularity of the OAGB, there is a
limited amount of level I evidence- based large controlled
trials. Robert et al. recently presented a multicenter,
randomized, non-inferiority, controlled trial comparing
outcomes of 234 obese patients who underwent either
LRYGB or OAGB. After a 2-year follow-up, the mean
percentage excess BMI loss was -87.9% in the OAGB
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group and -85.5% in the LRYGB group. The finding
rather confirms non-inferiority of OAGB when compared
to LRYGB (mean difference -3.3%, 95% CI: -9.1% to
2.6%). Overall, there was no significant difference between
the adverse events reported (P=0.042). Nevertheless, the
nutritional complications in the OAGB had a rate of 21.4%,
while the LRYGB group reported none (P=0.0034). As
suggested by the authors, the nutritional complications
seem to be related to the length of the biliopancreatic limb
in the OAGB group, which was set at 200 c¢m, further
worsening the malabsorptive effect encountered in OAGB
patients (61). This study has established a precedent in
the safety and feasibility of OAGB as a suitable alternate
bariatric procedure. It has also highlighted the paramount
need to answer the ultimate question in regard to OAGB:
“What is the most adequate limb length to ensure successful
outcomes?”

Conclusions

The main goal of bariatric surgery is to manage weight loss
and the associated comorbidities. OAGB has a relentless
and intriguing appearance in contemporary practice. Its
relatively short operative time, low complication rate,
excellent weight loss outcomes, and comparative remission/
improvement of obesity-related comorbidities has granted it
the role of a viable alternative for operative candidates. The
nature of the available evidence of this technique poses a
challenge to OAGB in its establishment as a standard of care
procedure. The anatomical configuration following surgery,
as well as the metabolic implications of its hypo-absorptive
nature, raises controversial and ongoing concerns that are
yet to be addressed. Hence, prospective studies with long-
term follow-up (>5 years) can address these concerns and
enable the progression of the clinical practice of OAGB.
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