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Abstract
Purpose The treatment of people with severe obesity and BMI > 50 kg/m2 is challenging. The present study aims to evaluate the
short and mid-term outcomes of one anastomosis gastric bypass (OAGB) with a biliopancreatic limb of 150 cm as a primary
bariatric procedure to treat those people in a referral center for bariatric surgery.
Material and Methods Data of patients who underwent OAGB for severe obesity with BMI > 50 kg/m2 between 2010 and 2017
were collected prospectively and analyzed retrospectively. Follow-up comprised clinical and biochemical assessment at 1, 3, 6,
12, 18, and 24 months postoperatively, and once a year thereafter.
Results Overall, 245 patients underwent OAGB. Postoperative mortality was null, and early morbidity was observed in 14
(5.7%) patients. At 24 months, the percentage total weight loss (%TWL) was 43.2 ± 9, and percentage excess weight loss
(%EWL) was 80 ± 15.7 (184 patients). At 60 months, %TWL was 41.9 ± 10.2, and %EWL was 78.1 ± 18.3 (79 patients).
Conversion to Roux-en-Y gastric bypass was needed in three (1.2%) patients for reflux resistant tomedical treatment. Six patients
(2.4%) had reoperation for an internal hernia during follow-up. Anastomotic ulcers occurred in three (1.2%) patients. Only two
patients (0.8%) underwent a second bariatric surgery for insufficient weight loss.

Key Points
1. The treatment of people with severe obesity and BMI > 50 kg/m2 is
challenging.
2. OAGBwith a biliopancreatic limb of 150 cm is feasible and associated
with sustained weight loss in the treatment of severe obesity with BM I>
50 kg/m2.
3. OAGB with a biliopancreatic limb of 150 cm may be proposed as a
stand-alone procedure in the treatment of severe obesity with BMI > 50
kg/m2.
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Conclusion OAGBwith a biliopancreatic limb of 150 cm is feasible and associated with sustained weight loss in the treatment of
severe obesity with BMI > 50 kg/m2. Further randomized studies are needed to compare OAGBwith other bariatric procedures in
this setting.

Keywords Bariatric surgery . One anastomosis gastric bypass . Severe obesity . BMI > 50

Introduction

Obesity is a worldwide epidemic, and bariatric surgery
has proven to be the most effective treatment for severe
obesity [1]. Some authors have used the word super-
obesity to define as a body mass index (BMI) > 50 kg/
m2 and super super-obesity to define a BMI > 60 kg/m2

[2]. Recent studies associate bariatric surgery with a con-
siderable long-term insufficient weight loss or complica-
tions, with a secondary procedure needed in approximate-
ly 20% of patients [3, 4]. The initial BMI is a significant
predictive factor of insufficient weight loss, with worse
weight loss results in patients with a higher initial BMI
[5, 6]. The treatment of people with severe obesity and
BMI > 50 kg/m2 is challenging for three main reasons: (1)
insufficient weight loss is more frequent after bariatric
surgery in this setting; (2) surgery is technically more
demanding; and (3) surgery is associated with higher
postoperative morbi-mortality [7].

Several bariatric procedures have been proposed to treat
severe obesity with BMI > 50 kg/m2, including Roux-en-Y
gastric bypass (RYGB), one anastomosis gastric bypass
(OAGB), single anastomosis duodeno-ileal bypass (SADI),
sleeve gastrectomy (SG), and biliopancreatic diversion with
duodenal switch (BPD-DS) [8–15]. There is still no robust
evidence supporting the choice of one procedure over the
others.

OAGB was recognized as a mainstream bariatric pro-
cedure by the International Federation for the Surgery of
Obesity and Metabolic Disorders (IFSO) in 2018 [16].
Since then, the efficacy and safety of OAGB in treating
obesity and its related associated medical problems have
been demonstrated in several studies that have included
thousands of patients [17–20]. A randomized study that
compared OAGB with RYGB demonstrated the non-
inferiority of OAGB in weight loss and metabolic im-
provement at 2 years [21]. OAGB with a biliopancreatic
limb of 150 cm has produced similar outcomes with a
better safety profile to those seen with a limb of 200 cm
[22–24].

The present study aims to evaluate the short and mid-term
outcomes of OAGBwith a biliopancreatic limb of 150 cm as a
primary bariatric procedure to treat people with severe obesity
and BMI > 50 kg/m2 in a referral center for bariatric surgery.

Materials and Methods

Patient Selection

The Institutional Review Board of our institution approved the
study, which is registered as IORG-IRB: IORG0009085
COS-RGDS-2019-11-001-LIAGRE-A. All people with a
BMI > 50 kg/m2 who underwent OAGB with a
biliopancreatic limb of 150 cm as a primary bariatric proce-
dure between May 2010 and December 2017 were identified
retrospectively from a prospective database that included all
patients who underwent bariatric surgery in our department.
Data from our database, computerized hospital records, and
case notes were obtained when necessary. Data were further
supplemented by contacting the patients and their general
practitioners if needed.

Preoperative Workup

Indications for primary surgery were in line with the National
Health Authority (Haute Autorité de Santé, HAS) recommen-
dations, and surgery was proposed as a second-line treatment
after 6–12 months of medical management [25]. Preoperative
workup included upper gastrointestinal (GI) endoscopy, ab-
dominal ultrasound, clinical, biochemical, nutritional, and
psychological assessment. The multidisciplinary obesity
board of the institution validated the indication for surgery.

Surgical Technique

All the patients underwent OAGB with a biliopancreatic limb
of 150 cm. The stomach was sectioned at the level of the
incisura angularis and calibrated on a 36 Fr bougie to fashion
a long and narrow pouch. An antecolic laterolateral
gastrojejunal anastomosis was created using a stapler with a
60-mm vascular cartridge. No closure of mesenteric defects
was performed.

Postoperative Outcomes and Follow-Up

Postoperatively, water intake was started the evening of sur-
gery, and a semi-liquid diet was allowed on postoperative day
1. Postoperative complications were classified according to
the Clavien–Dindo classification [26]. Proton pump inhibitors
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(PPIs) were prescribed for 3 months after surgery. After this
period, the PPIs were continued only in response to gastro-
esophageal reflux disease (GERD) symptoms. Micronutrient
supplementation was administered routinely to all patients, as
previously reported [24]. After 2018, we administered a poly-
vitamins capsule designed to avoid nutritional issues after
OAGB.We choose this formula as it consists in a single prod-
uct, which may improve patients’ compliance.

Weight loss outcomes were expressed as percentage total
weight loss (%TWL) and percentage excess weight loss
(%EWL), and calculated as [initial weight − follow-up
weight] × 100 and [initial weight − follow-up weight] ×
100/[initial weight − ideal weight], respectively. Ideal weight
was set as that equivalent to a BMI of 25 kg/m2. Follow-up
continued with clinical and biochemical assessment at 1, 3, 6,
12, 18, and 24 months postoperatively and once a year
thereafter.

The evolution of obesity-related associated medical prob-
lems was assessed according to the use and discontinuation of
medication postoperatively in the instance of diabetes, hyper-
tension, dyslipidemia, and osteoarthritis. Remission of hyper-
tension was defined as a systolic blood pressure of less than
130 mmHg or diastolic blood pressure of less than 85 mmHg
without the use of antihypertensive drugs. Improvement was
defined as a decrease in the quantity or dosage of antihyper-
tensive drugs. Diabetes remission was defined as fasting glu-
cose of less than 5.6 mmol/L and a glycosylated hemoglobin
value of less than 6.5% without the use of oral hypoglycemic
medications or insulin. Improvement was defined as a de-
crease in the quantity or dosage of oral hypoglycemic medi-
cations or insulin. Improvement of osteoarthritis was evaluat-
ed based on symptoms, mobility, and use of painkillers. The
presence of preoperative sleep apnea syndromewas quantified
by sleep studies and postoperative resolution by discontinued
use of continuous positive airway pressure masks.
Gastrointestinal and endocrinological complications included
diarrhea, hypoglycemia, abdominal pain, and GERD. Biliary
reflux was defined as the presence of clinical symptoms ne-
cessitating treatment, such as heartburn and/or bile vomiting
and/or biliary regurgitation, particularly during the night or in
dorsal decubitus.

Data Presentation and Statistical Analysis

Continuous data are reported as means, standard deviations,
and ranges. Nominal data are expressed as numbers and per-
centages. Comparisons were made using the χ2 test for nom-
inal data or Student’s t test for continuous data. The paired
Student’s t test was used to compare preoperative and postop-
erative biochemical values. A P value of ≤ 0.05 was consid-
ered to be statistically significant. All statistical analyses were
performed using SPSS software version 25.

Results

Patients Characteristics and Surgical Procedures

During the study period, 245 patients with BMI > 50 kg/m2

underwent OAGB as a primary procedure. The characteristics
and associated medical problems of patients are listed in
Tables 1 and 2, respectively. Surgical procedures associated
with OAGBwere hiatal hernia repair with cruroplasty in eight
(3.2%) patients. Major steatosis was detected in 40 (16.3%)
cases.

Early Postoperative Complications

Postoperative mortality was not observed. Postoperative
morbidity occurred in 14 (5.7%) patients (Table 3). Five
of the patients had upper or lower GI bleeding without
hemodynamic impairment and received red blood cell
transfusions. Two patients had anastomotic bleeding fol-
lowing hypertensive crises, with hemodynamic impair-
ment, and underwent upper GI endoscopy and treatment
of the source of anastomotic bleeding (in one case with
adrenaline injection, in the other one with diathermic
loop). Three patients had pneumonia. Three patients
had an anastomotic leak or perianastomotic abscess
and were treated by antibiotics and fasting (two pa-
tients) or needed re-laparoscopic exploration (one pa-
tient) with Kher drain (T-tube) placement into the fistu-
lous orifice and drainage, as described previously [20].
One patient had phlebitis.

Long-Term Complications

Conversion to RYGB was needed in three (1.2%) pa-
tients for reflux that was resistant to medical treatment
(Table 3). Six patients (2.4%) had reoperation for an
internal hernia during follow-up. Anastomotic ulcers oc-
curred in three (1.2%) patients. Only two patients
(0.8%) underwent a second bariatric surgery for insuffi-
cient weight loss. One of the patients was treated by
conversion to SADI in two steps (SG followed by
duodeno-ileal anastomosis). The patient lost further
weight but developed severe malnutrition and died from
this complication. The other patient had gastric pouch
banding with no complications. Total complications rate
(early + late) was 14.7%.

Long-Term Outcomes

Weight loss outcomes are reported in Table 1. At 24-month
follow-up, weight loss outcomes were available for 184 pa-
tients, at 60 months for 79.
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Twenty-three female patients became pregnant and deliv-
ered during follow-up. Compliance with vitamin treatment
was observed in 146 (83%) patients at 24 months of follow-

up (results available for 176 patients). Nutritional blood tests
at 24 months are reported in Table 4. Intravenous iron injec-
tions were administered to three patients (1.2%).

Table 1 Characteristics of the
included patients before surgery
and at follow-up

Variable Baseline 12 months 24 months 60 months 72 months 80 months

N. 245 215 184 79 43 14

Female sex 170 (79%)

Age (years) 39.7 ± 13.2

(18–71)
Lost to F-U 6/215 (3%) 8/184 (4%) 11/79 (14%) 6/43 (14%) 3/14 (21%)

Weight (kg) 150 ± 22.3 94 ± 18.5 85 ± 18.2 86 ± 17.8 88.6 ± 18.2 87.9 ± 21

(107–250) (56–170) (53–165) (60–140) (60–132) (65–135)

BMI (kg/m2) 54 ± 4.9 34.5 ± 6.1 31.1 ± 5.3 31.6 ± 5.6 32.1 ± 6.3 30.5 ± 6.5

(50–75) (24–74) (22–50) (23–48) (23–49) (23–41)

%EWL 69.4 ± 16 80 ± 15.7 78.1 ± 18.3 76 ± 19.9 80.5 ± 21

(18–103) (17–112) (30–106) (26–106) (50–106)

%TWL 37.7 ± 8.4 43.2 ± 9 41.9 ± 10.2 41.5 ± 11.5 42.9 ± 11.8

(11–58.4) (5–65) (17.6–64) (14–64) (27–64.6)

Class I obesity 80/215 66/184 25/79 11/43 1/14

(37.2%) (35.8%) (31.6%) (25.5%) (7.1%)

Class II obesity 62/215 21/184 5/79 5/43 2/14

(28.8%) (11.4%) (6.3%) (11.6%) (14.2%)

Class III obesity 32/215 16/184 20/79 6/43 2/14

(14.9%) (8.6%) (12.6%) (13.9%) (14.2%)

Treated 97/245 25/215 15/78

GERD (39.5%) (25%) (20%)

Data are presented as absolute number (percentage) or as mean ± standard deviation (range)

N, number; BMI, body mass index; EWL, excess weight loss; TWL, total weight loss; GERD, gastroesophageal
reflux disease

Table 2 Associated medical
problems and their evolution after
one anastomosis gastric bypass in
obese patients with BMI >50 kg/
m2

Comorbidity % before OAGB At 24-month follow-up Rate of resolution

Arterial hypertension 30%

(75/245)

Lost to follow-up = 9

No medications = 50

Treated = 16

76%

Diabetes 17%

(41/245)

Lost to follow-up = 2

No medications = 36

Treated = 3

92%

OSAS 29%

(70/245)

Lost to follow-up = 2

No medications = 66

Treated = 2

97%

Dyslipidemia 17%

(41/245)

Lost to follow-up = 1

No medications = 39

Treated = 1

98%

OSAS, obstructive sleep apnea syndrome

In the column “%before OAGB”, the data are reported as % (number of patients having the comorbidity/total
number of patients)
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Discussion

The treatment of severe obesity with BMI > 50 kg/m2 repre-
sents one of the main challenges of bariatric surgery. The
choice of the optimal surgical procedure is debated and should
take into account the technical issues related to higher BMIs,
the rates of perioperative and postoperative morbidity, and the
expected efficacy in terms of associated medical problems
resolution and weight loss outcomes.

In the literature, two approaches have been proposed,
consisting of stand-alone procedures (with the aim of propos-
ing only one bariatric surgery) or two-step strategies including
a bridging step followed by a second intervention [7, 27].
Two-step strategies were well described by a recent meta-
analysis of 13 studies involving 550 patients and a mean
BMI of 61.26 kg/m2 [7], undergoing a first intervention of
laparoscopic SG, intragastric balloon, and liquid low calorie
diet program. SG and diet were effective; in particular, SG
guaranteed a BMI reduction of 15.2 kg/m2. However, long-
term results are lacking in this meta-analysis and the literature.

Among bariatric surgeries performed as a stand-alone pro-
cedure, data have been published on SG, RYGB, OAGB,

BPD-DS, and SADI in the setting of severe obesity with
BMI > 50 kg/m2. The study by Nasser et al. [28] analyzed
the data of 356, 621 patients who received SG or RYGB (65,
565 with BMI > 50, 18, 861 with BMI > 60). Patients with
BMI > 50 kg/m2 had increased morbidity and mortality com-
pared to those with morbid obesity. Wang and colleagues [29]
compared SG and RYGB through a meta-analysis. In their
study, RYGB was associated with a higher %EWL at 12
months compared with SG; however, no significant differ-
ences were found at 24 months. A systematic review by
Parmar et al. [30], which included 318 patients, described
the results of OAGB for severe obesity with BMI > 50 kg/
m2, showing the safety efficacy of OAGB in this setting, with
a leak rate of 0%, mortality of 0.31%, and 60 months %EWL
of 90.75%. A single-institution series demonstrated the safety
and efficacy of bariatric surgery to treat patients with BMI >
50 kg/m2 [31]. In some studies, SG and RYGB were compa-
rable at 3-year follow-up [32], whereas others reported better
results for RYGB at 1- and 2-year follow-up compared to SG
[33], and OAGB at 1 year was more effective than SG [34].
Bhandari et al. reported their experience in India in a retro-
spective study with 3-year follow-up. They reported better

Table 3 Postoperative morbi-mortality and late complications after one anastomosis gastric bypass (OAGB) for severe obesity with BMI >50 kg/m2

Early morbi-mortality N (%) Treatment

Postoperative death 0 (0%)

Early postoperative complications 14 (5.7%)

Gastro-intestinal bleeding 7 (2.9%) 5 = red blood cells transfusions

2 = upper GI endoscopy and treatment of the bleeding source

Pneumonia 3 (1.2%) Antibiotics

Anastomotic leak/perianastomotic abscess 3 (1.2%) 2 = antibiotics and fasting

1 = re-laparoscopic exploration with Kher placement into the fistulous orifice and drainage,

Phlebitis 1 (0.4%) Medical treatment

Late complications N (%) Treatment

Late postoperative complications 22 (9.0%)

Internal hernia 6 (2.4%) Surgery

Anastomotic ulcer 3 (1.2%) 1 = surgery

2 = medical treatment

Additional surgery for insufficient 2 (0.8%) 1 = 2-step conversion into SADI

Weight loss 1 = calibration band added

Long-term deaths 2 (0.8%) 1 = colon cancer at 14 months

GERDrequiring conversion to RYGB 3 (1.2%) 1 = myocardial infarction at 18 months

Chronic diarrhea 4 (1.6%) Medical treatment

Glycemic troubles 2 (0.8%) Medical treatment

Overall complications* 36 (14.7%)

OAGB, one anastomosis gastric bypass; GERD, gastroesophageal reflux disease; SADI, single anastomosis duodeno-ileal bypass; RYGB, Roux-en-Y
gastric bypass; GI, gastrointestinal

*Early + late complications
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outcomes after banded SG, OAGB, and banded RYGB com-
pared to standard RYGB and SG [35]. Other authors reported
promising results for banded RYGB and OAGB [11, 12].

Similar postoperative and weight loss results have been
reported for BPD/DS and SADI in a retrospective multicenter
series [36], whereas Skogar et al. showed that patients with
severe obesity with BMI > 50 kg/m2 had a better weight re-
duction and metabolic control with BPD/DS, at the cost of
higher incidence of adverse events, compared to patients un-
dergoing RYGB [14].

The analysis of the literature shows that most authors
advocate bypasses (RYGB or OAGB) or biliopancreatic
diversion (BPD-DS or SADI) to treat severe obesity with
BMI > 50 kg/m2 because they seem to be more effective
than SG in this setting. Biliopancreatic diversion seems to
be associated with a higher rate of postoperative morbid-
ity than gastric bypass even if some authors advocate that
it might guarantee higher weight loss in the setting of
severe obesity with BMI > 50 kg/m2 than RYGB.
Banding of the OAGB or RYGB may be useful in in-
creasing the efficacy of these procedures. SG may be use-
ful as a first step procedure when more complex proce-
dures are too difficult because the BMI of the patient is
high. However, it should be noted that the majority of
previous studies is limited by short or incomplete fol-
low-up, or by the small number of included patients.

The present study demonstrates that OAGB is feasible and
associated with sustained weight loss, as a stand-alone bariat-
ric procedure to treat people with severe obesity with BMI >
50 kg/m2. In experienced hands, the postoperative complica-
tion rate was as low as 5.7%, no mortality was observed, and
weight loss outcomes were very satisfying. Five-year results
were available for 79 patients from a total number of 245;
%EWL was 78.1; and %TWL was 41.9. The effect on asso-
ciated medical problems was remarkable, with the resolution
rate ranging from 74% for arterial hypertension to 93% for
obstructive sleep apnea syndrome. Diabetes was resolved in
88% of cases.

The present study is one of the most relevant single-center
studies if we consider the number of patients and the follow-
up data. We confirm that malnutrition requiring hospitaliza-
tion or surgery was not observed using a 150-cm
biliopancreatic loop, as we described previously [24].
However, we observed after a 24-month follow-up a slight
increase in the rate of abnormal pre-albumin, from 13.4%
before OAGB to 18.4% at 2-year follow-up.

Among long-term complications, bile reflux that was resis-
tant to medical treatment requiring conversion to RYGB was
observed in 1.2% of patients, anastomotic ulcers in 1.2%, and
surgery for an internal hernia in 2.4% of cases. Only two
patients underwent revisional surgery for insufficient weight
loss, one of them with inauspicious outcomes. In this patient,

Table 4 Blood test results before one anastomosis gastric bypass (OAGB) for severe obesity with BMI > 50 kg/m2 and at 24-month follow-up

Biochemical variables
(reference values)

Before OAGB (n = 245) % of abnormal results At 24-month follow-up (n = 176) % of abnormal results p

Hemoglobin
(12–16 g/L)

13.9 ± 1.25 (10.5–20.7)
(n = 242)

4.9% 13.4 ± 1.42 (8.9–18,1)
(n = 125)

9.6% <0.0001

Albumin
(35–52 g/L)

38.5 ± 3.9
(29–47)
(n=187)

14.9% 39,3 ± 4
(26–48)
(n = 112)

9.8% 0.534

Ferritin
(15–150 μg/L)

175 ± 153.6 (9.4–979)
(n = 198)

1.5% 10.8 ± 115.7 (5–860)
(n = 119)

11.7% 0.001

Prealbumin
(0.2–0.4 g/L)

0.25 ± 0.05 (0.15–0.45)
(n = 163)

13.4% 0.23 ± 0.04 (0.14–0.44)
(n = 103)

18.4% 0.0001

Vitamin A
(1.72–2.52 μmol/L)

2.12 ± 0.5
(1.09–3.4)
(n=91)

17% 1.74 ± 0.45 (0.8–3.39)
(n = 98)

39.7% 0.0001

Vitamin B9
(10–79 ng/L)

14 ± 5.6
(4–42)
(n = 190)

17.8% 36.5 ± 83.8 (4–814)
(n=111)

10.8% 0.0145

Vitamin B12
(145–569 pmol/L )

329.3 ± 131.2 (91–942)
(n = 197)

0.5% 270 ± 123 (72–876)
(n = 117)

11.1% 0.053

Vitamin D
(75–150 nmol/L )

36.2 ± 20
(3–107)
(n = 193)

92.7% 69.1 ± 28.3 (11–192)
(n = 118)

52.5% < 0.0001

Calcium
(2.15–2.5 mmol/L)

2.36 ± 0.13 (2.03–3.35)
(n = 193)

3% 2.29 ± 0.12 (1.7–2.53)
(n = 120)

8.3% 0.0032

The p are referred to the comparison between the results before OAGB (column “before OAGB”) and after 24months (column “at 24-month follow-up”)

n number of patients
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OAGB was converted to SADI with a common limb of
250 cm but severe malnutrition occurred, and the patient ulti-
mately died (the patient was treated by another team). The
other patient had an adjustable banding placed on the gastric
pouch. In our opinion, OAGB with a 150-cm limb works well
as an effective malabsorbitive procedure [24]. So, we do not
recommend limb elongation in case of insufficient weight
loss, fearing the risk of nutritional complications. We believe
that the placement of an adjustable gastric band on the pouch
is a safer option (we underline that these data are only based
on personal experience, giving the lack of data in the
literature).

The total rate of complications (early + late) was 14.7%,
which is considered acceptable considering that it includes
long-term complication.

The present series, which only included OAGB as a prima-
ry procedure for severe obesity with BMI > 50 kg/m2, leads to
several considerations. OAGB with a 150-cm biliopancreatic
limb in our experience has several advantages in the treatment
of these patients. First, it may be proposed as a stand-alone
procedure (since only one conversion for insufficient weight
loss was needed). This is important in the effort to reduce
hospitalizations, complications, and costs, which are expected
to be higher in two or three-step strategies. Furthermore, a
stand-alone procedure avoids the loss of patients between
the first and second step. After the first operation, some pa-
tients are lost to follow-up, are contraindicated for medical or
psychiatric reasons, or have some improvement without want-
ing a second procedure receiving only limited benefit from the
two-step strategy. Second, it is a feasible and relatively “sim-
ple” technique, requiring only one anastomosis, which is im-
portant in this setting because higher BMI is associated with
more technical difficulties. The senior author (AL) standard-
ized a technique of OAGB with a 150-cm limb and a mechan-
ical gastrojejunal anastomosis [24]. Third, but probably the
most important aspect, OAGB is associated with sustained
weight loss in these patients, as our results demonstrate.

The disadvantages of OAGB are not frequent, and in our
opinion, they are outbalanced by the benefits, but they exist
and include the possibility of long-term complications requir-
ing a second intervention, such as bile reflux that is resistant to
medical treatment, anastomotic ulcers, and internal hernia
[37]. Furthermore, the procedure is not always feasible, with
10 out of 255 patients not undergoing OAGB for technical
reasons.

The peculiarity of the present series is the length of the
biliopancreatic limb, which was standardized at 150 cm, even
for severe obese patients with BMI > 50 kg/m2, and was
effective in terms of weight loss and safe with regard to nutri-
tional complications (we did not observe patients requiring
surgery or hospitalization for malnutrition in this series).
While other authors measure the limb and modify its length
according to the BMI of the patient [38], we chose to adopt a

standardized length without measuring the bowel. In our opin-
ion, the resolution of severe obesity is related to a number of
factors, and it is simplistic to correlate it only to the
biliopancreatic limb length. On the other hand, lengthening
the limb may increase the risk of malnutrition without an
increase in efficacy.

The present study demonstrates the efficacy and utility of
OAGB with a biliopancreatic limb of 150 cm to treat severe
obese patients with BMI > 50 kg/m2. However, we highlight
the need to conduct randomized trials to compare OAGBwith
other bariatric procedures. Furthermore, the role of the band
placement over the bypass pouch needs to be defined in the
future.

Limits

The present study is limited by its single-institution design,
which limits the number of included patients. The study was
an observational trial without a matched control or randomi-
zation. Furthermore, the results of a center with a large expe-
rience of OAGB and management of its complications [20,
39, 40] may not be reproducible in low-volume or less expe-
rienced centers. Third, during the surgeries, the entire bowel
length was not measured, as only the biliopancreatic limb was
routinely measured. Until 2015, blood tests including nutri-
tional assessment were performed in our center during the first
24 months. After 24 months, the patients were referred to their
general practitioner/endocrinologist/nutritionist for nutritional
monitoring, which explains the lack of nutritional assessment
beyond 2 years in the results.

Conclusion

OAGB with a biliopancreatic limb of 150 cm is feasible and
associated with sustained weight loss in the treatment of se-
vere obesity with BMI > 50 kg/m2. Shot-term morbidity is
low, and weight loss outcomes and resolution of associated
medical problems are promising. Further randomized studies
are needed to compare OAGB with the other bariatric proce-
dures in this setting.
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