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Abstract 

Purpose: In this study, we assessed the effect of the length of the efferent limb on weight loss in 

patients undergoing One Anastomosis Gastric Bypass (OAGB) surgery for morbid obesity. The 

secondary endpoints evaluated in this study include the nutritional deficiencies that may occur 

when changing the length of the efferent limb, the resolution of obesity-related co-morbidities, as 

well as postoperative morbidity and occurrence of complications (e.g., port-site and internal 

hernias). 

Methods: This prospective study was conducted on 46 patients with morbid obesity who 

underwent laparoscopic OAGB. Patients were followed up for one year. 

Results: The data showed that there is a negative statistical correlation (p <0.05) between the 

efferent limb length and the excess body weight loss at 3-, 6-, and 12 months post-OAGB. 

Besides, there was a negative statistical significance (p <0.05) between the percentage of efferent 

limb length to the total small bowel length (TSBL) and the excess body weight loss at 3-, 6-, and 

12 months post-OABG. On the other hand, there were no statistical associations (p >0.05) 

between the efferent limb length (or the percentage of efferent limb length to total small bowel 

length) and nutritional deficiencies (albumin, total calcium, and iron) at 12 months post OAGB 

in this study. 

Conclusions: In conclusion, measuring the TSBL in each patient undergoing OAGB would be 

more accurate than the classic estimation given by the anatomy books. The length of the efferent 

limb is inversely correlated with postoperative excess body weight loss. 
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study. 

 

INTRODUCTION 

Many surgeons consider the Roux-en-Y gastric bypass (RYGB) to be the gold standard by which all 

other bariatric surgeries are evaluated (1). Although gastric bypass surgery successfully reduces 

comorbidities and body weight, it is limited by the fact that part of this weight is regained on 

long-term follow-up. Up to 40% of patients with superobesity (BMI>50 kg/m2) had inferior 

overall outcomes following gastric bypass, mainly due to weight regain (2). 

All gastric bypass procedures work by restricting food intake in the newly formed gastric pouch and 

preventing some of it from being absorbed by the body due to the bypassing of the duodenum and 

portion of small intestine (3). Absorption of nutrients is significantly affected in the afferent limb 

because the food bolus does not contact the biliopancreatic secretions until the efferent limb. As a 

result, adjusting the length of both limbs might affect the severity of malabsorption (4). Bariatric 

surgeons, particularly with the superobese population, where failure rates after gastric bypass are 

greater, should focus on the length of the efferent limb rather than the afferent limb while 

performing a gastric bypass in order to achieve more weight loss due to malabsorption (4). 

There is inconclusive evidence on the ideal length of afferent and efferent limbs with (OAGB), and 

the reported lengths range from 150cm (afferent limb) on the shorter side to variable lengths using 

considerably longer limbs for heavier patients (5,6). Many authors have reported using 200cm 

afferent limb length as standard length. However, it is not yet known if the longer afferent limb 

length is associated with protein-calorie deficiency post-OAGB (7,8). Because of this lack of 

information, it has been challenging to implement a standardized afferent limb length (9). 

It has been proposed by Lee et al. that increasing the bypassed (afferent) limb may aid in weight 

reduction for the morbidly obese, but this strategy does not seem to have any lasting effects for 

the moderately obese (10). However, studies conflicted on how long the bypass limb should be 

for patients with superobesity, with lengths ranging from 250cm up to 400cm (11). 

Individualizing bypass limbs for patients based on their body mass index (BMI) is ideal (12). 

Patients with a higher BMI or super-morbid obesity who undergo "tailored" OAGB may have 

more weight reduction and a corresponding improvement in metabolic dysfunction without 

increase in complications (10). When the efferent limb is shortened, it increases the risk of 

malabsorption and nutritional deficiencies, while when the afferent limb is lengthened, it 

improves weight loss (13). Rather than measuring the efferent limb at the end of the operation, it 

is more practical to measure the total small bowel length (TSBL) and then choose the limb lengths 

accordingly (14). 

Methods 

The study was approved the local ethics committee of the Kasr-Al-Aini hospitals (Ethics committee 

approval no. MD-78-2020). All participants signed the written informed consent before 

enrollment in the study. 

This prospective study was conducted on 46 patients with morbid obesity who were operated at Kasr-

Al-Aini Teaching Hospital, Cairo University in the period from June 2020 till September 2021. 

All 46 patients included in this study underwent laparoscopic OAGB for treatment of their morbid 

obesity. Only adult patients were included with BMI>35 Kg/m
2
, with associated co-morbidities, 

or BMI>40 Kg/m
2
 with or without co-morbidities, after failed conservative management for six 

months. We excluded patients with contraindications for laparoscopic surgery, inflammatory 

bowel disease, substance abusers, cognitive impairment, psychiatric illness, chronic steroid users, 

smokers, those with history of bariatric or abdominal surgeries, and pregnancy or lactation. 
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Study endpoints:  

The primary end point of this study is to assess the effect of the length of the efferent limb on weight 

loss in patients undergoing OAGB surgery for morbid obesity. The secondary endpoints evaluated 

in this study include the nutritional deficiencies (e.g., serum albumin and serum calcium) that may 

occur when changing the length of the efferent limb, the resolution of obesity-related co-

morbidities, as well as post-operative morbidity and occurrence of complications (e.g., port-site 

and internal hernias). 

Operative technique: 

A long, narrow, sleeved gastric pouch was formed as the first step of every procedure. 

Although all anastomoses in this study were done at 200 cm from the duodeno-jejunal junction 

(Rutledge technique), yet the TSBL (from ligament of Treitz to ileocaecal valve) was measured in 

every patient in order to identify the efferent limb length and the percentage of the bypassed 

(afferent) limb. This was achieved using a sterile 10 cm nylon tape and two intestinal atraumatic 

graspers. The measurement was done along the anti-mesenteric border of non-stretched small 

bowel (Figure 1). Throughout the measuring process, the proximal limb was always placed on the 

patient’s left side and distal limb on the patient’s right side to avoid torsion of the intestinal 

mesentery. Extra caution was taken during this step of the procedure so as to avoid unnecessary 

complications such as intestinal serosal tears or even perforations. If the surgeon at any point was 

not comfortable doing this step, or the patient was at any surgical or anesthetic risk, this step was 

omitted and the patient was excluded from the study. 
 

 

 

 

 

 

 

 

Figure 1: Live intra-operative photos illustrating using sterile 10 mm nylon tape to measure total small bowel length. 

Then, the gastro-jejunostomy was done, a methylene blue leak test was performed, and wounds were 

closed after achieving good hemostasis. 

Statistical analysis: 

Statistical analysis was carried out using SPSS version 21. Categorical variables were presented as 

frequencies and percentages. Quantitative date were summarized as means ± standard deviation 

(SD). Independent t-test was used to test the relationship between different quantitative 

parameters. Chi-square (X2) test was used to test the relationship between different qualitative 
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parameters. The level of statistical significance was defined a probability value of less than 5%. 

Results 

Forty-six patients were included, with a mean age of 38.87 years old and female predominance 

(76.1%). The mean preoperative BMI was 50.79 ±9.44 Kg/m
2
. All 46 patients involved in this 

study underwent the conventional (Rutledge) technique for OAGB, where the single anastomosis 

was done 200cm distal to the duodeno-jejunal junction. In each patient included in this study, the 

TSBL, as well as the afferent (200 cm in all patients; Rutledge technique) and efferent limb 

lengths were measured. The percentage of afferent limb/total small bowel length, and the 

percentage of the efferent limb/total small bowel length were then calculated in each patient 

(Table 1). 
Table 1: Pre- and Intra-Operative Characteristics of The Included Patients (n =46) 

 Mean/No. Standard Deviation/% 

Age (years) 38.87 10.39 

Height (cm) 165.83 9.75 

Pre-operative (Baseline) weight (Kg) 138.77 23.71 

Pre-operative (Baseline) BMI (Kg/m
2
) 50.79 9.44 

Ideal body weight (Kg) 69.49 8.41 

Excess pre-operative body weight (Kg) 69.28 23.52 

Female 35 76.1% 

Conventional (Rutledge) technique 46 100.0% 

Total small bowel length (cm) 630.87 124.38 

Afferent loop length (cm) 200.00 0.00 

Efferent limb length (cm) 430.87 124.38 

The percentage of the afferent loop length to total small bowel length (%) 32.81 5.95 

The percentage of the efferent limb length to total small bowel length (%) 67.19 5.95 

 

The data showed that there is a negative statistical correlation (p <0.05) between the efferent limb 

length and the excess body weight loss at 3-, 6-, and 12 months post-OAGB (Figure 2). Similarly, 

there was a negative statistical significance (p <0.05) between the percentage of efferent limb 

length to the total small bowel length and the excess body weight loss at 3-, 6-, and 12 months 

post-OABG (Figure 3). There was also a positive statistical correlations (p <0.05) between the 

percentage of afferent limb length to the total small bowel length and the excess body weight loss 

at 3, 6, and 12-months post OAGB. (Figure 4) 
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Figure 2: Scatter plot representing the correlation between the efferent limb length and excess body weight loss at 3-, 6- and 12-

months post-operative 
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Figure 3: Scatter plot representing the correlation between the percentage of the common channel to the total small bowel length 

and excess body weight loss at 3-, 6- and 12-months post-operative 
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Figure 4: Scatter plot representing the correlation between the percentage of afferent limb to total small bowel length and excess 

body weight loss at 3-, 6- and 12-months post-operative 
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The data show no statistical associations (p value >0.05) between the efferent limb length (or the 

percentage of efferent limb length to total small bowel length) and nutritional deficiencies 

(albumin, total calcium and iron) at 12 months post-OAGB (Table 2). It is worth noting that 

hyperlipidemia and osteoarthritis (though the most common in incidence pre-operatively), showed 

the highest complete resolution rates at 83.3% and 73.3% respectively. No statistical associations 

(p >0.05) were found between the efferent limb length and the complete resolution of type II 

diabetes mellitus, hypertension and osteoarthritis. On the other hand, the results showed a 

negative statistical association (p <0.05) between the efferent limb length and the rate of complete 

resolution of hyperlipidemia (Table 2). 
Table 2: Secondary Endpoints 

 The percentage of the efferent limb length to total 

small bowel length (%) 

P value 

Mean/No. Standard Deviation/% 

Albumin at 12 months normal 66.63 6.71 532.0 

deficiency 68.46 3.55 

Serum Total calcium at 

12 months 

normal 67.24 6.38 53750 

deficiency 66.85 0.54 

Serum Iron at 12 

months 

normal 68.13 5.55 53220 

deficiency 65.98 6.37 

Complete resolution of 

Type 2 diabetes mellitus 

yes 458.57 90.63 
53250 

no 520.00 129.39 

Complete resolution of 

Hypertension 

yes 497.78 69.78 
0.977 

no 495.00 170.59 

Complete resolution of 

Hyperlipidemia 

yes 453.60 71.81 
5355. 

no 584.00 124.62 

Complete resolution of 

Bronchial asthma 

yes 400.00 --- 
--- 

no 450.00 0.00 

Complete resolution of 

Joint and back pain 

yes 384.55 127.64 
0.172 

no 425.00 26.73 

Discussion 

In our study, all patients had their TSBL measured and underwent a 12-month postoperative follow-up 

to assess any excess body weight loss, nutritional deficiencies, and the resolution or improvement 

of co-morbidities associated with obesity. Overall, the length of these individuals' small intestines 

varied widely (from 450 cm to 1000 cm). This was consistent with the findings of Nordgreen et 

al., who found a somewhat broader range of TSBLs (360 cm to 1090 cm) in their investigation 

(15). TSBLs were found to vary from 285 cm to 845 cm in a more recent study by Teitelbaum et 

al. (16). However, another study by Raines et al. reported a range of larger TSBLs (630 cm to 

1510 cm) (17).  

Our study showed no statistical significance in the variation of TSBL in relation to age, height, 

baseline weight, or baseline BMI. However, it showed statistical significance in relation to sex, in 

terms of longer TSBLs in females compared to males. Similarly, Teitelbaum et al. found a 

positive correlation between TSBL and patient gender and height (p=0.001) (16). TSBL did not 

vary significantly between obese and non-obese participants in another investigation by Guzman 

et al. (18) In Guzman’s study, gender was the only variable that was shown to be significantly 

correlated with TSBL; men had longer small bowels than females (18). Raines et al. found a 

significant correlation between small bowel length and height (r=0.056, p=0.024); however, 

weight or BMI were not correlated with TSBL (17). Our study's smaller sample size could explain 

why we found different results than other studies.  

The efferent limb lengths in our study varied from 250cm to 800cm depending on the TSBL. The 

average pre-operative BMI of the patients studied in our study was 50.8kg/m. The average 

percentage of excess body weight loss at 3-, 6- and 12 months postoperative was 32.1%, 51.9%, 
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and 72%, respectively. Similarly, Rutledge et al. stated that the average percentage of weight loss 

was 20% at 1 month, 51% at 6 months, and 68% at 12 months postoperative (19). Ansar et al. 

conducted a study on 1309 patients who underwent OAGB over a period of seven years and 

showed an average percentage of excess body weight loss of 81.63% at 12 months postoperative 

(20). Kular et al. showed that the average percentage of weight loss was 63% at 12 months 

postoperative and 68% at 5 years postoperative (21). Poublon et al. compared OAGB and RYGB 

after failed restrictive bariatric surgery over a period of 5 years. Their findings showed that the 

percentage of total weight loss was significantly larger in the OAGB group than in RYGB at 12 

months (p=0.023) and 24 months (p=0.023) of follow-up. Also, the intra-abdominal 

complications, including perforation, intra-abdominal abscess, bleeding, and leakage, occurred 

less frequently after revisional OAGB compared to RYGB (1.1% vs 4.9%, p=0.025). This study 

suggested that OAGB was superior to RYGB as a remedy for insufficient weight loss and weight 

regain after failed restrictive surgery with more weight loss and a lower early complication rate 

(22). In terms of weight reduction after a OAGB, all of these studies, including ours, find 

comparable outcomes. 

Our study found a statistically significant (p<0.05) connection between efferent limb length and 

excess body weight reduction at 3, 6, and 12 months post-OAGB. The length of the efferent limb 

negatively correlated with postoperative weight reduction. Statistical significance (p<0.05) was 

also found between afferent limb length to TSBL and postoperative weight reduction. 

Postoperative excess body weight reduction was directly related to afferent limb length to TSBL. 

Our research found that the longer the afferent limb and the shorter the efferent limb, the greater 

postoperative weight reduction and the closest patients come to their desired weight following 

surgery. Similarly, afferent (bypassed) limb length was shown to have a significant impact on 

postoperative weight loss, as investigated by Charalampos et al. Patients with an afferent limb 

length of 2 meters lost 89.1% of their extra body weight after 36 months compared to 104.7 % in 

patients with 3 meters (23). Abdallah et al. compared a tailored bypass group (bypassing 1/3 

TSBL) to a "fixed bypass" group (bypassing 200 cm from the duodenojejunal junction regardless 

of the TSBL). They concluded that the "tailored bypass" group was followed by a statistically 

significantly lower postoperative BMI and significantly higher excess body weight loss. The fixed 

bypass group was also associated with a significantly higher complication rate than the tailored 

bypass group in this study (22.5 vs 5%, P = 0.04) (24). On the other hand, studies by Ahuja et al. 

(25), Komaei et al. (26), and Pizza et al. (27) showed no statistical significance between 

postoperative weight loss and the length of the efferent limb. Although it stands to reason that the 

shorter the efferent limb (and the longer the afferent limb), the greater the postoperative weight 

loss, this hypothesis has to be tested with larger study populations and over longer time periods.  

Our study found that at 12 months postoperative, iron deficiency was the most common nutritional 

deficiency (43.5%), which was also reported by Rutledge et al. (28). However, no association was 

seen in our study between nutritional deficiencies and efferent limb length 12 months after 

surgery. One year after OAGB, patients in the fixed 200-cm afferent limb group had a 

substantially greater prevalence of vitamin A (p = 0.030), vitamin D3 (p = 0.020), and albumin (p 

= 0.030) deficiencies compared to those in the tailored afferent limb group, according to Komaei 

et al. However, there were no statistically significant differences between the two groups in terms 

of vitamin B12, iron, or total protein deficiencies after surgery (29). A survey of 118 surgeons 

from 30 countries found that 0.37–0.56% of patients receiving OAGB required surgical treatment 

for serious nutritional disorders. Surgeons who recommended an afferent limb length of >250 cm 

reported the highest incidence of this complication, whereas those who recommended a limb 

length of 150 cm or less reported the lowest incidence (9). Jedamzik et al. found that at 24 months 

post-operatively, patients with long afferent limbs had substantially lower systemic folic acid 

levels compared with short and intermediate limbs. No patients showed signs of severe protein 
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malnutrition, and there were no statistically significant changes in vitamin D, A, E, B12, or iron 

levels (30). Variations in sample sizes, postoperative follow-up periods, and patients' baseline 

characteristics may all contribute to inconsistent findings among these studies. There is currently 

no conclusive evidence linking the varying limb lengths of OAGB surgery to postoperative 

malnutrition. This highlights the significance of TSBL measurement prior to performing the 

single anastomosis. It is also important to inform patients of the warning signals of nutritional 

deficiencies and to conduct careful and frequent clinical and biochemical follow-ups with them 

after surgery to assist prevent or detect any nutritional issues that may arise. 

Our study also showed an incidence rate of pre-operative hyperlipidemia of 65.2%, osteoarthritis of 

65.2% as well, type II Diabetes Mellitus (T2DM) of 47.8%, hypertension of 28.3%, and bronchial 

asthma of 8.7%. It also showed an incidence of complete postoperative resolution of 

hyperlipidemia of 83.3%, osteoarthritis of 73.3%, T2DM of 63.6%, hypertension of 69.2%, and 

bronchial asthma of 25%. Furthermore, Ruiz-Tovar et al., who compared OAGB to both RYGB 

and laparoscopic sleeve gastrectomy (LSG), emphasized the high rates of the full resolution of co-

morbidities after OAGB. A significant percentage of remission from T2DM (p=0.027), 

hypertension (p=0.006), and dyslipidemia (p=0.001) was reported after OAGB compared to 

RYGB and LSG (31). Postoperative remission of obesity-related co-morbidities, particularly 

dyslipidemia, T2DM, and hypertension, was greatest with OAGB, according to a 7-year clinical 

study by Jammu et al. (32). Similar to our findings, Navarrete et al. compared OAGB and RYGB 

and found that patients who underwent OAGB had a significantly higher rate of resolution of 

obesity-related co-morbidities (33). It is important to note that various variables may contribute to 

the resolution of co-morbidities, particularly T2DM, following OAGB. Some examples include 

the patient's age, BMI, waist circumference, and C-peptide levels (34). 

Our study showed no statistical significance between the efferent limb length and the complete 

resolution of T2DM, hypertension, or osteoarthritis. On the other hand, it showed statistical 

significance between the efferent limb length and the complete resolution of hyperlipidemia. In 

other words, the likelihood of full postoperative remission of hyperlipidemia increases with 

decreasing efferent limb length. These findings are in line with those reported by Ahuja et al., 

who found no statistically significant difference in the remission of T2DM and hypertension 

among three groups of patients having OAGB (150 cm afferent limb group, 180 cm afferent limb 

group, and 250 cm afferent limb group) (25). Nabil et al. revealed no statistically significant 

difference in the resolution of any comorbidities associated with obesity between the two groups 

investigated (Classic 200 cm afferent limb group and distal 400 cm efferent limb group) (35). 

More studies with larger sample sizes and a longer postoperative follow-up are needed to answer 

whether the postoperative resolution of co-morbidities could be related to the length of limbs in 

OAGB or not. 

Conclusion 

In conclusion, measuring the TSBL in each patient undergoing OAGB would be more accurate than 

the classic estimation given by the anatomy books. The length of the efferent limb is inversely 

correlated with postoperative excess body weight loss. On the other hand, there is a directly 

proportional relationship between the percentage of afferent limb length to TSBL and the 

postoperative excess body weight loss. There is no statistical significance between the efferent 

limb length and nutritional deficiencies at 12 months postoperative. The efferent limb length is 

significantly associated with the complete resolution of hyperlipidemia but not with other obesity-

related co-morbidities, including T2DM, hypertension, and osteoarthritis. Transparent 

communication with our patients regarding experience, outcomes, and even complications peri-

operatively is both mandatory and ethical. 

Acknowledgments: None 



The effect of different lengths of the efferent limb in patients undergoing one anastomosis 

gastric bypass surgery on weight loss, resolution of co-morbidities and nutritional 

deficiencies 
Section A-Research paper 

1595 

Eur. Chem. Bull. 2023, 12 (1), 1585 – 1597  

 

 

 

 

References 

1.  Johnson W, DeMaria E. Surgical treatment of obesity. Curr Treat Options Gastroenterol. 
2006;9(2):167–74.  

2.  Christou N V, Look D, Maclean LD. Weight gain after short- and long-limb gastric bypass in 
patients followed for  longer than 10 years. Ann Surg. 2006 Nov;244(5):734–40.  

3.  Ionut V, Burch M, Youdim A, Bergman RN. Gastrointestinal hormones and bariatric surgery-
induced weight loss. Obesity. 2013 Jun;21(6):1093–103.  

4.  Stefanidis D, Kuwada TS, Gersin KS. The importance of the length of the limbs for gastric bypass 
patients--an  evidence-based review. Obes Surg. United States; 2011 Jan;21(1):119–24.  

5.  Ruiz-Tovar J, Carbajo MA, Jimenez JM, Luque-de-Leon E, Ortiz-de-Solorzano J, Castro MJ. Are 
There Ideal Small Bowel Limb Lengths for OAGB  (OAGB) to Obtain Optimal Weight Loss and 
Remission of Comorbidities with Minimal Nutritional Deficiencies? World J Surg. United States; 
2020 Mar;44(3):855–62.  

6.  Slagter N, de Heide LJM, Jutte EH, Kaijser MA, Damen SL, van Beek AP, et al. Outcomes of the 
OAGB with Various Biliopancreatic Limb  Lengths: a Retrospective Single-Center Cohort Study. 
Obes Surg. 2021 Oct;31(10):4236–42.  

7.  Markopoulos G, Skroubis G, Kalfarentzos F, Kehagias I. Comparison of OAGB versus standard 
Roux-en-Y gastric  bypass versus a variant of biliopancreatic diversion, in a case-matched, non-
superobese population: 6 years of follow-up. Prz Gastroenterol. 2022;17(2):152–61.  

8.  Carbajo MA, Luque-de-León E, Jiménez JM, Ortiz-de-Solórzano J, Pérez-Miranda M, Castro-Alija 
MJ. Laparoscopic OAGB: Technique, Results, and Long-Term  Follow-Up in 1200 Patients. Obes 
Surg. 2017 May;27(5):1153–67.  

9.  Mahawar KK, Parmar C, Carr WRJ, Jennings N, Schroeder N, Small PK. Impact of biliopancreatic 
limb length on severe protein-calorie malnutrition  requiring revisional surgery after one 
anastomosis (mini) gastric bypass. J Minim Access Surg. 2018;14(1):37–43.  

10.  Lee W-J, Wang W, Lee Y-C, Huang M-T, Ser K-H, Chen J-C. Laparoscopic mini-gastric bypass: 
experience with tailored bypass limb according  to body weight. Obes Surg. United States; 2008 
Mar;18(3):294–9.  

11.  Wang A, S MH, Poliakin L, D M, Sundaresan N, D M, et al. The role of total alimentary limb length 
in Roux-en-Y gastric bypass : a systematic review. Surg Obes Relat Dis. American Society for 
Bariatric Surgery; 2022;18(4):555–63.  

12.  Eskandaros MS. Outcomes and Effects of 250-cm Biliopancreatic Limb One Anastomosis Gastric  
Bypass in Patients with BMI > 50 kg/m(2) with Total Bowel Length > 6 m: a 2-Year Follow-up. 
Obes Surg. 2022 Jul;32(7):2309–20.  

13.  Shah K, Nergård BJ, Fagerland MW, Gislason H. Distal gastric bypass: 2-m biliopancreatic limb 
construction with varying lengths  of common channel. Surg Obes Relat Dis  Off J Am  Soc Bariatr 
Surg. United States; 2019 Sep;15(9):1520–6.  

14.  Navez B, Thomopoulos T, Stefanescu I, Coubeau L. Common Limb Length Does Not Influence 
Weight Loss After Standard Laparoscopic  Roux-En-Y Gastric Bypass. Obes Surg. United States; 



The effect of different lengths of the efferent limb in patients undergoing one anastomosis 

gastric bypass surgery on weight loss, resolution of co-morbidities and nutritional 

deficiencies 
Section A-Research paper 

1596 

Eur. Chem. Bull. 2023, 12 (1), 1585 – 1597  

 

 

2016 Aug;26(8):1705–9.  

15.  Nordgren S, McPheeters G, Svaninger G, Oresland T, Hultén L. Small bowel length in 
inflammatory bowel disease. Int J Colorectal Dis. Germany; 1997;12(4):230–4.  

16.  Teitelbaum EN, Vaziri K, Zettervall S, Amdur RL, Orkin BA. Intraoperative small bowel length 
measurements and analysis of demographic  predictors of increased length. Clin Anat. United 
States; 2013 Oct;26(7):827–32.  

17.  Raines D, Arbour A, Thompson HW, Figueroa-Bodine J, Joseph S. Variation in small bowel length: 
factor in achieving total enteroscopy? Dig Endosc  Off J Japan Gastroenterol Endosc  Soc. 
Australia; 2015 Jan;27(1):67–72.  

18.  Guzman IJ, Fitch LL, Varco RL, Buchwald H. Small bowel length in hyperlipidemia and massive 
obesity. Am J Clin Nutr. United States; 1977 Jul;30(7):1006–8.  

19.  Rutledge R. The mini-gastric bypass: experience with the first 1,274 cases. Obes Surg. United 
States; 2001 Jun;11(3):276–80.  

20.  Ansar H, Zamaninour N, Pazouki A, Kabir A. Weight Loss After OAGB-Mini Gastric Bypass (OAGB-
MGB):  Patient-Related Perioperative Predictive Factors. Obes Surg. United States; 2020 
Apr;30(4):1316–23.  

21.  Kular KS, Manchanda N, Rutledge R. Analysis of the five-year outcomes of sleeve gastrectomy 
and mini gastric bypass:  a report from the Indian sub-continent. Obes Surg. United States; 2014 
Oct;24(10):1724–8.  

22.  Poublon N, Chidi I, Bethlehem M, Kuipers E, Gadiot R, Emous M, et al. OAGB vs. Roux-en-Y gastric 
bypass, remedy for  insufficient weight loss and weight regain after failed restrictive bariatric 
surgery. Obes Surg. 2020 Sep;30(9):3287–94.  

23.  Charalampos T, Maria N, Vrakopoulou VGZ, Tania T, Raptis D, George Z, et al. Tailored OAGB: 3-
Year Outcomes of 94 Patients. Obes Surg. United States; 2019 Feb;29(2):542–51.  

24.  Abdallah E, Emile SH, Zakaria M, Fikry M, Elghandour M, AbdelMawla A, et al. OAGB (OAGB) 
with fixed bypass of the proximal two  meters versus tailored bypass of the proximal one-third of 
small bowel: short-term outcomes. Surg Endosc. Germany; 2022 Jan;36(1):328–35.  

25.  Ahuja A, Tantia O, Goyal G, Chaudhuri T, Khanna S, Poddar A, et al. MGB-OAGB: Effect of 
Biliopancreatic Limb Length on Nutritional Deficiency, Weight  Loss, and Comorbidity Resolution. 
Obes Surg. United States; 2018 Nov;28(11):3439–45.  

26.  Komaei I, Sarra F, Lazzara C, Ammendola M, Memeo R, Sammarco G, et al. OAGB-Mini Gastric 
Bypass with Tailored Biliopancreatic  Limb Length Formula Relative to Small Bowel Length: 
Preliminary Results. Obes Surg. United States; 2019 Sep;29(9):3062–70.  

27.  Pizza F, Lucido FS, D’Antonio D, Tolone S, Gambardella C, Dell’Isola C, et al. Biliopancreatic Limb 
Length in OAGB: Which Is the Best? Obes Surg. United States; 2020 Oct;30(10):3685–94.  

28.  Rutledge R, Walsh TR. Continued excellent results with the mini-gastric bypass: Six-year study in 
2,410 patients. Obes Surg. 2005;  

29.  Kular KS, Manchanda N, Rutledge R. A 6-year experience with 1,054 mini-gastric bypasses - First 
study from Indian subcontinent. Obes Surg. 2014;  

30.  Jedamzik J, Eilenberg M, Felsenreich DM, Krebs M, Ranzenberger-Haider T, Langer FB, et al. 



The effect of different lengths of the efferent limb in patients undergoing one anastomosis 

gastric bypass surgery on weight loss, resolution of co-morbidities and nutritional 

deficiencies 
Section A-Research paper 

1597 

Eur. Chem. Bull. 2023, 12 (1), 1585 – 1597  

 

 

Impact of limb length on nutritional status in OAGB:  3-year results. Surg Obes Relat Dis  Off J Am  
Soc Bariatr Surg. United States; 2020 Apr;16(4):476–84.  

31.  Ruiz-Tovar J, Carbajo MA, Jimenez JM, Castro MJ, Gonzalez G, Ortiz-de-Solorzano J, et al. Long-
term follow-up after sleeve gastrectomy versus Roux-en-Y gastric bypass  versus OAGB: a 
prospective randomized comparative study of weight loss and remission of comorbidities. Surg 
Endosc. Germany; 2019 Feb;33(2):401–10.  

32.  Jammu GS, Sharma R. A 7-Year Clinical Audit of 1107 Cases Comparing Sleeve Gastrectomy, 
Roux-En-Y  Gastric Bypass, and Mini-Gastric Bypass, to Determine an Effective and Safe Bariatric 
and Metabolic Procedure. Obes Surg. United States; 2016 May;26(5):926–32.  

33.  Navarrete S, Leyba JL, Ll SN, Borjas G, Tapia JL, Alcázar R. Results of The Comparative Study of 
200 Cases: OAGB vs  Roux-en-Y Gastric Bypass. Obes Surg. United States; 2018 Sep;28(9):2597–
602.  

34.  Soong T-C, Lee M-H, Lee W-J, Chen J-C, Wu C-C, Chun S-C. OAGB for the Treatment of Type 2 
Diabetes: Long-Term  Results and Recurrence. Obes Surg. United States; 2021 Mar;31(3):935–41.  

35.  Nabil TM, Khalil AH, Mikhail S, Soliman SS, Aziz M, Antoine H. Conventional Versus Distal 
Laparoscopic OAGB: a  Randomized Controlled Trial with 1-Year Follow-up. Obes Surg. United 
States; 2019 Oct;29(10):3103–10.  

 


