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Abstract: Background and Objectives: One anastomosis gastric bypass (OAGB) and Roux-en-Y gastric
bypass (RYGB) surgeries are effective methods used in bariatric surgery. There are limited randomized
studies comparing these procedures over more than 2 years. Here, we aimed to compare the 3-year
results of two bariatric procedures. Materials and Methods: Patients included in this randomized
prospective study were compared in OAGB and RYGB groups. A total of 55 patients, aged between
18 and 65, were eligible for the study. Thirteen patients who did not accept randomization were
excluded. Patients were evaluated at 6, 12, 24, and 36 months postoperatively. Results: Three patients
were excluded from the study due to loss of communication during the clinical follow-up and one due
to death by amyotrophic lateral sclerosis, which started in the eighth month after surgery. The study
was completed with a total of 38 patients (OAGB; n = 20, RYGB; n = 18). Patients in the two groups
were similar in terms of age, gender, body mass index (BMI), and obesity-related comorbidities.
At the end of 3-year follow-up, BMI in the OAGB and RYGB groups was 28.80 ± 4.53 kg/m2 and
29.17 ± 5.36 kg/m2, respectively (p = 0.822). Percentage total weight loss (TWL%) was similar.
No significant differences were found between the groups regarding percentage excess weight loss
(EWL%). Remission of comorbidities was similar. De novo refluxes developed in four OAGB patients;
there were no occurrences of these in RYGB patients (p = 0.066). Conclusions: Both OAGB and RYGB
are effective in the treatment of morbid obesity. The two procedures are similarly successful in terms
of obesity-related comorbidities.

Keywords: bariatric surgery; one anastomosis; Roux-en-Y gastric bypass

1. Introduction

In recent years, changes in lifestyle and diet type have had negative effects on the
balance of energy in the human body. Physical inactivity, which is one of the most im-
portant of these changes, is a risk factor for weight gain. In addition, the food industry
has contributed to the increase in obesity with the overconsumption of ultra-processed
food [1–5]. In 2016, more than 1.9 billion adults aged 18 years and older were overweight,
and over 650 million adults were obese. The worldwide prevalence of obesity nearly tripled
between 1975 and 2016 [6]. It appears that these numbers will continue to rise. Regrettably,
environmental conditions persistently impact people in an adverse manner. Obesity is now
considered a global epidemic. However, we cannot say that there are effective solutions on
the horizon to prevent people from becoming obese.

Obesity threatens human health not only with the presence of extra fat mass in the
body but also with problems such as hypertension, diabetes, asthma, cardiovascular disease,
sleep apnea, and joint disorders. In addition, obesity is known to be associated with many
cancers, such as breast, pancreatic, stomach, endometrial, and colorectal cancers [7–12].
Obesity is also considered a disease that needs to be treated. Lifestyle changes are not yet
as successful as bariatric surgery in the treatment of morbid obesity. Although success
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is achieved with lifestyle changes in the short term, in the long term, patients’ incompli-
ance with diet or inability to maintain physical exercise leads to decreased weight loss
in patients [13–15]. Medical treatments have been tried, and their studies are still on-
going. Semaglutide has provided promising results in the medical treatment of obesity
and may open new horizons depending on long-term results [16,17]. Based on the data
obtained, bariatric surgery seems to be the most successful method of morbid obesity
treatment [18,19].

Different surgical treatment options have been applied from the past to the present.
Roux-en-Y gastric bypass (RYGB) has been an option for many years. It has been accepted
as a reliable bariatric surgery method with long-term results [20–26]. One anastomosis
gastric bypass (OAGB), a simplified version of RYGB, was presented as a less complicated
method [27]. Operative dissection is less practiced due to the absence of enteroenteros-
tomy. In addition, complications such as bleeding of the second anastomosis line, internal
herniation, and leakage from the second anastomosis are avoided with a single anastomo-
sis [28,29]. Both surgeries are performed safely. However, there is no gold standard method
among gastric bypass procedures in bariatric surgery yet. Although they have been used
for decades, very few studies have compared OAGB and RYGB in a randomized fashion.
To our knowledge, we present the third randomized study comparing OAGB and standard
RYGB for up to 3 years in the literature [30,31]. Here, we aimed to compare the results of
two procedures in terms of weight loss and obesity-related comorbidities.

2. Materials and Methods

A randomized prospective single-center study was conducted in Samsun Training and
Research Hospital, Turkey. This study was approved by the Ethics Committee of Samsun
Training and Research Hospital (33646832-514.10) in accordance with the principles of the
Declaration of Helsinki. All patients were evaluated by a multidisciplinary team consisting
of an endocrinologist, psychiatrist, anesthesiologist, and general surgeon. In the study, two
groups were compared, and one of the groups was the laparoscopic OAGB group and the
other was the laparoscopic RYGB group. Patients with a BMI over 40 kg/m2 and patients
with a BMI over 35 kg/m2 with obesity-related comorbidities were included. Morbid
obese patients aged 18 to 65 years were eligible for the study. Substance abuse, hiatal
hernia, gastroesophageal reflux, malabsorptive disease, pregnancy, severe heart failure,
uncontrolled drug or alcohol dependency, Crohn’s disease, coagulopathy, and psychosis
were the exclusion criteria. Written informed consent was obtained from all patients.
Eligible candidates for bariatric surgery were informed about randomization. Those who
accepted random surgery selection were randomized by a surgeon who did not perform the
surgeries. Randomization was applied using the sealed envelope method. The operations
were performed by 2 surgeons with vast experience in bariatric surgery. After the operation,
postoperative diets were arranged by a dietitian. Patients were started on clear liquids on
the first postoperative day. They were allowed to take liquid diet for 2 weeks. Then, they
advanced to pureed diet for 4 weeks. At the end of these stages, the regular diet was started.
Patients were discharged with a multivitamin supplement prescribed. Vitamin values
were analyzed in clinic evaluations, and additional vitamin supplements were prescribed
when necessary. Physical activity recommendations were made by an exercise specialist
according to the physical characteristics of the patients. Patients were encouraged to start
walking immediately after surgery. Four weeks later, aerobic exercises were started for at
least 150 min per week to improve cardiovascular fitness. Two months after the operation,
resistance exercises were added at least 2 days a week to prevent sarcopenia. Patients were
called to the clinic 6, 12, 24, and 36 months after surgery. Information about patients who
could not come to the clinic was recorded through phone calls. Patients who were lost of
follow-up were excluded from the evaluation (Figure 1).
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Figure 1. CONSORT diagram.

2.1. Surgical Techniques

In Roux-en-Y gastric bypass, a gastric pouch was created using an endoscopic stapler
(EndoGIA, Medtronic, Minneapolis, MN, USA). An antecolic anastomosis was performed
between the intestinal loop at 50 cm from the ligament of Treitz and the newly formed gas-
tric pouch. The biliopancreatic limb was transected just proximal to the gastroenterostomy
and anastomosed to 150 cm of the alimentary limb. Linear staplers were used in all steps of
the operation. Resulting defects due to stapled anastomoses were closed by a double layer
running suture technique. The mesenteric defect was closed using nonabsorbable sutures.
Gastroenterostomy anastomosis was checked for leakage with methylene blue (Figure 2a).

In one anastomosis gastric bypass, dissection was carried out on the lesser curvature
below the crow’s foot to enter into the lesser sac. A gastric pouch was created with the help
of endoscopic staplers with the guidance of a gastric calibration tube. Anastomosis was
created between jejunum at 200 cm from the ligament of Treitz and the new gastric pouch.
Resulting defects due to stapled anastomosis were closed by a double layer running suture
technique. Linear staplers were used in all steps of the operation (EndoGIA, Medtronic,
Minneapolis, MN, USA). Gastroenterostomy anastomosis was checked for leakage with
methylene blue (Figure 2b).
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Figure 2. One anastomosis gastric bypass (a); Roux-en-Y gastric bypass (b).

In both procedures, intestinal length measurements were made on the antimesenteric
line without applying tension, and the intestinal sites where the anastomosis was performed
were marked at the first measurement of the small bowel limbs. Total length of the small
intestine was not measured.

2.2. Statistical Methods

Nominal and ordinal parameter descriptions were given by frequency analysis, whereas
means and standard deviations were used for scale parameters. Fischer’s exact test was
used for differences between categorical parameters. The Kolmogorov–Smirnov test was
used for normality of the scale parameters. An independent samples t-test was used
for normally distributed scale parameters, and the Mann–Whitney U test was used for
non-normally distributed scale parameters. Wilcoxon’s signed rank test was used for
nonparametric within-group comparisons, whereas a paired samples t-test was used for
parametric within-group comparisons. All analyses were performed at SPSS 25.0 for
windows at a 95% confidence interval with a 0.05 significance level.

3. Results

A total of 55 patients, aged between 18 and 65, were eligible for the study. Thir-
teen patients who did not accept randomization were excluded. Forty-two patients were
randomized to OAGB and RYGB groups. Three of the patients were excluded from the
study due to loss of communication during the follow-up period, and one died due
to amyotrophic lateral sclerosis, which started in the eighth month after surgery. The
study was completed with a total of 38 patients randomized in OAGB (n = 20) and RYGB
(n = 18) groups (Figure 1). Patients in the two groups were similar in terms of age, sex,
and obesity-related comorbidities. The baseline body mass index (BMI) of the patients was
44.75 ± 6.10 kg/m2 in the OAGB group and 46.69 ± 6.62 kg/m2 in the RYGB group, and
there was no difference (Table 1).
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Table 1. Baseline characteristics of patient groups.

Operation Type OAGB (n = 20) RYGB (n = 18) p Value

Age, mean ± SD 43.60 ± 11.10 42.72 ± 13.77 0.829 a

Sex, n (%)
Female 17 (85.0) 14 (77.8) 0.437 b

Male 3 (15.0) 4 (22.2)
BMI_initial, mean ± SD 44.75 ± 6.10 46.69 ± 6.62 0.353 a

DM, n (%) 13 (65.0) 10 (55.6) 0.396 b

HT, n (%) 9 (45.0) 6 (33.3) 0.345 b

Asthma, n (%) 3 (15.0) 3 (16.7) 0.616 b

Sleep apnea, n (%) 3 (15.0) 2 (11.1) 0.552 b

Dispnea, n (%) 7 (35.0) 5 (27.8) 0.450 b

a Independent samples t-Test; b Fischer’s exact test; SD: standard deviation.

In postoperative follow-up, there was no significant difference in BMI between
the groups; BMI in the OAGB group vs. RYGB group was 33.01 ± 6.04 kg/m2 vs.
35.54 ± 5.62 kg/m2 (p = 0.190) at the 6th month, 28.28 ± 4.83 kg/m2 vs. 30.52 ± 4.50 kg/m2

(p = 0.149) at the 1st year, 28.20 ± 4.65 kg/m2 vs. 29.07 ± 5.06 kg/m2 (p = 0.584) at the 2nd
year, and 28.80 ± 4.53 kg/m2 vs. 29.17 ± 5.36 kg/m2 (p = 0.822) at the 3rd year (Figure 3).
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Figure 3. BMI changes in groups (kg/m2). BMI: body mass index, OAGB: one anastomosis gastric
bypass, RYGB: Roux-en-Y gastric bypass.

Percentage excess weight loss (EWL%) was 62.78 ± 24.44 vs. 53.73 ± 16.85 (p = 0.197)
at the 6th month, 87.69 ± 20.53 vs. 76.66 ± 15.86 (p = 0.074) at the 1st year, 87.93 ± 19.20 vs.
83.17 ± 20.42 (p = 0.464) at the 2nd year, and 84.77 ± 18.90 vs. 82.15 ± 24.17 (p = 0.711) at
the 3rd year, respectively (Figure 4).

* EWL% = [(initial weight - current weight)/(initial weight - ideal weight)] × 100

* The ideal weight was determined as the weight with a BMI of 25 kg/m2.
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Percentage total weight loss (TWL%) was 26.05 ± 9.10 vs. 22.87 ± 5.24 (p = 0.191)
at the 6th month, 36.63 ± 6.84 vs. 34.16 ± 7.03 (p = 0.282) at the 1st year, 36.74 ± 6.20 vs.
37.47 ± 8.91 (p = 0.769) at the 2nd year, and 35.28 ± 5.35 vs. 36.64 ± 10.25 (p = 0.619) at the
3rd year, respectively (Figure 5).

* TWL% = [(initial weight − current weight)/(initial weight)] × 100
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Type 2 diabetes mellitus (T2DM) remission was 92% in OAGB and 70% in RYGB,
but no statistical difference was observed (p = 0.263). Medication for hypertension was
discontinued in 66% of patients in both groups. Obesity-related comorbidity changes in
patient groups were similar, and differences were statistically insignificant (p > 0.05). While
four de novo refluxes developed in OAGB patients, there were none in RYGB patients
(p = 0.066) (Table 2).

Table 2. Postoperative comorbidities.

Operation Type OAGB (n = 20) RYGB (n = 18) p Value

DM, n (%) 1 (5.0) 3 (16.7) 0.263 a

HT, n (%) 3 (15.0) 2 (11.1) 0.552 a

Asthma, n (%) - - NA
Sleep apnea, n (%) - - NA

Dispnea, n (%) - - NA
Denovo reflux, n (%) 4 (20.0) - 0.066 a

a Fischer’s exact test.

4. Discussion

In recent years, bariatric surgical procedures have diversified and increased signifi-
cantly in number. The contribution of technological developments to minimally invasive
surgery is extremely important in this regard. In addition, easier information sharing has
enabled surgeons to learn and start performing new laparoscopic procedures more quickly.
The development of minimally invasive methods in bariatric surgery has also increased
patients’ chances of treatment. Among the various bariatric procedures, Roux-en-Y gastric
bypass has been performed safely for more than 40 years, and one anastomosis gastric
bypass has been performed safely for more than 20 years, with long-term follow-up re-
sults [32]. Both OAGB and RYGB allow for patients to lose weight effectively by bypassing
part of the stomach and small intestines. Although RYGB was the most commonly used sur-
gical method in bariatric surgery in the past, OAGB has now become one of the frequently
and more safely used methods.

Laparoscopic one anastomosis gastric bypass is also called minigastric bypass as
a successful obesity treatment and was first published by Rutledge [27]. Compared to
Roux-en-Y gastric bypass, OAGB began to be used as a simpler and more effective method.
Despite the successful results obtained in the early period, it took a long time for it to
become widespread. A significant portion of surgeons were hesitant to perform one anasto-
mosis gastric bypass due to concerns about causing stomach and esophageal cancer [33].
However, OAGB gained popularity over time due to its short operation time and lower
complication rates [32,34]. The majority of studies conducted to date have been obtained
from retrospective data, and unfortunately, there are few studies conducted with ran-
domization [30,31,35–39]. Long postoperative follow-up periods were not achieved in
existing randomized studies. There are two studies with a follow-up period of 3 years
or more comparing OAGB and RYGB, and these belong to Level et al. and Singh et al.,
respectively [30,31]. At the end of these two randomized studies, the number of patients
remaining under follow-up was 28 and 39. To our knowledge, here we shared the third
study comparing OAGB and RYGB for up to 3 years, and also in our study, 3-year follow-up
was achieved in 38 patients. Randomization and long-term patient follow-up are quite
challenging to achieve in bariatric surgery studies. Patients generally do not accept ran-
domization because they are focused on a particular surgery. In addition, patients do
not accompany calls to the clinic after losing weight, and long-term follow-up cannot be
achieved regularly.

Katayama et al. shared 6-month follow-up results in their study; a total of 20 patients
were randomized, in which they stated that approximately 70–80% of excess weight loss
was achieved in 6 months [39]. Our 6-month results differ from Katayama et al. In our
study, EWL% at 6 months was 62.78 ± 24.44 and 53.73 ± 16.85 in OAGB and RYGB,
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respectively. Level et al.’s study also included six-month EWL% results similar to ours [31].
The EWL% rates mentioned by Katayama et al. were reached only at the end of the first
year in both our study and Level et al.’s study. Moreover, in Eskandaros et al.’s EWL%
results, OAGB and RYGB were 41.16 ± 9.64 and 33.49 ± 8.71, respectively, at 6 months,
which is incompatible with Katayama et al.’s data [39]. At the end of 12 months, they found
the EWL% to be 81.67 ± 10.37 and 79.67 ± 7.25, respectively. During our 3-year follow-up
period, we observed the highest EWL% rate of our patients at the end of the second year.
Short follow-up does not provide realistic results in patients who have undergone bariatric
surgery. It seems that follow-up of studies for at least two years may enable us to obtain
more useful data.

In the YOMEGA study of Robert et al. [36], the type 2 diabetes remission rate was
higher in OAGB than in RYGB, but the difference was not significant. In our study, the suc-
cess rate was observed to be higher in OAGB, although there was no statistical difference.
The T2DM remission rates of our patients in OAGB and RYGB were 92% and 70%, respec-
tively. Due to the small number of patients in our study, we cannot make a strong comment
about T2DM remission. Level et al. [31] conducted a randomized study with the longest
follow-up period to do. The study was completed with 28 of the 33 patients included. The
authors analyzed 9 OAGB and 19 RYGB patients for up to five years. In Level et al.’s study,
only three T2DM patients were included, one in the OAGB group and the other two in the
RYGB group. In our study, there were 13 T2DM patients in the OAGB group and 10 in the
RYGB group. In the YOMEGA study, a total of 87 diabetic patients were included, and
the follow-up period was 2 years. Singh et al. designed a randomized study to compare
OAGB and RYGB with the remission of T2DM as the primary outcome [30]. The authors
stated that the complete remission rates of T2DM were similar in both groups. At 4-year
follow-up, the type 2 diabetes mellitus remission rates were 72.2% and 71.4% in OAGB and
RYGB, respectively. In this regard, Singh et al.’s data and results are valuable. We found
both methods to be similarly successful in other comorbidities. High blood pressure was
treated in 66% of patients with both procedures. We have achieved success in the treatment
of all patients with both OAGB and RYGB in asthma, sleep apnea, and dyspnea.

In the beginning, one of the most important dilemmas of OAGB was that it was a
derivative of Billroth II surgery. Bile reflux and related esophageal inflammation constituted
a significant part of the concerns. It has been observed that Roux-en-Y is a better choice in
distal gastrectomies due to reflux [40]. The long and narrow gastric pouch in OAGB and
the fact that the anastomosis is not as wide as in Billroth II increased the expectations for
good results in OAGB. In addition, since the biliary limb was long, bile would be partially
absorbed, and it was possible for some unabsorbed bile to be metabolized in this long
intestinal segment. While de novo gastroesophageal reflux was observed in 20% of OAGB
patients in our study, it was not observed in any of the RYGB patients. Similarly, Robert
et al. identified bile in the stomach in 16% of patients in the OAGB group [36]. There is not
yet sufficient long-term data on the long-term carcinogenic effect of OAGB-associated bile
reflux. In our study, de novo reflux developed in 4 of 20 patients with OAGB. A positive
clinical response was achieved with medical treatment in these patients, and there was
no need for surgical intervention. On the other hand, Eskandaros et al. clarified that
OAGB had favorable comparable results with RYGB in patients with obesity suffering
from preoperative mild-to-moderate uncomplicated gastroesophageal reflux disease [38].
The authors stated that this may be due to a long and low-pressure gastric pouch. They
also stated that the weakly alkaline pH material entering the gastric pouch can neutralize
the acid that will reach the esophagus. However, they stated that alkaline reflux was
significantly more reduced in RYGB than OAGB at 6 and 12 months.

One of the limitations of our study is that we did not conduct a full small bowel length
measurement. The length of the biliopancreatic limb must maintain a balance between
weight loss and malnutrition. We used biliopancreatic limb as 200 cm in one anastomosis
gastric bypass procedure. In Roux-en-Y gastric bypass surgeries, the biliary limb was
50 cm, and the alimentary limb was 150 cm. We think that it would be more accurate to
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measure all bowel lengths from now on. Intestinal lengths vary from person to person, and
performing an anastomosis by measuring the same limb length in each patient may cause
insufficient weight loss or, on the contrary, malnutrition. According to total small bowel
length measurements, no relationship between bowel length and weight could be revealed.
It was found that after touching the intestines, the length of the intestine changes due to
contractions. [41]. Additionally, stretched or non-stretched bowel length measurements
are significantly effective in determining the length of the intestinal limbs [42]. Therefore,
we believe that there is a risk in obtaining data from studies that make generalizations
and make changes in biliary or alimentary limb lengths without measuring the patient’s
total bowel length. We face a great difficulty in interpreting studies in which anastomoses
have been made to bowel sections of different lengths without specific standardization and
without specifying in detail which method was used to measure bowel length, and this
situation is extremely ignored. In the method of this study, we at least stated the technique
by which we measured bowel length.

Another limitation of this study is that although the physical exercises of all patients
were arranged by a physical training specialist after the 2nd postoperative month, the
patients did not follow a standard exercise program regularly, and this could not be
recorded accurately. Physical activity also has an effect on patients’ long-term weight loss
and weight maintenance on an individual basis [43,44].

The fact that changes in vitamin values of the patients were not compared is a limitation
for the study. The main reason for this is that blood measurements could not be performed
at regular intervals in the long term. In addition, another limitation of our study is the small
sample size. We need further studies with larger sample sizes to obtain more robust data.

5. Conclusions

Both OAGB and RYGB have similar success rates in the treatment of obesity. Both
surgeries are effective in treating obesity-related comorbidities. In addition to the small
number of randomized studies, the number of patients in these studies is very small, and
the follow-up periods are short. New studies and long-term results are needed to compare
these two procedures.

Author Contributions: Conceptualization, S.K. and C.K.; data curation, S.K. and S.S.; formal analysis,
S.K. and O.K.; investigation, S.K., S.S. and K.U.; methodology, O.K. and K.U.; visualization, S.S. and
O.K.; writing—original draft, S.K., S.S. and O.K.; writing—review and editing, S.K. and C.K. All
authors have read and agreed to the published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: The study was conducted according to the guidelines of the
Declaration of Helsinki and approved by the Ethics Committee of Samsun Training and Research
Hospital, Turkey (16 July 2020, protocol no: 33646832-514.10).

Informed Consent Statement: Informed consent was obtained from all subjects involved in the study.

Data Availability Statement: This article includes all data generated or analysed during the study.

Acknowledgments: We thank Kadir Yilmaz in Department of Statistics, Istanbul Ticaret University
for his sincere help in statistical analysis.

Conflicts of Interest: The authors declare no conflicts of interest.

References
1. Monteiro, C.A.; Moubarac, J.C.; Cannon, G.; Ng, S.W.; Popkin, B. Ultra-processed products are becoming dominant in the global

food system. Obes. Rev. 2013, 14 (Suppl. S2), 21–28. [CrossRef]
2. Askari, M.; Heshmati, J.; Shahinfar, H.; Tripathi, N.; Daneshzad, E. Ultra-processed food and the risk of overweight and obesity:

A systematic review and meta-analysis of observational studies. Int. J. Obes. 2020, 44, 2080–2091. [CrossRef]
3. Juul, F.; Martinez-Steele, E.; Parekh, N.; Monteiro, C.A.; Chang, V.W. Ultra-processed food consumption and excess weight among

US adults. Br. J. Nutr. 2018, 120, 90–100. [CrossRef]

https://doi.org/10.1111/obr.12107
https://doi.org/10.1038/s41366-020-00650-z
https://doi.org/10.1017/S0007114518001046


Medicina 2024, 60, 256 10 of 11

4. Silveira, E.A.; Mendonça, C.R.; Delpino, F.M.; Elias Souza, G.V.; Pereira de Souza Rosa, L.; de Oliveira, C.; Noll, M. Sedentary
behavior, physical inactivity, abdominal obesity and obesity in adults and older adults: A systematic review and meta-analysis.
Clin. Nutr. ESPEN 2022, 50, 63–73. [CrossRef]

5. Day, K.; Alfonzo, M.; Chen, Y.; Guo, Z.; Lee, K.K. Overweight, obesity, and inactivity and urban design in rapidly growing
Chinese cities. Heal. Place 2013, 21, 29–38. [CrossRef] [PubMed]

6. World Health Organization. Available online: https://www.who.int/news-room/fact-sheets/detail/obesity-and-overweight
(accessed on 23 May 2023).

7. Li, H.; Boakye, D.; Chen, X.; Hoffmeister, M.; Brenner, H. Association of Body Mass Index with Risk of Early-Onset Colorectal
Cancer: Systematic Review and Meta-Analysis. Am. J. Gastroenterol. 2021, 116, 2173–2183. [CrossRef] [PubMed]

8. Ma, Q.; Shambhu, S.; Arterburn, D.E.; McTigue, K.M.; Haynes, K. Interventions and Operations after Bariatric Surgery in a Health
Plan Research Network Cohort from the PCORnet, the National Patient-Centered Clinical Research Network. Obes. Surg. 2021,
31, 3531–3540. [CrossRef]

9. Esposito, K.; Chiodini, P.; Colao, A.; Lenzi, A.; Giugliano, D. Metabolic syndrome and risk of cancer: A systematic review and
meta-analysis. Diabetes Care 2012, 35, 2402–2411. [CrossRef] [PubMed]

10. Miras, A.D.; Kamocka, A.; Patel, D.; Dexter, S.; Finlay, I.; Hopkins, J.C.; Khan, O.; Reddy, M.; Sedman, P.; Small, P.; et al. Obesity
surgery makes patients healthier and more functional: Real world results from the United Kingdom National Bariatric Surgery
Registry. Surg. Obes. Relat. Dis. 2018, 14, 1033–1040. [CrossRef] [PubMed]

11. Schauer, D.P.; Feigelson, H.S.; Koebnick, C.; Caan, B.; Weinmann, S.; Leonard, A.C.; Powers, J.D.; Yenumula, P.R.; Arterburn, D.E.
Bariatric Surgery and the Risk of Cancer in a Large Multisite Cohort. Ann. Surg. 2019, 269, 95–101. [CrossRef] [PubMed]

12. Lauby-Secretan, B.; Scoccianti, C.; Loomis, D.; Grosse, Y.; Bianchini, F.; Straif, K.; International Agency for Research on Cancer
Handbook Working Group. Body Fatness and Cancer—Viewpoint of the IARC Working Group. N. Engl. J. Med. 2016, 375,
794–798. [CrossRef]

13. Vitiello, A.; Angrisani, L.; Santonicola, A.; Iovino, P.; Pilone, V.; Forestieri, P. Bariatric Surgery versus Lifestyle Intervention in
Class I Obesity: 7–10-Year Results of a Retrospective Study. World J. Surg. 2019, 43, 758–762. [CrossRef]

14. Hofsø, D.; Nordstrand, N.; Johnson, L.K.; Karlsen, T.I.; Hager, H.; Jenssen, T.; Bollerslev, J.; Godang, K.; Sandbu, R.; Røislien, J.;
et al. Obesity-related cardiovascular risk factors after weight loss: A clinical trial comparing gastric bypass surgery and intensive
lifestyle intervention. Eur. J. Endocrinol. 2010, 163, 735–745. [CrossRef]

15. Anderson, J.W.; Konz, E.C.; Frederich, R.C.; Wood, C.L. Long-term weight-loss maintenance: A meta-analysis of US studies. Am.
J. Clin. Nutr. 2001, 74, 579–584. [CrossRef] [PubMed]

16. Smith, I.; Hardy, E.; Mitchell, S.; Batson, S. Semaglutide 2.4 Mg for the Management of Overweight and Obesity: Systematic
Literature Review and Meta-Analysis. Diabetes Metab. Syndr. Obes. 2022, 15, 3961–3987. [CrossRef] [PubMed]

17. Anam, M.; Maharjan, S.; Amjad, Z.; Abaza, A.; Vasavada, A.M.; Sadhu, A.; Valencia, C.; Fatima, H.; Nwankwo, I. Efficacy
of Semaglutide in Treating Obesity: A Systematic Review of Randomized Controlled Trials (RCTs). Cureus 2022, 14, e32610.
[CrossRef] [PubMed]

18. Padwal, R.; Klarenbach, S.; Wiebe, N.; Birch, D.; Karmali, S.; Manns, B.; Hazel, M.; Sharma, A.M.; Tonelli, M. Bariatric surgery: A
systematic review and network meta-analysis of randomized trials. Obes. Rev. 2011, 12, 602–621. [CrossRef]

19. Bray, G.A.; Frühbeck, G.; Ryan, D.H.; Wilding, J.P. Management of obesity. Lancet 2016, 387, 1947–1956. [CrossRef]
20. Buchwald, H.; Avidor, Y.; Braunwald, E.; Jensen, M.D.; Pories, W.; Fahrbach, K.; Schoelles, K. Bariatric surgery: A systematic

review and meta-analysis. JAMA 2004, 292, 1724–1737. [CrossRef] [PubMed]
21. Edholm, D.; Svensson, F.; Näslund, I.; Karlsson, F.A.; Rask, E.; Sundbom, M. Long-term results 11 years after primary gastric

bypass in 384 patients. Surg. Obes. Relat. Dis. 2013, 9, 708–713. [CrossRef]
22. Nguyen, N.T.; Root, J.; Zainabadi, K.; Sabio, A.; Chalifoux, S.; Stevens, C.M.; Mavandadi, S.; Longoria, M.; Wilson, S.E. Accelerated

growth of bariatric surgery with the introduction of minimally invasive surgery. Arch. Surg. 2005, 140, 1198–1202. [CrossRef]
23. Sharples, A.J.; Mahawar, K. Systematic Review and Meta-Analysis of Randomised Controlled Trials Comparing Long-Term

Outcomes of Roux-En-Y Gastric Bypass and Sleeve Gastrectomy. Obes. Surg. 2020, 30, 664–672. [CrossRef]
24. Himpens, J.; Verbrugghe, A.; Cadière, G.B.; Everaerts, W.; Greve, J.W. Long-term results of laparoscopic Roux-en-Y Gastric bypass:

Evaluation after 9 years. Obes. Surg. 2012, 22, 1586–1593. [CrossRef]
25. Shoar, S.; Saber, A.A. Long-term and midterm outcomes of laparoscopic sleeve gastrectomy versus Roux-en-Y gastric bypass: A

systematic review and meta-analysis of comparative studies. Surg. Obes. Relat. Dis. 2017, 13, 170–180. [CrossRef] [PubMed]
26. Li, J.F.; Lai, D.D.; Lin, Z.H.; Jiang, T.Y.; Zhang, A.M.; Dai, J.F. Comparison of the long-term results of Roux-en-Y gastric bypass

and sleeve gastrectomy for morbid obesity: A systematic review and meta-analysis of randomized and nonrandomized trials.
Surg. Laparosc. Endosc. Percutan Tech. 2014, 24, 1–11. [CrossRef]

27. Rutledge, R. The mini-gastric bypass: Experience with the first 1274 cases. Obes. Surg. 2001, 11, 276–280. [CrossRef] [PubMed]
28. Musella, M.; Susa, A.; Manno, E.; De Luca, M.; Greco, F.; Raffaelli, M.; Cristiano, S.; Milone, M.; Bianco, P.; Vilardi, A.; et al.

Complications Following the Mini/One Anastomosis Gastric Bypass (MGB/OAGB): A Multi-institutional Survey on 2678 Patients
with a Mid-term (5 Years) Follow-up. Obes. Surg. 2017, 27, 2956–2967. [CrossRef] [PubMed]

29. Lee, W.J.; Ser, K.H.; Lee, Y.C.; Tsou, J.J.; Chen, S.C.; Chen, J.C. Laparoscopic Roux-en-Y vs. mini-gastric bypass for the treatment of
morbid obesity: A 10-year experience. Obes. Surg. 2012, 22, 1827–1834. [CrossRef]

https://doi.org/10.1016/j.clnesp.2022.06.001
https://doi.org/10.1016/j.healthplace.2012.12.009
https://www.ncbi.nlm.nih.gov/pubmed/23416231
https://www.who.int/news-room/fact-sheets/detail/obesity-and-overweight
https://doi.org/10.14309/ajg.0000000000001393
https://www.ncbi.nlm.nih.gov/pubmed/34309586
https://doi.org/10.1007/s11695-021-05417-7
https://doi.org/10.2337/dc12-0336
https://www.ncbi.nlm.nih.gov/pubmed/23093685
https://doi.org/10.1016/j.soard.2018.02.012
https://www.ncbi.nlm.nih.gov/pubmed/29778650
https://doi.org/10.1097/SLA.0000000000002525
https://www.ncbi.nlm.nih.gov/pubmed/28938270
https://doi.org/10.1056/NEJMsr1606602
https://doi.org/10.1007/s00268-018-4847-8
https://doi.org/10.1530/EJE-10-0514
https://doi.org/10.1093/ajcn/74.5.579
https://www.ncbi.nlm.nih.gov/pubmed/11684524
https://doi.org/10.2147/DMSO.S392952
https://www.ncbi.nlm.nih.gov/pubmed/36569429
https://doi.org/10.7759/cureus.32610
https://www.ncbi.nlm.nih.gov/pubmed/36654602
https://doi.org/10.1111/j.1467-789X.2011.00866.x
https://doi.org/10.1016/S0140-6736(16)00271-3
https://doi.org/10.1001/jama.292.14.1724
https://www.ncbi.nlm.nih.gov/pubmed/15479938
https://doi.org/10.1016/j.soard.2012.02.011
https://doi.org/10.1001/archsurg.140.12.1198
https://doi.org/10.1007/s11695-019-04235-2
https://doi.org/10.1007/s11695-012-0707-z
https://doi.org/10.1016/j.soard.2016.08.011
https://www.ncbi.nlm.nih.gov/pubmed/27720197
https://doi.org/10.1097/SLE.0000000000000041
https://doi.org/10.1381/096089201321336584
https://www.ncbi.nlm.nih.gov/pubmed/11433900
https://doi.org/10.1007/s11695-017-2726-2
https://www.ncbi.nlm.nih.gov/pubmed/28569357
https://doi.org/10.1007/s11695-012-0726-9


Medicina 2024, 60, 256 11 of 11

30. Singh, B.; Saikaustubh, Y.; Singla, V.; Kumar, A.; Ahuja, V.; Gupta, Y.; Kashyap, L.; Aggarwal, S. One Anastomosis Gastric Bypass
(OAGB) vs Roux en Y Gastric Bypass (RYGB) for Remission of T2DM in Patients with Morbid Obesity: A Randomized Controlled
Trial. Obes. Surg. 2023, 33, 1218–1227. [CrossRef]

31. Level, L.; Rojas, A.; Piñango, S.; Avariano, Y. One anastomosis gastric bypass vs. Roux-en-Y gastric bypass: A 5-year follow-up
prospective randomized trial. Langenbecks Arch. Surg. 2021, 406, 171–179. [CrossRef]

32. Balamurugan, G.; Leo, S.J.; Sivagnanam, S.T.; Balaji Prasad, S.; Ravindra, C.; Rengan, V.; Arora, E.; Bindal, V. Comparison of
Efficacy and Safety between Roux-en-Y Gastric Bypass (RYGB) vs One Anastomosis Gastric Bypass (OAGB) vs Single Anastomosis
Duodeno-ileal Bypass with Sleeve Gastrectomy (SADI-S): A Systematic Review of Bariatric and Metabolic Surgery. Obes. Surg.
2023, 33, 2194–2209. [CrossRef] [PubMed]

33. Mahawar, K.K.; Borg, C.M.; Kular, K.S.; Courtney, M.J.; Sillah, K.; Carr, W.R.J.; Jennings, N.; Madhok, B.; Singhal, R.; Small, P.K.
Understanding Objections to One Anastomosis (Mini) Gastric Bypass: A Survey of 417 Surgeons Not Performing this Procedure.
Obes. Surg. 2017, 27, 2222–2228. [CrossRef] [PubMed]

34. Rheinwalt, K.P.; Plamper, A.; Rückbeil, M.V.; Kroh, A.; Neumann, U.P.; Ulmer, T.F. One Anastomosis Gastric Bypass-Mini-Gastric
Bypass (OAGB-MGB) Versus Roux-en-Y Gastric Bypass (RYGB)-a Mid-Term Cohort Study with 612 Patients. Obes. Surg. 2020, 30,
1230–1240. [CrossRef]

35. Fahmy, M.H.; Sarhan, M.D.; Salman, M.A.; Fathy, E. Gastro-Esophageal Reflux Disease After Laparoscopic Mini-Gastric Bypass
and Roux-en-Y Gastric Bypass: Is There a Difference? Bariatr. Surg. Pr. Patient Care 2018, 13, 109–114. [CrossRef]

36. Robert, M.; Espalieu, P.; Pelascini, E.; Caiazzo, R.; Sterkers, A.; Khamphommala, L.; Poghosyan, T.; Chevallier, J.M.; Malherbe,
V.; Chouillard, E.; et al. Efficacy and safety of one anastomosis gastric bypass versus Roux-en-Y gastric bypass for obesity
(YOMEGA): A multicentre, randomised, open-label, non-inferiority trial. Lancet 2019, 393, 1299–1309. [CrossRef]

37. Lee, W.J.; Yu, P.J.; Wang, W.; Chen, T.C.; Wei, P.L.; Huang, M.T. Laparoscopic Roux-en-Y versus mini-gastric bypass for the
treatment of morbid obesity: A prospective randomized controlled clinical trial. Ann. Surg. 2005, 242, 20–28. [CrossRef] [PubMed]

38. Eskandaros, M.S.; Abbass, A.; Zaid, M.H.; Darwish, A.A. Laparoscopic One Anastomosis Gastric Bypass versus Laparoscopic
Roux-en-Y Gastric Bypass Effects on Pre-existing Mild-to-Moderate Gastroesophageal Reflux Disease in Patients with Obesity: A
Randomized Controlled Study. Obes. Surg. 2021, 31, 4673–4681. [CrossRef]

39. Katayama, R.C.; Arasaki, C.H.; Herbella, F.A.M.; Neto, R.A.; Lopes Filho, G.J. One-Anastomosis and Roux-en-Y Gastric Bypass
Promote Similar Weight Loss, Patient Satisfaction, Quality of Life, Inflammation Grade, and Cellular Damage in the Esophagus
and Gastric Pouch in a Short-term Follow-up. J. Obes. Metab. Syndr. 2021, 30, 396–402. [CrossRef]

40. Kim, M.S.; Kwon, Y.; Park, E.P.; An, L.; Park, H.; Park, S. Revisiting Laparoscopic Reconstruction for Billroth 1 Versus Billroth 2
Versus Roux-en-Y after Distal Gastrectomy: A Systematic Review and Meta-Analysis in the Modern Era. World J. Surg. 2019, 43,
1581–1593. [CrossRef]

41. Karagul, S.; Kayaalp, C.; Kirmizi, S.; Tardu, A.; Ertugrul, I.; Tolan, K.; Sumer, F. Influence of repeated measurements on small
bowel length. Springerplus 2016, 5, 1828. [CrossRef]

42. Karagul, S.; Kayaalp, C. Repeated stretched or non-stretched small bowel length measurements in healthy individuals. Turk. J.
Surg. 2018, 35, 1–5. [CrossRef] [PubMed]

43. Bellicha, A.; Ciangura, C.; Roda, C.; Torcivia, A.; Aron-Wisnewsky, J.; Poitou, C.; Oppert, J.M. Effect of exercise training after
bariatric surgery: A 5-year follow-up study of a randomized controlled trial. PLoS ONE 2022, 17, e0271561. [CrossRef] [PubMed]

44. Bellicha, A.; van Baak, M.A.; Battista, F.; Beaulieu, K.; Blundell, J.E.; Busetto, L.; Carraça, E.V.; Dicker, D.; Encantado, J.; Ermolao,
A.; et al. Effect of exercise training before and after bariatric surgery: A systematic review and meta-analysis. Obes. Rev. 2021, 22
(Suppl. S4), e13296. [CrossRef] [PubMed]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.1007/s11695-023-06515-4
https://doi.org/10.1007/s00423-020-01949-1
https://doi.org/10.1007/s11695-023-06602-6
https://www.ncbi.nlm.nih.gov/pubmed/37140720
https://doi.org/10.1007/s11695-017-2663-0
https://www.ncbi.nlm.nih.gov/pubmed/28361493
https://doi.org/10.1007/s11695-019-04250-3
https://doi.org/10.1089/bari.2018.0018
https://doi.org/10.1016/S0140-6736(19)30475-1
https://doi.org/10.1097/01.sla.0000167762.46568.98
https://www.ncbi.nlm.nih.gov/pubmed/15973097
https://doi.org/10.1007/s11695-021-05667-5
https://doi.org/10.7570/jomes21040
https://doi.org/10.1007/s00268-019-04943-x
https://doi.org/10.1186/s40064-016-3557-7
https://doi.org/10.5578/turkjsurg.4087
https://www.ncbi.nlm.nih.gov/pubmed/32550296
https://doi.org/10.1371/journal.pone.0271561
https://www.ncbi.nlm.nih.gov/pubmed/35839214
https://doi.org/10.1111/obr.13296
https://www.ncbi.nlm.nih.gov/pubmed/34080281

	Introduction 
	Materials and Methods 
	Surgical Techniques 
	Statistical Methods 

	Results 
	Discussion 
	Conclusions 
	References

