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Background

Restrictive bariatric procedures, like laparoscopic adjustable gastric banding
(LAGB) and laparoscopic sleeve gastrectomy (LSG), are associated with an
increased risk of long-term failure. The efficacy of One-anastomosis gastric
bypass (OAGB) has been described in primary and revisional settings, with a
lack of Egyptian studies regarding OAGB as a revisional surgery. Herein, we
describe our experience regarding 1-year outcomes of OAGB as a revisional
surgery after failed LSG or LAGB.

Patients and methods

Fifty patients with failed LSG or LAGB were enrolled in this prospective study. All
cases underwent laparoscopic OAGB, and its effects on weight loss and obesity-
related comorbidities were noticed after 3, 6, and 12 months.

Results

The duration of the operation ranged between 45 and 120 min Postoperative
complications included leakage (2%), hemorrhage (2%), and port site infection
(2%). OAGB as a revisional surgery led to a significant and effective weight loss, as
the percent of excess weight loss (%EWL) had mean values of 23.72%, 51.54%,
and 80.25% at the scheduled visits, respectively. The procedure was associated
with a significant rise in hemoglobin and albumin, significant decline in blood sugar,
glycosylated hemoglobin, vitamin B12, and most lipid profile parameters, with no
significant changes in serum calcium and high-density lipoproteins. Beneficial
effects (remission or improvement) were noticed in 88.9% of diabetic cases,
80% of hypertensive cases, and 100% of reflux cases at one-year follow-up visit.
Conclusion

Laparoscopic OAGB as a revisional surgery is a safe and efficacious procedure in
the management of patients with failed previous restrictive procedures like LSG and
LAGB.
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Introduction

Both of the previous two procedures were described as
effective in achieving the general goals of any bariatric

Obesity has become a crucial public health problem for
the Egyptian government, as this problem affects about
one third of the adult Egyptian population (39.8%) [1].
Bariatric procedures have been proven to be a safe and
effective management option for that problem, as the
obese individual could lose about 40% of his excess
weight during the first year after the procedures. These
procedures are better options for maintaining weight
loss with a beneficial impact on obesity-associated
comorbidities, than the nonsurgical options (dietary

and pharmacological therapies) [2,3].

Laparoscopic adjustable gastric banding (LAGB) was
one of the most common bariatric procedures in the
early decade of the 21st century, whereas it ranked
fourth in the subsequent decade [4]. Nowadays,
laparoscopic sleeve gastrectomy (LSG) is one of the
most commonly performed bariatric procedures [5].
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procedure (weight loss and comorbidity improvement)
[6,7]. However, the previous procedures are restrictive
in nature, making them associated with an increased
risk of long-term weight regain, mechanical
complications, and impaired eating habits [8,9].
Weight regain has been reported in up to 9.8% and
26% of cases after LSG and LAGB, respectively [10].

The minigastric bypass (MBG) procedure was
introduced to the bariatric community in 2001 by
Rutledge [11]. That procedure is as effective as the
Roux-en-Y procedure [12,13], along with other
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advantages, including an easier learning curve, a shorter
operative time, and a lower risk of major complications
[14,15]. Since its description, it has been practiced
widely in both primary and revisional settings [16-18].

As the surgical management of obesity rises in Egypt, it
is expected to encounter post-bariatric patients
reporting weight regain or complications. Data
regarding OAGB as a revisional surgery in the
Egyptian setting is lacking, which was a good
motive for us to conduct the current study, which
aimed to evaluate the efficacy of OAGB as a
revisional surgery and its metabolic impact after

failed LSG and LAGB procedures.

Patients and methods

We enrolled 50 patients in this prospective
interventional study that was conducted at the
General Surgery Department of Al-Azhar University
Hospitals, Assiut, Egypt, after gaining ethical approval
from the Institutional Review Board (IRB) of our
medical school. The study was designed for adult
patients whose body mass index (BMI) was >30kg/
m?, who underwent previous LSG or LAGB and
presented with weight regain, inadequate weight loss,
failure of improvement of obesity-associated
comorbidities, or complications related to the primary
procedure (e.g., refractory reflux in patients with
previous LSG). Inadequate weight loss was defined as
the inability to achieve >50% excess weight loss (%
EWL) 1.5 years after the primary procedure [19],
while weight regain was defined as a progressive gain

of weight after achieving >50% EWL [20].

Contrarily, we excluded patients whose BMI was
<30kg/m2 or who had uncontrolled systemic
comorbidities (uncontrolled hypertension, renal,
cardiac, or hepatic insufficiency), a previous history
of alcohol or substance abuse, a major psychiatric
illness, coagulation disorders, or an inability to
tolerate laparoscopy and general anesthesia.

Patient evaluation included routine history taking
(focusing on the type of the primary procedure,
timing, and rationale for seeking revisional surgery),
and preoperative laboratory
investigations (hemoglobin, albumin, random blood
glucose, serum calcium, serum vitamin B12, and
lipid profile). Beside pelviabdominal
ultrasonography, a barium meal was ordered for all
cases for objective delineation of the upper GI
anatomy. The operative data of the primary
procedure were also reviewed. All patients were

clinical assessment,

recommended to follow a high-protein and low-
carbohydrate diet two weeks before surgery, while
antithrombosis prophylaxis was done the night
before surgery (leg stockings and low molecular
weight heparin).

All revisional procedures were performed by
laparoscopy under general anesthesia, while the
patient was in French position. Abdominal
insufflation was done via the Veress needle, which
was inserted through the umbilicus, or the Palmer
point, according to surgeon preference. The
procedure was performed via the five-port approach
(periumbilical port for the camera, two working ports
at the right and left midclavicular lines, and two
assistant ports, one at the left anterior axillary line
and the second at the epigastrium). The detected
abdominal adhesions were carefully dissected using
the ligasure sealing device, until a clear identification
of the stomach and left liver lobe was possible. The
stomach was freed from the undersurface of the left
liver lobe using laparoscopic scissors and the ligasure
device. In patients with previous LAGB, it was divided
and then removed through the 10-cm working port. In
cases with previous LSG, the greater gastric curve was
dissected from the adhesive greater omentum to clearly
identify the previous staple line.

In all cases, dissection was done to the left of the
gastroesophageal junction, till creating a hole in that
area. This allowed access to the posterior wall of the
stomach, which facilitated the later creation of the
gastric pouch. We then moved towards the lesser
curvature and identified a point at the ‘crow’s foot'
level as close as possible to the gastric serosa, and we
started to make a hole through the lesser omentum in
order to gain access to the lesser sac.

A 45mm green or black endo-stapler cartridge
(Ethicon, USA) was introduced and used to transect
the stomach horizontally. After that, a 40-Fr bougie
was inserted over the lesser gastric curve until reaching
the line of gastric transsection. We continued the
vertical stomach transection until reaching the
gastroesophageal junction. We used two or three 60-
mm gold or blue endo-stapler (Ethicon, USA)
cartridge to complete the transaction of the stomach.
In some cases with previous LSG, where the stomach
was completely transected from the lower gastric
remnant, the excluded part was removed from the
abdominal cavity through the working port. Any
significant bleeding points over the gastric pouch or
the remaining excluded stomach were controlled by

clips.



Using the diathermy, a hole was created at the created
gastric pouch just posterior to the staple line, and that
the hole was used to create the anastomosis between
the gastric pouch and the small bowel about two meters
from the Treitz ligament. The anastomosis was done
via a blue cartridge, and the remaining defect was
closed with continuous PDS 2/0 sutures.

An intraoperative methylene blue test was done to
ensure the integrity of the anastomosis and the
newly created gastric pouch. After a good wash and
hemostasis, a drain was inserted along the staple line of
the gastric pouch, and reaching down to the
anastomosis. Abdominal deflation was done, and the
skin of the created ports was closed using prolene 3/0
sutures. After the procedure ended, all patients were
transferred to the internal ward with close monitoring.
Oral fluid intake was usually allowed on the first
postoperative day after an oral gastrograffin test.
Discharge was often allowed on the 2nd or 3rd
postoperative day after ensuring adequate oral intake
and the absence of early postoperative complications.
Any complications were recorded and managed.
Postdischarge dietary, macronutrient, and
micronutrient intake was according to the published
guidelines [21,22].

After the removal of stitches, follow-up visits were
arranged for all patients 3, 6, and 12 months after the
operation. The degree of weight loss was expressed as
the %EWL [23], and it was recorded at these visits.
Additionally, the same preoperative laboratory
parameters were repeated during these visits.
Improvement, resolution, or worsening of obesity-
related comorbidities, including diabetes,
hypertension, and reflux, were defined according to

Brethauer and his colleagues [24].

Our primary outcome was the %WEWL and changes in
obesity-associated comorbidities, whereas secondary
outcomes included operative time, duration of
hospitalization, and postoperative complications.

The previously data were collected, tabulated, and
analyzed using the SPSS software for macOS
(version 26). Categorical data were expressed as
numbers and percentages, and compared between
two-time points via McNamar’s test. Numerical data
were expressed as mean (with standard deviation) or
median (with range) according to the mode of
distribution. These data were compared between
three or more time points via the repeated measures
ANOVA test. Each individual two time points were
also compared, and pl, p2, and p3 were used to
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describe the comparison of the recorded reading to
its corresponding preoperative, 3-month, and 6-month
values, respectively. Any P value less than 0.05 was
considered significant in the statistical analysis.

Results

The mean age of the included cases was 40.66 years
(range 21-58). Most of the included cases were
women, as they constituted 68% of the study
population, while the remaining cases were men.
The preoperative BMI of the included cases was
42.94kg/m2 (range 35-52).

Regarding the primary bariatric procedure, 36 patients
underwent LSG (72%), while the remaining patients
underwent LAGB (28%). The duration since the
primary procedure ranged between 2 and 12 years
(mean=5.56 years).

Regarding the indication of conversion, 44% of
patients  reported  persistent  obesity-related
comorbidities, 48% of them had inadequate weight
loss, 22% of them had weight regain after initial weight
loss, and only 4% of cases had complications related to
the primary procedure that required conversion.

Regarding the existing comorbidities related to obesity,
diabetes mellitus was present in 9 cases (18%), whereas
hypertension was present in 5 cases (10%). In addition,

reflux symptoms were reported by 12 cases (24%)
(Table 1).

The duration of the operation ranged between 45 and
120 min (mean=87.5 min). All cases were performed
using a 40-Fr bougie and a two-meter afferent limb.
The duration of hospitalization ranged between two
and three days, while oral fluid intake was allowed on
the first POD (range, 0-1). Leakage was encountered
only in one case (2%), and it was managed by
endoscopic stenting. Bleeding was encountered in
only one case (2%) and it was managed by blood
transfusion. Only one case developed a port site
infection (2%), and it was managed by frequent

dressing and antibiotics (Table 2).

As shown in Table 3, the OAGB as a revisional surgery
was associated with a significant decrease in BMI at the
scheduled follow-up visits (P<0.001). It decreased
from 42.94kg/m2 before the operation down to
38.76, 33.69, and 28.38kg/m2 at three-, six-, and
twelve-month follow-up, visits respectively. The %
EWL had mean values of 23.72%, 51.54%, and
80.25% at the scheduled follow-up visits, respectively.
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Although albumin level showed a statistically
significant decrease at the 3-month follow-up visit
compared to baseline (P<0.001), that difference was
clinically irrelevant (from 3.82 gm/dl at baseline to 3.52
gm/dl at the three-month visit). The following two
readings showed no significant difference from the

baseline (3.81 and 3.84 gm/dl, respectively).

The revisional procedure was associated with a
significant rise in hemoglobin level, while random
blood sugar, HbA1C, vitamin B12, and most lipid
profile parameters significantly decreased. Both serum
calcium and high-density lipoproteins did not show
any significant changes after the procedure. Table 4
summarizes the previous data.

As  regards  changes in  obesity-associated
comorbidities, the included 9 patients diagnosed

Table 1 Demographic data, medical, and surgical history of
the study participants

Items Study cases N=50

Age (years)

Mean+SD 40.66+9.01

Median (min-max) 40.5 (21-58)
Sex

Male 16 (32%)

Female 34 (68%)
BMI (Kg/m?)

Mean+SD 42.94+4.45

Median (min-max) 42 (35-52)
Primary bariatric procedure

LSG 36 (72%)

LAGB 14 (28%)
Duration since the primary procedure

Mean+SD 5.56+2.68

Median (min-max) 5(2-12)
Indication for conversion

Persistent comorbidities 22 (44%)

Complications 2 (4%)

Inadequate weight loss 24 (48%)

Weight regain 22 (44%)
Comorbidities

Diabetes 9 (18%)

Hypertension 5 (10%)

Reflux 12 (24%)

with diabetes showed partial remission in 66.7% of
them after 6 months. The next visit showed that
complete remission was achieved in 22.2% of cases,
while partial remission was present in 11.1% of cases.
Improvement was present in 55.6% of cases, whereas
only one patient remained unchanged (11.1%)

(Table 5).

From the five patients diagnosed with hypertension,
one showed improvement (20%) while another showed
partial remission (20%) at the 6-month follow-up visit.
At the subsequent visit, two patients showed
improvement (40%), one patient showed complete
remission  (20%), one patient showed partial
remission (20%), and one patient showed no

changes (Table 6).

Regarding the 12 patients with reflux, the six-month
follow-up visit showed complete remission in one
patient  (8.3%), while cases  showed
improvement (58.3%). At the subsequent visit,
complete remission was detected in 9 cases (75%),
while the remaining cases showed improvement

(25%) (Table 7).

seven

Table 2 Operative data of the OAGB as a revisional surgery
procedure

ltems Study cases N=50

Operative time (Min)

Mean+SD 87.5+14.18

Median (min-max) 86 (45—-120)
Hospital stay (Days)

Mean+SD 2.18+0.39

Median (min-max) 2 (2-3)
Start of oral intake (Days)

Mean+SD 6.44+4.68

Median (min-max) 6 (4-24)
Complications

Leakage 1(2%)

Bleeding 1 (2%)

Port site infection 1 (2%)

Stomal stenosis 0 (0%)

Vomiting 0 (0%)

Table 3 BMI and %EWL changes after OAGB as a revisional surgery

Preoperative (n=50) Three months (n=50)

Six months (n=50)

Twelve months (n=50) Test of significance

BMI (kg/m2) 42.94+4.45 38.76+3.91
3 <0.001**
P>

Ps

%EWL - 23.72+7.05
P, -

P3 -

33.69+3.83 28.38+2.35 F=44.273 P<0.001
<0.001™** <0.001**
<0.001** <0.001™*
<0.001™*

51.54+14.09 80.25+10.53 F=157.69 P<0.001
<0.001™** <0.001™*
<0.001™*
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Preoperative Three months Six months Twelve months Test of significance
(n=50) (n=50) (n=50) (n=50)
Haemoglobin 13.66+1.26 13.47+1.12 14.81+1.33 14.57+1.19 F=14.689 P<0.001
Py 0.353 <0.001** <0.001**
P> <0.001** <0.001**
P3 0.331
Albumin 3.82+0.39 3.52+0.34 3.81+0.36 3.84+0.39 F=9.548 P=0.001
P, <0.001** 0.938 0.159
Py <0.001** <0.001**
P3 0.728
Random blood sugar 107.88+31.72 110.74+24.29 110.32+20.87 97.64+18.02 F=10.640 P<0.001
Py 0.428 0.493 0.024*
Py 0.877 <0.001™**
P3 <0.001™**
Calcium 8.90+0.88 8.91+0.73 8.83+0.65 8.83+1.09 F=0.849 P=0.620
P4 0.966 0.544 0.706
P> 0.538 0.692
P3 0.979
HbA1C 5.95+1.02 5.68+0.88 5.08+0.55 4.62+0.69 F=23.184 P<0.001
P, 0.196 0.013~ <0.001**
P> 0.038* <0.001**
P3 0.046*
Vitamin B12 412 (147-3336) 323 (120-753) 189 (123-366) 144 (78-189) Fr=148.640
P<0.001
P4 <0.001** <0.001** <0.001**
P> <0.001** <0.001**
P3 <0.001™**
Low-density lipoproteins 88 (23-321) 77 (29 -305) 78 (34-190) 65 (32-102) Fr=69.484 P<0.001
P4 0.043* 0.013~ <0.001**
P2 <0.001** <0.001**
P3 <0.001**
High-density 50 (20-110) 49 (32-90) 48 (28-90) 54 (20-78) Fr=1.426 P=0.387
lipoproteins
P, 0.347 0.278 0.194
P> 0.804 0.238
P3 0.530
Triglycerides 60 (33-170) 90 (40-190) 70 (33-180) 60 (30—-170) Fr=6.489 P=0.002
P, 0.002* 0.195 0.921
Py 0.060 <0.001**
P3 <0.001**
Cholesterol 60 (33-170) 90 (40-190) 70 (33-180) 60 (30—-170) Fr=9.206 P=0.001
P, 0.313 0.534 <0.001**
Py 0.036" <0.001™**
P3 <0.001**
Discussion persistent  comorbidities  (44%), and  primary

The OAGB as a revisional surgery has been described
in previous studies, as the need for revisional
procedures is globally increasing (from 6% to 13.6%
of all bariatric procedures) [10]. Yet, it is poorly
described in the Egyptian setting, especially given
that OAGB is the main revisional procedure
performed for failed restrictive procedures in Egypt.
That poses an advantage in favor of our trial.

In our study, the indications for conversion were
inadequate weight loss (48%), weight regain (44%),

procedure-related complications (4%). Ghosh and
his associates reported that their indications were as
follows; inadequate weight loss or weight regain
(48.65%), intolerance (24.32%), weight increase after
removal of the band (10.81%), prothesis-related issues
(6.76%), dilatation of the gastric pouch (5.4%), band
erosion (2.7%), and band slippage (1.35%) [25].
Another study reported different indications as
follows; inadequate weight loss (66%), reflux
symptoms (13%), gastric tube prolapse (10%), and
dysphagia (10%) [26]. It is expected to find some
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Table 5 Effect of the revisional procedure on diabetes
mellitus

ltems Diabetes cases N=9

At 3 months Number (Percent)
Unchanged 3(33.3)
Partial remission 5 (55.6)
Improved 1(11.1)

At 6 months
Unchanged 3 (33.3)
Partial remission 6 (66.7)

At 12 months
Unchanged 1(11.1)
Partial remission 1(11.1)
Complete remission 2 (22.2)
Improved 5 (55.6)

Table 6 Effect of the revisional procedure on hypertension

Items Hypertension cases N=5

At 3 months Number (Percent)
Unchanged 5 (100)

At 6 months
Unchanged 3 (60)
Partial remission 1 (20)
Improved 1 (20)

At 12 months
Unchanged 1 (20)
Partial remission 1 (20)
Complete remission 1 (20)
Improved 2 (40)

differences in the indications for revision in the existing
studies, and those would differ based on the sample size
included, the primary procedure, the duration since the
primary procedure, and the severity of comorbidities.

In the current study, the duration of the operation
ranged between 45 and 120 min (mean =87.5 min).
This lies within the reported range in the current
literature. Chiappetta e al reported a mean
operative time of 78.7 min (range, 25-183) [27]. In
contrast to the previous findings, other authors
reported a longer operative duration (about 95 min)
[28,29]. Differences between studies could be due to
different primary procedures, complication types,
surgeon experiences, and healthcare facilities.

In our study, leakage was encountered in only one case
(2%), and it was managed by endoscopic stenting. This
is in accordance with previous studies that reported a
leakage rate between 1.35% and 2.04% after OAGB as
a revisional surgery [25,30]. However, some authors
believe that revisional procedures carry an increased
risk for postoperative leakage compared to the primary
ones (a nine-fold increase) [31].

Table 7 Effect of the revisional procedure on reflux

ltems Reflux cases N=12

At 3 months Number (Percent)
Unchanged 4 (33.3)
Complete remission 1(8.3)
Improved 7 (58.3)

At 6 months
Unchanged 4 (33.3)
Complete remission 1(8.3)
Improved 7 (58.3)

At 12 months
Complete remission 9 (75)
Improved 3 (25)

Our findings showed the incidence of postoperative
hemorrhage in one patient (2%) who was managed by
blood transfusion. Previous studies reported an
incidence between 0.5% and 1.4% for the same
complication following OAGB as a revisional

surgery [32,33], which is near our findings.
gery g

In our study, only one patient developed a port site
infection after the OAGB as a revisional surgery (2%),
and that lies within the previously reported range of the
same complication following revisional bariatric

procedures (range between 1.35% and 2.7%) [25,32].

No cases experienced postoperative vomiting in the
current study. That could be explained by the good
tolerance to oral intake following OAGB as the
anastomosis prevents the formation of a high-
pressure zone inside the newly created gastric pouch.

In our study, the duration of hospitalization ranged
between two and three days. Another study reported
that the average hospital stay was 3.1 days (range, 3—8)
[33]. Additionally, Debs ez al. reported similar findings
[34]. Both of the previous two studies reported
durations near ours. Others reported longer
durations. Chiappetta er al reported a 5-day
hospitalization period in all selected patients [27].
Differences could be explained by different center
protocols and complication rates.

Our findings showed that OAGB as a revisional
surgery achieved %EWLs of 23.72%, 51.54%, and
80.25% at 3, 6, and 12 month follow-up visits,
respectively. This indicates its efficacy as a bariatric
procedure in achieving adequate weight loss. Previous
two studies assessed WEWL outcomes at the same
intervals. Ghosh e# a/. reported that %EWL had mean
values of 37.8%, 55.1%, and 67%, respectively [25],

whereas Noun ez al. reported mean values of 41.7%,



73.7%, and 81.6% at the same time intervals,
respectively [28].

The mechanism of weight loss after OAGB is
multifactorial and includes decreased calorie intake,
increased secretion of satiety hormones, bile acid
changes, and alternations in the intestinal microbiota
[35]. That's what makes OAGB more effective than
purely restrictive procedures that mainly depend on
decreased food intake. Differences in weight loss
between different studies could be explained by
differences in preoperative BMI, surgical technique
(biliopancreatic  limb length or stoma size),
postoperative dietary regimen, or postoperative
exercise plan.

In the current study, hemoglobin levels showed a
significant rise at the six-and twelve-month follow-
up visits compared to the baseline value. Although
most of these changes are subtle and considered
irrelevant in clinical practice, they indicate proper
nutritional supplementation in our cases. On the
other hand, another study reported that OAGB was
associated with a significant decline in the same
parameter (P=0.006). It decreased from 12.07 before
the operation down to 11.7 mg/dl after it. Although the
difference was statistically significant, it was
insignificant from the clinical point of view [30].
The same findings were also noticed in the study of

Zamaninour and his associates [36].

In our study, the last two albumin readings showed no
significant difference from the baseline one. This
could be explained by high protein diet
recommended for our patients along with the
commenced protein supplementations. Zamaninour
et al. reported that OAGB led to a significant
decline in albumin levels (P<0.001), from 4.33 to
4.18 mg/dl. However, that decline did not have a
significant impact on patient status, and was within
the normal albumin range [36]. Another study
reported that OAGB as a revisional surgery was not
associated with significant changes in serum albumin
levels (P=0.81), which had mean levels of 36.42 and
36.6 mg/l before and after the operation, respectively
[30].

In the current study, vitamin B 12 showed a significant
decline after the OAGB procedure. Karbaschian and
his colleagues agreed with our findings, as serum
vitamin B 12 decreased from 205.83 at baseline to
194.86 pmol/l at the 16-week follow-up visit [37].
Other authors contradicted the previous findings, as
OAGB as a revisional surgery was not associated with
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significant changes in serum vitamin B 12 levels

(P=0.18) [30].

Calcium levels showed no significant changes after our
OAGB as a revisional surgery procedure compared to
the baseline level. In agreement with us, another study
negated any significant calcium changes after OAGB,
which had mean values of 8.8 and 8.7 mg/dl at baseline

and one-year visit, respectively [38].

Our findings showed a significant improvement in the
patient’s lipid profile, as all of its harmful parameters
showed a significant decline throughout the scheduled
tollow-up visits. In the same context, other authors
reported an improvement or remission of the
preexisting dyslipidemia in about 75% of patients
following OAGB [26,27,39]. Additionally, other
studies also reported decreased low-density
lipoprotein  [30,40], triglycerides [36,41], and
cholesterol [42,43]. Heffron et al attributed that
decline to the improved insulin sensitivity secondary
to effective weight loss [44].

Our findings showed that OAGB as a revisional
surgery had a beneficial impact on 88.9% of diabetic
cases at 1-year follow-up, and that was also evident by
the significant decline of random blood sugar and
HbA1C levels throughout the follow-up. Previous
trials confirmed our findings regarding the excellent
outcomes of diabetes after OAGB. Chiappetta ez al.
reported resolution of diabetes in 100% (7/7) of their
diabetic cases one year after surgery [27], while Guenzi
et al. reported an 88% rate for remission and a 12% rate
for improvement after OAGB [45]. Despite the
excellent results of diabetes management via OAGB,
differences between studies could be explained by
differences in follow-up durations and the definition
of comorbidity resolution and/or improvement after
bariatric surgery.

Our one-year follow-up showed the benefit of OAGB
in in 80% of our hypertensive participants. This
coincides with previous studies that reported around
70% resolution and/or improvement rates for the same

comorbidity after OAGB [27,34,46].

Our study showed the excellent outcomes of reflux
symptoms after OAGB as a revisional surgery, that
stopped in 75% and improved in 25% of reflux cases
one year after OAGB as a revisional surgery. Poublon
et al. reported improvement or resolution of the same
disease in 77.8% of their cases complaining of
preoperative reflux [32]. Additionally, Musella ez al.

reported the beneficial impact of the same procedure
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on all reflux types, and they hypothesized that the
procedure allows for early and easy passage of gastric
contents to the jejunum. They also reported that that
improvement is independent from weight loss [47].

All in all, our study supports the hypothesis that
OAGB as a revisional surgery produces successful
weight loss after failed restrictive procedures. Its
efficacy is also reflected in the good management of
obesity-related comorbidities, such as diabetes.

There are some limitations to the current investigation.
It was a one-center study with a modestly included
sample size. The study also lacks information on
intermediate- and long-term follow-up. Therefore,
these shortcomings should be adequately addressed
in the next studies.

Conclusion

Based on the previous findings, laparoscopic OAGB as
a revisional surgery appears to be a safe and efficacious
procedure in the management of patients with failed
previous restrictive procedures. It provides effective
weight loss, comorbidity improvement, with no
significant changes in nutritional outcomes.
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