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The First Consensus Statement on One Anastomosis/Mini Gastric Bypass
(OAGB/MGB) Using a Modified Delphi Approach
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No Consensus Achieved

101 OAG B/MGB experTs from 39 countries Ewven after two rounds of voting, there was no consensus on 7

. staterments. These have been clearly identified in Table 3 and
-55 statements in areas of controversy or are as follows.

variafion (i) One anastomosis/mini gastric bypass (DAGBMGE)

-consensus was achieved fOI’ 48/ 55 proposed largely works similar to an RY GB in its mechanism of
action (65.35% disagreed).

(ii) OAGEMGE is an acceptable surgical option for suit-

EIE“: DiEErEEITIEI‘It with the Committee Statements able patienis with severe gastro-cesophageal reflux dis-
ease (GERD) requiring daily medication (69 31%
agreed).

(i} ODAGBMGE is the prefemed surgical option for suit-

perts agmgd with 46 of the s@tements pmpﬂqed b}r the com- able patients with severe psychiatric disorders because

mittee. Two statements where a consensus of disagreement of the ease of reversibility (54.46% agreed).

. . . (iv) OAGBMGE is not recommended for patients with
was reached have been clearly idenfified in Table 3. These Barrei’s oesophagus (66.34% agreed).

(v} Routine crural ﬂmxmmtiﬂn is unnecessary for Etienm
with a hiatus hernia (633 7% agreed).

() One anastomosis/mini gastric bypass (OAGB/MGB) is (vi) Fatiens should be acvised roulne propaylaxis for g

) . i stones with ursodeoxvcholic acid for at least & months
not a malabsorptive banatnc procedure (disagreed by (64.36% disagreed).

82 0% of the experis). (vii) Patients developing svmptomatic GERD unresponsive
The standard lﬂ'ﬂgﬂ'l Df the hiliu—pr.im{:matic IilTIb thl]ld o roacirmnal medical t]’l&ﬁq‘l}- after OAGBMGE can be

. . offerad surgical correction in the form of a Braun’s
be 150 cm for all patients tdlsagrecd b}r 82.0% of the anastomosis between afferent and efferent limbs
experts). (66.34% disagreed).

Out of the 48 statements where consensus was achieved, ex-

are as follows.
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Check for
~ IFSO (International Federation for Surgery of Obesity and Metabolic | “P%

" Disorders) Consensus Conference Statement on One-Anastomosis
Gastric Bypass (OAGB-MGB): Results of a Modified Delphi Study

Almino C. Ramos ' + Jean-Marc Chevallier? - Kamal Mahawar® - Wendy Brown* « Lilian Kow® + Kevin P. White® «
‘_ Scott Shikora” « IFSO Consensus Conference Contributors
The mnimal recommended length of the gastric pouch should be... No consensus
Roughly 15 cm—46%
As long as possible—54%

Total bowel length should always be measured for a safe and adoquate OAGB-MGB. No conscnsus
Agree—41%
Disagree—359%
Total bowel length should be measured for a safe and adequate OAGB-MGB whenever No consensus
e T ST T TS T T Agree—62%
Disagree—38%
Esophagits grade C or D is a contraindication to OAGB-MGB. No consensus
Agree—67%
Disagree—33%
The best way to choase the length of the biliopancreatic limb should be based on.. © No consensus
A fixed kength from the Traz's angle—275
Patient’s BMI-33%
% Of the total bowel length—41%

A ot all bow: i . ¥ ] al 3 No conscnsus
kength for the biliopancreatic limb, as a percentage, should be... <30%—17%
30-40%—68%
>40%—15%

To avoid ¢ pouch rotation, the gastroenterostomy should be done on its postenorwall No conscnsus
ko € aon o s e i Agree—55%
Disagree—45%
No conscnsus
Antenor wall—23%
Postenor wall—59%
Staple line—1 8%

A hen mcasurement of the to

—the anterior wall

stalements. Numerous areas of non-consensus still remaine
even after this consensus activity.
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86 surgeons from 25 countries.

169.7% of the experts were from the

Asia Pacific region, where OAGB is

DAGE Commensus R2

I | TF&0 consen=us OAGE Comensus Bl Shceld & B van SEony TO measure || Agres L
The: rminirmeal Roughly No Thee mi nimia |l recomimesndeed length 12-15 omi- 7%, Mo cnsemnsus At oAl ncharnel Beangi B 2l oy
recosmimended 15 cm— OO NS of the gastric pouch showuld be 15-18 cm-56%,
Ir:ﬂg;l: dh;hfdsha.ﬂru: -:rﬂ‘)ﬁ A r;ujrl;;ihan 18cm- ('Etn_ E) Y
prE e = ns.as Should B DE mnan S3ory TO eI Agres 17 4%
possible— e aotall o e Bn il cases: DEngrae B2 %
Sa% Recuits of Round -
OAGE Comemus KX lwec: 22 S| Ideo: 57 1%
Thes mi mimal necomimendied length 15-18 on-45. 2%, Mo 14 | WSO onmserms O ASH Corsersus R1
ofthe gastric pouch shaudbe More than 18 e Wik & yousr [r——— ) (G50 EraEr OSTOMY ST D P wal- 47 3% [mpEm———
54.8% peedesred placein wal—23% | cormermes | perdrmed O e STapke e
e pouchta do the P S
AT e T — | e — 55 B il G 5%
e anmmrhor wadl Smoie Dhoes: mot ok 2y
11 | IF50 consensus DAGE Comnmensus R1 oo sl o ma— LEW e 35 3%
Chadasing a fixed Agres 76% | Comensus | Recommended length of the Ut 150 oni-9 9%, No @mnsemus e
length from the Disagres Achieved biliapancrea tic i mb must be 150-200 om- 68.1%,
anghe of Treitz can be | 24X Tailored as per TBL-
oonsidenad a praper 3%
wiay ta define CAGE C CES
Biliopand satic Do T peoe Tl o ot gASTED [rEpeer——
length e S N, DR,
DAGE Comenus B2 o thee sEEhe liree | rmaka 2y
Recammended kength of the Upto 150 am-4.1% No ansesus iTesemn: & 10 #he outooemes
biliopancrea tic i mb must be 150-200 om- 65.8% J DASE Corearas R — .
Tailored as per THL- IDhoeEs 18 ECeiT] S O GRS Was- LASEC
30.1% L - Mo B5.5% A el
i on the sEohe line] make ey
diffesenceto e outommes?
Remults of Rowund 2
ez 30 590
B Comemus RY ~\ — Ptic Dol
Recommended length of the Ut 150 em-29%f | C = :mﬂc‘"""ﬂ'“ — — —
biliopancreatic i mb must be: 150-200 cm- T1% Achieved et Lo o parre e | E——— mome——
Resuits of Round 2-[< 150 cm- Taikored as per TBL- Ty S
4.1%] [150 to 200 cm- 65 8%] 36.1.1% =TT
[Tailored as per the total bowed A et STRCN DETasen S V- 52 o Waor COneREnEL
length- 30.1%] Aftarent boon 3 TETIE B oudh k5 Mo ST
N
12 | irso OAGE Comenus R1 15 :5":'“’ — A — — - ——
BTl P, M0 T COMcaeNe 5 Crural reoair PSS P TREST T and
The best wary to A foced Na B?iwytucﬁuu.seihclcrgihcﬂ As 2% of TBL-31 9% No ansesus e — [E——— Bk e ok ppr— "
chome the length of length OO N bilio-pancreatic Emb must be ased BhAI-41 8% oty aineieaitien b e et
the biiopanoneatic firoen the an Fioed length- 35.4% DU
limbshould be based | Treites 17 | S0 oo reeras O B Do e RO
an angle— Th e S0 ol Earee Cormersus || Petemon s Gefect must always be Egree 2559
TH s =2 Acrired || cleed Disagree- 74 7%
Patient’s EPETErSET ) Srg CesagT e
BMI—3I T ol B D Sed TO TN
derease the
b C':"'" Eoonemthes ik of \ )
tortal Lok et Tl g T8
bawel 15 | WSO o DG T Rl
E“Slh— T ST ey TO A el L] T BT Wiy’ 0 ™ D T DerOEsn Fasd 8FL < 150 o
A1k - — choose thelengsh of | lengh consenses | enengy maln wiition ater OASE s 34.7%
¥ OAGE Comemnsus B2 AY e milio pan maTic = am Talored 2 per THL
Bt wary to chooses the length of A fixest bength from Cnn:icm::ls-\ TmBchouidbehaced | T = —
Rili pancrestic Bmb must be based || the Treitrsangle—( | Achimeed o —_
an 26% Taibored s per /| e
the patient- 76% SN 33
% of T
Do
n
k enE
AT
13 | irso OAGE Comersus R1 T = 5
Total bowel kength Agres— No Total Bowel kength must be Agree: 30.8% No mnsemus e et oy et it = —  —
should abeays be 41% O N S misasured in all cases Disagres: 69.2% ey AN UTiThon 3t DUeEE i T
measured for a satk Disagres — Taoredas per
and adequate OWGE. | 59% Tt
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B —
107 ] THD consensus ORGE LorEerses N1
() The miinimea Roughly Mo The mi mimai| recommended k=ngth 12-15% om- T, No ansemsus
recarmimesnded 15cm— ma T LA of the gadric pourh should be 15-18 omi-56%,
ength of the gastric | 46% As miare than 18 omre
pauch should be g as 365.3%

OAGE Comemnmus 2
The mii mima| recormmended ength 15-18 om-45. 2%, Na mnsemus
ofthe gadric pouch should be More than 18 ome
T4 B%

&

&,

0

Lack of Consensus
Leads to No Decision
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'ANASTOMOSI GASTRO-DIGIUNALE
\

\v'{i‘ Suturatrice lineare + sutura in continua con materiale assorbibile
1

el L im

| N T Lunghezza anastomosi: 25mm, 40mm, 60 mm
T Sutura: preferenza del chirurgo (Vicryl 2-0, V-Loc 2-0, PDS 2-0), assorbibile materiale piv uti
Anastomosi manuale |
nasiomosi sulla parete posteriore gastrica nella maggior parte dei lavori

he caso di anastomosi sulla parete anteriore
- |
O

@

reds of Non-Consensus Around One Anastomosis/Mini GastricBypass (OAGB/MGB): A Narrative Review
ohammad Kermansaravi et al., Obesity Surgery (2021) 31:2453-2463
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Check for
IFSO (International Federation for Surgery of Obesity and Metabolic | “P%

Disorders) Consensus Conference Statement on One-Anastomosis
Gastric Bypass (OAGB-MGB): Results of a Modified Delphi Study

To avod gastnc '|'.--|:-1J::"a‘:| rotaton, the gastrocnterostomy should be done on its posenoraall Mo conscnsus
or ower the staple lme, but not on the amenor wall of the gastne pouch A proe—55%
[Disaoe roe—a4 55
Whoch 15 your pretermed place m the pouch to do the gastroenterostomy—ith o anteror wall, Mo conscnsus
postarior wall or staple lme? Amntenor wall—231%
Pos enior waral —5495
Staple lme—1 %

Obesity Surgery (2024) 34:4541-4554
https=//doi.org/10.1007/51 1695024075530
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DAGE Comnsensus R3

0AGE Comsensus R2
Anti-reflux sotch between the Yes-52.9% N CONSENEUS

afferent loop and gastric pouch ks No-47.1%
advisable?

[Yes 31.5%)
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The First Consensus Statement on One Anastomosis/Mini Gastric Bypass
(0AGB/MGB) Using a Modified Delphi Approach

Kamal K, Mahawar' () + Jacques Himpens* + Scott A. Shikora” + Jean-Marc Chevalier' - Mufazzal Lakdawala®
Maurizio De Luca® + Rudolf Weiner « Ali Khammas® « Kuldeepak Singh Kular” + Mario Musella” + Gerhard Prager "'+
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(i) One anastomosis/mini gastac bypass (OAGBMGB) is
nol a malabsorptive bariatric procedure (disagreed by
82.0% of the experts).

(1) The standard length of the bilio-pancreatic limb should

New
stomach

experts)

Bypassed
portion of 3
small intestine

~—p digestive juice

Obesity Surgery (2020) 30:1625-1634 '% I FS @
ttps./doi.org/10.1007/11695-020-045 1y
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Check for

IFSO (International Federation for Surgery of Obesity and Metabolic « “*%

Disorders) Consensus Conference Statement on One-Anastomosis
Gastric Bypass (OAGB-MGB): Results of a Modified Delphi Study

Almino C. Ramos " « Jean-Marc Chevallier® - Kamal Mahawar® - Wendy Brown* « Lilian Kow” - Kevin P. White® «
Scott Shikora” « IFSO Consensus Conference Contributors

Toml bowel length should abways be measured for 8 safe and adequate OAGE-MGB. Mo consensus
Amree—41%
[Dhsagme—59%
[he best way to chocse the length of the biliopancreatic b should be bassd on.. © No consensus
A fixed kength from the Trat's ange—17%

Patent’s BMI3 3%
% Of the total howel length—41%

When measurement of the total small bowel length is performed, the ideal pementage No consensus
kength for the biliopancreaiic limb, s a percentage, should be... < 30%—17%
HH0%—08%




MISURAZIONE DELLA LUNGHEZZA TOTALE DELL’INTESTINO TENUE

MOLTO DIBATTUTA LA LUNGHEZZA DELL ‘ANSA BILIO-PANCREATICA

ANSA BILIARE DI 200 CM O PIU’ LUNGA AUMENTA IL RISCHIO DI MALASSORBIMENTO E MALNUTRIZIONE
PROTEICO-CALORICA E DOVREBBE ESSERE ESEGUITA DOPO MISURAZIONE DELL’INTERA LUNGHEZZA DI TENUE

(Ramos AC, et al. IFSO (International Federation for Surgery of Obesity and Metabolic Disorders) consensus conference statement on one-anastomosis gastric bypass (OAGB-MGB): results of a modified

Delphi study. Obes Surge 2020;30(5):1625-34.

CARBAJO MISURAVA LA LUNGHEZZA DI TUTTO IL TENUE E CONFEZIONAVA L’ANASTOMOSI G-D CON LA

PORZIONE CENTRALE.RACCOMANDANDO CHE LA LUNGHEZZA DELL’ANSA BILIOPANCREATICA DOVESSE ESSERE
CUCITA IN BASE ALLE CARATTERISTICHE DEL PAZIENTE, UTILIZZANDO DAL 40 AL 60% DI TENUE, CHE POTREBBE

ESSERE DIFFERENTE IN RELAZIONE AI VARI GRADI DI OBESITA’ (Carbqio MA et al. Laparoscopic one-anastomosis gastric bypass: technique, results, and long-

term follow-up in 1200 patients. Obes Surg. 2017;27(5):1 153—67 Ruiz-Tovar J, CarbajoMA, Jimenez JM, et al. Are there ideal smallbowel limb lengths for one-anastomosis gastric bypass

(OAGB) To obtain optimal weight loss and remission of comorbidities withminimal nutritional deficiencies? World J Surg. 2020,-44(3):855)

SOONG ET AL. RACCOMANDAVANO LA MISURAZIONE ROUTINARIA DI TUTTO IL TENUE, MANTENENDO L’ANSA
COMUNE DI ALMENO 400 cm. PER RIDURRE L'INCIDENZA DI MALNUTRIZIONE SENZA COMPROMETTERE L’EFFETTO

SULLA PERDITA DI PESO E SULLA RISOLUZIONE DEL DIABETE (Soong TC, Almalki OM, Lee WJ, et al. Measuring the small bowel length may decrease the

incidence of malnutrition after laparoscopic one-anastomosis gastric bypass with tailored bypass limb. Surgery for Obesity and Related Diseases : official journal of the American Society for Bariatric Surgery.

2019;15(10):1712-8. )

LA MISURAZIONE DI TUTTO IL TENUE NON E’ SCEVRA DA RISCHI. AUMENTO DEI TEMPI OPERATORI E DEL RISCHI
DI LESIONI IATROGENE MISCONOSCIUTE SOPRATTUTTO IN PAZIENTI CON BMI ELEVATO

NON ESISTE UN METODO PRECISO DI MISURAZIONE DELL'INTESTINO, CHE VARIA DA CHIRURGO A CHIRURG

enser L, al. Laparoscopic reversal of mini-gastric bypass to original anatomy for severe postoperative malnutrition. Langenbeck's Arch Surg. 2017;402(8):1263-70.)
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12 | IFSO consen sus DAGB Consensus R1
The best way to A fixed Mo Best way to choose the length of Asa% of TBL-31.9% | Noconsensus
choose the length of | length wnsensus | bilie-pancreatic imb must be based | BMI- 41.8%
the biliopancreatic from the on Fixed length- 26.4%
limb should be based | Treitz's
on angle—
%
Patient’s
BMI—33%
% Of the
total
bowel
length—
41%
DAGE Consensus R2
Best way to choose the length of A fized length from | Consensus
bilic-pancreatic imb must be based | the Treitr's angle— | Achieved
on 26% Tailored 2 per
the patient- 76%
13 | IFS0O consensus DAGE Consensus R1
Total bowel length Agree— No Total bowel length must be Agree: 30.8% No consensus
should always be 41% wnsensus | measured in all cases Disagree: 69.2%
measured for a safe Disagree—
and adequate DAGB. | 59%
Should it be mandatory to measure | Agres: 32 94 NO DONSEMmSs
the total bowel lengthin all cases? | Disagres: 67.1%
DAGE Consensus R3
uld it be mandatory to measure | Agree 17.4% Consensus
total bowel length in all cases: Disagree- 82 6% Achieved
of Round 2-
ex 32.9%] [No: 67.1%]




ANSA BILIO-PANCREATICA

-LUNGHEZZA VARIABILE DA 100 A 400 cm, ANCORA DIBATTUTA
-LUNGHEZZA FISSA NON APPROPRIATA PER OBESI CON AMPIA VARIABILITA’ DI BMI
-SCEGLIERE LA LUNGHEZZA IN BASE AL BMI

(LeeWJ,WangW, Lee YC, et al. Laparoscopic mini-gastric bypass: experience with tailored bypass limb according to body weight.

Obes Surg. 2008;18(3):294-9.; Kermansaravi M, Pishgahroudsari M, Kabir A, et al. Weight loss after one-anastomosis/mini-gastric bypass-the impact of biliopancreatic limb: a retrospective cohort study. Journal of
Research in Medical Sciences : the official journal of IsfahanUniversity of Medical Sciences. 2020;25:5.)

‘NOUN ET AL. AUMENTAVANO LA LUNGHEZZA DELL’ANSA DI 10 cm AD OGNI AUMENTO DI BMI SOPRA 40 (Noun R, Skaff J, Riachi E, et al. One

thousand consecutive minigastric bypass: short- and long-term outcome. Obes Surg.2012;22(5):697-703.

-LEE ET AL., JAMMU ET AL., KERMANSARAVI ET AL ., 180 cm®======= 35-.39 BMI
200 cm me———0-50 BMI
220 cm >50 BMI RIDUCENDO DI 10 cm LA LUNGHEZZA OGNI 5 AA

\
SOPRA I 45 AA (Leeet al. Laparoscopic Roux-en-Y vs. minigastricbypass for the treatment of morbid obesity: a 10-year experience. Obes Surg. 2012;22(12):1827-34; Jammu GS, Sharma R. A 7-year clinical audit of

1107 cases comparing sleeve gastrectomy, Roux-En-Y gastric bypass, and minigastric bypass, to determine an effective and safe bariatric and metabolic procedure. Obes Surg. 2016;26(5):926—32.; Kermansaravi M, Pishgahroudsari

M, Kabir A, et al. Weight loss after one-anastomosis/mini-gastric bypass-the impact of biliopancreatic limb: a retrospective cohort study. Journal of Research in Medical Sciences : the official journal of Isfahan University of Medical
Sciences. 2020;25:5.)

= STESSI RISULTATI SULLA PERDITA DI PESO CON ANSA DI ]50 cm e 200 CM (Boyle M, Mahawar K. One anastomosis gastric bypass performed with a 150-cm

biliopancreatic limb delivers weight loss outcomes similar to those with a 200-cm biliopancreatic limb at 18 -24 months. Obes Surg. 2020;30(4):1258-64.)

- NO CONSENSUS SULLA PERCENTUALE DI LUNGHEZZA IDEALE DELL’ANSA BILIOPANCREATICA MISURANDO LA LUNGHEZZA DI
TUTTO IL TENUE

'lFSO OAGB/MGB CONSENSUS RACCOMANDAZ'ONE 30 40% DELLA LUNGHEZZA TOTALE DEL TENUE (Ramos AC, Chevallier JM, Mahawar K, et al?

IFSO (International Federation for Surgery of Obesity and Metabolic Disorders) consensus conference statement on one-anastomosis gastric bypass (OAGB-MGB): results of a modified Delphi study. Obes Surg.2020;30(5):1625-34.

E[ ET AL. : ANSA BILIO PANCREATICA > 200 CM BYPASSANDQ IL.40.% DI. TENUE ASSOCIATA A MINORI DEFICIT
T | NALI CON SIMILE PERDITA DI PESO (Komaei |, Sarra F, Lazzara C, et al. One anastomosis gastric bypass-mini gastric bypass with tailored biliopancreatic limb length formula relative to
|

owel le gth pr inary results. Obes Surg. 2019;29(9):3062-70.)
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One Anastomosis Gastric Bypass (OAGB) with a 150-cm
Biliopancreatic Limb (BPL) Versus a 200-cm BPL, a Systematic Review
and Meta-analysis

Mohamed AbdAlla Salman’” - Ahmed Salman' - Mohamed Moustafa Assal® - Mohammed Elsherbiney” -

The total population number of the studies included in the
current review was 2599:

o meerne 1 100 (42.3%) OAGBwith a 150-cm BPL
Tl 1 Tos s s s By (51 .4%) OAGBwith a 208-cm BPL s

Study Boyleand  Omaretal an.a tal J d.amn. etal Sla_rel etal Sametal Samuel et al. Bcnrdndct al. 150-cm 12 {46.2) MA 5{45.5) MNA 21 (63) MA NA 38(50.7)
Mahawar [16] n7 18] [14] [20] group v
[15]

Year 2090 2021 2000 w00 071 01 019 Disbetes mellitus improvement: & (%)

o 34 (38} 3 y)
Type of study  Retrospective analysis of the prospective hospitzl datshase 200-cm 2438 NA 330 NA 2013) NA NA NA
group
“T::‘fm‘; B 3“‘ H 3“ = & 12 sl 150-cm 13 (30) NA 2(18.2) NA 10 (32) NA NA NA
150-cm group 118 171 ) 1 172 1M 178 302 group
() Hypertension resolution: & (%)
|| 200-cm group 225 -4 @ B " B4 310 39z 200-cm 2% (33.7) NA 17 (53.1) NA 10 (48) NA NA 33(21.9)
] - group
Both groups 343 405 150 155 244 03 488 784 . )
() 150-cm 21 (429 MNA 18 (52.9) MA 28 (49) MA NA 31(22.3)
Females: n (%) 232(67.6) 275 (67.9) 117 (65%) 111 (71.6) 199 (816)  ZWS(67.9)  327(67) 598 (76.3) group
Mean age 463£128 461098 35249 45145 28111 46+ 1098 4654725 442113 Hypertension improvement: & (%)
Baseline 137.6 139:2096  119.95280 1285 124217 13042996  NA 121416, R ot e . . o ) h
oight o106, 1903686 200-cm 24(289) NA NA NA 11(52) NA NA NA
Baseline BMI 4839 498,14 449347 56 2434 4948.14 444275 43436, group
416436 150-cm 11 (22.4) NA NA MNA 25(42)y MA NA MNA
00-cmgroup  T5+20.1  NA 6122121 TS(59-81)  T6E46x20.1  68(53-83)  T6E+216 group
EWLE Re —
ISFEWLE  T4£22 NA 607 = 16.1 B3(65-99) 750242135 67 (53-80) 75542402 Operation: & (#)
mean 20i-cm 2 {089 MNA 1(1.67) MA MNA MA NA 3179
HOTWLE  361+92  NA 418+ 89 34(28-38) 36152019 NA NA group
mesn ) ) ) 150-cm o0 NA 2(3.33) NA NA NA NA 16 (4.1)
IS0-TWLE 3498 NA 0794 3301252 292336 34124949 NA NA eroup
mean =

This review found that 200-cm BPL displayed better

weight loss outcomes with a significant difference in the TWL1%.
There was comparable comorbidities remission.

Nutritional deficiency rates were higher in patients with a
deficiency.
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IFSO consensus

OAGB Consensus R1

Choosing a fixed
length from the
angle of Treitz can be
considered a proper
way to define
biliopancreatic
length

Agree 76%
Disagree
24%

Consensus
Achieved

Recommended length of the
biliopancreatic limb must be

Upto 150 cm- 9.9%,
150-200 cm- 68.1%,
Tailored as per TBL-

22%

No consensus

OAGB Consensus R2

Recommended length of the
biliopancreatic limb must be

Upto 150 cm- 4.1%
150-200 cm- 65.8%

Tailored as per TBL-

30.1%

No consensus

OAGB Consensus R3

Recommended length of the Upto 150 cm- 29% Consensus
biliopancreatic limb must be: 150-200 cm- 71% Achieved
Results of Round 2- [< 150 em- Tailored as per TBL-
4.1%)] [150 to 200 an- 65.8%] 26.11%
[Tailored as per the total bowel
length- 30.1%)
18 | IF50 consensus OAGE Corsensus R1
The best way to A fiwed Mo The best way to “prevent” protein- | Fixed BPL < 150 om- | Mo consensus
choose the length of | length consensus | energy malnutrition after QAGE &= 3. 1%
the biliopanc reatic from Tallored 2= per TBL-
limb should be based | Treitz B5.9%
@ on angle-
2%
Patient's
BMI- 33%
% of the
total
b e
lemgth-
A1%

OAGE Consensus B2

The best way to prevent protein-
energy malnutriton after DAGE i

Fixed BPL < 150 cm-
1T.4%

Tallored as per
patient- 72.6%

Consensus



\ SPAZIO DI PETERSEN :

La maggior parte dei chirurghi sono d’accordo nel non chiudere lo

spazio di Petersen, in quanto molto grande e meno probabilita di
ernia interna rispetto al RYGBP.

. . O Rischio di ernia interna é di circa 1 /500 casi.
In letteratura sono descritti pochi casi di ernia interna

dopo OAGB/MGB, la maggior parte dei chirurghi non
chiude lo spazio di Petersen.

O Uno studio di Mahawar et al. Mostra che solo il 18% dei chirurghi
" chlude lo spazio di Petersen durante OAGB/MGB; sebbene la sua

ura previene il rischio di ernia interna, kinking, twisting e
P zione della pouch gastrica in torace

) Areas of Non-Consensus' Arc
Review Mohammad Kermansara

&
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The First Consensus Statement on One Anastomosis/Mini Gastric Bypass
(OAGB/MGB) Using a Modified Delphi Approach
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Areas of Non-Consensus Around One Anastomosis/Mini Gastric
Bypass (OAGB/MGB): A Narrative Review

Kamal K. Mahawar' () « Jacques Himpens” - Scott A. Shikora® - Jean-Marc Chevallier* - Mufazzal Lakdawala® -

Maurizio De Luca® - Rudolf Weiner ” - Ali Khammas® - Kuldeepak Singh Kular® - Mario Musella™ - Gerhard Prager " -
Mohammad Khalid Mirza™ - Miguel Carbajo '* - Lilian Kow'* - Wei-Jei Lee® - Peter K. Small’

No Consensus Achieved

Ewven after two munds of voting, there was no consensus on 7
staternents. These have been clearly identified in Table 3 and

are as follows.

(1) Ome anastomosis/mimi gastrc bypass (OAGB/MGE)
largely works similar to an RYGE in its mechanism of
action (65.35% disagread).

(i) O0AGB/MGE is an acceptable sungzical option for suit
able patents with severe gstro-ossophageal eflux dis-
ense (GERD) requiring dailv medication (69 31%
agreed).

(iii) OAGEMGE is the preferred sungzical option for suit
able patents with ssvers psychatric disorders becanss
of the ease of reversibility (54.46% agreed).

(iv) OAGBMGE is not recommended for patients with
Barrett’s ossophagus (66.34% apresd).

(v) Routing cruml approximation s urmecessary for patients

Mohammad Kermansaravi ' - Amir Hossein DavarpanahJazi? - Shahab ShahabiShahmiri? - Miguel Carbajo? «
Antonio Vitiello® + Chetan D. Parmar>° (5 - Mario Musella®

Hialal hermug Hiatal Hernia Repair

Although there 1s no any consensus around hiatal hermia (HH)
repair during OAGB/MGB, it has been shown that the pres-
ence and size of HH are correlated with postop GERD symp-
toms, especially in moderate and large HH [44]. Hence, selec-
tive HH repair in large and giant size 1s recommended by some
authors [8, 45, 46]. Deitel et al. suggested HH repair in pres-
ence of a large gastric fundus in HH [24]. It 1s also recom-
mended to repair any HH during conversional Roux-en-Y
gastric bypass after OAGB/MGB due to GERD symptoms

MNoimal
draphragm

Weak

with a hatus harma L3 e apreed).
(vi}) Patients should be advisad routine prophyvlaxis for gall
stomes with ursodemovcholic acid for at least 6 months
(64.36% disagresd).
(vir) Patents developing symptomatic GERD unnesponsive
to maximal medical therapy after QAGEMGE can be
offered surgical comection in the form of a Braun’s
anastomosis between afferent and efferent limbs

{66.34% disapreed).

[7]. *“His angle™ dissection and posterior crural closure and
also Toupet's fundoplication with gastric remnant are recom-
mended in such scenario [7, 45].




Since its inception in 1997,

B has been a subject of significant con'rrmqsy, which has hindered its
broader acceptance.

T
r .,
r W

Consensus could be achieved on 22 out of 29 previously unresolved areas, certain areas continue to
require further reseorchqnd clinical validation.

Consensus statementgreflect the collective thought process and intentions of ascientific community

striving for progress in the positive direction. ’
f“;ﬂ

"‘-r.._r’ “'\..--"""""
It is also important to note that consensus statements ﬁr of Iegally binding.

They are a set of recomgfiended clinica ti iQns.

The treatment must be tdilos ed ._. |nd|V|duc1I T| nt 7 prachce
Following the guidelines onsensus very rigidly may negatively impact the treatment for some
patients and render it inef ve in some cases.
Furthermore, when referencin _ international guidelines or consensus statements, it is crucial to
understand cultural,econo _j,g;iifl hnic differences across various countries or regions.
It is also important to un‘ers’r 1d the patient’s literacy and level of unders’rcmdlng as these égpntextual

factors can significantly influer@> their applicability.

MGB-OAGSB International Club—Results of a Modified Delphi Consensus on Controversies in J\
OAGB Aparna Govil Bhasker et al., Obesity Surgery (2024) 34:4541-4554
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