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Why standardization? 
Concerns?

• Reflux    2.08% ( 0.6 – 10%)

• Marginal Ulcer    2.7% ( 0 – 10% )

• Malnutrition   0.71% ( 0 – 3.8% )

• Cancer   Case reports
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Todays talk

Some tips for you all/technical considerations

• Pre-operative

 Patient selection

 

• Intra-operative

 Gastric pouch

 Gastrojejunostomy

 Limb length

 Petersens defect

• Post-operative

 PPI prophylaxis

 Supplements





1. Choice of primary procedure

2. Patient factors

3. Surgeon Factors

Preoperative

Prevention is better than cure
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1. Choice of primary procedure

• “different surgeries have different impacts on the symptomatology of GERD 
and that careful assessment may be needed before performing bariatric 
surgery in patients with GERD.”

• El-Hadi, Birch, Gill, Karmali, Can J Surg 57(2), 2014  

• Severe oesophagitis on OGD

• Large hiatus hernia

• Barretts



2. Patient Factors

• Eradicate h.pylori (All my patients get preoperative endoscopy)

• Bad eating habits – Eating disorder assessment

• NSAIDS, steroids, Alchohol

• Smoking
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3. Surgeon Factor

• Carbajo – OAGB

- Modified MGB to avoid potential bile reflux 

- reports 2% incidence of clinical oesophageal reflux (26/1200 pts)

• Carbajo, Obes Surg (2017);27(5):1153-67

• Experience

• Have a mentor
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Intra-operative

Technical Factors (Key steps)

  

• Long gastric pouch

• First stapler

• Devascularised GJ anastomosis area

• Prevent twist of the pouch

• Hiatus hernia

• Limb length
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Intra-operative

Gastric pouch
Make Small window

Distal to the crow 

feet towards the 

antrum
• Prevent de-vascularization/marginal ulcer

• Help prevent rotation of pouch



Angulate the 
cartridge toward LIF

Crows feetStapler from 

Left hand of 

the surgeon 



Avoid this Crows 
feet

Angulate the 
cartridge toward LIF



Atleast 2 cm distance 
between stapler and 

greater curvature



Chetan Parmar et al. 



36F bougie

Crows feet

1st stapler distal to that

Avoid Twist in the pouch:

• Equal anterior and 
posterior stomach wall

9 ‘O Clock’
3 ‘O Clock’



• long gastric pouch calibrated on 

          36 – 38 F bougie

• Avoid twist at all cost

• Avoid unnecessary hiatal 

dissection

• Stay 1.5 cm from angle of HIS



Gastro-Jejunal Anastomosis

• Avoid too small – predispose reflux / pouch dilatation

• Avoid too long (60mm) – Compromises on the gastric pouch 
length



• Ischemic segment

• ?marginal ulcer

• Point of entry of 
stapler for GJA



Normally 
150cm BPL



≈ 40- 45mm 

GJA

White cartridge





Limb length

• Standard for all?

• Tailored according to the BMI ?

• Measure whole small bowel length ?



• Higher incidences of diarrhoea, steatorrhoea, and nutritional adverse 
events were observed with a 200 cm biliopancreatic limb OAGB, 
suggesting a malabsorptive effect.
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Out of the 925 MGB-OAGB operations, we revised 22 [2.3%]
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Lesson learnt: 150 - 200 cm limb length



BPL Around

 120cm

BPL Around

 250cm
BPL Around 200 cm



Median BPL 200 cm 

Measure whole small bowel length 



150 – 200 cm Limb length

>200 cm : Suggest measure all small bowel 



Post-operative



• Marginal Ulcer

• PPI Prophylaxis

Marginal ulcer
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Evidence
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Conclusions

• Is there a ‘’best technique’’?  - YES

• Start with ‘simple’, ‘primary’ cases

• MDT

• Mentor

• Read/watch

• High volume



Thank you

 @drcdparmar



OAGB

Most surgeons do:

           Hybrid

Anti-reflux stitch



Internal Hernia
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None had ischaemic bowel and did not need bowel resection

Persistent reflux? Abdo pain?

? CT Scan  ? Laparoscopy



• Mean preoperative BMI 43.2 ± 5.8 kg/m2. 

• At 8 years, %TWL 34.8 ± 10.7, and %EWL 84.8 ± 27.1. 

• No patients were readmitted for nutritional complications or underwent revisional 

surgery for malnutrition;



Liver 
retractor 
removed



• 245 patients underwent OAGB

• At 60 months, %TWL was 41.9 ± 10.2, and 

   %EWL was 78.1 ± 18.3 (79 patients).

• Only two patients (0.8%) underwent a second bariatric surgery for 
insufficient weight loss.



Angulate the stapler 



2.O Vicryl
2 layers



A B

A

B

Twisted pouch
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