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Abstract 17 

Objectives: This study aimed to examine the short-term effects of Mini gastric bypass (MGB) 18 

or one anastomosis gastric bypass (OAGB) procedures on weight loss in individuals with 19 

obesity. Methods: This retrospective study was conducted in Iraq from January 2019 to May 20 

2020.  104 patients with obesity underwent MGB or OAGB surgery in a single center in Iraq. 21 

Preoperative body mass index (BMI), age, height, and preoperative weight were recorded as 22 

baseline measures. Weight-related changes were evaluated during a follow-up phase of 48 23 

weeks. Results: The mean baseline parameters of the subjects before surgery included 1.64 24 

meters for height, 122.9 kg for weight, and 45.6 kg/m² for BMI. During the 48-week follow-25 

up period, there was a substantial reduction in mean weight, which dropped from 122.9 kg at 26 

baseline to 75.5 kg at week 48. The weight change (in percentage) gradually increased from -27 

11.8% at week 12 to -37.9% at week 48, without statistically significant association with 28 

demographic factors or chronic diseases. From week 12 to week 48, the percentage of excess 29 

weight loss (%EWL) increased substantially from 26.8% to 86.1%. The results of the subgroup 30 

analysis indicated that the %EWL was considerably higher among those aged 30 or older at 31 

week 36 and singles at week 48. Conclusion: The results of this study illustrate the efficacy of 32 
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MGB or OAGB procedures in significantly reducing weight in the short term. The %EWL 33 

increased with the follow up time and it was significantly associated with age and marital status.  34 

Keywords: Mini Gastric Bypass; One Anastomosis Gastric Bypass; obesity; weight reduction; 35 

Bariatric surgery. 36 

 37 

Advances in Knowledge 38 

- The findings of this study will serve as a guide for bariatric surgery teams regarding the 39 

efficacy of MGB or OAGB procedures in achieving a significant weight reduction in the short 40 

term among patients with obesity. 41 

 42 

Application to Patient Care 43 

- Knowing and addressing the factors that significantly affect the percentage of excess weight 44 

loss among the patients with obesity who underwent the MGB or OAGB procedure will help in 45 

selecting the patients for a better weight loss group. 46 

 47 

Introduction 48 

Globally, sleeve gastrectomy has emerged as the predominant bariatric intervention of choice 49 

for the treatment of morbid obesity, which is a complex chronic disease when person has a 50 

body mass index (BMI) of ≥40 or a BMI of ≥35 with obesity-related health conditions. Sleeve 51 

gastrectomy has exhibited encouraging results throughout its initial years, significantly 52 

bolstering the appeal of this procedure. However, recent criticism has focused on surgery in 53 

light of moderate long-term weight reduction and/or increased incidence of postoperative 54 

reflux.1,2 55 

 56 

One anastomosis gastric bypass (OAGB) has become a well-recognized standard operation in 57 

bariatric surgery. It is currently ranked as the third most frequently performed bariatric 58 

procedure internationally.3 An increasing body of research has documented favorable and 59 

lasting outcomes with weight reduction and resolution of comorbidities.4 Parikh et al., in a 60 

literature review, revealed that OAGB is safe and feasible, with short operative times, low 61 

complication rates, and excellent weight loss outcomes.5 Moreover, several randomized 62 

controlled trials have reported outstanding weight loss results following primary OAGB at 12 63 

months, two years, and five years follow-up.6,7 In addition, several comparative studies have 64 

been carried out between OAGB and other common procedures, including sleeve gastrectomy 65 

and Roux-en-Y gastric bypass (RYGB).8,9 For example, Vrakopoulou et al. supported the use 66 
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of OAGB over sleeve gastrectomy in patients with type 2 diabetes mellitus (DM2) and super-67 

obesity (BMI > 50 kg/m2) during short-term follow-up.10  68 

 69 

Surgical procedures have emerged as crucial tools in the ongoing fight against obesity, offering 70 

effective resolution to people who are grappling with serious health complications associated 71 

with their weight. Mini gastric bypass (MGB) or OAGB has surfaced among the diverse array 72 

of bariatric surgeries as pioneering and effective methods, with prospects for enduring weight 73 

reduction and enhanced general well-being. MGB is a simplified alternative to traditional 74 

gastric bypass surgery.11 During this minimally invasive operation, a slender tube-shaped 75 

structure is created from the stomach and directly attached to the small intestine. By rerouting 76 

the digestive system, MGB significantly affects nutritional absorption and reduces the amount 77 

of food consumed, leading to substantial weight loss. 11,12  78 

 79 

The possibility of MGB surgery producing results comparable to conventional gastric bypass 80 

surgery while reducing operating complexity has attracted attention due to its streamlined 81 

design. OAGB represents an additional notable progression within the domain of bariatric 82 

surgery.13 This method establishes a single anastomosis or connection between the stomach 83 

and the small intestine. By simplifying the surgical procedure, OAGB aims to preserve the 84 

efficacy of gastric bypass while reducing the hazards typically associated with more intricate 85 

treatments. There is limited research evidence on its exact mechanisms of action, and this has 86 

led to often dangerous technical practices. Many surgeons believe malabsorption is a key action 87 

mechanism in this procedure.12 It is also thought that similar to MGB, OAGB promotes weight 88 

loss through dietary restriction and modification of nutrient absorption in the digestive tract.12,13 89 

Research has shown that multiple factors affect weight loss success following MGB or OAGB 90 

surgery. Structural modifications, like stomach restriction and altered nutritional absorption, 91 

are crucial for reducing calorie intake and promoting weight loss.14 Additionally, favorable 92 

hormonal changes post-surgery, such as increased satiety hormones and decreased appetite 93 

hormones, contribute to sustained weight loss in these procedures.15 94 

 95 

MGB or OAGB is shown to be a promising surgical treatment for rapid weight reduction and 96 

management of obesity-related health conditions. However, research has reported different 97 

complications and side effects following MGB and OAGB, including complications occurring 98 

intraoperatively, immediate, early, and late postoperative complications, and other 99 

complications and side effects. Early complications that range from 3.5% to 7.5% are 100 
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considered acceptable.16,17 Major complications that might require reoperation or prolonged 101 

hospital stay are reported at a rate of 2% to 3% of patients with MGB and OAGB.18 Leaks and 102 

hemorrhage can occur in the early postoperative period. The occurrence rate of these 103 

complications during the first couple of postoperative weeks is 0.7% to 2%.17 104 

 105 

Both MGB and OAGB have attracted attention due to their potential to treat comorbidities such 106 

as sleep apnea, hypertension, and type 2 diabetes, in addition to obesity. According to recent 107 

studies, MGB and OAGB have shown promise as alternative surgical interventions for the 108 

effective management of obesity and its associated comorbidities with less surgical 109 

complexity.19 This study aimed to examine the short-term effects of MGB or OAGB 110 

procedures on weight loss in patients with obesity. 111 

 112 

Methods  113 

This retrospective cohort study was carried out in a single medical facility in Iraq from January 114 

2019 to May 2020. During this study period, 240 bariatric surgeries were carried out at this 115 

medical facility, including 115 MGB or OAGB surgeries. This study consisted of a total of 104 116 

patients with obesity who underwent MGB or OAGB surgery. All the individuals aged 20 to 117 

65 years who underwent MGB or OAGB surgery for morbid obesity at this specific center 118 

during the study period were included in the study. This age group was specifically selected as 119 

the ideal age for such a procedure. A total of 11 patients were excluded from the study. 120 

Exclusion criteria included loss to follow-up, pregnancy during follow-up periods, and 121 

revisional or conversational MGB or OAGB. Pregnant women were excluded as the change in 122 

weight did not reflect the actual change in weight related to the procedure. The sample size was 123 

calculated based on an average mean %EWL of 80, standard deviation of 20, and a margin of 124 

error of 4,20, which resulted in 100. 125 

 126 

The medical records of the patients from 6 August to 14 September 2023 were accessed. The 127 

medical records included the standardized paper forms used to record the patient data at the 128 

hospital and the follow-up data. These data were directly recorded by entering into an electronic 129 

Excel sheet. The authors had no access to information that could identify individual participants 130 

during or after data collection. Demographic information for each participant, as well as their 131 

clinical history, was meticulously recorded. Measurements taken at the beginning of the study 132 

comprised the patient's age (in years), height (in meters), presurgery weight (in kilograms), and 133 
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body mass index (BMI) (in kg/m2). These parameters were methodically documented to 134 

develop an in-depth profile of the study participants.  135 

 136 

The postoperative follow-up phase lasted 48 weeks, and the patient visited the hospital/clinic. 137 

The first visit was scheduled two weeks after bariatric surgery, the second visit four weeks after 138 

surgery, and the third visit 12 weeks after surgery. The subsequent visits were scheduled at 12-139 

week intervals for the first year after surgery. Postoperative dietary advice was given to the 140 

patients, including eating and drinking slowly, chewing food thoroughly, keeping meals small, 141 

drinking liquids between meals, and taking recommended vitamin and mineral supplements.  142 

 143 

To determine whether surgical treatments were successful, researchers measured the patient’s 144 

weight throughout the study period (i.e., Week 12, 24, 36, and 48). Throughout the follow-up 145 

period, participants' average body weight was monitored at set intervals so that researchers 146 

could detect swings and patterns in their weight reduction. The weight was measured by a 147 

professional physician-grade digital scale. The scale was placed on firm flooring. After 148 

removing shoes and heavy clothing, the patient was weighted by standing with both feet in the 149 

center of the scale. The weight was recorded to the nearest decimal fraction (e.g., 65.7 150 

kilograms). 151 

 152 

The most important indicator of success was the decrease in the overall weight of the 153 

participant during the study's 48-week follow-up. The main outcome measures included the 154 

percentage of weight change and the percentage of excess weight loss (%EWL). The 155 

percentage of weight change refers to the amount of weight lost by an individual following the 156 

surgical procedure, typically expressed as a percentage of their initial body weight. It was 157 

calculated by the following formula: ((follow-up weight - presurgery weight) / (presurgery 158 

weight) X 100). 159 

 160 

The percentage of excess weight loss (%EWL).is a metric used to quantify the amount of 161 

weight lost by an individual in relation to their excess weight. It is commonly utilized in the 162 

context of weight loss interventions, such as bariatric surgery, to assess the effectiveness of the 163 

treatment. It is calculated by dividing the difference between initial and final weight by the 164 

difference between initial weight and a “normal” target weight. The “normal” target weight is 165 

based on a BMI of 25 kg/m2, the upper limit of a “normal” BMI. Thus, the following formula 166 

was used to calculate %EWL: ((Initial weight− follow-up weight)/ (Ideal weight-167 



 

6 
 

Initial weight) ×100). The ideal weight was determined by taking the patient's presurgery 168 

weight and dividing it by 25, which is the weight required to have a maximum normal BMI 169 

(i.e., 25 kg/m2).  170 

 171 

The test-retest approach was used to assess the reliability of the questionnaire, and the Kappa 172 

statistic was calculated, which showed a reliability coefficient of 0.82. Ten experts in the field 173 

evaluated the content and face validity of the questionnaire; the calculated content validity 174 

index and content validity ratio were 0.87 and 0.89, respectively.  175 

 176 

Statistical Analysis 177 

Using descriptive statistics, a summary of the study participants, including their demographic 178 

and clinical information, was created. Means and standard deviations were used to describe 179 

continuous variables. The presentation included the frequencies and percentages of the 180 

categorical variables, the percentage of weight change, and the percentage of excess weight 181 

loss (%EWL). Tables were used to report the statistical results. 182 

 183 

The distribution of continuous variables was assessed using the Kolmogorov-Smornov and 184 

Shapiro–Wilk tests, which showed that the data were normally distributed. Therefore, paired t-185 

test was used to compare mean weight, mean percentage of weight loss, and mean %EWL at 186 

several time intervals. Also, the Student's t-test was used to compare the mean percentage of 187 

weight loss and the mean %EWL between two groups, and ANOVA was used to compare the 188 

means among three or more groups. A statistically significant result was considered to have a 189 

P value of less than 0.05.  190 

 191 

Ethical Considerations 192 

The research was carried out in accordance with the ethical standards and precepts outlined in 193 

the Declaration of Helsinki. The research ethics committee of the author(s) institute approved 194 

the research protocol for the study. No consent was required as secondary data were analyzed 195 

anonymously.  196 

 197 

AI chatbot ChatGPT and Grammarly were used to improve the language and edit the English 198 

language in parts of the Introduction, Methods, and Discussion sections. 199 

 200 
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Results 201 

This study included 104 patients with obesity who underwent MGB or OAGB surgery. Most 202 

of the participants were women (72.1%), 31-40 years of age (42.3%), and married (76.9%). 203 

Approximately 83% had chronic diseases (Table 1). 204 

 205 

The presurgery age, height, weight, and BMI measures of patients who underwent MGB or 206 

OAGB due to obesity are shown in Table 2. The mean age±SD at baseline was 35.3±10.7 years 207 

(range 20-64). The mean±SD height was 1.6±0.1 meters (range 1.5-1.9). The mean±SD 208 

presurgery weight was 122.9±20.9 kg (range 88.0-201.0). The mean±SD presurgery BMI was 209 

45.6±6.4 kg/m² (range 37.1-72.7).  210 

 211 

The mean weight of the participants decreased remarkably from 122.9 kg at baseline to 108.1 212 

kg at week 12, 94.5 kg at week 24, 83.1 kg at week 36, and 75.5 kg at week 48. The weight 213 

loss was statistically significant from one follow-up time point to another at P <0.001, as shown 214 

in Table 3. 215 

 216 

The weight change (%) was -11.8% at week 12 and increased remarkably during the follow-217 

up period to -22.7% at week 24, -31.8% at week 36, and -37.9% at week 48. The weight change 218 

(%) was statistically significant from one follow-up time point to another at P <0.001. The 219 

weight change (%) was not significantly associated with demographic variables or the presence 220 

of chronic diseases (Table 4).  221 

 222 

The %EWL was 26.8% at week 12, which increased remarkably during the follow-up period 223 

to 51.5% at week 24, 72.3% at week 36, and 86.1% at week 48. The increase in %EWL was 224 

statistically significant from one follow-up time point to another at P <0.001. The %EWL at 225 

week 36 was significantly higher among age groups 20-30 compared to 31-40 and >40 groups 226 

(75.9% vs 71.4% and 69.7%, P = 0.048). % EWL at week 48 was significantly higher among 227 

single than married patients (90.1% vs 84.9%, P = 0.022). Details of %EWL during the follow-228 

up period and the association with different demographic variables are shown in Table 5. 229 

 230 

Discussion 231 

In the current study, the significant decrease in mean weight observed in participants who 232 

received MGB or OAGB surgery over the 48-week follow-up period is consistent with the 233 

expected effects of bariatric procedures. These findings are consistent with previous research 234 



 

8 
 

on the effectiveness of these methods in achieving significant weight loss. The decrease in 235 

mean weight from 122.9 kg at baseline to 75.5 kg at week 48 is considered a significant and 236 

constant weight loss, showing that the MGB or OAGB operations effectively support short-237 

term weight management. Comparable studies, such as the 5-year prospective study conducted 238 

by Magro et al.,8 revealed comparable weight loss patterns after bariatric surgery, highlighting 239 

the long-term success of these therapies.  240 

 241 

The observed weight loss trajectory, with consistent declines in each follow-up period, reflects 242 

the expected pattern of steady weight loss after bariatric surgery. This is consistent with the 243 

findings of Schauer et al., who highlighted the gradual nature of weight loss after gastric bypass 244 

surgery in a 5-year prospective outcome study.21 The findings are also consistent with those of 245 

Adams et al., who reported sustained weight loss during a similar follow-up in a prospective 246 

cohort study.22  247 

 248 

While there was a significant and gradual decrease in mean weight post-MGB-OAGB 249 

surgery, we should consider potential confounders such as adherence to postoperative care 250 

and lifestyle changes. Adherence to postoperative dietary and lifestyle recommendations has 251 

a significant impact on weight loss outcomes. Research has shown that patient compliance 252 

with dietary modifications has an essential role in sustaining long-term weight loss post-253 

surgery.23  254 

 255 

Several factors influence the success of weight loss after MGB or OAGB surgery. The 256 

structural modifications of these treatments, such as stomach restriction and altered nutritional 257 

absorption, play a critical role in reducing calorie intake and facilitating weight loss.14 258 

Furthermore, positive hormonal changes after surgery, such as increased satiety hormones and 259 

decreased appetite hormones, contribute to the long-term weight loss found in these studies.15  260 

 261 

In addition to post-surgery hormonal changes contributing to weight loss, other potential 262 

mechanisms, such as altered gut microbiota and metabolic adaptations, may influence weight 263 

reduction. Research has shown that preoperative gut microbiota can influence bariatric 264 

surgery outcomes. The Prevotella to Bacteroides ratio is significantly higher in those who 265 

respond to surgical procedures.24  266 

 267 
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Individual disparities in weight reduction exist, and factors such as adherence to postoperative 268 

food and lifestyle advice, metabolic differences, and genetic predispositions can influence 269 

outcomes.23 As a result, ongoing research and comparisons with similar studies can provide a 270 

more comprehensive understanding of the factors that impact weight reduction following MGB 271 

or OAGB procedures. Metabolic differences are crucial in determining how individuals 272 

respond to bariatric surgery and achieve weight loss goals. Pre-existing insulin resistance, 273 

dyslipidemia, and low resting metabolic rate impact a patient's ability to achieve sustained 274 

weight loss post-surgery (Ragavan, Keshavjee).25,26 Genetic factors play a significant role in 275 

influencing weight loss responses post-bariatric surgery. Genetic predispositions towards 276 

increased appetite, slower metabolism, and reduced insulin sensitivity may contribute to the 277 

patient’s challenges in achieving sustained weight loss following surgery (Keshavjee).26 278 

 279 

The significant weight reduction, as measured by weight change (%) and %EWL over the 280 

follow-up period, reflects the effectiveness of MGB or OAGB surgery in inducing and 281 

maintaining significant weight loss. The percentage change in weight increased significantly 282 

from -11.8% at week 12 to -37.9% at week 48. This trend is consistent with earlier prospective 283 

studies on bariatric surgery results, demonstrating the slow and prolonged nature of 284 

postoperative weight loss.8,21 The constant increase in weight loss size over time demonstrates 285 

the durability and effectiveness of MGB or OAGB procedures to achieve long-term weight 286 

loss.  287 

 288 

The %EWL, a key indicator in determining the efficacy of bariatric therapy, followed a similar 289 

pattern of consistent improvement throughout the study. The considerable increase from 26.8 290 

percent at week 12 to 86.1 percent at week 48 underscores the long-term influence of the MGB-291 

OAGB procedures on excess weight loss. These findings are consistent with the goals of 292 

bariatric surgery, which are to reduce total body weight and address the health hazards 293 

associated with obesity.21  294 

 295 

The correlation analysis with demographic factors found some interesting trends. The 296 

significantly higher %EWL among the age group 20-30 years at week 36 compared to the 31-297 

40 and >40 age groups is consistent with previous research.28 This finding might indicate 298 

potential age-related changes in weight loss response, with younger patients losing a greater 299 

amount of excess weight than older patients after bariatric surgery. Another prospective 300 

comparative study reported this tendency, which is useful as a postoperative predictor for 301 
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weight loss in patients undergoing bariatric surgery.28 A case series study revealed that positive 302 

social support leads to significantly more weight loss through appropriate lifestyle change.29 In 303 

this sense, there is expected to be more weight loss in married than in unmarried patients. 304 

However, our study revealed a considerably higher %EWL among unmarried patients at week 305 

48 compared to married patients, a finding that requires further exploration. These findings 306 

highlight the multidimensional character of weight loss outcomes, which are impacted by 307 

factors other than the surgical process. Although the procedures were generally beneficial, 308 

knowing demographic differences can help personalize postoperative care and support for more 309 

personalized results.30  310 

 311 

Strengths and Limitations 312 

The main strengths of the current study include having a robust follow-up period and detailed 313 

data collection. This study has several limitations, including limitations and biases inherent in 314 

the study design and methods, such as having a retrospective design, small sample size, 315 

selection bias, measurement bias, and a single-center setting that limit the robustness of the 316 

study and generalizability of the findings. This study only assessed the weight reduction 317 

outcome of MGB or OAGB and did not assess the complications encountered in these patients. 318 

A good weight reduction procedure would be useful if associated with a low complication rate. 319 

The current study also has limitations or constraints associated with the statistical analysis 320 

sample size limitations, missing data, and lack of sensitivity analysis and association or 321 

confounding analysis. 322 

 323 

Conclusion 324 

Essentially, this study supports the promising role of MGB or OAGB operations in addressing 325 

the complex challenges of obesity. The significant and persistent weight loss outcomes of this 326 

study provide clinicians and patients with helpful information for successful and sustainable 327 

decision-making about weight management. The practical implications of this study for clinical 328 

practice include helping establish patients’ selection criteria and postoperative monitoring, 329 

especially with the demographic trends of age and marital status identified by this study. This 330 

can help in having personalized treatment approaches post-MGB-OAGB surgery. Future 331 

research should address the longer-term weight reduction of MGB or OAGB and the associated 332 

complications. 333 

 334 
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 446 

Table 1: Demographic characteristics of patients with obesity who underwent mini gastric 447 

bypass or one anastomosis gastric bypass surgery. 448 

Characteristics No. (%) 

Gender   

Male 29 (27.9) 

Female 75 (72.1) 

Age group (years)   

20-30 31 (29.8) 

31-40 44 (42.3) 

>40 29 (27.9) 

Marital status   

Single 24 (23.1) 

Married 80 (76.9) 

Chronic diseases   

No 18 (17.3) 

Yes 86 (82.7) 

Total 104 (100.0) 

 449 

https://doi.org/10.1007/s11695-020-05119-6
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Table 2: Baseline characteristics of patients with obesity who underwent mini gastric bypass 450 

or one anastomosis gastric bypass surgery. 451 

Variable Mean SD Minimum Maximum 

Age at baseline (years) 35.3 10.7 20.0 64.0 

Height in meters 1.6 0.1 1.5 1. 9 

Presurgery weight in Kg 122.9 20.9 88.0 201.0 

Presurgery BMI (kg/m2) 45.6 6.4 37.1 72.7 

 452 

Table 3: Changes in mean weight during the follow-up period for patients with obesity who 453 

underwent mini gastric bypass or one anastomosis gastric bypass surgery. 454 

Weight (Kg) Mean SD P value* 

Baseline 122.9 20.9  

Week 12 108.1 17.3 <0.001 

Week 24 94.5 13.9 <0.001 

Week 36 83.1 10.9 <0.001 

Week 48 75.5 9.9 <0.001 

* The P value compares each follow-up period with the previous period. 455 

  456 
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Table 4: Change in weight (%) during the follow-up period for patients with obesity who 457 

underwent mini gastric bypass or one anastomosis gastric bypass surgery and association with 458 

different demographic variables. 459 

Variable 

Weight change (%) 

Weak 12 Weak 24 Weak 36 Weak 48 

Mean SD Mean SD Mean SD Mean SD 

Total -11.8 4.1 -22.7 5.0 -31.8 5.6 -37.9 6.0 

P value* - <0.001 <0.001 <0.001 

Age group (years)         

20-30 -12.4 3.9 -22.9 4.4 -32.5 4.6 -38.2 5.9 

31-40 -11.5 4.4 -22.2 5.4 -31.0 5.9 -37.4 6.5 

>40 -11.5 4.0 -23.1 5.0 -32.2 6.0 -38.4 5.4 

P value 0.248 0.280 0.680 0.678 

Gender         

Male -12.0 4.3 -23.1 5.6 -31.9 6.1 -38.3 6.5 

Female -11.7 4.1 -22.5 4.7 -31.7 5.4 -37.8 5.8 

P value 0.719 0.563 0.860 0.677 

Marital status         

Single -12.3 4.0 -22.7 3.8 -32.7 5.1 -39.5 6.3 

Married -11.7 4.2 -22.7 5.3 -31.5 5.7 -37.4 5.8 

P value 0.522 0.990 0.375 0.132 

Chronic diseases         

No -12.4 4.5 -22.7 4.0 -31.9 4.6 -38.2 6.4 

Yes -11.7 4.1 -22.7 5.2 -31.8 5.8 -37.9 6.0 

P value 0.525 0.979 0.934 0.839 

* This P value compares each follow-up period with the previous period. 460 

  461 
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Table 5: Percentage of excess weight loss during the follow-up period for patients with obesity 462 

who underwent mini gastric bypass or one anastomosis gastric bypass surgery and the 463 

association with different demographic variables.  464 

Variable 

Percentage of excess weight loss 

Week 12 Week 24 Week 36 Week 48 

Mean SD Mean SD Mean SD Mean SD 

Total 26.8 8.7 51.5 9.5 72.3 10.2 86.1 9.7 

P value* - <0.001 <0.001 <0.001 

Age group (years)         

20-30 29.1 9.0 53.4 8.1 75.9 10.0 88.6 6.9 

31-40 26.3 8.7 51.1 9.9 71.4 9.9 86.1 11.1 

>40 25.0 8.0 50.2 10.1 69.7 10.1 83.6 9.7 

P value 0.159 0.385 0.048 0.140 

Gender         

Male 27.0 9.0 52.1 11.1 71.9 10.0 86.2 9.8 

Female 26.7 8.6 51.3 8.8 72.4 10.3 86.1 9.7 

P value 0.852 0.694 0.805 0.950 

Marital status         

Single 28.5 10.3 52.2 9.4 74.9 11.8 90.1 9.7 

Married 26.3 8.1 51.3 9.5 71.5 9.6 84.9 9.5 

P value 0.266 0.681 0.146 0.022 

Chronic diseases         

No 28.5 10.5 52.4 10.2 73.4 12.5 87.2 11.9 

Yes 26.4 8.3 51.3 9.3 72.0 9.7 85.9 9.2 

P value 0.357 0.663 0.608 0.606 

*This P value compares each follow-up period with the previous period. 465 
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