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Abstract
Background/Aim Roux-en-Y gastric bypass (RYGB) with a long biliopancreatic limb (BPL) was demonstrated to further
improve type 2 diabetes (T2D) outcomes. Whether benefits occur at the cost of a negative impact on nutrient absorption is a
matter of debate. Our aim was to evaluate the impact of RYGB BPL length on short-term nutrient absorption.
Methods Subjects (N = 20) submitted to RYGB with a 2 m BPL (n = 11) or standard BPL (60–100 cm) (n = 9) 4.2 ± 0.4 years
earlier underwent a mixed meal tolerance test. Plasma metabolites were analyzed at baseline and after meal by nuclear magnetic
resonance (NMR) spectroscopy. Spectra were subject to multivariate analysis (MVA). Partial least square discriminant analysis
(PLS-DA) was used to identify metabolites responsible for group discrimination.
Results Principal component analysis and PLS-DA showed a clear separation between plasma metabolites before and 30 min
after meal intake in both groups. The metabolites responsible for differences between time points were glucose and branched-
chain amino acids. A complete overlap in metabolite species and concentrations was observed at 0 and 30 min time points for
both groups, while acetate levels 120 min after the meal intake were significantly higher in subjects submitted to RYGBwith a 2-
m-long BPL as compared to the group submitted to the standard RYGB procedure.
Conclusions Post-prandial plasmametabolomics profiles suggest that a 2-m-longBLPRYGB does not have a negative impact on
acute metabolite absorption. RYGB BPL length seems to influence post-prandial acetate levels, which could contribute to the
additional positive metabolic outcomes.
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Introduction

Roux-en-Y gastric bypass (RYGB) is one of the most frequent-
ly performed bariatric surgeries [1, 2]. RYGB surgery was

designed as a combination of a restrictive procedure, derived
from reduction of the stomach volume by creation of a small
gastric pouch and a moderate malabsorptive procedure derived
from partial exclusion of the small intestine, comprising the
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duodenum and proximal jejunum from the gastro-intestinal
transit [3, 4]. Most patients submitted to RYGB experience a
substantial and sustained weight loss, as well as a significant
improvement or resolution of obesity-associated comorbidities,
which is particularly prominent for type 2 diabetes (T2D) [5–9].
The anti-diabetic effect of RYGB has been attributed not only
to caloric restriction, but mostly to modified endocrine dynam-
ics derived from the anatomical rearrangement of the gastro-
intestinal tract, which promotes the exclusion of the proximal
intestine while allowing the early arrival of nutrients to the
distal ileum [10–12].

More recently several technical variants to the RYGB pro-
cedure initially described have been introduced, most of
which involve modifications of either the alimentary or
biliopancreatic intestinal limb lengths, devised with the ulti-
mate aim of potentiating either weight loss and/or the anti-
diabetic outcomes [4, 13–16]. Among these, a RYGB with a
2-m-long biliopancreatic limb (BPL) was demonstrated to re-
sult in a higher rate of disease remission, a lower percentage of
disease relapse, and a reduced need for anti-diabetic drugs to
achieve optimal glycemic control in those patients with per-
sistent T2D disease [17]. A distinctive hormone profile favor-
ing improved metabolic profiles with increased post-prandial
glucagon-like peptide-1 and neurotensin responses in individ-
uals who submitted to the 2-m-long BPL RYGB procedure as
compared to the standard technique was also observed [18].

There is no clinical evidence that 2-m-long BPL RYGB
results in a higher risk of nutrient deficiencies. However, since
nutrients are differentially absorbed over the small intestine
[19, 20], the exclusion of a longer intestinal length could in-
crease the malabsorption rate.

The putative contribution of the surgical modification on
metabolite absorption is still a matter of debate and so the aim
of this study was to evaluate the impact of RYGB BPL length
on metabolic fingerprint using an 1H-NMR metabolomics
approach.

Materials and Methods

Participants

Study participants were recruited among the post-bariatric sur-
gery cohort under routine follow-up in a single public bariatric
center. The study protocol including permission to access to
the patient register were approved by Institution Ethical
Review Board. All procedures performed in studies involving
human participants were in accordance with the ethical stan-
dards of the institutional and/or national research committee
and with the 1964 Helsinki declaration and its later amend-
ments or comparable ethical standards. Informed consent was
obtained from all individual participants included in the study.

Study Design

Subjects that accepted to participate and met the eligibility
criteria of having been previously submitted to a RYGB pro-
cedure either with a standard or 2-m-long BPL, while being
weight stable for at least the previous 6 months were included
in the study. Exclusion criteria included ongoing pregnancy,
fasting plasma glucose > 7.0 mmol/L, past medical history of
T2D, glucose intolerance, or dumping syndrome.

Subjects were submitted to a standard RYGB procedure (n
= 9) or to a RYGB variant with a 2-m-long BPL (n = 11), 3.8 ±
2.1 or 4.4 ± 1.7 years before study enrolment, respectively.

All surgeries were performed at a single hospital institu-
tion, using a standard laparoscopic RYGB technique by the
same team of bariatric surgeons only differing in the BPL
length: 87.8 ± 20.5 cm (minimum 60 cm and maximum 100
cm) for the standard procedure and 200 cm for the long BPL
RYGB variant, both with a constant 120-cm alimentary limb,
as previously described [18]. Allocation to the surgical tech-
nique was performed according to the surgeon preference
(MN,MG) based on patients’ clinical and anatomical features.

After a 12-h overnight fast, subjects underwent a mixed
meal tolerance test (MMTT), with a commercially available
standardized liquid meal [Fresubin Energy Drink, 200 mL,
300 kcal (50E% carbohydrate, 15E% protein, and 35E%
fat); Fresenius Kabi Deutschland, Bad Homburg, Germany]
ingested over a maximum period of 15 min. During the
MMTT, participants were kept in a seated reclined position,
while venous blood was sampled before and again at 30 and
120 min after the meal ingestion. Venous blood was collected
from a catheter placed in an antebrachial vein into chilled
EDTA tubes (S-Monovette® 7.5 mL, K2 EDTA Gel, 1.6
mg/mL, Sarstedt), centrifuged (Rotina 380R, Hettich,
2500×g), and plasma was stored frozen in cryotubes (− 20
°C) until analyzed.

Total Plasma Amino Acid Measurement

Total L-amino acid levels were quantified, as previously de-
scribed [21].

NMR Spectroscopy

Plasma samples were thawed, homogenized using vortex, and
centrifuged (9200 rpm, 5 min). To 180 μL of plasma, a 45 μL
fumarate solution in D20 (2 mM, pH 7) was added. After ho-
mogenization and centrifugation (9200 rpm, 5 min), 200 μL of
each sample was transferred to 3-mm NMR tube and analyzed.
NMR spectra were acquired on a Varian Inova 600 MHz (14.1
T) spectrometer equipped with a 3-mm QXI probe with a z-
gradient. 1H cpmg (Carr-Purcell-Meiboom-Gill spin-echo pulse
sequence) experiments with water pre-saturation were acquired
at 298 K, using a 9.6 kHz spectral width, 90° pulse angle, 4-s
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relaxation delay with 2.5 s of water pre-saturation, and 2.5 s
acquisition time. Typically, for cpmg spectra, 128 scans were
collected, with 8 dummy scans, total spin-spin relaxation delay
of 0.75 ms, and 374 loops. Water saturation frequencies were
optimized for each sample. Spectra were processed by applying
exponential line broadening (lb 0.3Hz), zero-filling to 64 k, and
manual phasing and baseline correction. Chemical shifts were
internally referenced to alanine doublet at 1.48 ppm.Metabolite
assignment was based on comparison with previously pub-
lished data and reference spectra available in public databases
such as HMBD [22]. Additionally, 2D homonuclear TOCSY
spectra were recorded to help spectral assignment [23].

Statistical Analysis

Datamatrix formultivariate analysiswas created inAmix-viewer
(version 4.0.1, BrukerBiospin, Rheinstetten) using all intensity
values in the 0.75–5.3 ppm regionwith the exclusionofwater and
fumarate regions, aswell as the regionswithout signals. Processed
spectra were aligned by using icoshift algorithm [24] tominimize
thepeakshiftvariationsandnormalizedbyprobabilisticquotientto
account formatrix dilution effects [25].Multivariate analysis was
performed in Simca 14 (Umetrics, Umea, Sweden) on a unit-
variance scaled data matrices. Initial data structure was evaluated
by principal component analysis (PCA), followed by partial least
squarediscriminantanalysis (PLS-DA)to identifymetabolitecon-
tribution to class separation. Loadings of pair-wise comparison
PLS-DA models were calculated by multiplying the variable
weights (w) with the respective standard deviations and were

color-codedaccordingtothesizeofvariable importanceonprojec-
tion (VIP) values. VIP > 1 were considered as relevant to group
separation. Default 7-fold cross-validation and permutation test
[26] were used to validate the quality of the models by assessing
the values of the observed variation (R2) and predictive potential
(Q2)ofPLS-DAmodels.Additionally,well-resolvedpeaksofme-
tabolites identified by PLS-DA loadings were integrated (Amix-
viewer, version 4.0.1, BrukerBiospin, Rheinstetten) and normal-
izedbyprobabilistic quotient.Normalized areaswere analyzedby
repeated measures two-way ANOVA (with Geisser-Greenhouse
correction for the assumption of sphericity) followed by Tukey’s
post hoc tests (Graph-Pad Prism 6 for Windows, GraphPad
Software, La Jolla, CA,USA).Metabolite levels between the two
groups (standardand longBPL)were comparedusing two-tailed t
test. For the total amino acid evaluation, the total area under the
curve (tAUC)was calculated using the trapezoidal rule and incre-
mental areaunder thecurve (iAUC)wascalculated subtracting the
basal values to the tAUC. For normally distributed variables, the
two groups were compared using unpaired two-tailed t test.
Variables that did not followanormal distributionwere compared
using theMann-Whitney test (Graph-PadPrism6).

Results

There were no significant differences in the anthropometric
and metabolic features between the two patient groups both
at pre-operative time or post-operatively at the time of the
MMTT (Table 1).

Table 1 Anthropometric and metabolic characteristics of subjects previously submitted to standard RYGB (n = 9) or long BPL RYGB (n = 11) both at
the time of the surgery (preoperative) and at the time of the mixed meal (postoperative)

Standard BPL Long BPL p value

N (% of total) 9 (45%) 11 (55%) -

Gender (male/female) 1/8 (11%/89%) 1/10 (9%/91%) 0.88

Caucasians 9 (100%) 11 (100%)

Age at time of surgery (years) 38 ± 3 43 ± 2 0.17

Pre-operative body weight (kg) 111 ± 15 105 ± 4 0.34

Pre-operative BMI (kg/m2) 41.8 ± 1.1 40.6 ± 0.9 0.40

Post-operative body weight (kg) 74.8 ± 8.5 67.5 ± 8.3 0.07

Post-operative BMI (kg/m2) 28.1 ± 2.3 26.2 ± 2.8 0.12

EBMIL (%) 81.7 ± 14.3 93.1 ± 18.0 0.14

TWL (%) 32.5 ± 2.0 35.3 ± 2.0 0.38

Post-operative fasting glucose (mmol/L) 5.1 ± 0.3 4.7 ± 0.6 0.18

Post-operative fasting insulin (pmol/L) 46.0 ± 18.4 41.0 ± 15.7 0.52

Post-operative Hb1Ac 5.4 ± 0.1 5.2 ± 0.1 0.42

Post-operative HOMA-IR 1.4 ± 0.6 1.2 ± 0.4 0.41

Post-operative HOMA-β (%) 110.5 ± 25.6 115.5 ± 73.2 0.85

Time after surgery (years) 3.8 ± 2.1 4.4 ± 1.7 0.51

BMI body mass index, BPL biliopancreatic limb, EBMIL excess BMI loss, Hb1Ac Hemoglobin A1c, HOMA-IR homeostasis model assessment for
insulin resistance, HOMA-β homeostasis model assessment for β cell function, TWL total weight loss
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Plasma samples collected during MMTT were analyzed by
1H-NMR spectroscopy. Spectra were collected for three chosen
time points corresponding to the fasting state (0 min), post-
prandial peak glucose after oral mixed meal ingestion (30
min), and time point of glucose clearance with resumption to
steady state (120 min). Typical 1H cpmg spectra of all three
time points are presented in Fig. 1.

Due to the chosen cpmg experimental parameters, almost all
the broad peaks belonging to the lipids and proteins were sup-
pressed. However, the signals of some of the small metabolites
were suppressed as well and it was possible to observe only the
most abundantmetabolites [27]. Various endogenousmetabolites
were detected in fasting blood plasma (time 0). Although the
most predominant metabolite was glucose, other prominent mul-
tiplets were ascribed to amino acids such as alanine, valine, and
glycine. Apart from amino acids, metabolites from the class of
organic acids (acetate, acetoacetate) were also detected. The list
of all identified metabolites is presented in Table 2.

Visual inspection of spectra belonging to different time points
indicates transitory increase in glucose and branch-chained ami-
no acids at 30 min. To gain more insight into possible post-
prandial metabolic differences between standard and long BPL
RYGB, multivariate analysis was applied to the NMR spectra.
The unsupervised principal component analysis was applied to
normalized spectra to reveal internal data structure, and the PCA
scatterplot shows a clear clustering trends and separation of all
observed time points in both standard and long BPL (Fig. 2a).
However, high degree of overlapwas observed between standard
and long BPL at all time points suggesting similarity of metab-
olome. To maximize the group separation, the supervised partial
least square discriminant analysis was performed confirming dif-
ferences observed in PCA (Fig. 2b).

Pair-wise comparisons between different time points for
each RYGB procedure as well as for different BPL lengths

within each time point were performed to elucidate the time
course of metabolic changes and the influence of BPL length
on blood plasma metabolome. In the case of comparison of
standard and long BPL at individual time points, complete
overlap was observed in PCAmodels between the two groups
at all time points (data not shown) as was previously observed
for comparison of all groups (Fig. 2). PCA scores and PLS-
DA loading plots of different time points for standard BPL
provided information about time-dependent changes in small
metabolite content (Fig. 3).

A complete overlap in metabolite species and concentra-
tions was observed at 0 and 30 min time points for both
groups. Acetate levels at 120 min after the meal intake were
significantly higher in subjects submitted to the long BPL
RYGB compared to the group submitted to the standard
RYGB procedure (Fig. 4).

Post-prandial glucose levels in both BPL groups
reached peak values after 30 min and were statistically
different from fasting (0 min) and terminal (120 min)
glucose levels which is in agreement with previously ob-
served results of biochemical measurements [18]. Similar
to the trend observed for glucose are the levels of some
amino acids, namely branched-chain amino acids (Val,
Leu, Ile) which were also statistically higher at 30 min
from other measured time points. However, some other
amino acids like Gly and Gln demonstrate tendency of
decreasing below fasting levels within the time frame of
this experiment (120 min). On the contrary, Pro levels
continually rise above the fasting levels during 120 min.
Levels of some measured amino acids did not change
during the experiment (Ser and Ala). Although some other
amino acids were identified in the NMR spectra and were
potentially interesting for analysis (VIP > 1), the signals
were either too low (low signal to noise) or the multiplets

Fig. 1 Typical 1H-NMR cpmg
spectrum of blood plasma for
three different time points (0, 30,
and 120 min). Signals of some
major metabolites are indicated:
Ace acetoacetate, Ac acetate, Ala
alanine, EDTA
ethylenediaminetetraacetic acid,
Glc glucose, Gln glutamine, Lac
lactate, Mal malic acid, NAG N-
acetyl glycoprotein, Val valine
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were overlapping to such extent that integration was not
possible (Thr, Glu) (Fig. 5). For all the metabolites ana-
lyzed, total and incremental areas under the curve were
similar in both BPL groups. Furthermore, total amino acid
measurements indicate that fasting amino acid concentra-
tions between the two BPL groups are the same. Also,
total amino acid content during the experiment did not
change (Fig. 6).

Discussion

Global metabolomics analysis of biofluids can provide valu-
able information on a wide range of physiological processes.
Plasma metabolic profiles can be influenced by several fac-
tors, spanning from genetics to behavioral and environmental,
including food intake, gut-microbiota metabolism, and ab-
sorption of specific nutrients [28–30]. The RYGB induces

Table 2 Resonance assignment in the 1H-NMR spectra of plasma

Compound δ 1H ppm (multiplicity, assignment)

1 Acetatea 1.91 (s, αCH3)

2 Acetoacetate 2.22 (s, CH3)

3 Alanine 1.46 (d, βCH3), 3.77 (t, αCH)

4 Citrate 2.51 (d, α,γCH), 2.63 (d, α',γ'CH)

5 Creatine 3.01 (s, CH3), 3.91 (s, CH2)

6 Formate 8.46 (s, CH)

7 Glucose 3.22 (m, βC2H), 3.38 (m, αC4H, βC4H), 3.46 (m, βC3,5H), 3.51 (m, αC2H), 3.72 (m, αC3H, βC6H), 3.85 (m, αC5,6H,
βC6H), 4.62 (d, βC1H), 5.21 (d, αC1H)

8 Glutamine 2.11 (m, βCH2), 2.43 (m, γCH2), 3.75 (m, αCH)

9 Glycine 3.54 (s, CH2)

10 Isoleucine 0.91 (t, δCH3), 0.98 (d, β'CH3), 1.22 (m, γCH), 1.44 (m, γ'CH), 1.96 (m, βCH), 3.64 (m, αCH)

11 Lactate 1.32 (d, βCH3), 4.12 (q, αCH)

12 Leucine 0.96 (t, δCH3), 1.73 (m, βγCH2), 3.73 (m, αCH)

13 malic acid 2.34 (dd, C3H), 2.64 (dd, C3H), 4.28 (dd, C2H)

14 N-Acetyl
glycoproteins

2.01 (s, CH3)

15 Proline 1.99 (m, γCH2), 2.06 (m, β'CH), 3.32 (m, βCH, δ'CH2), 3.4 (m, δCH2), 4.1 (m, αCH)

16 Propylene glycol 1.13 (d, CH3), 3.42 (m, C1H), 3.51 (m, C1H), 3.85 (m, C2H)

17 Serine 3.96 (m, βCH2), 3.85 (m, αCH)

18 Valine 0.96 (d, γCH3), 1.02 (d, γ'CH3), 2.25 (m, βCH), 3.62 (m, αCH)

s singlet, d doublet, dd doublet of doublets, t triplet, m multiplet
a All metabolites are putatively annotated (level 2 of identification according to Chemical Analysis Working Group (CAWG) Metabolomics Standards
Initiative recommendations)
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an anatomical rearrangement of the gastro-intestinal tract that
modifies several of the abovementioned factors and therefore
could potentially result in altered metabolic profiles [31].
Previous studies found that RYGB induces an improvement
of plasma metabolic profiles, with early reduction in
branched-chain amino acids (BCAAs) and short-chain triglyc-
erides [32, 33]. Extensive evidence has shown that elevated
levels of BCAAs and short-chain triglycerides are associated
with insulin resistance and T2DM. BCAAs seem to act as a
downstream molecular mediator on the pathway to overt
T2DM, acting as a biomarker tool for T2D prediction [34,
35]. Besides, since some of the metabolic changes were

observed to precede weight loss, these alterations could not
to be exclusively attributed to the weight reduction [33].

Aiming to enhance the anti-diabetic properties of the clas-
sically described procedure, a RYGB variant with a 2-m-long
BPL was introduced by our surgical team [4, 17]. This tech-
nical variant was demonstrated to have additional clinical ben-
efits in the outcomes of patients with T2D when compared to
the standard intervention, without increasing the risks of sur-
gical or medical complications, including nutrient deficiencies
[4, 17, 36]. Nevertheless, modifying the anatomy of the
small gut inevitably leads to an additional reduction of
the absorptive intestinal surface as compared to the

Fig. 3 PCA score plots (left) and corresponding loading plots (right)
obtained for cpmg spectra of blood plasma after MMTT for standard
BPL. a t = 0 vs t = 30 min post-prandial (S0 vs S30). b t = 0 vs t =
120min post-prandial (S0 vs S120). c t = 30 vs t = 120min (S30 vs S120)

post-prandial. Loadings are colored according to variable importance on
projection (VIP) and some assignments are indicated: BCAA branched-
chain amino acids, Glc glucose
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standard RYGB procedure, thus raising reasonable clin-
ical concerns on the potential negative impact on nutri-
ent absorption profiles.

In order to assess whether a 2-m-long BLP RYGB influ-
ences post-absorptive metabolite profiles as compared to the
standard intervention, we decided to evaluate and compare the
fasting and post-prandial metabolic profiles of subjects sub-
mitted to both interventions by the same surgical team, using
an 1H-NMR metabolomics approach.

This study shows that in both groups of subjects submitted
to RYGB, fasting and post-prandial plasma metabolic profiles
are clearly separated. Moreover, since a complete overlap was
observed at both time points (0 and 30 min) indicating no
difference between metabolite profiles (neither in metabolite
species nor concentrations) between the two RYGB proce-
dures, post-prandial plasma metabolomics profiles also sug-
gest that a 2-m-long BLP RYGB does not have a negative
impact in acute metabolite absorption. In addition, despite
the study included only a small number of subjects that could
be a limitation, the reduced variability of the results within
each group is reassuring.

In a previous study that compared the metabolic profiles of
subjects submitted to RYGB with two different BPL lengths
(60 cm vs 60–100 cm), some short-term differences in serum
metabolites were found, such as in creatine and in dimethyl
sulfone levels [37]. In our current study, creatine levels were
also analyzed, but no significant differences between the study
groups were identified. The dissimilarities between results of
the former and current study could be attributed to the fact that
subjects enrolled in our study had a longer post-operative time
(RYGB with a shorter BPL: 3.8 ± 2.1 years vs RYGB with a

longer BPL: 4.4 ± 1.7 years), as the differences in circulating
metabolite levels between the two interventions were reported
to decrease 12 months after RYGB [37]. Besides that, our
subjects’ RYGB BPL lengths were still different when com-
pared to those of the subjects included in the previous study.

Of particular notice, 120 min after the meal intake, acetate
levels were found to be significantly higher in the group of
subjects submitted to RYGBwith a 2-m-long BPL as compared
to the group submitted to the standard RYGB procedure.
Although no further mechanistic studies were conducted to
dissect the reasons for such an observation, a hypothesis can
be raised. Subjects submitted to the RYGB with a longer BPL
tend to have a shorter small intestinal length for nutrient absorp-
tion, while the contact of undigested food components to biliary
and pancreatic secretions is also delayed. Therefore, a greater
amount of unabsorbed/undigested nutrients is made
available for gut microbiota metabolism in the distal
intestine, such as the cecum and colon. In response to
that, higher levels of short-chain fatty acids produced in
the gut, such as acetate, can be absorbed in the later
post-prandial period [38, 39]. Interestingly, prior studies
also found that higher levels of circulating acetate were
associated with reduced food intake and body weight,
along with improved glucose homeostasis and insulin
sensitivity [40–42]. So, higher post-prandial acetate
levels in the patients previously submitted to RYGB
with a longer BPL could also be contributing to the
additional benefits in the clinical outcomes of patients
with T2D previously observed [17, 36]. Acetate was
identified to act as a key metabolite in the crosstalk
between the gut microbiota and metabolic organs such

Fig. 4 Changes in miscellaneous metabolites. Results are expressed as
mean ± SEM (peak areas normalized by total peak area, a.u.). Results
were tested by two-way ANOVA with respective multicomparison
correction and were considered significant when p < 0.05. Statistical
significances of multiple comparisons were marked by the following
letter code: each time point group was assigned a letter (0 min = a;

30 min = b; 120 min = c). Uppercase letters indicate difference between
standard BPL time points, and lowercase letters between long BP.
Differences between standard BPL (dotted line) and long BPL (solid
line) were determined by two-tailed t test and are denoted by * (* <
0.05, ** < 0.01)
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as liver, adipose tissue, skeletal muscle, brain, and pan-
creas [38, 43]. Several studies have demonstrated that

acetate triggers several metabolic cascades leading to a
decrease in plasma free fatty acid levels, increase in

Fig. 6 Plasma levels of amino acids in 20 non-diabetic weight-stable
subjects previously submitted to standard RYGB (dotted line) or long
BPL RYGB (solid line) after ingestion of a standard mixed meal served

at t = 0min and consumed before t = 15min (a); total area under the curve
(t-AUC) (b); incremental area under the curve (iAUC) (c). Data are
presented as mean values ± SEM

Fig. 5 Changes in amino acid metabolism. Results are expressed as mean
± SEM (peak areas normalized by total peak area, a.u.). Results were
tested by two-way ANOVA with respective multiple comparison
correction and were considered significant when p < 0.05. Statistical
significances of multiple comparisons were marked by the following
letter code: each time point group was assigned a letter (0 min = a;

30 min = b; 120 min = c). Uppercase letters indicate difference between
standard BPL time points, and lowercase letters between long BPL.
Differences between standard BPL (dotted line) and long BPL (solid
line) were determined by two-tailed t test and are denoted by * (* <
0.05, ** < 0.01)
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fatty acid oxidation, inhibition of intracellular lipolysis
in the adipose tissue, and lipid accumulation in skeletal
muscle and liver [44–46]. Acetate was also shown to
have a suppressive effect on appetite and energy intake
through stimulation of gut-derived satiety hormones,
such as GLP-1 and PYY, and via central nervous
system-related mechanism [47, 48]. Besides that, acetate
is also able to modulate the pro-inflammatory state associated
with obesity by increasing the number of anti-inflammatory
regulatory T cells and reducing the production of pro-
inflammatory cytokines [49–51].

Additionally, subjects submitted to these same two differ-
ent RYGB procedures were identified to present distinctive
post-prandial gastro-intestinal hormone profiles. These endo-
crine profiles derived from modification of neuro-endocrine
cell distribution achieved through different anatomical rear-
rangements of the small intestine were also hypothesized to
contribute for the additional anti-diabetic effects of the modi-
fied RYGB with a 2-m-long BPL [17, 18]. However, whether
and to which extent nutrient exposure and metabolite absorp-
tion contributes for the hormonal secretion profile is still a
matter of debate.

Conclusion

These study data suggest that RYGB with a longer BPL
does not have a negative impact on acute metabolite
transport into circulation. The RYGB BPL length seems
to influence post-prandial acetate levels which can po-
tentially contribute for the positive metabolic effects and
clinical outcomes of the modified procedure.
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