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Comment & Controversy

“�Bariatric�surgery�and�the��
OBgyn�patient:�a�guide�fOr��
clinicians”
ThOMas a. sTellaTO, MD
(JaNuary 2010)

new�gastric�bypass�procedure�
deserved�mention
I enjoyed Dr. Stellato’s article on bar-
iatric surgery and the ObGyn patient, 
but I was disappointed that he did not 
address mini-gastric bypass (MGB). I 
also thought more information could 
have been provided on electrolyte 
replacement and dietary require-
ments for pregnant patients.

I am an ObGyn nurse who has 
undergone the MGB procedure. I 
went from a BMI of 40 with comor-
bidities to a normal BMI (weight loss 
of 130 lb) without comorbidity. I am 
1 year postoperative, and my weight 
has stabilized at 131 lb. I also worked 
for a bariatric surgeon who performs 
the MGB. I believe it will become the 
“gold standard,” replacing the Roux-
en-Y gastric bypass (RYGB). 

The MGB is performed laparo-
scopically (with five incisions) and 
usually completed within 45 to 60 
minutes. Typically, there is no ICU 
stay, and patients return home the 
next day. Unlike the RYGB, no organ 
removal is required. Reduction of the 
stomach pouch resembles the sepa-
ration in the Magenstrasse and Mill 
procedure, and intestinal bypass is 
done with a loop of approximately 
6 feet, without removal of intestine. 
The entire procedure is reversible. 

Although the MGB has some of 
the same potential complications as 
the RYGB, they are less likely to occur. 
The most common one to occur 
immediately postop is anastomotic 
leakage. The MGB has all the advan-
tages of the RYGB with fewer side 
effects such as reflux. In fact, gastric 
reflux is markedly reduced with the 
MGB, thanks to the shape of the new 
stoma. Dietary restrictions are few, 

and are necessary only during the first 
few postoperative weeks. Weight usu-
ally stabilizes in 12 to 18 months, but 
a few patients may continue losing 
weight for 24 months. There is a low 
incidence of weight increase with the 
MGB, unlike the RYGB. 

I look forward to seeing more 
articles from OBG Management on 
the care and management of bariat-
ric obstetric patients.

penny�grechus,�rn
Farmington, Mo

›› Dr. Stellato responds:
Mini-gastric bypass lacks  
long-term follow-up
I appreciate Ms. Grechus’s reading of 
my article and congratulate her on 
aggressively improving her health 
through bariatric surgery. Bariat-
ric operations vary in their rate and 
degree of success, but they are only a 
tool and will rarely be of benefit with-
out a compliant, responsible patient. 

I did not include the MGB in my 
discussion of bariatric surgery because 
the article was intended to be an over-
view of the subject, not encyclopedic in 
nature. However, I would like to correct 
several points of misinformation in Ms. 
Grechus’s letter:

•  Ms. Grechus asserts that the MGB 
differs from the RYGB in that “no 
organ removal is required.” But 
construction of the Roux limb in 
the RYGB entails no removal of 
intestine or any other organ

•  She states that the MGB is revers-
ible. The RYGB is similarly revers-
ible. In either case, however, 
complete reversal would necessi-
tate a major operation 

•  She also states, “gastric reflux 
is markedly reduced with the 
MGB, thanks to the shape of the 
new stoma.” In reality, the RYGB 
is considered to be the optimal 
treatment for gastroesophageal 
reflux disease (GERD) in the 
morbidly obese patient. The small 
gastric pouch has been shown to 
contain negligible gastric acid, 
and peristalsis in the Roux limb 
prevents bile reflux as well. In 
theory, the anatomy of the MGB, 
with its loop gastrojejunostomy 
(as opposed to the construction 
of a Roux limb), raises concerns 
about bile reflux in these patients

•  She states, “there is a low inci-
dence of weight increase with the 
MGB, unlike the RYGB.” There is 
no evidence to support this state-
ment; the RYGB is considered 
the “gold standard” because of 
its long-term success. As noted 
above, this success still depends 
on a compliant and responsible 
patient

•  The suggestion that an ICU stay is 
mandatory after RYGB is incor-
rect. Only a minority of programs 
mandate an ICU stay after RYGB. 
In our program, ICU utiliza-
tion was 5% despite the fact that 
patients’ BMIs ranged from 36 to 
87!1 
I certainly agree with Ms. Gre-

chus that the MGB is a simpler pro-
cedure to perform and consequently 
would require a shorter operation.  

JaNuary 2010

ContinueD on page 14
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Nevertheless, the RYGB is considered 
the “gold standard” bariatric opera-
tion because of its success and the 
opportunity to critically evaluate this 
operation over decades. Ms. Grechus’s 
suggestion that the MGB will “become 
the ‘gold standard,’ replacing the 
Roux-en-Y gastric bypass” is some-
what premature. Few studies have 
critically evaluated the MGB, and 
long-term follow-up is inadequate. As 
evidence, I offer the most recent medi-
cal coverage policy of CIGNA, which 
states: 

The mini-gastric bypass has been 

proposed as a bariatric surgery 

method. The controversial proce-

dure is performed laparoscopically 

and is similar to the Roux-en-Y 

technique except that, after the 

division of the stomach, a jejunal 

loop is created and anastomosed 

to the gastric pouch. Complica-

tions include biliary reflux and 

esophagitis. Evidence supporting 

the use of the mini-gastric bypass 

is in the form of small case series 

(Rutledge, 2001) and one small 

randomized open comparison of 

the procedure to [laparoscopic] 

RYGB (Lee, et al, 2005). The 

authors reported similar efficacy in 

terms of excess weight loss (EWL) 

at 2 years. However, longer-term 

follow-up with regard to the risk 

of complications is recommended 

by the investigators. There is insuf-

ficient evidence in the published, 

peer-reviewed scientific literature 

to support the safety and efficacy 

of the mini-gastric bypass.2–4 

I congratulate Ms. Grechus on her 
successful weight loss and commend 
all patients who challenge themselves 
to reverse the devastation of morbid 
obesity. The bariatric approach can 
be life saving when all other resources 
have failed. 
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considering�these�statements�about�the�25Oh�vitamin�d�level:

•  a circulating 25Oh vitamin D level >30 ng/ml is thought to represent an adequate vitamin D level

•  a level <20 ng/ml is thought to represent vitamin D deficiency

•  a level between 20 and 30 ng/ml is thought to represent vitamin D insufficiency

What�do�you�conclude�about�these�assertions�regarding�the�united�states�population?

1.��approximately 90% of adults who have darkly pigmented skin have a 25Oh vitamin D level 
<30 ng/ml.  true?�false?

2.��approximately 95% of african-american women who are mothers have a 25Oh vitamin D 
level <30 ng/ml.  true?�false?

3.��In autumn and winter, the mean cord blood level of 25Oh vitamin D in newborns of an 
african-american mother is about 20 ng/ml.  true?�false?

see�page�31�for�the�answers.

Instant Quiz


