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Introduction 

 

     Obesity was identified as a disease thirty years ago when 

WHO listed obesity as a disease   in its international 

classification of diseases in 1979 (Kissler and Settmacher., 

2013). 

 

     The prevalence of obesity has reached epidemic proportions. 

This disease has serious psychological, physical, and economic 

implications for patients and poses enormous challenges for the 

physicians caring for them. (Colquitt JL. 2009). 

 

     Severe obesity is associated with a large number of 

comorbidities. These start at the head (stroke, diabetic 

retinopathy,pseudo tumor cerebri, tinnitus) and go to the toes 

(diabetic neuropathy, venous stasis disease, foot ulcers) and 

affect almost every organ in between: heart,  lungs,  liver, gall 

bladder,  spleen, esophagus, intestines, colon, kidneys, bladder, 

ovaries, prostate, breast, legs, etc.(Sugerman HJ et al., 2005). 
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      Obesity requires long-term management. The goal of 

treatment is to lose weight to improve or eliminate related 

health problems, or the risk for them, not to reach an ideal 

weight. Treatment consists of modifying eating behaviors, 

monitoring behavior, physical activity. If this treatment does 

not help to lose weight, medications may be considered. In 

severe cases surgical procedures can reduce the size of the 

stomach and limit calories the intestines absorb. Treatment also 

covers the psychological and social elements of obesity. Stress 

management and counseling may be helpful. Family support 

and creating community contacts help dealing with the 

stereotypes and other social issues that are associated with 

obesity ( Jastrzebska-Mierzynska et al., 2014). 

 

       Body mass index (BMI) is a widely and simple used 

method to estimate body fat mass. BMI is calculated by 

dividing the subject's mass in kg by the square of his or her 

height. Any BMI ≥ 35 is severe obesity, BMI of ≥ 40 is morbid 

obesity and BMI of ≥ 45 is super obese (Sturm, 2007). 

 

   Surgical treatment of morbid obesity (bariatric surgery) 

has been well established as being safe and effective. Bariatric 

surgery should be considered for individuals who have a body 

mass index (BMI) equal to or greater than 40 kg/m2 or have a 
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BMI equal to or greater than 35 kg/m2 and significant co-

morbidities and can show that dietary attempts at weight 

control have been ineffective. It markedly lowers body weight, 

reverses or ameliorates the myriad of obesity co-morbidities 

and improves quality of life (Colquitt et al., 2014). 

 

       Recent data suggest that patients with diabetes mellitus 

and a BMI of 30 to 35 kg per m2 may also be reasonable 

candidates for bariatric surgery (Demaria EJ et al., 2010). 

Four operative procedures (in three classes), are currently in 

general use worldwide: 

1. Restrictive: (a) Vertical banded gastroplasty (VBG), (b) 

Laparoscopic adjustable gastric banding (LAGB). 

2. Malabsorptive: Biliopancreatic diversion alone or with 

duodenal switch. 

3. Restrictive and malabsorptive: Roux en Y gastric bypass 

with a standard limb, long-limb, or very long-limb. (Haris et 

al., 2010). 

 

Minimally invasive approaches (laparoscopy) have been 

widely used in bariatric surgery since 1993-1994. The benefits 

of a laparoscopic approach include: less postoperative pain, 

increased mobility, shortened hospital stay, minimal incisional 

scars and shorter convalescent time. In addition to dramatically 
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reduction of wound complications such as infection, abdominal 

wall hernia, seroma and hematoma. Open bariatric surgery had 

certain advantages over laparoscopic procedures, But in the 

present era of advanced Laparoscopy, greater ease and speed 

for lysis of adhesions, freedom to use fine suture technique and 

materials, possibly a lower incidence of certain perioperative 

complications (e.g., leaks, hemorrhage), and decreased risk of 

specific long term complications (e.g., anastomotic strictures, 

internal hernias, bowel obstructions) make laparoscopy a 

preferred option. By 2003, nearly two-thirds of bariatric 

procedures worldwide were performed laparoscopically 

(Colquitt et al., 2014). 


