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Introduction and Him of the Work

Obesity is simply defined as "excessive amount of body
fat"; a level of body fat that is harmful. This ‘‘definition’ is
expressed in terms of body fat content (Reilly, 2006), it is
considered a great problem in both developed and developing
nations (Adams and Murphy, 2000).

Morbid obesity can be defined also of being more than
100 pounds above ideal body weight for man and 80 pounds
for women (Flegal et al., 2002).

Obesity is clinically expressed in terms of body mass
index (BMI) or Quetelet's index, which is derived by dividing
weight by the square of height to estimate the degree of
obesity. Morbid obesity is a BMI more than 35 Kg/m?, and
super morbid obesity is BMI more than 55 Kg/m? (Ogunnaike
et al., 2002).

Obesity is an increasingly common disease, in addition
to being associated with co-morbidities, presents a number of
physiological and biochemical derangements on its own
(Ogunnaike et al., 2002).

Morbid obesity is associated with progressive, serious
and debilitating co-morbidities such as type Il diabetes,
hypertension, hyperlipidaemia, accelerated atherosclerosis,
debilitating arthritis of weight-bearing joints, hypoventilation,
sleep apnea syndrome, gastro-esophageal reflux disease,
infertility, urinary stress incontinence in females, certain
cancers, immobility, psychological and economic problem
(Pontiroli et al., 2005).

Treatment  possibilities include diet restriction,
behavioral therapy, medical treatment and surgery. All non
surgical treatment regimens have an extremely high rate of
failure and surgery is therefore today the option for morbid
obesity (Pontiroli et al., 2005).




Introduction and Him of the Work

Surgery for morbid obesity was introduced half a
century ago and the profound effects of bariatric surgery have
been known for three decades (Buchwald, 2002).

Morbid obesity is a medical condition which changes
the management of anesthesia at every possible step and in all
possible ways. Starting from getting a venous access to
maintaining adequacy of post-extubation ventilation, every
step of anesthesia is difficult (Milind, 2005).

Anesthesia for bariatric surgery involves four major issues:
1- Anesthetic considerations of morbidly obese patients.
2- Anesthetic considerations of laparoscopic surgery.
3- Issues related to the co-existing medical disorders.
4-Pharmacology and choice of drugs.
(Milind, 2005).

Bariatric surgery is the most effective method for treating
patients with morbid obesity, and the anesthesiologist has a
very important role to play in the management of these
patients. Therefore it is important for the anesthesiologist to be
familiar with the anatomic and physiological implications and
pharmacological alterations associated with obesity, so they
can offer optimal peri-operative care (Lakshami et al., 2006).




Introduction and Him of the Work

This essay is to discuss the hazards and problems of
anesthesia and surgery in the obese patients undergoing
bariatric surgery, the anesthetic management, complications as
well as post-operative management for such patients.




