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Introduction and Aim of the Work

INTRODUCTION

Obesity is a serious worldwide health problem. It has
been shown to predispose to various diseases, particularly

cardiovascular disease, diabetes mellitus, sleep apnea, and
osteoarthritis (X. Li et al., 2008).

The increasing prevalence of obesity-related morbidities
represents a significant health problem, especially for
individuals in modern Western societies (Yermilov et al., 2009).

The Society of American Gastrointestinal Endoscopic
Surgeons (SAGES) therefore recommends that surgical therapy
should be considered for individuals who:

e Have a body mass index (BMI) > 40 kg/m’

e Have a BMI >35kg/m” with significant co morbidities

The indications for laparoscopic treatment of obesity are
the same as for open Surgery (J D Adair et al., 2008).

Bariatric operations are classified as purely mal-
absorptive, purely restrictive, or combined malabsorptive-
restrictive (D E Swartz et al., 2008).

Restrictive procedures include; laparoscopic adjustable
gastric band (LAGB), laparoscopic sleeve gastrectomy (LSG)
and vertical banded gastroplasty (VBG). Malabsorptive
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procedures include; bilio-pancreatic diversion (BPD) and bilio-
pancreatic diversion with duodenal switch (BPD-DS).The
laparoscopic Roux-en-Y gastric bypass (LRYGB) is considered
a combination of both restriction and mild mal-absorption (H.A.
Khwaja, 2010).

Early complications of these operations can include
bleeding, infection, leaks from the site where the intestines are

sewn together, and blood clots in the legs that can progress to
the lungs and heart (Niddk, 2009).

Examples of complications that may occur later include

strictures (narrowing of the sites where the intestine is joined)
and hernias (Niddk, 2009).

Bariatric surgery is a metabolic surgery designed to
produce malnutrition. Energy deficit occurs due to low food
intake« food intolerance, and nutrient malabsorption (Ampadi
Thampi et al., 2008).

Approximately 30% of bariatric surgery patients will
develop a nutrition-related complication, typically a
macronutrient or micronutrient deficiency or both, at some
point following their operation (Fujioka et al., 2011).
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AIM OF WORK

The aim of this essay is discussion of different types
and procedures of morbid obesity surgery and their
complications.




Review of Literature

CHADPTER (1): ANATOMY
ANATOMY OF THE STOMACH

The stomach is roughly J-shaped, although its size and
shape vary considerably. It tends to be high and transverse in

the obese short subject and to be elongated in the asthenic
individual. (Harold Ellis, 2006)

The stomach has two surfaces—the anterior and
posterior; two curvatures — the greater and lesser; and two
orifices the cardia and pylorus. (Harold Ellis, 2006)

The surface of the stomach facing the front is the anterior
wall of the stomach that facing the back is the posterior wall of
the stomach. The upper border of the stomach at the junction of
the anterior and posterior walls is concave, shorter, and forms
the lesser curvature of the stomach. The lower border forming
the lower junction of the walls of the stomach is convex and

longer and is the greater curvature of the stomach.
(R.D.Sinelnikov, 2003)

PARTS OF THE STOMACH:

The stomach is divided by arbitrary lines drawn on its
external surface into a fundus, body, pyloric antrum and
pylorus. The internal appearance and microstructure of these

regions varies to some degree. The fundus is dome shaped and




