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Introduction

Morbid obesity is defined as a body mass index (BMlI)
greater than 40 kg/m2 or a BMI greater than 35 kg/m2 with
associated complications including, but not limited to,
diabetes, hypertension, or obstructive sleep apnea.lt is a very
serious condition that effect on the health,causing increase in
morbidity &mortality rate either due to obesity itself or
obesity related diseases.The pathophysiology of obesity is
complex and poorly understood, but it includes genetic,
behavioral, psychological, and other factors. Family studies
suggest that heredity may explain 67% of the population
variance in BMI.However, genetic factors are unlikely to
account fully for the rapid increase in the prevalence of
obesity.Declining rates of physical activityand increases in
the consumption of energy dense foods may play a role
(Ledikweet al., 2006).

Morbid obesity is the most significant risk factor for
the development of non-alcoholic fatty liver disease
(NAFLD),a term that encompasses a spectrum of liver
pathology ranging from fatty liver alone (hepatic steatosis) to
concomitant hepatic inflammation (non-alcoholic
steatohepatitis or NASH). Although it is a relatively benign
condition, hepatic steatosis increases risk of developing
NASH whichmay then progress to more advanced stages of
liver disease such as fibrosis and cirrhosis. NAFLD is
estimated to occur in 30 to 100% of obese adults and is
associated with hepatic enlargement (hepatomegaly),elevated
serum aminotransferase levels and insulin resistance
(Clouston et al., 2005).

The first treatment of morbid obesity is dietary and
lifestyle changes. Although this strategy may be effective in
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some patients, only a few morbidly obese individuals can
reduce and control weight through diet and exercise. The
majority of patients find it difficult to comply with these
lifestyle modifications on a long-term basis. When
conservative measures fail, some patients may consider
surgical approaches (August et al., 2008).

Surgery for obesity, termed bariatric surgery(from the
Greek wordbaros, which means weight), is a treatment for
morbid obesity in patients who fail to lose weight with
conservative measures. There are numerous different surgical
techniques available. These different techniques have
heterogeneousmechanisms of action, with varying degrees of
gastric restriction that creates a small gastric pouch,
malabsorption of nutrients, and metabolic changes that result
from gastric and intestinal surgery. Besides its positiveeffects
on weight loss and its acceptable ratesof weight-loss
maintenance, bariatric surgery isthe treatment offering the
best cost-effectivenessratio in the medium term.The bariatric
surgery procedures including different types e.g. : Sleeve
gastrectomy, Mini-Gastric Bypass  and Gastric
Bypass(Aikenhead et al., 2011).

There is an improvement of the cases after surgical
treatment than medical treatment as part of the major
prospective SOS study, compared patients whohad
undergone open surgery with patients who had followed
medical(non-surgical) therapy. The results show that, at one
year, the surgicalpatients had lost more weight than those
inthe conventionally treated group. The majorbenefit of
bariatric surgery was maintained aftersix years, compared
with weight gain In terms of weight reduction alone, the
SOSstudy shows that bariatric surgery is moreeffective than
non-surgical treatment. on examination of The effect of
significant weight loss on nonalcoholic fatty liver disease,
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including nonalcoholic steatohepatitis (NASH) and hepatic
fibrosis by had paired liver biopsies, the first at the time of
surgery and the second after weight loss, There were major
improvements in lobular steatosis, inflammatory changes,
and fibrosis at the second biopsy (ElisaFabbrini et
al., 2010).

In the other study of 70 patients who underwent repeat
liver biopsy after dramatic weight loss, we demonstrate
significant and wide spread improvement, or resolution, of
NAFLD and NASH. More than one-third of the patients had
postoperative liver biopsies that showed resolution of
steatosis and inflammation, and 20% of the patients had at
least some reversal of fibrosis. No patient experienced a
progression of abnormal liver morphology or a deterioration
of hepatic function, as indicated by persistently normal liver
enzymes. The results are highlight the important role that
obesity and, by extension, the metabolic syndrome plays in
the NAFLD disease process. Conversely, The data also show
the profound beneficial effect that weight loss, possibly by
the associated amelioration of comorbidities, has on the
reversal of steatosis and fibrosis. Additionally, they have
been able to achieve these outcomes safely, with no mortality
and minimal morbidity (Choudhury and Sanyal 2004).

In conclusion, weight loss after surgery provides major
improvement or resolution of obesity and metabolic
syndrome-associated abnormal liver histological features in
severely obese case (ElisaFabbrini ET AL., 2010).
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Aim of the Work

The aim of this work is to clarify the effect of obesity on the
liver & the role of surgery in management of fatty liver
disease.




