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INTRODUCTION

besity is originally derived from Latin word (obesus) i.e.

to overeat. The modern definition is "a disease of excess

body fat" (Kral, ٢٠٠١).

The most widely accepted measure of obesity is the
body mass index (BMI) which equals patient weight in
kilograms divided by the square of his or her height in meters,
a normal BMI ranges from ٢٤.٥-١٨.٥ kg/m٢, overweight equals
BMI between ٢٩.٥-٢٥ kg/m٢, obesity equals BMI ٣٠ kg/m٢

or higher (Herron, ٢٠٠٤).

Severe obesity is having a BMI greater than ٣٥ kg/m٢,
and morbid obesity is having a BMI greater than ٤٠ kg/m٢ or
a BMI greater than ٣٥ kg/m٢ with concomitant obesity-related
morbidity (Brunicardi et al., ٢٠٠١).

The patient is considered superobese with a BMI more
than ٥٠ kg/m٢ and super-super obese with a BMI more than
٦٠ kg/m٢ (Ballantyne et al., ٢٠٠٤).

Morbid obesity is associated with progressive, serious
and debilitating co-morbidities such as type II diabetes mellitus,
hypertension, hyperlipidaemia, accelerated atherosclerosis,
debilitating arthritis of weight-bearing joints, hypoventilation,
sleep apnea syndrome, gastroesophageal reflux disease,
infertility & urinary stress incontinence in females, certain
cancers, immobility, psychological & economic problems
(Pontiroli et al., ٢٠٠٥).

O
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Treatment possibilities of obesity 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 is the option for treatment

of morbid obesity (Pontiroli et al., ٢٠٠٥).

However, serious complications can occur and therefore a

careful selection of patients is of utmost importance. Bariatric

surgery should at least be considered for all patients with a BMI

of more than ٤٠ kg/m٢ and for those with a BMI of more than ٣٥
kg/m٢ with concomitant obesity-related conditions after failure of

conventional treatment (Bult et al., ٢٠٠٨).

At the present time a number of different surgical

procedures are available for treatment of severely obese

patients. These procedures create weight loss by two

mechanisms of action: restriction and malabsorption (Herron,

٢٠٠٤).

The sleeve gastrectomy is a restrictive intervention

consisting of a vertical gastrectomy including the entire greater

curvature of the stomach while leaving in place an

approximately ١٠٠-ml gastric tube along the lesser curvature.

This intervention was initially proposed as the first part of a

duodenal switch in patients whose body mass index was

greater than ٦٠ kg/m٢. Since then, this intervention now enjoys

certain favor on the part of bariatric surgery teams (Mognol

and Marmuse, ٢٠٠٧).
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Owing to an increase in the number of bariatric surgical

procedures, general surgeons should have an understanding of

the complications associated with LSG and an approach for

dealing with them. Early postoperative complications following

LSG that need to be identified urgently include bleeding, staple

line leak and development of an abscess. Delayed

complications include strictures, nutritional deficiencies and

gastresophageal reflux disease (Sarkhosh et al., ٢٠١٣).

Sleeve gastrectomy has become an important surgical option

for the treatment of the ever growing morbidly obese population.

The risk of leak is low at ٢.٤% (Aurora et al., ٢٠١٢).

Leak from the staple line is the most serious and life-

threatening complication after Laparoscopic sleeve gastrectomy

(LSG) (Taha et al., ٢٠١٣).

Classification of the leaks based on three parameters:

time of appearance after surgery, magnitude or clinical severity,

and location of the leaks. Thus, early leaks were classified as

those that appeared ١ to ٤ days after surgery; intermediate leaks

those that appeared ٥ to ٩ days after surgery, and late leaks

those that appeared١٠ or more days after surgery (Csendes et

al., ٢٠١٠).

Furthermore, type I or subclinical are those that appear as

a localized leak, without spillage or dissemination, with few

clinical manifestations and easy to treat medically. Type II
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leaks are those with dissemination or diffusion into the

abdominal or pleural cavity, by way of an irregular pathway,

with the appearance of contrast medium (methylene blue,

radiological contrast) or food through any of the abdominal

drain, with severe clinical consequences (Csendes et al., ٢٠١٠).

Management of leaks after LSG can be challenging.

Early diagnosis and treatment is important in the management

of a leak. However, it can be treated safely via various

management options depending on the time of diagnosis and

size of the leak (Rena et al., ٢٠١٤).
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AIM OF THE WORK

o review the recent trends in the management of leakage

after sleeve gastrectomy.T


