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Introduction 

Obesity is originally derived from Latin word 

(obesus) i.e. to overeat. The modern definition is "a disease 

of excess body fat" (Kral, 2001). 

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 18.5-24.5 kg/m
2
, 

overweight equals BMI between 25-29.5 kg/m
2
, obesity 

equals BMI 30 kg/m
2
 or higher (Herron, 2004). 

Severe obesity is having a BMI greater than 35 

kg/m
2
, and morbid obesity is having a BMI greater than 40 

kg/m
2
 or a BMI greater than 35 kg/m

2 
with concomitant 

obesity-related morbidity (Brunicardi et al., 2001). 

The patient is considered superobese with a BMI 

more than 50 kg/m
2
 and super-super obese with a BMI 

more than 60 kg/m
2
 (Ballantyne et al., 2004). 

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, 
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gastroesophageal reflux disease, infertility & urinary stress 

incontinence in females, certain cancers, immobility, 

psychological & economic problems (Pontiroli et al., 

2005). 

There are great effects of weight loss on associated 

weight-related co-morbidities. Several well-designed 

studies have shown that type II diabetes mellitus resolves in 

about 90% of patients, hypertension disappears in two 

thirds of patients, serum concentration of high density 

lipoprotein improves, serum cholesterol and triglycerides 

decrease, many cardiovascular parameters improve as well 

including left ventricular wall thickness and left ventricular 

function, concomitantly pulmonary function and 

musculoskeletal disability improve in concern with the 

weight loss. Symptomatic obstructive sleep apnea 

disappears with early weight loss as little as 15-20 kg 

(Balsiger et al., 2000). 

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., 2005). 



 Introduction  

3 

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 40 kg/m
2
 and for 

those with a BMI of more than 35 kg/m
2
 with concomitant 

obesity-related conditions after failure of conventional 

treatment (Bult et al., 2008). 

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, 2004). 

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 100-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 60 kg/m
2
. Since then, these 

indications have developed and this intervention now 

enjoys certain favor on the part of bariatric surgery teams 

(Mognol & Marmuse, 2007). 

http://www.ncbi.nlm.nih.gov/sites/entrez?Db=pubmed&Cmd=Search&Term=%22Bult%20MJ%22%5BAuthor%5D&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_RVAbstractPlusDrugs1
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The Laparoscopic Sleeve Gastrectomy (LSG) has 

increased in popularity and is currently very "trendy" 

among laparoscopic surgeons involved in bariatric surgery. 

As LSG proved to be effective in achieving considerable 

weight loss in the short-term, it has been proposed by some 

as a sole bariatric procedure (Iannelli et al., 2008). 

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., 2014). 

Laparoscopic sleeve gastrectomy is a new and 

effective procedure for the surgical management of morbid 

obesity. Therefore, the number of patients undergoing this 

procedure will continue to rise. Basic understanding of 

common complications and available treatment options is 

essential for all practising general surgeons. By early 

diagnosis and treatment of these complications, patient 

morbidity and mortality might be reduced (Sarkhosh, 

2013).  
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Aim of Work 

To review the literature regarding recent updates in 

medical and surgical management of morbid obesity, with 

focus on sleeve gastrectomy in treatment of morbid obesity 

and its effect, advantages and complications. 
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Definition and Diagnosis 

Definition: 

Obesity is a term used to describe body weight that is 

much greater than what is healthy. If you are obese, you 

also have a much higher amount of body fat than is healthy 

or desirable (Kaplan et al., 2007). 

Adults with a body mass index (BMI, calculated as 

weight in kilograms divided by height in meters squared) 

between 25 kg/m
2
 and 30 kg/m

2
 are considered overweight. 

Adults with a BMI greater than or equal to 30 kg/m
2
 are 

considered obese. Anyone who is more than 100 pounds 

overweight or who has a BMI greater than or equal to 40 

kg/m
2
 is considered morbidly obese (Leslie et al., 2007). 

Obesity has been associated with an increased hazard 

ratio for all-cause mortality, as well as significant medical 

and psychological co morbidity (Berrington et al., 2010). 

Obesity is a risk factor for many diseases, including 

diabetes and cardiovascular disease. It results in a higher 

risk of hospitalization and mortality; morbidity equal to that 

atattributable to poverty, smoking, and problem drinking; 

and substantial health care expenditures. It is a growing 

epidemic worldwide and the second leading cause of 

http://www.ncbi.nlm.nih.gov/pubmedhealth/n/pmh_adam/A007196/
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preventable death in developing countries (Bardia et al., 

2007). 

Indeed, obesity is not only a chronic medical 

condition but should be regarded as a bona fide disease 

state (Mechanick et al., 2012). 

Causes, incidence, and risk factors: 

Obesity is caused by a complex interaction of 

environmental factors, human behaviour and genetic 

predisposition, and it is associated with high mortality and 

risk of various chronic diseases. The distribution of 

adiposity has more influence on outcomes than the total 

amount of body fat; in particular, an android pattern of fat 

mass is associated with an increased risk of metabolism-

related disorders. The location of fat (visceral or 

subcutaneous) also has different effects on the development 

and pathogenesis of metabolic and cardiovascular diseases, 

with increased visceral fat being associated with an adverse 

metabolic profile (Livingston, 2012). 

Taking in more calories than you burn leads to being 

overweight and, eventually, obesity. The body stores 

unused calories as fat. Obesity can be the result of: 

 Eating more food than your body can use. 


