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Introduction 
Obesity has become a global epidemic and more than 400 

million individuals worldwide are obese.(Organization WH., 

2006) Obesity is associated with an increased risk for type 2 

diabetes, hypertension, dyslipidaemia, cardiovascular diseases, 

musculoskeletal disorders (such as osteoarthritis), certain types of 

cancer, and mortality. (Picot et al., 2009)This entails huge 

healthcare costsdue to obesity.(Allender and Rayner, 2007) 

Obesity is usually defined in terms of body mass index 

(BMI), defined as individual body mass in kilogram divided by 

the square of their height in meters ( kg/m2 ). The World Health 

Organization, the National Institutes of Health, Healthy People 

2010, and the 2000 Dietary Guidelines for Americans, proposed 

guidelines for the classification of weight status based on the 

BMI. BMI of 35 is considered class 1 obesity, 35-40 as class 2, 

and over 40 as class 3. Morbid obesity is usually defined as a 

BMI of over 40 or a BMI over 35 in combination with 

comorbidities. (Gorber et al., 2007) 

Morbid obesity (MO) has been defined as a chronic and 

multifactorial disease associated with remarkable physical and 

psychological complications, which can negatively affect quality 

of life and shorten life expectancy.(Rubio et al., 2007) A recent 
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study on the association between different grades of obesity and 

the number of life-years lost indicated that life expectancy can be 

up to 20 years shorter in severe obesity.(Fontaine et al., 2003) 

Treatments for obesity include a range of therapies, such 

as dietary advice and physical activity, behaviour therapy, 

pharmacological therapy and bariatric surgery. The most 

pronounced weight loss is obtained by bariatric surgery as 

presented in a recent Cochrane review. (Colquitt et al., 2009) The 

surgical procedures related to obesity started in the mid 20th 

century with the first malabsorptive technique. Since then more 

than 30 procedures have been developed. (Arribas et al., 2001) 

Bariatric surgery has proven to be the most effective 

method of treating severe obesity. (Sjostrom et al., 

2007)Nevertheless, the acceptance of bariatric surgery is still 

questioned by the medical community and among the general 

population, who do not recognize obesity as a disease that 

exhibits great complexity, is of multifactorial origin, and is 

difficult to control. This prejudice is reinforced when severe 

complications arise from surgery and is certainly enhanced by the 

occurrence of mortality, given that young and supposedly 

"healthy" individuals are often subjected to surgery.(Kaminsky 

and Gadaleta, 2002) 
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Laparoscopy has revolutionised the world of bariatric 

surgery. Studies to date demonstrate a great many advantages of 

this type of approach in comparison to open surgery. 

Nevertheless, laparoscopic bariatric surgery continues to be 

associated with post-operative complications and mortality. 

(Podnos et al., 2003) 

The risk of complications and mortality in bariatric 

surgery is associated with certain factors that are common to other 

patients and procedures, including age above 65 years, the 

presence of associated diseases (cardiovascular and pulmonary 

disease, chronic renal failure, liver cirrhosis, etc.), prior 

abdominal surgery and the experience of the surgeon and the 

institution, especially concerning the ability to make an early 

diagnosis and address complications.(O'Keefe et al., 2010) 

With early recognition and appropriate management, 

postoperative bariatric complications are generally non-lethal and 

minor. However, left untreated, they may result in devastating 

complications. It is therefore critical that all health care 

professionals responsible for bariatric patients recognize the signs 

and symptoms, know the proper diagnostic maneuvers, and 

institute the correct treatment in a timely fashion.(Scott et al., 

2008) 
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Aim of work 
The aim of this work is to discuss the early and late post-

operative complications after different bariatric procedures, how 

to diagnose and how to correct, with special focus on the role of 

minimally invasive procedures (laparoscopy / endoscopy) in the 

management of these complications. 
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Definition of obesity 
Since the dawn of mankind, the survival of the 

speciestheory mandates the adaptation of complex 

mammalianbodies to harsh climates and unfavourable 

environments.With abundant nutrition, sedentary lifestyle and 

moderntransportation amongst many other comforts of 

urbanisation,many of the overweight and obese men today would 

beunrecognisable from the common man in the days ofSocrates, 

Leonardo Da Vinci and even Thomas Edison. 

Obesity is a state of excess adipose tissue mass. Although 

often viewed as equivalent to increased body weight, this need 

not be the case-lean but very muscular individuals may be 

overweight by numerical standards without having increased 

adiposity. Body weights are distributed continuously in 

populations, so that choice of a medically meaningful distinction 

between lean and obese is somewhat arbitrary. Obesity is 

therefore more effectively defined by assessing its linkage to 

morbidity or mortality. (Flier and Flier, 2008) 

The World Health Organization defines overweight as a 

body mass index (BMI) of 25 or more and obesity as a BMI of 30 

or more. Obese patients are further categorized into class I (BMI 
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30–34.9), class II (BMI 35–39.9) and class III (BMI 40 or more). 

(Can, 2013)As seen in table (1). 

Although BMI correlates with the amount of body fat, it 

must be recognized that BMI does not directly measure body fat, 

nor does it differentiate fat from muscle. This limits the accuracy 

of BMI in diagnosing obesity, particularly in the intermediate 

range, as well as in men and older adults in general. A BMI cutoff 

of 30 kg/m2 or greater has good specificity but misses many 

patients with excess body fat.(Goacher et al., 2012) 

Calculating BMI is still a good way to evaluate changes 

over time, because incremental increases most likely represent 

gains in body fat.(Romero et al., 2008) 

Recognizing that BMI is just one indicator of potential 

health risks associated with being overweight or obese, the 

National Heart, Lung and Blood Institute (NHLBI) 

recommendsthat physicians also look at the following factors: 

(Institute for Clinical Systems Improvement. 2011) 

• Risk factors for diseases associated with obesity, such as 

high blood pressure and physical inactivity 

• Waist circumference as a measure of abdominal 

adiposity 


