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Abstract:
King Abdullah Hospital, Bisha is a tertiary care hospital in southern region of Saudia Arabia,
which is a tertiary care hospital and have a capacity of 400 beds, King Fahad Hospital, AlBaha
is also a tertiary care hospital at AlBaha which is in southern region of Saudia Arabia.
This is a retrospective study carried out at King Abdullah Hospital, Bisha and King Fahad
Hospital, AlBaha from July 2020 till July 2021. All cases above 10 years and below 75 years
with no known cardiac diseases are included in the study. We carried out 510 cases of Sleeve
gastrectomy during the period.
Objective: Our objective is to evaluate the role of sleeve gastrectomy in morbid obesity and to
document the frequency of complication of sleeve gastrectomy.
Material and Methods: This retrospective study was carried out at King Abdullah Hospital,
Bisha and King Fahad Hospital, AlBaha from July 2020 till July 2021. All patients underwent
sleeve gastrectomy during above mentioned period are included in this study. All the relevant
data was entered in to the predesigned performa and analysed by using SPSS version 21.
Result: A total of 510 patients underwent sleeve gastrectomy during above mentioned period.
All patients above 9 years and below 90 years who are fulfilling the inclusion criteria entered
in the study. Our mean age was 42.2±9.1. Male to female ratio was 3.8:1. Mean pre-operative
weight was 135±21.2 and pre-operative Body Mass Index (BMI) was 46.4±7.8kg/M2. Among
these 510 cases 102 cases were performed as a day care surgery. Average weight loss from 6kg
to 17kg in the first month. Among our complications 1 patient had Diabetic Ketoacidosis
the patient has known history of DM type 1 and 6 patients had pulmonary complications, 1
patient had splenic subcapsular haematoma, 3 patients had staple line bleeding which is controlled during surgery. Re-exploration was done in 3 cases. 2 patient had intra-abdominal collection diagnostic laparoscopy done with irrigation and drainage. 1 patient had re-operation
in same admission. 1 patient had staple line bleeding which was controlled by re-laparoscopy
and use of staples. No mortality was noted during above study.
Conclusion: Laparoscopic sleeve gastrectomy is safe and effective procedure to treat morbid
obesity. Significant weight loss is noted in the patient with high BMI.
Keywords: laparoscopic sleeve gastrectomy, morbid obesity, type 2 diabetes mellitus, Body
mass Index (BMI), staple line bleeding.
Introduction:
Morbid obesity is becoming one of the great
epidemic in the world. Over 300 million adults
are clinically considered obese worldwide.1 Currently it is estimated that there are greater than
1.7 billions overweight adults world wide.2 In
Canada 60% of the population is considered

overweight and 24% are classified as obese.3
The statista research department of Saudia Arabia showing the prevalence of obesity in adults
populations age 18 years and above is 28.1% in
2007 and 27.5% in 20194, as shown in table no4.
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Age adjusted prevalence of obesity is 35.5% in
2021 in Saudia Arabia. In another study obesity
rate is found to be 40%
Some significant obesity related comorbidities
are type-II diabetic mellitus (T2DM), hypertension, obstructive sleep apnea, gastro-oesophageal reflux disease degenerative joint disease,
hyperlipedimia and depression.1,5
Among the various bariatric surgical procedure,
Laparoscopic Sleeve Gastrectomy (LSG) has
made it mark as a standalone procedure.6,7
The increase in obesity may be associated due
to various factors including, genetics, western
diet culture and a general decline in practice of
physical exercises.1
Obesity is measured by body mass index (BMI).
Obesity is commonly defined as a BMI ≥ 30 kg/
m2 and morbid obesity is defined as a BMI ≥ 40
kg/m2.1,3
Bariatric surgery is currently the most effective
evidence based approach to produce marked
weight loss in severely obese patient.5,8
The 2 categories of bariatric surgical procedure
are restrictive bariatric procedure and malabsorptive bariatric procedure.1 Restrictive bariatric surgical procedure mechanically limits the
amount of caloric intake, by limiting the size
of stomach. Second category is malabsorptive
surgical procedure, that limits the absorption of
nutrient from small intestine.
Restrictive procedure include laparoscopic
sleeve gastrectomy, vertical banded gastroplasty
and laparoscopic adjustable gastric banding.
Whereas primary malabsorption procedure include, biliopancreatic diversion with or without
duodenal switch (BPDDS) and Roux-en-Y, gastric bypass.1
The Bariatric surgery as well as weight management strategies are the option to reduce the
weight of obese patient.
The bariatric surgical procedures have shown to
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lead improvement of obesity related comorbid
condition such as type-II diabetes mellitus.9
According to the National Institute of Health
census conference of 1991 the 4 main criteria
for Bariatric surgery:10 BMI ≥ 40kg/m2 with or
without comorbid conditions associated with
obesity.
1. BMI greater than 35 kg/m2 with obesity related comorbidities.
2. Previous failed attempt for non-surgical
weight loss treatment.
3. Psychological instability
Material and Methods:
All patients who were operated at King Abdullah Hospital, Bisha, and King Fahad Hospital
AlBaha operated from 1st July 2020 till 31st July
2021 with no known cardiac diseases, fulfilling the inlusion criteria, included in this study.
Our exclusion criteria was BMI < 40, history of
GERD with evidence hiatus hernia and patient
with ASA-IV and V.
As per routine all patients were seen by dietician
to follow the advise to do like modification and
increase physical activity to reduce the weight.
All our patients has routine complete blood
count, urea and electrolyte, liver function test,
fasting blood sugar, coagulation profile, serology
x-ray chest and cardiac evaluation.
The permission for this study was taken from
hospital Ethical committee. All the relevant data
was entered on specific pre-designed proforma
and was evaluated using SPSS version 21. Qualitative data such as gender, suture line bleeding
and leak from staple site was presented in tabulated form with presentages.
Quantitative data such as age, BMI, weight loss
at one month was presented in tabulated form as
mean ± standard deviation.
We routinely prescribed Nexium 40 mg OD before breakfast for 3 months, preoperatively Inj.
Clexane 40 mg SC OD started which was continued for 21 days, we prescribed routinely Solpadeine for moderate pain and Tramadol caps
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Table 1: Symptoms of our patients
No of Patients
Diabetes type 2

123

Osteoarthritis of knee

97

Low backache

88

GERD

01

Immobility (bed ridden)

32

Depression

12

Hypertension

105

Sleep apnea

75

Table 2: Demographic data in our study
Mean age

42.2±9.1

Male to female ratio

3.8:1

Mean pre-operative weight

135±21.2

Pre-operative body mass index (BMI)

46.7±7.8 kg/m2

Mean hospital stay

1.36±1.16

Average weight loss in first month

6kg to 17kg

Table 3: Complications in our study
Staple line bleeding

3

Staple line leak

0

Stenosis, stricture of reminent stomach

0

GERD

1

Veress needle organ injury

0

Pulmonary complication

6

Perisplenic hematoma

1

Intra abdominal and pelvic collection

2

Diabetic Ketoacidosis

1

Pulmonary embolism and Deep venous thrombosis

0

Port site hernia

0

Chronic nausea and vomitting

1

Mortality

0

50 mg BID for three days.
We gave routinely Tab Centrum OD for 3
months, we also prescribed Tab Neurobion OD
Two weeks after surgery, Tab. Calcium 500 mg
OD given 3 months routinely. We also gave Ursofalk 250 mg BID for 6 months. We give routinely Vitamin D 10,000 IU once a week, and Biotin 10,000 IU OD for 3 month, we also advise
to use Greek yougart 1 bottle daily for 3 months
as shown in table 5.

Procedure: We carried out sleeve gastrectomy
under general anesthesia, patient is kept in
FRENCH position, pneumoperitonum was
induced by using verrus needle (palmars technique). Supra umblical port for camera, epigastric port for liver retraction, 2 working ports inserted, 4 fingers costal margin in right and left
side of camera port at its same level.
Dissection of greater omentum from greater curvature done by using ligasure, 6 cm from pyloric
sphincter. We start resection using covedian
black stapler. Leakage test done using methylen
blue in all cases. After achievening good haemistasis, removal of the resected part of stomach
from the 15 mm port done, we perform closure
the 15mm port using fascial needle.
Result:
A total of 510 patients underwent sleeve gastrectomy during abvoe mentioned period. We
included all the patients above 9 years and below
90 years who are fulfilling our inclusion criteria
and we excluded those patients, who are having cardiac diseases ASA IV and ASA V, history
of GERD wtih radiological evidence of Hiatus
hernia and BMI less than 40. Our mean age was
42.2±9.1. Male to female ratio was 3.8:1.
Our mean pre-operative weight was 135±12.2
and pre-operative body mass index was 46.4±7.8
kg/M2. We operated on 510 cases, in which 102
cases were operated as day care surgery. We observe average weight loss of 6 kg to 17 kg in the
first month.
We had suture line bleeding in 3 cases controlled
during operation. 1 patient had GERD, pulmonary complications were observed in 6 cases. 1
patient had perisplenic hematoma, 1 patient had
diabetic ketoacidosis, 2 patients had intra abdominal and pelvic collection. We did not have
any case of stenosis and structure of the reminent stomach. No veress needle injury noted in
our study. Similarly no port site hernia noted in
our study. No case of DVT or PE noted in our
study. No mortality was present in the above
study.
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Discussion:
Sleeve gastrectomy for weight loss was first described by Marceau in 1993, as a component of
bilio-pancreatic diversion.
Laparoscopic sleeve gastrectomy was performed
as a component of bilio-pancreatic diversion
with duodenal switch by Ren et al in 2000.1
Laparoscopic sleeve gastrectomy is now establish as a important piller in the management of
morbid obesity.
Figure 1: Male to female raƟon in our study

Table : Prevalence of obesity in Saudia Arabia from 2007 till 2019
Characteristics

Prevalence rate

2019

27.5%

2018

27.1%

2017

26.8%

2016

26.3%

2015

26.0%

2014

25.8%

2013

25.7%

2012

25.8%

2011

26.1%

2010

26.4%

2009

26.9%

2008

27.4%

2007

28.1%

Table :Routinely used medication

Apart from restrictive bariatric surgical procedure, it restrict the oral intake of the patient.
thereby reducing the weight of the pateint.
There is also role of harmone known as Ghrelin
which is been secreted by fundus of the stomach and as we are removing majority of fundus
during sleeve gastrectomy, thereby reducing the
secretion of Ghrelin, which also plays an important role in weight reduction.11,17
It is debateable that which of the procedure, is
the procedure of choice to reduce weight in this
epidemic of morbidity in the western world.11
Majority of bariatic surgeon are in favour
to perform sleeve gastrectomy in morbidly
obesepatient or as a part of staged procedrue in patient with a BMI of > 55kg/m2.11,12

Immediately after Surgery
1. Nexium 40 mg OD before breakfast for 3 months
2. Clexane Inj 40 mg SC OD for 21 days
3. Solpadeine for moderate pain 1g QID
4. Tramadol caps 50 mg for severe pain TID

Laparoscopically sleeve gastrectomy has
gain popularity as studies have shown positive short term weight loss, compare to more
invasive bariatric surgical procedures.13-15

Week after surgery
5. Centrum Vit. 1 tab OD for 3 months
6. Neurobion 1 tab OD
Two weeks after surgery
7.Calcium 500 mg OD for 3 months
8. Ursofalk 250 mg BID for 6 months

Sleeve gastrectomy is less technically demanding procedure as compared to other bariatric surgical procedure and we also avoid implantation of foreign body and there is also
avoidance of gastrointestinal anastomosis.

9. Vitamin D 10,000 IU once a week
10. Biotin 10,000 IU OD for 3 month
11. Greek yougart 1 bottle daily for 3 months

The advantages of LSG is also avoidance of
dumping syndrome and pyloric preservation
and unaltered absorption of oral medication.16
The important disadvantage of LSG is irrevers-
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ible and unavailability of long term results.17 Furthermore LSG also speeds up the movement of
stomach contents in the gastro intestinal tract.18
The lind gut theory suggest that increased delivery of undigested nutrients through the bowel,
unregulates the secretion of glucagon-like peptic (GLP-I) which may cause anti-opoptotic effect on β cells of pancrease as well as stimulates
increased insulin secretion.19 this effect may partially explain the improve glucose tolerance following LSG.1,19
With an establish EWL at 60% and diabetes remission rates of 86% LSG has rightfully taken its
place in the arsenal of modern day bariatric surgeon.19 Early complications of LSG are bleeding gastric obstruction, wound infection and
abscess formation. Late complications of LSG
are GERD, development of a fistulae stenosis,
intra-thorosic sleeve migration, nutritional deficiencies and weight loss.20
Laparoscopic gastric sleeve has the wide acceptability by the surgeon as patient as its simplicity
and small learning curve with minimal complication
However considering the wide acceptability of
LSG, there are certain longterm complications
like GERD and failure to loose weight, gastric
stenosis, in these conditions sometimes we need
to convert to bypass procedure.21
Conclusion:
Laparoscopic sleeve gastrectomy is safe and effective procedure to treat morbid obesity. Significant
weight loss is noted in the patient with high BMI.
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