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Introduction Sleeve gastrectomy (SC), also sometimes referred to as vertical sleeve 
gastrectomy, is rapidly gaining popularity as a form of bariatric surgery.  

Indications Broad indications for SC are primarily based on BMI: 
● BMI > 40 kg/m2 
● BMI > 35 kg/m2 with one or more obesity related-complications 
● Caution is advised if the patient is older than 65   

Choice of bariatric surgery is guided by patient preferences, aims of 
surgery, compliance and likelihood of follow up as well as surgeon 
preference and expertise. Other commonly performed bariatric surgeries in 
Australia include gastric band or gastric bypass (Roux-en-Y)  

History Address weight history 
● onset of obesity, max and min weights 
● previous attempts at weight loss (lifestyle, medication and/or surg) 
● triggers for weight gain / regain  
● obesity related complications 

 Other medical history, medications and family history   
 Assessment of current lifestyle 
● diet, physical activity, work and home environments, psychosocial 

supports, smoking status, drinking habits,  

Examination Measurements: BMI, neck circumference, waist circumference, BP.       
Any specific signs of causes of obesity (e.g. Cushing’s, hypothyroidism)  

Preoperative 
considerations 

Psychological evaluation - assessment of commitment, motivation, 
understanding and expectation of surgery 
Nutritional assessment - high energy malnutrition is common with severe 
obesity, micronutrient deficiencies should be corrected prior to surgery 
Very low calorie diet (meal replacements) for at least two weeks prior to 
surgery to induce weight loss and reduce risk of complications. This weight 
loss can reduce liver volume and visceral adiposity, making the surgery 
technically easier to conduct, and improve short term outcomes.  
Optimisation of obesity related complications including T2DM, CVS disease, 
liver disease, OSA, asthma   

Key 
procedural 
points 

Usually performed laparoscopically, under general anesthesia. The liver is 
elevated to provide adequate visualisation of the stomach. The greater 
curvature of the stomach is dissected free from the omentum and the short 
gastric vessels.  
A gastroscope is then passed through the esophagus, stomach and into 
the first portion of the duodenum. The gastroscope is then used as a 
template to perform the gastrectomy. A stapler is used to divide the 
stomach into two parts, lateral to the gastroscope. Beginning 2cm proximal 
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to the pylorus and extending to the Angle of His.  
The transected stomach (including the greater curvature) is now 
completely free and removed from the peritoneum. The staple line is tested 
for any leaks via insufflation with a gastroscope while the remaining 
stomach is submerged under irrigation fluid. The staple line is also 
investigated for any bleeding both intraperitoneally and intraluminally with 
the gastroscope. All port sites are then closed.  

Relevant 
Anatomy 

The greater curvature of the stomach is resected, leaving a narrow tube 
of a stomach in place (approximately 4-5 cm wide). No anastomoses are 
required and hence no changes to the path of the digestive tract unlike 
gastric bypass. Gastric volume is reduced by approximately 80%.  
 
Angle of His = acute angle between the abdominal esophagus and the 
fundus of the stomach  

Post-operative 
considerations 

Regarded as a safe, low morbidity and mortality procedure, 
comparable to that of an elective laparoscopic cholecystectomy.  
Prior to discharge, patients undergo a gastrografin swallow study to 
evaluate any potential leaks or strictures. After discharge, follow up 
occurs regularly within the first year, and then yearly after that.   
Intraoperative complications 
● Hemorrhage, injury to surrounding anatomy,  
● Anaesthetic risks   

Early postoperative complications 
● Infection: superficial wound infections, intra-abdominal 

collections, URTI, UTI  
● Leakage or bleed from the staple line, 0.7% risk (may require further 

surgery) 
● Nausea and vomiting (either caused by post-op oedema or kinking of 

the stomach)  
● As with any major surgery: DVT, PE, MI, Stroke  

Late postoperative complications  
● GORD 

○ gastric bypass is surgery of choice for those with GORD. Both 
gastric band and gastric sleeve may cause GORD.  

● Metabolic and endocrine disturbances 
○ involvement of specialist bariatric dietician is essential 
○ common deficiencies: iron, vitamin B12, folate, calcium, 

vitamin D, thiamine, copper and zinc  
● Failure to lose or regain weight 

○ dilation of the sleeve may occur overtime (leading to 
decreased restriction, surgical revision may sometimes be 
indicated)  

○ mean total body weight loss is 20-30%  
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