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Due to obese patients having a decreased FRC desaturation is rapid. Thus 

preoxygenation, patient ramped or in reverse Trendelenburg is key to 

denitrogenation (2). Ramped position (sniffing position) to improve the 

view and reduce apneic time while also increasing the oxygen reserve (2). 

Oxygen flow should be 3-5 minutes with 100% with positive pressure 8-

10 cm H2O of the Adjustable Pressure Limiting valve (2). Patients should 

receive prophylaxis against aspiration which may be an H2 blocker and a 

prokinetic (1). LMAs are contraindicated because mechanical ventilation 

with PEEP should be the method of ventilation (1). When setting the 

mechanical ventilation with PEEP, Tidal volumes should be based on 

Ideal Body weight at 6-8 ml/kg and titrate PEEP to an acceptable level to 

maintain O2 saturation (1).
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Obese patients need to be fully awake/alert, have hemodynamic stability, 4/4 

twitches, generation of own tidal volume > 5mL/kg ideal body weight, a RR 

of 10-30/min, Acceptable ABG (pH 7.35- 7.45), SpO2 > 95%, PaO2 > 80 

mmHg, and a PaCO2 < 50 mmHg.

In PACU patients should have full monitoring, be semi seated/head elevated, 

Oxygen therapy/CPAP/NIPPV. Obese patients should be observed at least 1 

hour after admission. After PACU discharge criteria met → anesthetist 

assessment → discharge 

Common postoperative complications and treatments are post anesthetic 

hypoxia/atelectasis (Continuous positive airway pressure, BiPAP, 

Recumbent); Hypercarbia (minimize opioid use); Respiratory depression/  

early ventilatory failure with need for continued or reintubation; Deep Vein 

Thrombosis prophylaxis/Venous thromboembolism (early ambulation 

decreases risk); Hemodynamic instability (fluid delivery); Postoperative 

nausea and vomiting (minimize opioid use) (6).

Classification of Body Mass Index is Underweight, Normal, 

Overweight, and Obese. Obese has 3 classes with I 30-34.9 II 35-39.9 

and III being greater than 40 (1). Higher the class increases the risk of 

developing health problems. Health problems that stim from Obesity: 

All-causes of death (mortality), High blood pressure (hypertension), 

High LDL cholesterol, low HDL cholesterol, Type 2 diabetes, 

Coronary heart disease, Stroke, Gallbladder disease, Osteoarthritis (a 

breakdown of cartilage and bone within a joint), Sleep apnea, Low 

quality of life, Body pain and difficulty with physical functioning (6). 

Make sure to have adequate NIBP/A-line. Will need adequate access to 

veins so longer needle length is recommended (7). Different pulse 

oximetry methods needed. Core or surface temperature will be needed. 

Two OR tables or specially designed tables. Appropriate positioning 

equipment and help.

Obese patient are harder to care for because of the materials 

required to support their airways and hemodynamics due to their 

dynamic vulnerability. Adjustments in preoperative planning, 

patient positioning, induction, maintenance drug dosing, and 

extubation for these patients. For preop STOP-BANG is the 

preferred pneumonic. Patient positioning depends on the 

surgery. Plan management considers comorbidities. For 

induction, patient is ramped and induced with fast technique to 

limit intraoperative complications. Maintenance drug dosing 

must be done based on IBW and TBW. Extubation should be 

done awake and with criteria selective to obesity. 

If the parameters and guidelines for anesthetic obesity management are 

followed it decreases the risk of preoperative, intraoperative, and 

postoperative complications. The studies that the guidelines were pulled 

from were all retrospective due to the ethics of reviews. Overall, the 

studies combined will lead to a safer and more competent practice of 

anesthesia on the obese population class of BMI> 30. 

Introduction

Intubation

ConclusionSTOPBANG has 

been proven to be a 

quick and efficient 

way to assess obese 

patients (5).

Lipophilic drugs dosed by TBW for loading and adjusted by IBW 

for maintenance (2). For shorter cases Sevoflurane is 

recommended over Desflurane and Isoflurane (8).


