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INTRODUCTION

Over the last 40 years Obstetricians have been concerned about
improving Perinatal Mortality outcomes throughout the world. As a
result much attention has been focused on the commonly recog-
nized problems associated with pregnancy such as Pregnancy
Induced Hypertension, Gestational Diabetes, Preeclampsia/
Eclampsia, Cord Prolapse, Abruptio Placentae etc. While weight
gain during pregnancy has been approached, Obesity in
Pregnancy has not been under the same scrutiny as other serious
issues faced by the Obstetritian. In fact, even the definition of what
constitues obesity has never quite been determined. This chapter
is focussed on obesity during pregnancy.

DEMOGRAPHICS AND THE SCOPE OF THE PROBLEM

The Nation Centerfor Health Statistics estimatesthat 54%of
Americans are overweightand about 21%are obese. Sincethe def-
inition of what constitutes obesityduring pregnancy varies, it is dif-
ficult to put accurate numbers on this diagnosis. However, 18% of
US women have a Body Mass Index (BMI) in excess of 30 — com-
monly recognized to indicate obesity. One group estimates that
26% of women weigh equal to or more than 200Ibs, 8% equal to
or more than 2501Ibs, and 2% equal to or more than 300Ibs. By this
measure 36% of all US pregnancies meet one definition of obesi-
ty i.e. greater than 200Ibs. By comparison, the rate for preeclamp-
sia is between 5 and 8%, depending on the source. Of course
these data are not mutually exclusive since the risk of developing
preeclampsia doubles for every 5 — 7 Kg/M2 increase in BMI.

ASSOCIATED DISORDERS

There are consequences for obesity which are focused on the
medical codition of the patient, the neonate, the obstetric man-
agement, and the anethetic management. Of particular impor-
tance are the common obstetric diseases such as
Preeclampsia/Eclampsia. Gestational Diabetes, and Pregnancy
Induced Hypertension. There are many other conditions more
common in the obese obstetric patient including, multiple preg-
nancies, abnormal presentations, fetal macrosomia, prolonged

labor, post-partum hemorrhage. Infants of obese parturients have
an increased risk of low Apgar scores, neural tube defects, obesi-
ty, and an increased requirement for admission to an intensive
care unit.

Anesthesia problems include but are not limited to difficult airway
management, increased risk for aspiration, technical difficulty with
anesthesia, prolonged surgery, and increased blood loss.

PREOPERATIVE ANESTHESA PROBLEMS

Intravenous access frequently is more challenging. eins are invis-
ible beneath adipose tissue, and anesthesiologists are consulted
for invasive intravenous access much more commonly in obese
women. Since all parturients require intravenous access these
women have frequently undergone multiple attempts at I/V access
before the anesthesiologist arrives on the scene. Theyare often
tearfuland quite frustrated about having been hurt many times with
no success. Theyrequire intense sensitivity and carful planning
with expert assistance and all necessary equipment present
before more attempts are made. Full informed consent is vital to a
good understanding of the options fro analgesia, and the benefits
and possible complications should be discussed as thoroughly as
the patient desires.

ANESTHETIC MANAGEMENT
Labor and Delivery

The possible array of analgesia options for labor and delivery
include intramuscular, and intravenous analgesics(narcotics) and
the full range of regional techniques. paracevical blocks are much
more difficult in obese patients especially when the patient is
already in painful labor. Epidural anesthesia can be more difficult
in the obese parturient, and combined spinal-epidural might be a
less favorable options. Saddle block and continuous spinal anes-
thesia are also options. A good anesthetic is essential for intru-
mented vaginal delivery which might also be more common in the
obese. It is also wise to avoid motor weakness if possible in this
population since getting about might be very difficult.
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Cesarean Section

Choices include general anesthesia or one of the regional tech-
nigues. Since the number of deliveries which come to C/Section
are increased in the obese parturient, technique of anesthetic
management has received much attention. There is good evi-
dence to support the notion that al regional techniques are more
difficult in the obese population, and that the safety is reduced.
Issussuch as position during the block placement, posture, and
the effect of gravity and adipose tissue on local anesthetic spread
have all been studied. Certainly landmarks are more difficult to
identify, and equipment might have to be changed to cope with
deeper anatomic structures.

It is now acknowledged that the obese parturient is more likely to
have a difficult airway. The literature contains many articles which
confirm this. The outcome and data from the closed claims proj-
ects also draws attention to the potential for airway problems in
this population. A thorough understanding and appreciation of air-
way management in the obese parturient is fundamental to the
safety of this population.

POSTOPERATIVE COMPLICATIONS

by far the primary reason for post operative morbidity is the airway
management in patients undergoing general anesthesia for
C/Section. Other areas requiring attention include prolonged sur-
gery and increased blodd loss, which are related to each other.

POSTOPERTIVE ANALGESIA

Epidural ansthesia may be the best option although other modal-
ities have been used. there are a couple of case reports which
document the danger of using patient controlled narcotic tech-
niques in the presence of severe obesity.
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