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Objectives: A practical viewpoint 

• Key implications for the 
pregnancy

• General tips

• Pre-delivery assessment

• Tips for epidural success

• Caesarean delivery

• Post delivery care



• State referral hospital
– 2,000,000 population

• Stand alone Women’s hospital
– No on site ICU
– No ability to ventilate post 

operatively

• 6100 deliveries per annum
– Very high acuity

• Over 400 obstetric cases per 
annum BMI >40



Case History
• 28 yo G3P0

• 230 kg (BMI 76)

• Seen at 20 weeks 
gestation
– Twin pregnancy

– Limited mobility

• Obstetricians are 
scared



Things to ponder….
• What information do you need to find out during your 

assessment?
• What information do you need to tell this lady?
• What information do you need to find out about your hospital? 
• What planning needs to occur for this woman’s delivery?
• How would you anaesthetise her?

– For vaginal delivery?
– For caesarean delivery?
– For a complication of her pregnancy? (eg PPH, fetal bradycardia)



Obstetric Implications of Obesity

• Over represented in mortality reports

• Fetal macrosomia (OR 1.4)

• Pre-eclampsia (OR 4.8)

• Caesarean delivery (OR 1.4 elective, OR 2.1 emerg) 

• Stillbirth (OR 2.07)

• Thromboembolism (4x the risk)

Limm et al BPR Clin O&G 2014



General Tips and Tricks



The six “P’s”
“Prior preparation prevents piss poor performance”



General Tips
• Staff safety

– Appropriate equipment for safe transfers
– Allow extra time

• Are your hospitals physical resources able to cope with 
the weight?
– Bariatric birthing beds, operating tables, commodes, wheel 

chairs

• Do you have the combined expertise to manage the 
obstetric, surgical, medical and anaesthetic issues?



General Tips

• Have documented/disseminated care plans

– Anticipate unplanned presentation

• Multi-disciplinary input as appropriate

– Physicians, dieticians, diabetes

• Close supervision of trainees



Anaesthesia Assessment

• Who to see 

• What to look for

• What to discuss



Who to see
• BMI cutoff

– CMACE/RCOG recommend BMI >40

– Our unit BMI >50

• Co-morbidities
– Selected co-morbidities (eg OSA)

• Post bariatric surgery
– Discussions re deflating lap bands

– Anaesthesia history



What to look for:

• Airway

• Circulation
– Ease of non invasive 

monitoring

– Peripheral IV access

• Back
– Palpable midline structures?

– Impression of midline?

Where is this patient fat?



What to discuss

• Set realistic expectations

• Maternal over fetal 
wellbeing

– Everything will take longer

• Early epidural

– Potentially difficult

– Higher failure rate



Anaesthetic Implications of Obesity & Pregnancy



Practical Tips



Epidural Tips and Tricks
• Always do them sitting
• Ultrasound assistance
• Consider going higher then usual (epidural only)
• Find the midline
• Make sure you find the midline
• Combined spinal-epidurals can provide reassurance of position
• If needing to use a long Tuohy needle, think why?
• Beware exaggerated hypotensive response
• Beware issues of dense motor block in labour

– Mobility, pressure sores

• Consider intrathecal catheters (but rarely first line)
• Review efficacy of labour analgesia regularly



Secure epidural in extended position



Ultrasound and epidurals

Our four step technique

1. Define top of iliac crest 

2. Define midline through symmetry of deeper structures

3. Assess approximate depth to dura

4. Assess potential needle angle to epidural space





Caesarean Delivery
• What incision is planned?

– Intra op analgesia

– Ease of access

– Post op pain

– Wound breakdown (30%)

– Retraction of pannus

• Close subcutaneous tissue

• No subcutaneous drains



• Vertical skin incision: less wound complications

– aOR 0.32 (95% CI 0.17-0.62)

• Observational: RCT needed

April 2014



Antibiotic Dosing:

• Lower tissue penetration 
in obese patients

• Higher dose 
recommended



General Anaesthesia

• Is the obese 
pregnant 
airway more 
difficult to 
manage?







Ramping (and head up)

Oxford HELP





Delaying Desaturation

McClelland, Bogod, Hardman Anaesthesia 2009





• 25 degree head up position, pre-oxygenation
• Nasopharyngeal catheter plus patent airway

– Oxygen 5 l/min versus control
– SpO2 <95% or 4 minutes

• Control: all patients reached <95%, mean 145 seconds
• Oxygen: 16/17 did not desaturate by 4 min



Post Delivery 
Issues



A number of considerations

1. Post op location of care (ICU/HDU/Ward)

2. Analgesia: ?risk of respiratory depression

3. Early mobility: avoidance of pressure sores

4. Thromboprophylaxis



Thromboprophylaxis

• Obesity increases risk of DVT/PE

– BMI >30 aOR 2.65-5.3

– Higher BMI likely confers higher risk



“No data to guide appropriate dosing of LMWH in pregnant women who are obese”

“doses are suggestions only and not evidence based”



Case History Outcomes



Case History: Outcomes
• Booked for elective caesarean at 36/40, midline incision
• Presented at 35/40 overnight in labour/SROM
• Arterial line and peripheral access
• 2 level regional

– Low thoracic epidural (10 cm to space)
– L3/4 CSE (9 cm to space)
– Bupivacaine 0.5% 11mg, fentanyl 25 mcg, clonidine 60 mcg and 

morphine 300 mcg
– Phenylephrine infusion

• Surgical duration of 90 mins



But wait…there’s more
• Referred again with her next pregnancy
• Presents 6 days prior to booked 

caesarean with ruptured membranes
• Similar anaesthetic technique
• Complex surgical procedure: large 

incisional hernia, total operative 
duration 4 hours

• Remained awake for entire procedure



Summary

• The obesity problem is 
getting worse not better

• The obese parturient 
requires considerable time, 
planning and expertise

• Don’t forget the 6 P’s


