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hospital.
“if i have an obese trauma

patient, i will discharge the patient
to the sleep study lab for a
polysomnography. if osa is diag-
nosed, i can get insurance
approval for an in-home cpap
machine pretty quickly,” he says.

good OR plan a must
an operative plan that considers
all the special needs of the
morbidly obese patient is critical,
according to dr. French, who does
not perform any significant outpa-
tient surgical interventions on
obese patients.

because obese patients
frequently exceed the weight
capacity of the operating room
(or) table, he suggests placing
two or tables side by side, head-
to-head or head-to-foot. This
arrangement, however, makes it
difficult to get a good lateral c-
arm image with a fluoroscope.

a lateral position on the or
table is best for the obese patient; a
prone position is the worst.
dr. French also suggests allowing
obese patients to position them-
selves on the table while they are
awake so that the surgical staff
won’t hurt their backs trying to
move obese patients who are para-
lyzed by anesthesia.

rhabdomyolysis can occur,
particularly if the patient has been
on his buttocks for a long time.
downside compartment syndrome
has been reported as well as
alopecia.

anesthesia also has to be
adapted to the special require-
ments of the very obese patient.
“often, anesthesiologists don’t
want to intubate obese patients
unless the patients are awake,”
explains dr. French. “The anes-
thesiologist will use fiber optic
intubation or a regional anes-
thetic.”

The anesthesiologist should
discuss which type of anesthesia
will be used with the patient prior
to the surgery. if a regional anes-
thetic is used, dr. French suggests
adding an extra hour to the opera-
tive time.

“preoperative sedation should
be given intravenously—not intra-
muscularly,” he notes. “if general
anesthesia is used, my preference is
to admit the patient to the inten-
sive care (icu) or the step-down
unit following surgery.”

He contacts the unit staff to let
them know what is needed. “i
want to make sure that the patient

doesn’t desaturate, doesn’t have
any arrhythmias, remains oriented,
and is able to take pain
medications.”

The surgical instruments that are
used on a routine basis may not be
large enough for the morbidly
obese patient. “We have a separate
instrumentation set for some of our
larger patients. it’s very helpful in
reducing frustration and lowering
operative time,” he says.

once the surgery has been
completed, dr. French doesn’t use
staples or sutures in the skin. “i
put an adaptic dressing over the
incision. The sponge should be just
slightly less than the size of the
adaptic to decrease wound
complications.”

Wound complications are a
major consideration for morbidly
obese patients, according to
george V. Russell Jr., MD. “if a
patient is morbidly obese with a
bmi of 40 or greater, the risk of a
wound complication developing is
5 times greater than for normal-
sized patients.”

Higher morbidity, increased
mortality rates found
obesity has been associated with
higher morbidity and increased
mortality rates.

in a large retrospective review
of 1,153 trauma patients admitted
to the icu from 1998 to 2003,
obese patients had more complica-
tions than those who were not
obese (42 percent versus
32 percent; P=0.002).

Those who were obese had
longer stays in the icu, more days
of mechanical ventilation, and
showed a trend toward multi-
system organ failure and acute
respiratory distress syndrome.
obesity was also found to be an
independent risk factor for
mortality (odds ratio of 1.6;

95 percent confidence interval,
range 1.0–2.3; P=0.03).

A plea for compassionate
care
dr. russell has had extensive
experience caring for the
morbidly obese, in part because
he practices in an area that has
the highest incidence of obesity in
the nation.

“everybody knows that these
patients are big,” he says. “They

know it and we know it. but i
would like to ask that we care for
these patients with compassion as
we work through these very diffi-
cult issues.” NOW

Dr. Russell reported the
following disclosures: Zimmer,
Synthes, and Stryker. Dr. French did
not have any disclosures to report.
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obesity substantially increases a
patient’s chances of needing a
joint replacement. The chances
of having a knee replacement are
8 times higher for patients with a
bmi greater than 30—and 18
times higher for patients with a
bmi of 35 or more, according to
Bas A. Masri, MD, fRCSC.

“The morbidly obese have
higher complication rates, may
have more pain after surgery,
and have a higher rate of infec-
tion and a higher loosening or
failure rate that would result in
revision. The increase in obesity
seems to have a greater effect on
knee replacement patients
compared to those requiring hip
replacements,” says dr. masri
(Table 2).

once obese patients have a
joint replacement, do they lose
weight? Though many obese
patients say they will lose weight
following a joint replacement,
the statistics do not support that
claim.

according to one study,

patients gained an average of
1.2 kilograms (kg) one year after
joint replacement surgery.

“if the bmi was 25 to 30, the
patients gained an average of
3.6 kg, which is much more than
the weight of the implant. if the
bmi was 30, there was no signif-
icant change,” says dr. masri.

surgical outcomes can
markedly improve if the patient
loses weight prior to surgery,
according to several studies.

“i have had personal experi-
ence caring for patients who
have had bariatric surgery and
the change is incredible,” he
says. “it makes the joint
replacement surgery more
predictable and produces better
outcomes.”

dr. masri will accept patients
for joint replacement with bmis
up to 50. after that point, he
refers them for bariatric surgery.

dr. masri’s institution receives
financial support from Zimmer,
stryker, and depuy.
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Table 2 Relative Risk (RR) of Total Joint Replacement

Overweight Obese Class I Obese Class II Obese Class III

RR for Total Hip Replacement RR for Total Knee Replacement

1.92
3.20 3.42

8.53

5.24

18.73

8.56

32.73
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• From 1960 to 2000, the

rate of obesity more than
doubled in the united
states—from 12.8 percent
to 30 percent.

• more than 60 percent of all
americans are now consid-
ered to be overweight or
obese based on a bmi of
30 or more.
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