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ANESTEZIOLOGIE A INTENZIVNi MEDICINA

Kazda nemocnice by méla urcit anesteziologa
koordinujiciho anesteziologickou péci (v origi-
nale nazyvan jako ,anesthetic lead“) pro obézni
pacienty.

. Operacni program by mél obsahovat i tidaje

o télesné hmotnosti a BMI pacienta.

. O obézni pacienty by mél peCovat zkuSeny ane-

steziologicky a chirurgicky tym.

. Dostupnost pomficek ur¢enych pro obézni pa-

cienty je nezbytna.

. Centralni obezita a metabolicky syndrom by

meély byt povazovany za rizikové faktory.

. U vSech obéznich pacienti by mélo byt vZdy

pomysleno na pritomnost dychacich obtizi
spojenych s poruchou spanku.

. Pokud je ve zdravotnickém zatizeni provadén

uvod do anestezie mimo operacni sal, u obéz-
nich pacientd by mélo byt zvdzeno jejich uve-
deni do anestezie pfimo na opera¢nim stole.

. Preferovany jsou techniky regiondlni anestezie,

ackoliv jejich provedeni miiZe byt obtiZné nebo
inemozné.

. Zajisténi dychacich cest mlZe byt obtizné,

jejich zajisténi by mélo byt vzdy peclivé pla-
novano.

Pro uivod do anestezie a ve fazi zotavovani
z anestezie je doporucena poloha s podlozenou
hlavou nebo poloha v polosedé.

Davkovani anestetik a jinych farmak je do-
poruceno odvijet od tzv. libové (lean) télesné
hmotnosti a na zdkladé titrace i¢inku spisSe nez
podle celkové télesné hmotnosti.

ZvysSena opatrnost je doporucena pri pouziti
opioidl a sedativ s dlouhym polocasem.
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13. Pri pouziti svalovych relaxancii (NMBA) by

meéla byt vzdy monitorovana hloubka svalové
relaxace.

14. Monitorovani hloubky anestezie by mélo byt

vzdy zvazovano, zejména pokud je pouzivana
technika TIVA v kombinaci s NMBA.

15. Obézni pacienti maji vyssi vyskyt hluboké zilni

trombdzy (DVT). Prevence DVT a ¢asna imobi-
lizace jsou doporuceny.

16. Rozhodnuti o planované pooperacni péci na

pracovisti intenzivni péce by mélo vychazet
vice z existujicich komorbidit a typu operace
nez jen existence obezity samotné.

Obr. 1 Tzv. ramping position
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THE SOCIETY FOR OBESITY AND BARIATRIC ANAESTHESIA SUMMARY

ANAESTHESIA FOR THE OBESE PATIENT: BMI>35KG/M?

Preoperative Evaluation

Consider:
S Snoring: do you snore loudly (louder than talking Bloods gases/Sleep Studies
or heard through a closed door? Preoperative CPAP
. i Any of: YES Echocardiogram
T I}f&?ﬁg::’;‘i‘nﬁe" feel tired fatigued or sleepy Pooyr functional capacity Cardiorespiratory referral
' Abnormal ECG /V
(Q | Observed: Has anyone observed you stop Uncontrolled BP/IHD \ - - .
breathing during sleep? S]JOZ <94% on air eel expenteer;c;1 anaesthetic
P Blood Pressure: boyou have or are being Poorly controlled asthma/COPD If major surgery consider HDU
treated for high blood pressure? Previous DVT /PE
B | BME: swi-ssig/me STOP-BANG = 5 T~ [N
\ Maybe suitable as Day case
A Age: age>50 surgery
SEE BELOW
N NecK: Neck circumference >40cm (16 inches)
G Gender: Male
Central Obesity (waist > half height) s v S Gl
Difficult airway /Ventilation problems more likely il y
: N . (Fat outside body
Greater risk of CVS disease, thrombosis ‘ i)

T'Risk of Metabolic syndrome:
Central Obesity plus Hypertension
Dyslipidaemia, Insulin resistance

Less co-morbidity

Apple Body Shape vs. Pear Shape Body

Intra Operative Management

Suggested Equipment Ramping
Suitable bed/trolley & operating table

Anaesthetic Technique
Consider premed antacid & analgesia,

Gel paddi d N bl Ear level with sternum. Reduces careful glucose control & DVT prophylaxis.
exeleggionlzi;r\zlbj;rg:ppmg) table risk of difficult laryngoscopy, Self-position on operating table.

; ilati Preoxygenate & intubate in ramped position
Forearm cuff or large BP cuff improves ventilation. e pec b

+/- CPAP. Minimize induction to ventilation
interval to avoid desaturation. Commence
maintenance anaesthesia promptly.

Tracheal intubation is recommended.

Avoid spontaneous ventilation. Use PEEP.
Use short-acting agents e.g. desflurane or
propofol infusion, short-acting opioids,
multimodal analgesia. PONV prophylaxis.
Ensure full NMB reversal.

Extubate and recover in head up position.

Ramping device, step for anaesthetist, Tragus level
difficult airway equipment, ventilator with sternum
capable of PEEP and pressure modes.
Hover mattress or equivalent.

Long spinal, regional and vascular needles.
Ultrasound machine.

Depth of anaesthesia and neuromuscular \
monitoring.

Enough staff to move patient.

Drug dosing- what weight to use?

Induction agents: titrate to cardiac output- this equates to lean SuggeSted dostng ({5 |m(?s for anaeSthetI.c drugs
body weight in a fit patient. Lean Body Weight | Adjusted Body Weight
Competitive muscle relaxants: use lean body weight. Males 100Kg Females 70Kg Ideal plus 40% excess
Suxamethonium use total body weight Propofol induction Propofol Infusion
Neostigmine: Increase dose. Measure response Thiopentone Alfentanil
Opioids: Use Lean body weight. Care v'vith obstructive apnoeal Fentanyl Lidocainc
TCI propofol: IBW plus 40% excess weight - ——
Rocuronium Neostigmine (max 5mg)
If in doubt, titrate and monitor effect! Alracurium Sugammadex (see package insert)
Vecuronium Antibiotics
Lean Body Weight this exceeds Ideal body weight in the obese Morphine Low Molecular weight Heparin

and plateaus =100kg for a man, =70kg for a woman.
Ideal Body Weight in Kg - Broca formula
Men: height in cm minus 100  Women: height in cm minus 105

Paracetamol

Bupivacaine

Post Operative Management

PACU discharge: Usual discharge criteria should be met. In addition, SpO, should be maintained at pre-op levels with
minimal O, therapy, without evidence of hypoventilation.

OSA or Obesity Hypoventilation Syndrome: Sit up. Avoid sedatives and post-op opioids. Reinstate CPAP if using it pre-op.
Additional time in recovery is recommended, only discharge to the ward if free of apnoeas without stimulation.
Patients untreated or intolerant of CPAP who require postoperative opioids are at risk of hypoventilation and require
continuous oxygen saturation monitoring. Level 2 care is recommended. Effective CPAP reduces this risk to near normal.
Ward care: Escalation to Level 1, 2 or 3 care may be required based on patient co-morbidity, the type of surgery undertaken
and issues with hypoventilation discussed above. General ward care includes: multimodal analgesia, caution with long-
acting opioids and sedatives, early mobilisation and extended thromboprophylaxis.

See www.SOBAuk.com for references Updated November 2014

Obr. 2 Zasady anesteziologické péée u obéznich pacientti (volné ke stazeni na www.sobauk.com)
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Vybrané klinické poznamky
z origindlniho textu

Dychaci systém a dychaci cesty

e Obézni pacienti maji vySsi vyskyt syndromu
spankové apnoe.

e K detekci spankové apnoe lze vyuzit dotaznik
STOP-BANG
(najdete napt. na www.stopbang.ca).

e Obézni pacienti maji o 30 % vyssi riziko obtiznych
dychacich cest.

e Obvod krku nad 60 cm je spojen s 35% vyskytem
obtizné intubace.

e Mezi pfiznaky, které indikuji pfitomnost zavaz-
ného postizeni dychaciho systému patfi:

- SpO,na vzduchu pod 95 %,

- usilovna vitalni kapacita nizsi nez 3 litry,

- piskoty a vrzoty i v klidu,

- koncentrace bikarbondtu v séru nad 27 mmol/1.

e Pro ivod do anestezie se doporucuje tzv. ramping
position (obr. 1nas. 240).

Koncept ,SBD-safe anaesthetic*

e Koncept vychazi z pfedpokladu, Ze vSichni obézni
pacineti maji néjaky stupen poruchy dychani
souvisejici s poruchou spanku (SBD = sleep-disor-
dered breathing).

e Mezi uzite¢né postupy patfi:

- vyhnout se celkové anestezii, je-li mozno a pre-
ferovat regionalni techniky;

- pouzivat technologie umoznujici sledovat
hloubku anestezie;

-v prfipadé pouziti NMBA vZdy monitorovat
hloubku svalové relaxace;

- pouzivat metody multimodalni analgezie;

- zajistit zvySenou polohu hlavy/horni poloviny
téla ve fazi zotavovani z anestezie;

- monitorovat SpO, az do faze dosazeni pfedo-
peracniho stupné mobility.

ANESTEZIOLOGIE A INTENZIVNi MEDICINA 2015, 26, ¢. 4

Posouzeni zotaveni z anestezie neZ bude

pacient preloZen na tzv. standardni oddéleni

e Pacient splniuje lokalni kritéria zotaveni z ane-
stezie.

e Pacient ma normalni dechovou frekvenci bez epi-
zod hypopnoe ¢i apnoe nejméné jednu hodinu.

e Hodnota SpO, je identicka s pfedopera¢ni hodno-
tou (s pouzitim kysliku ¢i bez néj).

The Society for Obesity and Bariatric Anaesthe-
sia UK: www.sobauk.com na svych strankach na-
biz{ volné ke stazeni tzv. SOBA-single sheet guide
(obr.2mnas. 241).
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