
Introduction

Methods

References

 Increasing incidence of morbid obesity is resulting in increased
number of these patients having surgery and requiring Acute
Pain Management
 Other than weight loss (bariatric) surgery, obese patients
present for joint replacements, spine surgery and other general
and gynecological procedures
 Physiological changes of obesity, associated co-morbidities and
obstructive sleep apnea (OSA) challenges may impact
conventional opioid-based pain management [1]
 Effective pain management is essential component of recovery-
early ambulation and feeding reduce complications
Multimodal analgesia & enhanced recovery after surgery (ERAS)
protocols are well established elsewhere, but may not be fully or
adequately evaluated in morbidly obese patients [2]
 The aim of this study was to review the evidence for acute pain
management in morbid obesity.

• Peer reviewed literature search using relevant keywords-morbid
obesity, acute/ postoperative pain, ERAS and bariatric anesthesia

•Search limited to studies published after 2000

•Screening for population (obese, morbidly obese); intervention
(study drug for acute/ postoperative pain management),
comparisons (placebo or standard of care) and outcomes (pain
scores, analgesic consumption, side effects, LOS, Satisfaction and
Recovery Scores).

•Excluded studies of obstetric anesthesia, case reports and
conference abstracts.

•Findings reviewed and a summary for each modality with level
of evidence and grade of recommendations as per Oxford Center
for Evidence Based Medicine (OCEBM)

Conclusions
• Standardized protocols for acute pain management are required
in patients with morbid obesity

• Step wise multimodal analgesia improves safety and outcomes

• Important to identify & treat acute neuropathic pain with
appropriate adjuvants

• Overall, Acute Pain Management should aim for high quality pain
relief with both short and long term benefits
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¤ Class of Recommendation
Level A: Good evidence, benefits> potential risks. 

Level B: Fair evidence, benefits> potential risks
Level C: Fair evidence- some benefits, but the balance is too close to generalize 

Level D: At least fair evidence, the risks > potential benefits 

*Level of Evidence

I- SR

II- RCT

III- Prospective Cohort

IV- Retrospective 

V- Expert opinion

Results
• Search completed March 2015 resulted in 600+ citations
• After removing duplicates, a narrative review based on 75 studies
• Majority from bariatric anesthesia and weight loss surgery [1, 2]

• Morbid obesity increases the risk of postoperative sedation,
respiratory depression, airway obstruction and hypoxemia related
to opioid analgesia

• Good quality evidence confirms the role of multimodal analgesia
in decreasing pain, opioid analgesic use and side effects [1, 2]

• Regional anesthesia (central, neuraxial and plexus) techniques
widely used in morbidly obese patients with similar satisfaction
but increased failures and complications [3]

Discussion
• Foundational Analgesia- Acetaminophen and NSAIDs are

recommended but evidence is lacking
• Intermediate Analgesics (Tramadol) used in standard protocols
• Opioid use is safe and effective if used with multimodal analgesia

and IVPCA’s (without continuous infusions) are safe [4, 6, 10]
• Adjuvants- ketamine, lidocaine, dexmedetomidine, clonidine and

pregabalin reduce pain, analgesic use and side effects [11-15]
• Other ERAS outcomes can be achieved in obesity [11, 12]
• Opioid sparing/ free analgesia protocols described[13]
• Novel regional anesthesia techniques- Rectus Sheath, TAP blocks

and Intra Peritoneal Local Anesthetics (IPLA) are evolving [18- 20]
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Acute Pain Modality *Level of 

Evidence

¤ Class of 

Recommendation

Acetaminophen 4, 5, 6 IV B

NSAIDs 7, 8 IV C

Tramadol 9 III B

Opioids 10 IV C

Dexmedetomidine 11, 12 II B

Ketamine 9, 13 III B

Lidocaine 14 II B

Gabapentin/Pregabalin 15, 16, 17 II C


