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Introduction 

Morbid obesity is associated with an increased prevalence of 

numerous physical ailments. The frequency and severity of co-morbid 

conditions is directly proportional to the weight of the patient. Based on 

the guide published by the National Institutes of Health, body mass 

index (BMI) (kg/m²) is used to classify obesity. Most consider morbid 

obesity to refer to patients with a BMI ≥ 40 kg/m² or a BMI ≥ 35 kg/m² 

if co-morbid conditions exist (Gross et al., 2006). 

The condition of morbid obesity presents a challenge to the 

anesthesiologist because of the altered cardiopulmonary physiology and 

the associated pathologies including hypertension, coronary artery 

disease, obstructive sleep apnea, and diabetes mellitus (Ebert et al., 

2006). 

Morbid obesity is one of the most prevalent medical disease states 

in the world, yet few treatment modalities have existed up until the past 

decade. During the past years, innovations in surgical techniques have 

improved. Surgery performed for the treatment of morbid obesity 

commonly referred to as bariatric surgery. As a result of the increase in 

the number of persons undergoing bariatric surgery, the anesthesiologist 

has been faced with the task of managing morbidly obese patients whose 

anesthetic managements are complicated not only by the virtue of their 

weight and the presence of significant co-existing diseases but also by 

the complexity of the surgical procedure (Vallejo et al., 2007). 

Surgical approaches designed to treat obesity can be classified as 

malabsorptive or restrictive. Malabsorptive procedures are rarely used at 
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present. Restrictive procedures include the vertical banded gastroplasty 

(VBG) and gastric banding, including adjustable gastric banding (AGB) 

(Ogunnaike et al., 2002).  

The pain from an open bariatric surgical procedure can be quite 

significant. Epidural analgesia has become a common practice for 

patients undergoing gastric bypass. However, placement of the epidural 

catheter in obese patients can be time-consuming and technically 

difficult (Schumann et al., 2003). There is growing interest for less 

demanding modes of perioperative analgesia such as wound infiltration 

with local anesthetic combined with systemic medications to achieve 

multimodal analgesia (Cashman and Dolin, 2004).  

For adequate analgesic management, timing of drug administration 

is extremely important. High hopes were associated with the use of 

drugs before the surgical injury – pre-emptive analgesia. With time the 

method was modified and the drugs were used throughout the 

perioperative period – the supply started before surgical injury and 

continued through the intra- and postoperative period – preventive 

analgesia. Local anesthetics field infiltration before the skin incision 

reduce peripheral sensitization, by inhibiting transduction and 

decreasing neurogenic inflammation at the injury site, and decreases 

central sensitization by inhibiting transmission of nociceptive stimuli to 

the spinal cord. Re-infiltration the wound with a local anesthetics before 

the placement of sutures, prolong its action over the early postoperative 

period (Daszkiewicz and Wyleżoł, 2010). 

 

http://www.ncbi.nlm.nih.gov/pubmed?term=%22Daszkiewicz%20A%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Wyle%C5%BCo%C5%82%20M%22%5BAuthor%5D


 

 

 

 

 

 

 

 

 

 

 

 

 

 

 


