
PATIENT SELECTION CRITERIA:  
CLINICAL CONSIDERATIONS FOR ELEVATED BMI 
The Centers for Disease Control and Prevention (CDC) define an adult’s body mass index (BMI) as weight in kilograms divided by the square of 
height in meters.1 By the year 2030, an estimated 42 percent of Americans will be obese and 11 percent will be severely obese.2 As the number 
of obese patients seen in the ambulatory and o!ce-based (“ambulatory”) settings increases, the number of surgical and invasive procedures 
(“surgery”) suitable to be safely performed in these settings is also increasing.3 

Obesity is often described in three categories4,5,6

Elevated BMI and Ambulatory Surgery 
The diagnosis of obesity alone is not a contraindication to ambulatory surgery.6 There is insufficient evidence recommending one “cut-off” 
BMI above which it’s not safe to have surgery in the ambulatory setting.5-7 Determining the appropriateness of the ambulatory setting for 
an obese patient is a multifactorial decision that involves several considerations. For example, an elevated BMI is often correlated with other 
comorbidities, such as obstructive sleep apnea (OSA), coronary artery disease, diabetes, and hypertension.3,5-8 Additionally, obese patients are 
more likely to experience wound infections, unplanned hospital admissions, and respiratory complications.4,5,9 

Whether an obese patient is a candidate for surgery in the ambulatory setting depends on the patient’s specific comorbidities, type of 
procedure, anesthetic required, proceduralist’s experience, facility’s available standard and emergency equipment, established facility 
policies and procedures, and the anesthesia professional’s discretion.2,5,6 While there is insu!cient evidence to issue clinical guidelines or 
recommendations, a facility can establish a multidisciplinary team of experts to develop a patient selection policy that is appropriate for the 
facility’s patient population. 

Preanesthesia and Preoperative Assessment and Evaluation 
Airway accessibility is one of the main concerns of anesthesia professionals when providing care to an obese patient.9,10 Obesity increases the 
risk for di!cult mask ventilation and di!cult tracheal intubation by 30 percent.7,10,11 For obese patients, the anesthesia professional should 
document or verify documentation of the patient’s cardiac assessment and a STOP-Bang questionnaire to screen for OSA.7 The preanesthesia 
assessment and evaluation, along with patient optimization based on comorbidities, may reduce the risk of perioperative complications.5

Learn more at: AANA.com/FacilityConsiderations

Questions? Contact us. 
practice@aana.com

Disclaimer: Please note the information in this document is not written as requirements 
or standards. These considerations are largely based on expert opinion, as there is 
limited evidence to develop formal guidelines. This resource is for information only and 
is not medical or legal advice. These considerations may be used as reference when 
developing facility policy. CRNAs practice in accordance with professional ethics, scope 
and standards of practice, sound professional judgment, the best available evidence, the 
best interests of the patient, and applicable law.
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• Patients with Class 2 obesity and above (BMI >35) are
at greater risk of di!cult or failed intubation. During the
preanesthesia assessment and evaluation, perform a clinical 
examination, including evaluation of the patient’s mouth
opening, head and neck deformities or masses, dentition, neck
range of motion, and temporomandibular joint mobility.10

• Patients with Class 3 obesity (BMI of >40) are more susceptible
to perioperative events such as airway complications and
sudden cardiomyopathy leading to increased mortality.
Consider this during the preanesthesia and presurgical/
preprocedural assessment and evaluation and the development
of the anesthetic plan.5-7

• Super obese patients (BMI >50) face an increased mortality
risk when combined with comorbidities. Select these patients
with caution and carefully evaluate whether a hospital may
o"er a safer alternative to the ambulatory setting.6,7

• Position the patient in a semi-upright or ramped position.4,10

• Calculate pharmacologic agents based on ideal body weight (IB W)
as opposed to actual body weight, as adipose tissue has relativ ely
low blood flow.4,12 To determine the patient’s IBW, the anes thesia
professional can use one of the known equations by Devine (197 4),
Robinson et al., (1983), or Miller et al. (1983).13

• Avoid or titrate opioids carefully if the patient has a confirmed  or
suspected diagnosis of OSA.2,4
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