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Background and Methods
The widespread prevalence of obesity continues to rise.1 Obesity and dental disease share common risk 
factors and so the demand for dental care for obese patients is escalating.
The impact of obesity on general and oral health, as well as the challenges in delivering dental care for 
this cohort has been previously explored; however this project will outline the increased risk that this cohort 
experience during intravenous sedation (IVS) specifically and propose considerations which will reduce 
these risks. 
Current national guidelines in the United Kingdom provide little detail about managing obese patients using 
benzodiazepine sedation,2,3 despite the increased risk they likely experience.4 Obesity is a risk factor for 
adverse cardiovascular events such as myocardial infarction and stroke and so IVS is an essential tool in 
providing dental care for obese patients because the judicious use of carefully controlled sedation will lower 
the sympathetically induced stress response and associated oxygen demand, thereby managing this risk.
Literature from dentistry and other medical specialties is reviewed to present suggestions such as the 
benefits in administering supplemental oxygen and the use of capnography as a monitoring tool. 
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Figure 1: Increased Risk of Sedation in Obese Patients

Pre-operative assessment considerations

a. STOPBANG score - score >58 - requires investigation by medics prior to IVS
b. A diagnosis of moderate to severe OSA - refer to secondary care sedation service 
c. Any clinical features of OHS - refer to anaesthetist led sedation service
iv. Co-morbidities 
a. Significant cardiac morbidities - refer to an anaesthetist led sedation service
b. Signs of significant respiratory disease (e.g. wheeze, using home oxygen therapy for COPD) - 
refer to an anaesthetist led sedation service
v. Vital signs 
a. Baseline Sp02 of 94% or less - refer to an anaesthetist led sedation service
b. Severe hypertension (e.g. > 180/110mmHg) - requires investigation  
by medics prior to IVS9,10

vi. Venous access
a. Location, stability and venous refill of veins suitable for cannulation 

SDB = periods of apnoea during sleep: a spectrum of disease....
Obstructive Sleep Apnoea (OSA) < Obesity Hypoventilation Syndrome (OHS)

1. Obesity 
2. Sleep disordered breathing
3. Daytime hypercapnia

Management Considerations 
1. Pre-operative starvation: abstinence from solid 

food for 6 hours prior to IVS and clear fluids from 2 
hours before the appointment11

2. Optimisation of patient positioning: ramped 
position with ear at level of sternal notch12

3. Dental team: separate operator and sedationist, 2 
sedation qualified and experienced dental nurses 
with assigned airway management roles, regular 
scenario and ‘team’ training

4. Venous access aids: additional ultrasound and 
infrared vein finger technology13,14

Image 1: Patient in a bariatric dental chair  
with ears level with sternal notch 

Capnographic monitoring 
• Relevant transferrable literature exists from other specialties which highlights:

• benefits of microstream capnometry in early detection of apnoea/obstruction
• benefits for obese patients due to difficulty in detecting apnoea15

• advantages in this monitoring equipment when supplemental oxygen  
is being given16,17

Supplemental Oxygen
• Relevant transferrable literature exists from other specialties which highlights: 

• during sedation with benzodiazepines hypoxia in obese patients is reduced18,19

• increases time from obstruction to desaturation 
• reduced risk of cardiac ischaemia
• controversy exists with the small percentage of patients with OHS:  

possibility of reduction in respiratory drive in hypercapnic patients20

6. Use of supplemental oxygen: administered via nasal cannula throughout treatment at 2-4l/min

Conclusions
The key considerations for assessment and management outlined above will help to ensure safe 
management of this cohort and prevent adverse events. 

Obesity is not a contra-indication to sedation but individuals with moderate to severe OSA,  
OHS or associated co-morbidities should be identified and referred to specialist colleagues  
and may be more safely managed by an anaesthetist in an acute hospital setting. 

Further high quality research is needed to conclusively demonstrate the benefits  
of supplemental oxygen and use of capnography.

7. Airway management: for patients who use CPAP devices, ensure optimisation  
of prescribed pre-operative use21 + post-operative use during recovery period22

8. Longer recovery period prior to discharge
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i. Airway
a. Airway patency and factors compromising neck extension: airway assessment tools including Mallampati 
and Cormack & Lehane are useful, but their effectiveness is limited by issues of reliability, reproducibility 
and sensitivity.5

b. Factors compromising use of bag and mask (e.g. large neck circumference, facial hair, receding 
mandible, edentulous state, reduced neck mobility6) OR nasopharyngeal airway  
(e.g. nasal obstruction). 
ii. Aspiration
a. Aspiration risk factors (e.g. hiatus hernia, reflux7)
iii. Sleep disordered breathing (SDB)

5. Monitoring equipment: pulse oximetry, blood pressure monitoring every 10 minutes throughout 
treatement, capnography


