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USA obesity rates



CONCLUSIONS: 

Obesity is now a global public health 
emergency. 

The etiology of obesity is multifactorial, 
involving genetic predisposition, 
environmental factors, and behavioral 
aspects, which means that a personalized 
approach would be more effective in 
prevention and treatment. 

Although obesity drugs, including GLP1 
receptor agonists, are in high demand, 
they would not be expected to lead to 
long-term weight loss and weight control 
when used alone, even if costs were not 
prohibitive. 





Educational objectives

1. Better understand how excess estrogen and behavioral provider 

tendencies combine to increase risks of GYN cancers.

2. Become familiar with current guidelines for the workup and treatment 

options for gynecologic disorders in this population

3. Enhance the recognitions of perioperative testing parameters to reduce 

the risk of postop complications

4. Explore the plethora of widening non-surgical options to avoid major 

surgery in this high-risk population
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Obesity

Excess estrogen

Proliferative glandular
epithelial changes

Complex atypical 
Hyperplasia/EIN

Getting to uterine cancer



• Prospective cohort study

• 306 patients with biopsy diagnosis of 
complex atypical hyperplasia/EIN

• Immediate hysterectomy

• Rate of endometrial cancer: 43%
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Lifetime risk general population: 3%

Lifetime risk with BMI 40+ = 10-15%

Lifetime risk BMI 50+? 60+?



Common symptoms

1. Postmenopausal bleeding

2. Postmenopausal bleeding

3. Postmenopausal bleeding

4. Postmenopausal bleeding

5. ->



Premenopausal: 15 – 20% diagnoses

Symptomatic women with:
 BMI > 30 are 5-fold increased risk
 BMI > 40 are 20-fold



EMBx should be performed in 
patients with AUB who are older 
than 45 years as a first-line test - 
also in 35+ years with a history of 
unopposed estrogen exposure 
(obesity or PMOS)







• RUMI

• Speculum limits

• Ditch the chair

• Blind is better
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CONCLUSIONS 

“The most fulfilling part of successfully performing minimally 
invasive surgery in morbidly obese patients is that, even though 
the level of technical difficulty escalates proportionally with 
BMI without cresting, the clinical benefit to this challenging 
patient population is realized in parallel. 

Rates of intraoperative and postoperative complications are 
decreased, and risk of blood transfusion is less, with much 
shorter length of hospitalization.

On the other hand, what ordinarily would constitute a 
relatively minor intraoperative set-back or trivial event can 
more readily cascade into catastrophe, and poor techniques are 
eventually going to be exposed. 

To consistently achieve good, even excellent, outcomes will test 
even the most astute clinician, requiring complete attention to 
detail during all facets of care.”





Cervix cancer





• Other higher 
priority parts to 
the visit

• Positioning 
challenges

• Can you even see 
the cervix?



CONCLUSION:

Obese women are less likely 
to participate in cervical 
cancers screening compared 
to women of normal weight. 

In addition, the likelihood of 
adherence to screening 
recommendations decreases 
with increasing obesity class.

This stresses the need for 
targeted intervention to 
increase screening 
adherence for overweight 
and obese women
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Morbid obesity significantly 
impacts several aspects of female 
life and health, from adolescence, 
through the reproductive years, to 
the postmenopausal age group. 

There is a higher prevalence of 
menstrual disorders and infertility 
and reduced success rates of 
assisted reproduction; increased 
risk of miscarriage; pelvic organ 
prolapse





The reasons behind the association between high BMI and 
miscarriage are open to debate. 

It has been suggested that obesity impacts on the ovarian 
environment, resulting in impaired folliculogenesis and 
oogenesis. This hypothesis is supported by studies 
demonstrating comparable miscarriage rates in obese and 
nonobese women after adjusting for embryo and oocyte 
quality.

An alternative view is that obesity has a detrimental impact on 
the uterine environment. Some studies have reported lower 
pregnancy rates in obese women, even in cases where donated 
oocytes have been used or where adjustments have been 
made for embryo quality, suggesting a problem with the 
uterine environment





Reduced efficacy of hormonal contraception in obese women 
could be due to lower plasma concentrations of the active agent. 

There are differences in levonorgestrel half-life, clearance and 
time to reach a steady state between obese and normal-BMI 
women. Doubling of the time taken by levonorgestrel to reach a 
steady state in obese women created a ‘window of opportunity’ 
for follicular recruitment, development and ovulation. 

In addition, the use of combined OCs by obese women is not 
without its hazards. Both the combined pill and obesity per 
se are associated with the risk of DVT. That risk is increased 
tenfold in overweight women (BMI >25) who are taking oral 
contraceptives.



Obesity has been linked with uterine 
fibroids with patients at double the risk 
when obese than the general population 

Obesity causes a relative hyperestrogenic 
state, which encourages fibroid growth.



The prevalence of pelvic floor 
dysfunction is highest in morbidly obese 
women (BMI >40).

Multifactorial: sedentary lifestyle, 
chronic constipation, increased 
abdominal pressure

Furthermore, a small degree of weight 
loss (10%) is associated with borderline 
worsening of uterine prolapse, 
suggesting that the damage to the 
pelvic floor caused by obesity is 
probably irreversible. 
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Preoperative Considerations 

“It is imperative to have an iron-clad indication for surgery and 
to establish a trusting rapport in the office. 

Often, the patient has been bounced around, made to feel 
shamed, told she must lose weight, or just been the recipient 
of off-putting body language, real or perceived, by the 
antecedent provider with whom she sought care. 

She may be apologetic about or oblivious to the surgical 
challenges, and I have seen both in equal measure. 

What matters is agreeing on the necessity and scope of the 
operation and being realistic yet not disparaging about the risks 
involved.

So-called “medical clearance” is ideal to optimize concurrent 
medical conditions and to temporize any cardiovascular or 
pulmonary disease.”



Type II DM

What we know

• DM affects in 1 in 11

• Preop testing: 

 Serum electrolytes

 Urinalysis

 EKG

• Looking for undiagnosed 
metabolic abnormalities, 
nephropathy, cardiac ischemia



Type II DM

What we know

• HgAIC should be checked within 
3 months and less than 8

• Levels of 8+ a/w poor surgical 
outcomes and consideration 
should be given to postpone 
elective surgery



Type II DM

What we know

• Surgical stress leads to…

 Worsening insulin resist

 Decreased peripheral 

    glucose utilization

 Impaired insulin secretion

•    GETA a/w larger stress    

           response vs regional 



Surgery in morbidly obese pts: preop

• Pre- and postop glycemic control

• EKG if risk factors for CAD (smoking, 
HTN, DM, fam hx CAD

• OSA has increased risk for periop 
complications such as O2 desat, 
acute respiratory failure, post-op 
cardiac events and ICU admission





Preop mgmt

• Diabetic gastroparesis should 
be tx with a prokinetic agent 
(ie metoclopramide) to 
decrease aspiration risk

• Minimize opioid use to 
prevent additional decreased 
motility



Intraop mgmt

• Anes: avoid hypotension especially if 
diabetic kidney disease - NSAIDs also 
used cautiously

• Optimize positioning as pts with 
diabetic autonomic neuropathy are 
at increased risk for peripheral 
neuropathy

• Aseptic technique and proper abx 
prophylaxis as increased risk infxn



Intraop mgmt

• Optimize temp control with Bair-
Hugger or blankets due to risk of 
poor wound healing

• Hypothermia can lead to…

 Peripheral insulin resistance

 Hyperglycemia

 Decreased wound healing

 Infection



• Increased risk for soft-tissue pressure 
injuries and nerve injuries

• Steep T-berg with caution due to 
potential compromise ventilation

• Bariatric trocars to navigate the 
increased abd wall depth

• Distorted anatomy of abdominal wall 
with pannus

Intraop mgmt.: morbidly obese



Surgery in morbidly obese pts: postop

• Risk-reducing strategies include…

 Early ambulation

 Incentive spirometry

 (?) Extended VTE prophylaxis

• Tx with LMWH x 2-4 weeks for…

 Cancer patients

 Immobility

 Hx of VTE

 Inherited/acquired thrombophilia

 Age > 60
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• BMI 40+ women have 10-15% risk EC

• Don’t neglect cervix cancer screening!

• Stay adherent to ACOG guidelines

• Patients needing surgery present many 

challenges and refer if necessary

• Maximize your non-surgical interventions
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