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OBESE WOMEN REQUIRING IVF
Many women requiring IVF find the
weight loss targets challenging, however
IVF medication and techniques mean
higher BMI makes this process
significantly less successful. Although
fertility teams will investigate the patient,
they may only offer her treatment when
her BMI is < 30 kg/m2.5 It is worth
mentioning this to the patient as you
make your referral to fertility services
and consider simultaneously referring
her to local weight loss services as well
as giving her a target weight.

INCREASED OBSTETRIC RISKS
The increased risks due to obesity for
the mother and her child are listed in
table 1, left. Nearly every risk associated
with pregnancy is increased in obese
women. In 2010, the Centre for Maternal
and Child Enquiries (CMACE)6 published
a detailed document following a three-
year study where they examined 1,103
deliveries to try to quantify the effect of
obesity on pregnancy. This study was
commissioned following the Confidential
Enquiry into Maternal and Child Health
(CEMACH ) report for 2003-2005,
Saving Mothers’ Lives,7 which found that
27% of all maternal deaths were in
women with a BMI ≥ 30 kg/m2. 

The 2010 CMACE report calculated
that 4.9% of pregnant women would
have a BMI  ≥ 35 kg/m2 and that 21.8% of
this group would have a preexisting
comorbid condition prior to pregnancy
with a further 23.3% being diagnosed
with one during pregnancy.

As well as having comorbidity, this
group also had higher risks of
pregnancy related problems such as
gestational diabetes, pre-eclampsia,
hypertension and venous
thromboembolism, see box 2, left.

There was also a higher risk of
problems during delivery such as the
need for induction or instrumental
delivery, postpartum haemorrhage
(PPH) and increased use of general
anaesthetic. The incidence of PPH in the
higher BMI range was four times the rate
of women with BMI < 35 kg/m2.

Risks for the babies of obese mothers
were also shown to be higher than for
babies of mothers with a lower BMI, with
higher rates of macrosomia, stillbirth,
intrapartum loss and increased length of
stay in hospital. Around 20% of the
women with a BMI ≥ 35 kg/m2 had
macrosomic babies, double the rate of
women with a lower BMI.

Compared with women with 
a BMI < 35 kg/m2, the odds ratio to
require induction is OR 1.7; for
emergency caesarean section OR 1.5;

Table 1

Increased risks in pregnancy due to obesity for mother and child

Increased risks for the mother
•Maternal death or severe morbidity
•Cardiac disease
•Recurrent miscarriage
•Spontaneous first trimester miscarriage
•Pre-eclampsia
•Gestational diabetes
•Thromboembolism
•Post caesarean wound infection
• Infection
•Postpartum haemorrhage
•Low breastfeeding rates
•Development or deterioration 
of maternal depression

Box 2

Increased risks of pregnancy related problems in obese women

Gestational diabetes mellitus (GDM)
Studies have reported a three-fold increased risk of developing GDM in women
with obesity compared with those who are not obese. Screening for GDM should
be carried out in accordance with the NICE9 or SIGN guidelines.10

Pre-eclampsia
Women with class 2 obesity (35-39.9 kg/m2) or higher have an increased risk of
pre-eclampsia compared with those with a normal BMI. Aspirin 150 mg daily from
12 weeks’ gestation should be offered to women with more than one moderate
risk factor (BMI ≥ 35 kg/m2, primiparity, maternal age ≥ 40 years, family history of
pre-eclampsia and multiple pregnancy) to reduce this risk.

Venous thromboembolism (VTE)
BMI ≥ 30 kg/m2 is a pre-existing risk factor for VTE. All women should have an
individual risk assessment for VTE at the first antenatal visit, during pregnancy if
admitted to hospital or if other conditions develop and postpartum.

Postpartum haemorrhage (PPH)
Increased risk of PPH regardless of delivery mode. Active management of the
third stage of labour is advised for all women but is even more important in those
with obesity.

Lower segment caesarean section (LSCS)/wound infection
Increased risk of requiring an emergency LSCS and subsequent wound infection. 
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Increased risks for the baby
•Stillbirth
•Neonatal death
•Congenital abnormalities
•Prematurity

it should lead to weight loss, referral will
be complicated by the fact that most 
tier 3 services will only refer for surgery
after 6-18 months of patient
engagement in a specialist weight
management service. Furthermore,
pregnancy is not advised until 
12-18 months post surgery as there is an
increased risk of low weight for
gestational age babies, odds ratio (OR)
2.16, preterm delivery and admission to
neonatal intensive care. 

All pregnant women with any history
of bariatric surgery should be referred
early in their pregnancy to a consultant
led obstetric service. 

the patient well informed answers when
discussing these issues with her. 

The provision of weight management
services varies across the country. 
It would be advisable to recommend a
service with in-built support that
women can continue to use during their
pregnancy. Some women may benefit
from being signposted to online NHS
resources.3 Further details can be found
in the NICE guideline on the management
of obesity.4 Referral to a specialist
weight management service for women
with a high BMI may be of great benefit. 

Although bariatric surgery can reduce
some of the risks prior to conception, as


