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Table 3

Increased risks in obese pregnant women compared with the general population

Percentage of women in 
lowest economic quintile

Spontaneous labour

Induction of labour

Instrumental delivery

General anaesthetic required

Women discharged within 
24 hours of delivery

Stillbirth rate

Risk for whole
pregnant population

27.6%

69%

20%

25%

5.5%

74%

3.9 per 1,000 deliveries

Risk for  women with 
BMI ≥ 35 kg/m2

34%

47%

33%

55%

7.7%

58%

8.6 per 1,000 deliveries

may not be effectively diagnosed. 
The RCOG guideline details managing
equipment for these patients, manual
handling and making sure the midwifery
and medical teams have appropriate
knowledge. 

If the patient is low risk and has a BMI
30-34.9 kg/m2, she can be managed in a
midwife led service, but patients with
higher BMI or additional risks will be
managed by a consultant led service,
see box 3, below left, and hence these
women will have limited options for their
birth plans. 

These problems will be screened for in
the initial booking visit in the antenatal
clinic, where the midwives will arrange
screening for gestational diabetes,
referral to a dietitian, additional support
for breastfeeding and mental health as
well as initiating risk assessments.

MONITORING 
Obesity poses a significant challenge to
ultrasound scanning, as the increased
adiposity makes scanning signals
weaker and more difficult to interpret.
This leads to problems with
chromosomal risk scoring for the baby,
anomaly scanning for congenital
abnormalities and in the last trimester,
difficulties in viewing the baby’s
positioning for delivery. This is further
compounded by the fact that palpation
and measuring fundal height of the
gravid uterus are still a very accurate
way to assess the positioning and
growth of the baby. This is technically
much more difficult in obese women,
hence these patients will have more
third trimester ultrasound scans.

In addition, the babies of obese
mothers are at higher risk of most
congenital abnormalities with the risk of
spina bifida 2.24 and neural tube defects
1.8 times that of women with normal
range BMI.

DIET AND WEIGHT LOSS 
As mentioned previously, all of these
risks can be reduced with weight loss,
enabling the patient to have a less
medicalised pregnancy. Weight loss in
pregnancy is a controversial issue,
historically linked to small for dates
babies and a poor obstetric outcome.
While there is emerging evidence that it
is not dangerous for obese women,
weight loss targets have not been
advised in this group of patients. What is
advised is a healthy balanced diet, this
inevitably causes weight loss in patients
with an excessive intake.

Obese women have been shown
frequently to have poor nutrient uptake
in their diet. Their below average folic

CAUSES OF EXCESS RISK
The increased risk is multifactorial;
combining increased maternal medical
morbidity, poor maternal health
(especially nutritional status), reduced
ability to monitor mother and child due
to high BMI and maternal habitus
directly affecting the use of delivery
interventions such as epidurals and
general anaesthetic.

An obese expectant mother is more
likely to start pregnancy with a
comorbidity that will adversely effect
pregnancy and more likely to develop
further problems during the pregnancy.
These problems will be harder to
monitor in the woman and her baby and
more difficult to treat.

The RCOG guidance discusses these
problems in detail and also suggests
strategies to mitigate them.

MANAGING RISK
Practical problems such as difficulty
finding appropriately sized blood
pressure cuffs mean that pre-eclampsia

and shoulder dystocia OR 2.9.
The stillbirth rate increases with BMI.

For women with a BMI 35-39.9 kg/m2 the
stillbirth rate is 7.9 per 1,000 deliveries
this figure rises to 15.8 per 1,000 for
those with a BMI ≥ 50 kg/m2. These
respective rates are double and
quadruple the rate for the general
population.  

It is perhaps not surprising that these
women and their children have a lower
discharge rate at 24 hours than the
general population, see table 3, above.

There is also increasing evidence of
long-term effects for the resultant
offspring. A large Scottish study,8
following up the offspring of obese
mothers found that  as adults they had
an increased risk of hospitalisation for a
cardiovascular event and an increased
risk of premature death. However,  there
were many confounding factors in this
study, and research is ongoing into
whether this risk in the offspring can be
reduced by a reduction in maternal
obesity.

Box 3

Obstetric management for obese women

•Consultant led obstetric care required if BMI ≥ 35 kg/m2

•Elective induction to reduce risk of emergency caesarean section
• 1:1 midwife care during labour
•Post-delivery thromboprophylaxis if they have one or more additional risk
factors
•Post-caesarean prophylactic antibiotics
• 150 mg aspirin from week 12/40 if their BMI is ≥35 kg/m2 and they have 
an additional moderate risk factor
•Folic acid 5 mg from conception
•Early screening for mental health problems »


