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Introduction
The body mass index (BMI) is the most commonly used measure of obesity. It looks at weight in relation
to height, and is defined as weight in kilograms divided by height in metres. Adults with a BMI of
between 25 and 30 inclusive are deemed to be overweight and those with a BMI over 30 are seen as
obese. The WHO has classified obesity according to BMI into classes I-III.
BMI
<18.5
18.5 – 24.99
25 – 29.99
30 – 34.99
35 – 39.99
>40

Classification
Underweight
Normal range
Overweight
Class I Obesity
Class II Obesity
Class III Obesity

The International Classification of adult underweight, overweight and obesity according to BMI
21.3% of pregnant women are now classed as obese .Pregnant women who are obese are at greater
risk of a variety of pregnancy-related complications, therefore increased maternal morbidity and
mortality compared with women of normal BMI. The 2015 MBRRACE-UK (Mothers and Babies:
Reducing Risk through Audits and Confidential Enquiries across the UK) review into maternal deaths
reported that 30% of women who died were obese and 22% were overweight.
Preconception:








Women of childbearing age with a BMI 30 kg/m2 or greater should receive information and advice
about the risks of obesity during pregnancy and childbirth, and be supported to lose weight before
conception and between pregnancies in line with National Institute for Health and Care Excellence
(NICE) Clinical guideline (CG) 189.
A 5-10% weight loss can have significant health benefits and increase the chance of conception.
These women should be offered a weight loss programme involving diet and physical activity prior to
conception. Weight loss programmes during pregnancy are not advised and obese women should
be advised regarding healthy eating and physical activity to reduce the risk of excessive weight gain.
Women should be advised weight loss before and in between pregnancies can reduce the risk of
stillbirth, hypertensive complications, gestational diabetes, and fetal macrosomia. Weight loss also
increases the chance of a successful vaginal delivery following caesarean section.
Women with BMI >30kg/m2 should be advised to take 5mg folic acid supplement daily at least 1
month pre conception to continue through the first trimester of pregnancy
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Advise obese women they are at high risk of vitamin D deficiency and should
consider vitamin D supplementation in pregnancy.
 Advise women who have undergone bariatric surgery to wait 12-18 months before conception to
allow identification and treatment of any nutritional deficiencies. All women who have undergone
bariatric surgery should be booked under consultant led care regardless of current BMI.
Antenatal care






All pregnant women with a BMI of ≥ 35 must be booked for shared antenatal care under an
Obstetric Consultant
To ensure that the risks for severely overweight women are reduced it is important that a
multidisciplinary plan of care is made, which includes risk assessment for all stages of pregnancy
birth and in the postnatal period
All women should have their BMI calculated and recorded on their customised antenatal growth
chart and documented in the electronic patient information system at booking
Maternal weight (not the BMI) should be taken and recorded again in the third trimesters(36 weeks
as it will allow appropriate plans to be made for equipment and personnel required during labour
and delivery

Antenatal Risk Assessment
VTE









All women with a BMI of 30-35 are classed as obese and have a higher risk of VTE.
Risk assessment for VTE should be undertaken at the booking visit.
I.
Women with BMI more than 30 get a risk score of 1.
II.
Women with BMI >40- get a risk score of 2 during booking assessment.
If the total score is 3 based on the presence of other risk factors for VTE, commence LMWHfrom
28weeks.If the VTE score is 4 or more ,LMWH should be commenced as early as possible once
the pregnancy is confirmed
All women receiving antenatal LMWH should receive LMWH for 6 weeks postnatally
Women with BMI>40 (VTE score of 2) should receive 10days of LMWH postnatally
Women with a booking BMI ≥30 requiring pharmacological thromboprophylaxis should be
prescribed doses appropriate for maternal weight, in accordance with the RCOG Clinical Green Top
Guideline No. 37a

Hypertensive disorders of pregnancy





In pregnancy obese women have increased risk of pre-eclampsia and eclampsia
An appropriate size of cuff should be used for blood pressure measurements taken at the booking
visit and all subsequent antenatal consultations. The cuff size used should be documented in the
medical records
Obese women (BMI >35 kg/m2) with 1 additional moderate risk factor for pre- eclampsia ,
prescribe 150mg aspirin daily from 12 weeks gestation until delivery.(NEW RCOG Green top G)level 1 evidence
Additional moderate risk factors include the following
 ﬁrst pregnancy
 pregnancy interval of more than 10years
 maternal age of more than 40 years
 family history of pre-eclampsia
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 multiple pregnancy
Women with one or more high risk factors for preeclampsia should receive aspirin prophylaxis
irrespective of the BMI
High risk factors include
hypertensive disease during a previous pregnancy
chronic kidney disease
autoimmune disease such as systemic lupus erythematosis or antiphospholipid syndrome
type 1 or type 2 diabetes
chronic hypertension.
Beneﬁt may be enhanced if aspirin is taken at night, rather than during the day (NEW RCOG Green
top G)

Gestational Diabetes


In obese women, the risk of developing gestational diabetes is significantly more than in women of
normal weight.
 All women with BMI of >30kg/m2 should therefore have a glucose tolerance test at 28 weeks
gestation.
Anaesthetic assessment


Obese pregnant women are at higher risk of anaesthesia-related complications (risk of aspiration of
gastric contents under general anaesthesia, difficult endotracheal intubation and postoperative
atelectasis ) than women with a healthy BMI, and obesity has been identified as a significant risk
factor for anaesthesia-related maternal mortality.
 As women with class III obesity will be at highest risk, pregnant women with a booking BMI ≥45
should be referred to obstetric anaesthetist to have an antenatal consultation for assessment of
potential difficulties with venous access, regional or general anaesthesia
 In certain cases women may need to be referred where BMI may be <45 i.e, when there is marked
central obesity, or short neck or small chin and in presence of co-morbidity.

An anaesthetic management plan for labour and delivery should be documented in the medical
records.
 An electronic referral form should be completed and sent to wah-tr.wrh-obstetric-anaesclinic@nhs.net to enable timely anaesthetic assessment
Tissue viability




BMI greater than 40 kg/m2 is a risk factor for developing pressure soresTherefore a documented
assessment of pressure ulcer risk should be performed, using a Plymouth Score (Appendix 2) at
booking and at 36 weeks. Also Score should be repeated on any antenatal admission, in labour and
admission to postnatal ward
Tissue viability issues/concerns should also be assessed during antenatal consultation by
addressing following:
o Are there any problem skin area?
o Any history of previous wound infection?



If any tissue viability issues/ concerns for poor would healing are identified, the Tissue Viability
Team should be contacted for advice.
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Women with a booking BMI 45 kg/m2 for whom moving and handling are likely to be difficult should
have a moving and handling risk assessment carried out in the third trimester of pregnancy to
determine any manual handling requirements for labour and birth
 Manual handling requirements include consideration of safe working loads of beds and theatre
tables, the provision of appropriate lateral transfer equipment, hoists, and appropriately sized
thromboembolic deterrent stockings (TEDS). See appendix 1
 Necessary special Bariatric equipments/ arrangements and a planning meeting may be arranged
with the bariatric team on individual basis.

If an individual plan of care is done with the bariatric team it should be kept in the woman’s health
records. Bariatric equipment can be deployed to the unit if necessary e.g. special profile beds,
chairs etc.
Nutritional assessment and requirements









Woman with previous bariatric surgery should be referred to a dietician for advice with regard to
their specialised nutritional needs as women malabsorptive procedures involving anatomical
changes in the gastrointestinal tract are at high risk of micro nutritional deﬁciencies (including
vitamin B12, iron, folate and fat-soluble vitamins) and macronutritional deﬁciencies (mainly fat and
protein)
Obese women (BMI >30 kg/m2 ) should be advised to take 5 mg folic acid supplementation daily,
starting at least 1 month before conception and continuing during the ﬁrst trimester of pregnancy
Obese women are at high risk of vitamin D deﬁciency as Prepregnancy BMI is inversely associated
with serum vitamin D concentrations among pregnant women. Women with obesity (BMI ≥30) are at
increased risk of vitamin D deficiency compared to women with a healthy weight
Therefore the obese women should be advised to take 10micrograms Vitamin D supplementation
daily during pregnancy and while breastfeeding (CMACE/RCOG Joint Guideline 2010)
Offer continued advice and support. Encourage weight gain to be kept to 7–10 kg although there is
a lack of consensus on optimal gestational weight gain
Anti-obesity or weight loss drugs are not recommended for use in pregnancy

Mental health


Women with BMI greater than 30 kg/m2 are at increased risk of mental health problems and should
be screened at each visit
Screening for chromosomal and congenital anomalies








A detailed anomaly scan and serum screening for congenital abnormality should be offered to all
women who are obese.
Maternal BMI has a signiﬁcant impact on the success of obtaining accurate NT measurements
Consider the use of transvaginal ultrasound in women in whom it is difficult to obtain nuchal
translucency (NT) measurements transabdominally
Those with unsuccessful ﬁrst trimester screening should be offered second trimester screening
with serum markers
Results of screening for trisomies with Noninvasive prenatal testing (NIPT) may be less effective
for obese pregnant women as detecting free fetal DNA fractions in the maternal serum have been
shown to decrease with increasing maternal weight
Women should be informed Obesity-speciﬁc tests are not available
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Obese women should be informed that invasive testing may be more difficult due to
obesity.
Obese women should be made aware that obesity reduces the image quality of Ultarsound and
hence reduces the pickup rate of fetal anomalies.



Antenatal Counselling


The following risks / co-morbidities are associated with obesity (BMI>30 kg/m2) and they should be
discussed with the woman in the antenatal period by either the obstetrician or community midwife
and this should be documented in the notes (use the care pathway in appendix 3 for documentation
of risks)
Antenatal Risks:
Fetal







Miscarriage/stillbirth
increased risk of a range of structural anomalies abnormalities - Explain increased risk of missed
antenatal diagnoses of fetal anomalies due to difﬁculty in accurate visualisation of fetal structures
with increasing BMI. Also the NIPT is less sensitive in obese pregnant women
IUGR
Macrosomia
Pre term labour
Intrauterine exposure to maternal obesity is also associated with an increased risk of developing
obesity and metabolic disorders in childhood

Maternal
A. General
 Hypertensive disorders (including pre-existing hypertension and pregnancy induced hypertension)
 Gestational diabetes
 Urinary tract infections
 Venous thromboembolism









B. Intrapartum risks
increased incidence of induction of labour and augmentation of labour
increased risk of failure to progress of labour
Difficulty in undertaking fetal monitoring by cardiotocograph and intermittent auscultation, therefore
may need fetal scalp electrode (FSE) for fetal heart monitoring
Increased risk of instrumental or caesarean delivery
Increased risk of repeat caesarean section as the chance of successful VBAC is less
Shoulder dystocia
Increased risks associated with anaesthetic, both general and local
C. Postpartum risks




Postpartum haemorrhage
Less likely to initiate and maintain breastfeeding
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Wound infection (CS/perineal wound)



At booking the woman should be given advice re healthy eating and regular exercise by an
appropriately trained professional.
 Women who have had previous CS and wish vaginal birth after caesarean (VBAC) section VBAC
should be informed that weight loss increases the chances of successful VBAC
 As obesity is associated with low breastfeeding initiation and maintenance rates, women with a
booking BMI 30 kg/m2 or greater should receive appropriate specialist advice and support
antenatally regarding the beneﬁts, initiation and maintenance of breastfeeding
Maternal and fetal antenatal surveillance /management
Maternal


At each antenatal assessment, record BP (with appropriately sized cuff) and perform urine
analysis for signs of PIH/PET or asymptomatic bacteriuria.

Fetal





SFH measurements are unreliable in most obese women.
Therefore assessment of fetal growth (EFW liquor volumes and umbilical artery Doppler if growth
tailed off or under the 10th centile) by ultrasound scan should be arranged at 32, 36 and 40
weeks (locally agreed USS growth surveillance frequency ) in women with BMI >35kg/m2.
Further ultrasound scans can be requested on an individual basis if clinically indicated

Planning labour and delivery




In the third trimester a multidisciplinary plan for labour and delivery must be made and
documented clearly in the patients notes. This must be comprehensive enough to be used in an
emergency.
NICE CG6258 recommends that healthcare providers should discuss labour and birth with
pregnant women before 36 weeks of gestation. This discussion should include the labour plan,
pain management and management of prolonged pregnancy

A. Place of birth






NICE CG190127 recommends that women with a booking BMI greater than 35 kg/m2 have
planned labour and birth in an obstetric unit.
A secondary analysis of the Birthplace study looking at the impact of maternal obesity on
intrapartum outcomes in otherwise low-risk women concluded that the intrapartum risks may be
lower than previously anticipated (adjusted RR 1.12, 95% CI 1.02–1.23 for BMI greater than 35
kg/m2 relative to low risk women of normal weight).
Class I and II obesity is not in itself therefore an indication for Consultant led unit (CLU) at
delivery
Women with maternal obesity should therefore be made aware of potential intrapartum
complications including potential anaesthetic and obstetric complications, availability of senior
obstetrician and anaesthetist, facilities for pain management (higher prevalence of requesting
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additional analgesia in obese women), immediate access to theatre (in view of
higher instrumental and caesarean section rates and PPH amongst obese women) and
neonatal resuscitation facilities in an obstetric unit.
Therefore after discussion of the additional intrapartum risks and the availability of additional
care, the woman should be allowed to make an informed decision regarding planned place of
birth.
Women who are multiparous ( A retrospective cohort study demonstrated approximately 60% of
obese primiparous women and 90% of obese multiparous women achieved vaginal birth
following induction of labour) and otherwise low risk can be offered choice of setting for planning
their birth in midwifery-led units (MLUs), with clear referral pathways for early recourse to
consultant-led units (CLUs) if complications arise

B. Timing of birth/induction of labour
 Perinatal mortality and fetal compromise increase progressively beyond 37 weeks of gestation
and women with obesity are at increased risk of stillbirth (BMI greater than 35 kg/m2 versus 20–
25 kg/m2; OR 3.9, 95% CI 2.44–6.22).
 On the other hand, women with obesity are also at increased risk of prolonged pregnancy and
induction of labour
 Therefore the decision to induce women with BMI over 40 should be discussed with the
consultant due to increased risk of failed induction of labour and increased risk of operative
complications

C. Mode of delivery -VBAC








Deciding the planned mode of delivery following previous caesarean section requires
consideration of the circumstances surrounding the previous caesarean and the current clinical
situation, with full involvement of the woman
Therefore each woman must be reviewed on an individual basis by the named obstetric
consultant or ST6 and above to make individualised decision for VBAC following informed
discussion and consideration of all relevant clinical factors
Following should also be taken into account when discussing the risks and benefits of VBAC
1. For obese women who have had a previous LSCS, review notes to assess if VBAC is
appropriate
2. Obesity is a risk factor for unsuccessful VBAC and Class III obesity is associated with
increased risk of scar rupture and neonatal injury during trial of labour.
3. Emergency caesarean section in women with obesity is associated with an increased risk
of serious maternal morbidity because anaesthetic and operative difﬁculties are more
prevalent in these women than in women with a healthy BMI
4. Increased difficulties in monitoring in labour and manual handling concerns if emergency
delivery is required
The discussion and individualised care plan should be clearly documented in the notes

D. Mode of delivery - Caesarean section/operative vaginal delivery
 Elective lower segment caesarean section should be planned for obstetric indications only
 Pregnant women with a higher BMI have an increased risk of caesarean birth (increased by 50%
in overweight women and more than doubled in obese women)
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Women with maternal obesity who require birth by emergency caesarean section
are at increased risk of signiﬁcant morbidity and mortality and this should be taken into
consideration when planning labour and mode of birth
The decision for a woman with maternal obesity to give birth by planned caesarean section
should therefore involve a multidisciplinary approach, taking into consideration the individual
woman’s comorbidities, antenatal complications and wishes
For women with BMI 45 and above requiring caesarean section, the consultant on-call for labour
ward should attend in person or be immediately available if the trainee obstetrician on duty for
the labour ward has not been assessed and signed-off as competent to carry out caesarean
section on women with a BMI>40
Consider the use of an additional experienced assistant during the surgical procedure
Similarly an appropriately trained and competency assessed anaesthetist should be available
for abdominal or operative vaginal delivery in a woman with BMI 45 and above
Surgical access to the uterus can be very challenging in some women with obesity due to the
presence of a large panniculus
Several different surgical approaches have been described in obese women, including vertical
and transverse suprapannus skin incisions to avoid pannus retraction
Compared with transverse infrapanniculus incisions, vertical suprapanniculus incisions are
associated with increased operative morbidity, including bleeding and classical hysterotomy, and
prolonged postoperative hypoxaemia and respiratory compromise
The alternative is to use a transverse suprapanniculus approach as opposed to a vertical skin
incision but there is a paucity of evidence on clinical outcomes following this approach
Obese women have an increased risk of postoperative wound infection, urinary tract infections
and endometritis, hence should receive prophylactic antibiotics at the time of surgery, as
recommended by the NICE Clinical Guideline No. 13 (Caesarean Section, April 2004).
Due to risk of poor wound healing, especially if BMI >40, use delayed absorbable suture e.g.
PDS for rectus sheath closure could be considered
As recommended by the NICE Clinical Guideline No. 13 (Caesarean Section, April 2004),
women undergoing caesarean section who have more than 2cm subcutaneous fat, should have
suturing of the subcutaneous tissue space in order to reduce the risk of wound infection and
wound separation
Interrupted sutures could be considered for skin to reduce seroma formation
PICO negative pressure wound dressings are associated with lower rates of surgical site
infections in people with closed surgical incisions compared with standard dressings. Hence
NICE Medical technologies guidance [MTG43] 2019 recommends PICO negative pressure
wound dressings for those who are at high risk of developing surgical site infections
Therefore PICO negative pressure wound dressings should be considered (Appendix 6) in
women with
1. BMI 35 and above with diabetes or pendulous abdomen
2. BMI more than 40
3. 3 or more previous C-sections and/or history of previous wound infection
There is a lack of good-quality evidence to recommend the routine use of barrier retractors and
insertion of subcutaneous drains to reduce the risk of wound infection in obese women requiring
caesarean sections
Operative vaginal delivery can often be technically difficult and carries a higher failure rate in
women with morbid obesity. Therefore appropriately experienced clinicians should be present to
perform or supervise delivery and trial in theatre may be considered
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Intrapartum care













Consider early intravenous access with a wide bore cannula (consideration should be given to
the siting of a second cannula ) for women with BMI >40 as the IV access can be challenging in
an obstetric emergency. Also bloods for FBC and group and save should be obtained due to a
higher risk of operative delivery and PPH
The duty anaesthetist covering the labour ward should be informed of all women with class III
obesity (BMI 40) admitted to the labour ward for birth
If uncertainty about fetal presentation, bed side ultrasound scan for presentation should be
performed
An early epidural for regional analgesia should be considered, as should an emergency
caesarean section/trial of instrumental delivery is required subsequently, this will reduce the
need for general anaesthesia, Women with class III obesity who are in established labour should
receive continuous midwifery care, with consideration of additional measures to prevent pressure
sores and monitoring of the fetal condition
There is no evidence to support continuous fetal monitoring during labour in the absence of other
comorbidities, or medical or obstetric complications. Therefore intrapartum fetal monitoring for
obese women in labour should be provided in accordance with NICE CG190 "Intrapartum care
for healthy women and babies" recommendations ( intermittent fetal heart monitoring should be
offered to low-risk women in labour using the Pinard stethoscope or Doppler ultrasound)
where difficulty monitoring fetal heart with EFM, apply fetal scalp electrode (FSE)
Antacid (e.g. ranitidine) prophylaxis is indicated in obese women in labour due to higher risk of
general anaesthesia
Active management of the third stage of labour is advised for all women with BMI greater than
30 kg/m2 to minimise the risk of PPH
The use of prophylactic uterotonics for the management of the third stage of labour has been
shown to reduce the risk of PPH

Postnatal care










All women should have their VTE risk assessed postnatally and thromboprophylaxis prescribed as
appropriate
Obesity carries increased risk of postnatal wound and genital tract infection. Encourage good
hygiene and monitor for signs of infection
Obesity is associated with low breastfeeding initiation and maintenance rates. Women with a
booking BMI 30 kg/m2 or greater should receive dedicated breastfeeding advice and support
antenatally and during the postnatal period for initiation and maintenance of breastfeeding and
counselling regarding the beneﬁts
Contraception should be discussed with the woman before discharge in line with the Faculty of
Sexual and Reproductive Healthcare guidelines.
Obese women should be advised that even a modest postpartum weight retention is associated with
a heightened risk of adverse outcomes in subsequent pregnancies, including hypertensive disease,
diabetes and stillbirth
Therefore continue to encourage healthy eating and exercise, be supported to lose weight
postpartum
Advise on weight reduction
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If pregnancy and delivery are uncomplicated, a mild exercise programme
consisting of walking, pelvic floor exercises and stretching may begin immediately. But
women should not resume high-impact activity too soon after giving birth.
o After complicated deliveries, or lower segment caesareans, a medical caregiver should be
consulted before resuming pre-pregnancy levels of physical activity, usually after the first
check-up at 6–8 weeks after giving birth.
Assess mental health at each postnatal review
Women who have been diagnosed with gestational diabetes should have GTT 6 weeks postnatally
as women with gestational diabetes mellitus have an increased risk of developing type II diabetes
Women with a booking BMI ≥30 and gestational diabetes who have a normal test of glucose
tolerance following childbirth, should have regular follow up with the GP to screen for the
development of type 2 diabetes
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APPENDIX 1:
Manual Handling Plan of Care for the Bariatric Pregnant Women/Mother
Purpose of the following manual handling plan of care is to reduce the risk of injury to the women and
clinical staff for the women with increased BMI. Some women may require individual assessment by the
bariatric service. If an individual plan of care is done it should be kept in woman’s health records.
Antenatal care - If a woman is admitted to hospital for antenatal care the safe working load (SWL) of
the ward bed, chair and commode must be check. If the woman’s weight is higher than the SWL, the
following action must be taken.
 Hospital bed - King Fund manual bed SWL is 184 kgs (29 stone) if the patient needs assistance in/out
of bed or manual handling in bed a electric profiling bed must be obtained. If a profiling bed is not
available a profiling bed must be hired.
 Patient Chair - The SWL of the chair must be checked if the patient exceeds the SWL a Bariatric chair
must be obtained. If a bariatric chair is not available a chair must be hired.
 Commode - If the women weight exceeds the SWL of the commodes a bariatric commode must be
obtained.
For Labour/Delivery
 Delivery bed - The safe working load of the delivery bed must be checked prior to the delivery date,
the SWL will be written on the delivery bed. If the woman exceeds the SWL a delivery bed must be
obtained.
 Postnatal bed - Please follow the instructions in antenatal care for hospital bed, patient chair and
commode.
The size and shape of the women must be considered prior to the woman’s caesarean date. If the
woman’s size and shape exceeds the theatre table, extensions for the theatre table must be used to
reduce the risk of injury to the women and clinical staff.
Lateral transfer
The Hovermatt must be used to laterally transfer the women weighing more than 105kg from the
theatre table to the profiling bed, see Hospital bed (Antenatal care). The Hovermatt must be placed on
the theatre table prior to the women being transferred on to table, the Hovermatt must only be operated
by staff who received training in the uses of the Hovermatt. If the weight or conditions of the women
does not require the Hovermatt, a Pat-slide must be used for the transfer. Slide sheets must be used
with the Pat-slide. Staff must be trained in the use of Pat-sliding with slide.
Postnatal care following a caesarean - Please follow the instructions in the Antenatal care above hospital bed, patient’s chair, commode.
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Appendix 2 : Plymouth Score
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Appendix 3: patient information leaflet

being-overweight-du
ring-pregnancy-and-after-birth-.pdf
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Appendix 4 : Care Pathway - Pregnant women with BMI greater than 30
Gestation
(weeks)
6-10

Purpose of visit

Location/Clinician







CMW






Booking history
Booking bloods/ﬁrst trimester combined screening
Calculate BMI
VTE assessment
PET risk assessment and provide GP letter to
commence Aspirin if one or more high or moderate
risk factors for PET present (150mg Aspirin if BMI >35)
CO monitoring
Refer anaesthetic review if BMI>45
Discuss Lifestyle programme (healthy diet and
moderate exercise )
Provide Patient information leaflet - feto-maternal
risks of raised BMI and document
Dating scan/first trimester NT

11-13



16-18 CMW

 Antenatal assessment
 Second trimester biochemical screening if applicable
 CO monitoring if applicable
 Arrange GTT at 28weeks
 If BMI >35, arrange Growth scans at 28,34,38weks
Anomaly scan
 Antenatal assessment
 Mat B1

CMW

 Growth scan
 Obstetric Review
 Check VTE assessment
 Re-discuss Feto-maternal risks
 Repeat bloods Mat B1 (multips) Check
 CO monitoring if applicable
 Anti D if required
 check GTT results/test in place
Antenatal assessment
CO monitoring if applicable

ANC/USS

 Growth scan
 Obstetric Review
 Document birth Plan (timing, place and mode of
delivery, intrapartum/postpartum care)

ANC/Scan

18-20
25 First
pregnancy
only
28

31 First
pregnancy
only
34

Appointment
date/time

Scan department

Scan Department
CMW

CMW
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 CO monitoring if applicable





36



Antenatal assessment
CO monitoring if applicable
Check weight and VTE assessment
Manual handling and equipment needs assessment if
BMI>40
Waterlow score to identify tissue viability issues if
BMI>40
Growth scan
Obstetric Review
Revisit birth plan and discuss IP/PP risks
CO monitoring if applicable

CMW

38






40 First
pregnancy
only

 Antenatal assessment
 CO monitoring if applicable
 Offer membrane sweep

CMW






CMW

41

Antenatal assessment
CO monitoring if applicable
Offer membrane sweep
Book IOL T+12-14

ANC/USS
Department
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Appendix 5: Counselling check list for Obese pregnant women
Patient sicker
Feto-maternal risks associated with obseity in pregnancy (women who have BMI >3o kg/m2) Antenatal Risks:
Fetal







Miscarriage/stillbirth
Increased risk of congenital abnormalities and these may not detected on ultrasound as a result of difficulty
in obtaining optimum images due to raised BMI
Growth restriction in the baby
Macrosomia (large baby)
Pre term labour
Intrauterine exposure to maternal obesity is also associated with an increased risk of developing obesity and
metabolic disorders (eg daibetes)in childhood

Maternal
D. General
 Hypertensive disorders and pre ecalmpsia
 Gestational diabetes
 Urinary tract infections
 Venous thromboembolism (blood clots in lungs and legs)








E. Intrapartum risks
Failure to progress in labour
Difficulty in undertaking fetal monitoring
Increased risk of forceps/vacuum delivery and caesarean delivery
Increased risk of repeat caesarean section as the chance of successful VBAC is less
Shoulder dystocia
Increased risks associated with general and local anaesthesia
F. Postpartum risks





Postpartum haemorrhage
Less likely to initiate and maintain breastfeeding
Wound infection (CS wound/perineal wound)

Name of the clinician

Clinician's Signature

Patient's signature

Date
References
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West Midlands Obstetric Network Guidelines 2017-19
RCOG Green-top Guideline No. 126
CMACE/RCOG Joint Guideline 2010
Consensus views arising from the 53rd Study Group: Obesity and Reproductive Health
NICE guidelines

1. Clinical guideline [CG190]- Intrapartum care for healthy women and babies

2. Clinical guideline (CG107)Hypertension in pregnancy: diagnosis and management
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Appendix 6: Wound healing risk assessment for PICO negative pressure wound dressing
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