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Definition of Obesity 

Body mass index (BMI) is used to measure obesity.  It is calculated from a patients’ weight (kg) divided 
by their height squared (m2).  A BMI 30 and over is classed as obese and 40 or over morbidly obese.  
[4] 

Classification of Body Mass Index 

Body Mass Index (kg/m2) NICE classification BMI index classification 

Under 18.5  Underweight 

18.5 -24.9 Healthy weight Normal 

25.0 – 29.9 Overweight Overweight 

30.0 – 34.9 Obesity I Obese 

35.0 – 39.9 Obesity II  

40 or over Obesity III Morbidly obese 

 

Background 

 As the obese population of the U.K. rises, so does the population of obese pregnant women. In 
2002, 23% of the general female population of childbearing age were obese, compared to 16% 
in 1993.  [1] 

 There is growing evidence that obesity is associated with increased risk. In the CEMACH 
enquiry 2003-2005, more than a half of women who died from direct or indirect causes were 
overweight or obese. More than 15% of all women who died from direct or indirect causes were 
morbidly or supermorbidly obese. [1]   

 Obesity is also associated with an increased risk of adverse outcomes for mother and baby.  
o Obese women are more likely to experience first trimester miscarriage, congenital 

abnormalities, prematurity, stillbirth and neonatal death (14). 
o  Women with obesity in pregnancy also have higher rates of induction of labour, 

Caesarean section, postpartum haemorrhage and post-caesarean section wound 
infection. [1,2,3,8,9,10,11].  

o Obesity is a known risk factor for many illnesses such as diabetes, hypertension, and 
thromboembolic disease.[1,2,5,6]  Pregnancy itself is a risk factor for diabetes, 
hypertension and thromboembolic disease, therefore obese women are at even more 
risk when pregnant. [1] 7% of women who died in the CEMACH report 2003-2005 from 
cardiac disease were obese, 72% of those who died from sepsis and 65% who died 
from thromboembolism were overweight or obese. 
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Risk related to Obesity in Pregnancy (CEMACH 2007) 

For the mother 

Increased risks include 

 Maternal death or severe morbidity 

 Cardiac disease 

 Spontaneous first trimester and recurrent miscarriage 

 Pre-eclampsia 

 Gestational diabetes 

 Thrombo-embolism 

 Post Caesarean wound infection 

 Infection from other sources 

 Postpartum haemorrhage 

 Low breast feeding rates 

For the baby 

Increased risks include 

 Stillbirth and neonatal death 

 Congenital abnormalities 

 Prematurity 

 Macrosomia 

 Obesity in later life 

 Obesity carries practical problems throughout pregnancy, labour and the puerperium 

o The risks and complications of anaesthesia are much greater. [1] 
o joint and suprapubic dysfunction 
o difficulty in walking and mobilising 
o difficulty in performing ultrasound scans 
o difficulty in auscultating the fetal heart 
o difficulty in palpating fetal parts 

 Obese women do not need to put on as much weight during pregnancy as non-obese women. 
[7] If too much weight is gained this affects immediate health and increases chances of obstetric 
problems.  It also impacts on future health.  Pregnancy is a time when many women are highly 
motivated to engage in positive health behaviour, so the opportunity for promoting a healthy 
lifestyle should not be missed.  This in turn will have a positive impact on future pregnancies. 

 Due to these extra risk factors it is very important to carefully monitor obese pregnant women 
throughout their pregnancy.   

 Among obese women those who do not gain more than 7kg during pregnancy have fewer 
complications and better maternal and fetal outcomes (12,13) 

 

 

 

 

 

Institute of medicine recommendation 1990: 

Women with a pre-pregnancy BMI greater than 30 should gain around 7kg during 

pregnancy to minimise risks to mother and baby 
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2 Purpose 

The purpose of this guideline is to support staff in providing care based on best practice and best 
available evidence in minimise risks during pregnancy 

3 Duties 

Within this guideline the roles and responsibilities of Midwives, Consultant Obstetrician, Consultant 
Anaesthetist, Consultant Haematologist and Physiotherapist  who are involved in the care of all obese 
pregnant women.  

 

4 Management for all obese pregnant women (BMI 30 or over) 

NB. Refer to appendix 1 for check list for management – can be attached to hand held notes 

 4.1 Preconception 

The CEMACH 2003-2005 report has recently recommended that pre-conception counselling should be 
given to all women with a BMI of 30 or over. Discuss risks and long-term problems regarding obesity 
and pregnancy.  

4.2 Equipment 

In order to provide appropriate care for women who have a high BMI, suitable equipment must be 
available in all care settings e.g. Consultant Unit, Midwife led Unit, Home, and Operating Theatre. 

Procedure for gaining access to equipment for women with high BMI 

(Manual Handling Policy 2012. CDDFT) 

During working hours (Monday – Friday 08.00 to 17.00hrs) contact BCAS Team or find information on 
BCAS intranet site. 

Out of hours – if assistance is required contact Site Co-ordinator, Senior Nurse on duty. 

Community Staff are required to liaise with Home Equipment Loan Service (HELS) for any equipment 
required  

4.3 Booking visit 

All women BMI 30 and over 

BMI to be calculated, recorded in the hand held notes and in the electronic patient 
information system. All women should have their height and weight measured accurately at 
first antenatal appointment (booking visit usually but at dating scan if scales not available in 
community). Verbal approximations are not acceptable.  

 Discussion on weight, diet and exercise. All women to receive written information on healthy  

eating/dietary advice. In addition women with BMI >30 are at increased risk of vitamin D 
deficiency  

and therefore should be informed about the importance of maintaining adequate vitamin D 
stores  

during pregnancy and breast feeding for their own and babies health. Women may choose to 
take 10mg 
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 Vitamin D per day as found in the healthy start multivitamin supplement. 

 Risk assessment for thrombosis at booking should be performed in all women (Appendix 2). 

 Arrange Glucose Tolerance Test (GTT) at 24 - 28 weeks gestation. 

 Inform women that the anomaly scan may have limitations. 

 All women with a BMI ≥ 30 should book for team based care – do not need to see a Consultant 
unless any other complications. 

 A discussion must take place with women BMI ≥ 30 to discuss possible intrapartum 
complications 

 associated with obesity, the midwife may do this, to ensure informed consent is made regarding 
place of delivery. 

 

Women with BMI 35 or over: 

In addition: 

Should be advised to deliver in a consultant unit  

o Should be booked for shared care with a Consultant Obstetrician as early as possible to 
discuss possible intrapartum complications, discussion documented within health records. 

o Intrapartum complications associated with obesity should be discussed and documented in the 
health care records.  

o Consider ultrasound scan for growth at 28 and 34 weeks if excessive weight gain since clinical 
assessment may be misleading. 

o Anaesthetic assessment: 

o UHND - Women with BMI 35 to 39 will have anaesthetic assessment when admitted in 
labour (see below). Consider anaesthetic referral only if other co-morbidities. 

o DMH – Refer to anaesthetist at booking if BMI > 40 
 

Women with BMI 40 or over:  

In addition: 

o Should have an offer of referral to dietician 

o GTT at booking and at 24 - 28 weeks should be arranged 

o Ultrasound scans for growth at 28 and 34 weeks should be arranged to ensure that growth 
restriction is not overlooked (clinical assessment may be misleading). 

o Should be referred for anaesthetic assessment  to ensure women is aware of anaesthetic risks 
and difficulties due to obesity and any other issues can be discussed e.g. needle phobia 

o An obstetric anaesthetic management plan for labour and delivery should be documented in the 
medical records and hand held patient maternity records.  

Management should be discussed with a moving and handling co-ordinator to ensure any moving and 
handling issues are highlighted and relevant staff training implemented and to ensure that there is 
appropriate equipment that can take the weight of obese women before delivery in all care settings. 
This can be discussed on admission with Midwife to highlight any movement and handling issues. 
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Women with BMI 50 or over: 

In addition: 

o Antenatal thromboprophylaxis is recommended (discuss with Consultant Haematologist) 

o Do not need to attend Obstetric Medicine Clinic unless co morbidities. 

4.4 Subsequent antenatal visits for all women with BMI with 30 or over 

 Weight gain should be monitored throughout pregnancy. Women with BMI >30 should be 
weighed at each antenatal visit. This helps with motivation and alerts to excessive weight gain. 
Women with a pre-pregnancy BMI greater than 30 should gain around 7kg during pregnancy to 
minimise risks to mother and baby – refer to Consultant and dietician if weight gain >10 kg from 
booking by 30 weeks 

 Risk assessment for thrombosis should performed at every subsequent antenatal visit and at 
every hospital admission  

 Refer to Physiotherapist if appropriate to aid posture. Encourage aquanatal classes.  

 Consider ultrasound scan (by experienced sonographer) at 37 weeks gestation if unsure re. 
presentation 

4.5 Intrapartum Care 

All women with BMI 30 and over 

 Risk assessment for thrombosis should performed on arrival on delivery suite (Appendix 2). 

 Consider ultrasound scan (by experienced sonographer) if unsure re. Presentation. 

 Apply fetal scalp electrode if fetal monitoring cannot otherwise be achieved. 

 Antacids should be given once in established labour. Obesity poses a major factor in causing 
difficulty with tracheal intubation. Obesity also predisposes to hiatus hernia making regurgitation 
of gastric contents more likely.  

 Women BMI <35 with no other risk factors do not need continuous monitoring. 

Women with BMI 35 or over: 

In addition: 

 Inform obstetric medical staff when admitted in labour.  

 IV access should be obtained with large bore cannula. 

 Ensure correct large size BP cuff is used. 

Women with BMI 40 or over: 

In addition:  

 Should in addition be given omeprazole 40mg o/d if in established labour 

 Duty obstetric Anaesthetist to be informed as soon as patient arrives on delivery suite to assess 
ease of intubation. If any difficulty is anticipated the Consultant Anaesthetist should be informed 
and an appropriate plan for operative delivery made. Early elective epidural 
analgesia/anaesthesia could then be considered and established.  

Women with BMI 45 or over:  

In addition: Consultant Obstetrician should be present for Caesarean sections performed in these 
women 



Guidelines for all obese pregnant women (BMI >30) 

GUID/MAT/1300 version 1.5  Page 8 of 20 

 Theatre bed can take up to 250kg 

 Manual handling assessment to ensure correct equipment is available and used. Contact back 
care advisory service if equipment for moving/handling is required. 

 Minimise risk of pressure sores using Waterlow score 

 Delivery beds can take up to 250kg  

4.6 Postnatal 

 Encourage early mobilisation 

 Support breastfeeding 

 Risk assessment for thrombosis should performed following delivery (Appendix 2) 

 Women with BMI of 45 or over should have postnatal thromboprophylaxis for 6 weeks 
(Enoxaparin 40mg twice daily + TEDs) 

 Minimise risk of Pressure Sores ( Waterlow Score, will indicate risk of pressure sores)  

 Advise on lifestyle modification: encourage exercise and weight loss.  

 Discuss importance of pre-conceptual care prior to subsequent pregnancies to reduce long-term 
morbidity.  

 Contraceptive advice essential prior to discharge. 

5 Key Performance Indicators (KPIS) 

Who will perform the 
monitoring? 

Maternity Services 

What are you monitoring? The calculation of the body mass index (BMI) and documentation 
of the BMI in the health records. 
The calculation of the body mass index (BMI) and recording of 
the BMI in the electronic patient information system. 
That all women with a BMI ≥ 35 should deliver in a Consultant unit 
That all women with a BMI >40 being offered a consultation with an 
obstetric anaesthetist (may be on admission in labour). 
That an obstetric anaesthetic management plan for labour and 
delivery should be discussed with the woman and documented 
in the health record. 
the requirement for women with a booking BMI >40 to have an 
individual documented assessment in the third trimester of pregnancy 
by an appropriately qualified professional to determine manual 
handling requirements for childbirth and consider tissue viability 
issues (may be on admission). 
That all women with a BMI ≥ 30 have a documented discussion 
antenatally to discuss possible intrapartum complications. 
Assessment of the availability of suitable equipment in all care 
settings. 

When will the monitoring 
be performed 

 Annually 

How are you going to 
monitor? 

Maternity records using maternity toolkit  

What will happen if any 
shortfalls are identified? 

Audit results shared with the Obs & Gynae Operation Group  
Action plan will be agreed  

Where will the results of 
the monitoring are 
reported? 

Quarterly Clinical Audit Meeting  
Re audit agreed as necessary 
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How will the resulting 
action plan be progressed 
and monitored? 

Obs & Gynae Operational Group 

How will learning take 
place? 

Mandatory days – update on trends/ themes. Labour ward forums 
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CDDFT Manual Handling procedure 

MATG 1 Antenatal booking visit 

MATG 12 Diabetes guideline 

MATG 14 Thromboprophylaxis guideline 
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Antenatal Check List Appendix 1 
Booking Visit 
 
All women BMI 30 or over 
 
BMI calculated  

 All women should have their height and weight 
measured accurately at booking/1

st 
antenatal 

visit. Verbal approximations are not acceptable.              
 

Implications/risks of obesity to pregnancy discussed –   
Leaflet given 
 
Discussion on weight, diet and exercise    

 Written information on healthy eating/dietary advice.       
 
Risk assessment for thrombosis at booking   
(appendix 1)  
 
GTT between 24-28 weeks gestation    
 
Women informed that the anomaly scan    
may have limitations.  
 
In addition: 
 

Women with BMI 35 or over:  
Booked for shared care with a Consultant Obstetrician           
 
Women with BMI 40 or over: 
Refer to anaesthetist (DMH only) Offer of referral to dietician  
 
GTT at booking and at 24 - 28 weeks     
 
Ultrasound scans for growth     
at 28 and 34 weeks arranged  
 
Management discussed with a moving and    
handling co-ordinator (appendix 2)    
 
Women with BMI 50 or over: 
 
Referral to anaesthetist     
 
Consider thromboprophylaxis antenatally    

 
Subsequent antenatal visits for all women with BMI 30 or over 

 
 

 Weight gain should be monitored throughout pregnancy.  
 
o Women with BMI >30 should be weighed at each antenatal 

visit to ensure that excess amounts of weight are not gained 
during pregnancy and pre delivery weight is known. 

 
 

 Risk assessment for thrombosis should performed at every 
subsequent antenatal visit and at every hospital admission. The 
risk assessment should take into account weight gain and 
recalculated BMI. (appendix 1) 

 
 

 Refer to Physiotherapist if appropriate to aid posture. Encourage 
aquanatal classes 

 
 

 Consider ultrasound scan (by experienced sonographer) at 37 
weeks gestation if unsure re. presentation 

 

 

 
Intrapartum and postnatal care for women with BMI 30 or over 

 
Risk assessment for thrombosis should be performed on admission in 
labour and then again after delivery  

 
Consider ultrasound scan (by experienced sonographer) if unsure re. 
presentation 
 
Apply fetal scalp electrode if fetal monitoring cannot otherwise be 
achieved 
 
Ranitidine 150mg to be given intrapartum   
 
(Women BMI<35 with no other risk factors do not need continuous 
monitoring) 
In addition: 
 
Women with BMI 35 or over: 
 
Anaesthetist to be informed as soon as    
patient arrives on delivery suite to assess   
ease of intubation. If any difficulty is anticipated the Consultant 
anaesthetist should be informed and an appropriate plan for operative 
delivery made. Early elective epidural analgesia/ anaesthesia could then 
be considered and established.  
 
Women with BMI 40 or over: 
 
Antacid regime to be commenced in established labour 
 
Women with BMI 45 or over: 
 
Consultant Obstetrician should be present for Caesarean sections 
performed in these women 

 
Risk assessment for safe handling of  pregnant women in labour 
(appendix 2). Contact backcare advisory service if equipment for 
moving/handling is required. NB. Theatre bed can take up to 250kg 
 
Waterlow score to minimise risk of pressure 
sores (appendix 3) 
 
Should receive thromboprophylaxis postnatally for 6 weeks (Enoxaparin 
40mg bd + TEDs) 
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Venous Thromboembolism (VTE) Risk Assessment and Prophylaxis during 
pregnancy and after delivery 

 

 Individual risk assessment should be carried out in all women since certain factors increase the risk of DVT and 
pulmonary embolism. If the woman is deemed at increased risk then prophylactic anticoagulation is required (not 
whilst in labour). 

 This assessment is to be made at booking, on every admission thereafter and following delivery since a woman’s risk 
can change.  Additional risk factors may develop during pregnancy e.g. starting smoking again, developing varicose 
veins etc, and postnatally. Therefore women should have their risk re-assessed as pregnancy progresses. 

Risk Assessment 

(Tick each risk factor – the total number of risk factors triggers treatment) 

High risk patient e.g. Previous 
DVT/PE, thrombophilia, BMI >50 

These women should be attending the Obstetric Medical 
Clinic. See Thromboprophylaxis guideline 

 

Pre-existing risk factors 
New-onset/transient/potentially reversible 

risk factors 

Age > 36 at booking  Hyperemesis (ongoing), ovarian hyperstimulation 
(ongoing),dehydration (requiring IVT) 
– in-patient automatically requires 
thromboprophylaxis 

 

Para > 3 (at booking – doesn’t change after 
delivery for re-assessment) 

 

BMI > 31 (either pre- pregnancy or in early 
pregnancy)  

BMI > 40 counts as 2 risk factors 

 
Current severe systemic infection (e.g. 
pyelonephritis, pneumonia, postpartum infection) – 
in-patient automatically requires thromboprophylaxis 

 

Family history of VTE in first degree relative  Surgical procedure in pregnancy or postpartum e.g. 
appendicectomy, cervical suture, Manual removal of 
placenta, 3

rd
/4

th
 degree tear (not CS – see overleaf 

for CS) 

 

Smoker   

Sickle cell disease  
Long- distance travel - including by air/car / train > 4 
hours) 

 

Crohns/ulcerative colitis (on medication), SLE, 
rheumatoid arthritis 

 Pre-eclampsia (Moderate/severe) i.e. BP > 150/100 
(or on medication) and protein > 2+ 

 

Myeloproliferative disorders (e.g. 
thrombocythaemia, polycythaemia vera) 

 Antepartum haemorrhage (> 1 litre) 
PPH (>1litre) or transfusion 

 

Chronic medical conditions e.g. cardiac or lung 
disease (not asthma), cancer, nephrotic syndrome 
(>3g/day), IV drug user, type 1 and 2 diabetes (not 
gestational diabetes) 

 Prolonged labour (>24 hours)  

Paraplegia/restricted mobility  Operative delivery in theatre (forceps/ventouse)  

Multiple Pregnancy  Immobility before or after delivery – e.g. SPD, gross 
oedema (not CS) 

 

Gross varicose veins - symptomatic, above the 
knee or associated with phlebitis/oedema/skin 
changes 

 Hospitalisation > 4 days (for maternal reasons, not if 
staying in for the baby) 

 

PTO: Thromboprophylaxis protocol and accountability section overleaf.

CRN: 

Name: 

Address: 

 

 

D.O.B 

G.P. 

(or attach patient addressograph label) 

 

Appendix 2 



 

GUID/MAT/1300 version 1.5  Page 13 of 20 

Thromboprophylaxis protocol 

Antenatal – 
Increased risk 

 3 or more risk factors 

 2 or more risk factors if admitted 
 

 BMI > 40 + 1 or more other risk factors  

 BMI > 40 if admitted 

Consider antenatal prophylactic dose LMWH  

N.B. Only need elastic stockings A/N if 
contraindication to heparin or travelling > 
4hours 

Postnatal – 
Increased risk 

 

 2 risk factors  

 BMI  > 40 
Postnatal prophylactic dose LMWH for  7 days  

 3 or more risk factors 

 BMI > 40 + 1 or more other risk factors  

Consider continue LWMH for 6 weeks postnatal 

 

Postnatal 

- CS 

Elective CS - Prophylactic thromboprophylaxis + elastic stockings for 48 hours or until mobile. 

 Continue thromboprophylaxis for 7 days if one additional risk factor 

 Consider continuing thromboprophylaxis for 6 weeks if there are an additional 2 risk factors 

 Consider continuing thromboprophylaxis  + elastic stockings for 6 weeks if there are an additional 3 
risk factors 

Emergency CS - Prophylactic thromboprophylaxis for 7 days + elastic stockings for 48 hours or until 

mobile. 

 Emergency CS + BMI > 40 - LWMH + stockings for 6 weeks post partum 

 Emergency CS + 2 additional risk factors -  Consider LWMH/stockings for 6 weeks postnatal 
 

 
 
 
 
 
 
 
 

<50 kg  50-90 kg  91-140 kg   >140 kg 

       

Enoxaparin (Clexane) 

20mg once daily 

 
Enoxaparin (Clexane) 

40mg once daily 

 
Enoxaparin (Clexane)  

A/N: 40mg twice daily 
P/N: 80mg daily 

 Enoxaparin (Clexane) 
0.6mg/kg/day 
A/N: in 2 divided doses 
P/N: Single dose 

 

 Number 
of risk 
factors 

Already on 
heparin 

Outcome – low risk/increased risk and 
preventative measures prescribed 
(heparin and stockings) 

Signed Print 
name 

Assessment date:       

Date of Post-natal 
reassessment: 

      

Leaflet (Reducing the risk of venous thromboembolism in pregnancy and after birth) given.   

Thromboprophylaxis withheld because already on heparin or risk of bleeding 
outweighs risk of DVT (decision must be made by senior medical staff) 

N.B. Increased risk of bleeding: Active bleeding, uncontrolled hypertension (systolic BP 

>200mmHg, diastolic > 120mmHg), thrombocytopenia (platelets < 75 x 109), at risk of major 
haemorrhage (e.g. placenta praevia), bleeding disorder e.g. Von Willebrand’s, severe liver or 
renal disease, acute stroke in last 4 weeks (haemorrhagic or ischaemia). 

Yes 

 

No 

  

 

Booking weight 

Prophylactic Thromboprophylaxis 

(+ graduated compression stockings P/N if necessary – see above) 
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Appendix 3 

Audit of BMI in Pregnancy Guidelines 

Prospective – All women delivering with a BMI above 35 at booking 

1. Was BMI calculated at booking?   Yes   No  
 
2. Was patient booked for shared care?  Yes   No  

 
 
3. If BMI over 40 was GTT done at booking?  Yes   No  

 

4. GTT done between 24 and 28 weeks’?  Yes   No  

 

5. Anaesthetist review offered?    Yes   No  

 

6. Continue E.F.M in labour?    Yes   No  

 

7. Evidence of assessment for VTE?   Yes   No  

 

8. Evidence of Waterlow score assessment?  Yes   No  

 

9. Evidence of advice re diet and exercise  Yes   No  

 

10. Evidence of growth assessed at 32 weeks?  Yes   No  

 

11. Weight of baby between    < 4kg           4-4.5kg       > 4.5kg   

 

12. Mode of delivery      SVD     Instrumental  C/S  

 

13. SCBU       Yes   No  

 

14. Complications  a) Shoulder dystocia  Yes   No  
b) PPH    Yes   No  
c) PET    Yes   No  
d) Other   Yes   No   

 


