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1 | EXECUTIVE SUMMARY

Obstetricians and gynecologists are well positioned to influence popu-
lation health through maternity and women'’s health services. Obesity
is common in women of reproductive age and the prevalence is ris-
ing in both low-/middle-income and high-income countries®. Obesity
affects requirements for assessment, monitoring, and intervention and
can impact maternal and child outcomes. Obstetricians and gynecol-

ogists require guidance on the care of women of reproductive age

with obesity at all time points related to pregnancy, including how to
address modifiable risk factors such as diet and physical activity. Many
guidelines have been developed to date, although they vary in scope,
methodology, and individual recommendations.

FIGO’s Committee Guideline for the Management of Pre-
pregnancy, Pregnancy, and Postpartum Obesity (Table 1) reviews
good clinical practice recommendations (Table 2-4) from previously
published international documents. It serves as a practical resource

to support obstetricians and gynecologists in the management of
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TABLE 1 FIGO Committee guideline for the management of prepregnancy, pregnancy, and postpartum obesity

Time point A: Prepregnancy

Al

A2

A3

A4

All women should have their weight and height measured and their body mass index (BMI, calculated as weight in kilograms divided by height
in meters squared) calculated. Consider ethnic differences.

All women with a BMI of 230 should be advised of the effect of obesity on fertility, the immediate risks of obesity during pregnancy and
childbirth, and the subsequent long-term health effect of obesity including the higher risk of noncommunicable diseases for them and their
children.

All women with obesity should be encouraged to lose weight through diet and adopting a healthy lifestyle including moderate physical activ-
ity. If indicated and available, other weight management interventions might be considered, including bariatric surgery.

All women with obesity should be advised to take at least 0.4 mg (400 pg) and consider up to 5 mg folic acid supplementation daily for at least
1-3 months before conception.

Time point B: Pregnancy

B.1

B.2

B.3

B.4

All women should have their weight and height measured and their BMI calculated at the first antenatal visit. Consider ethnic differences.
Advise on appropriate gestational weight gain.

All women should receive information on diet and lifestyle appropriate to their gestation including nutrient supplements, weight management,
and regular physical activity.

All women with obesity should be advised of the risks of obesity and excess gestational weight gain on pregnancy, childbirth, and long-term
health including risk of noncommunicable diseases for them and their children.

All antenatal healthcare facilities should have well-defined multidisciplinary pathways for the clinical management of pregnant women with
obesity including the identification and treatment of pregnancy-related complications.

Time point C: Postpartum

C1
C2

C3

C4

All women with prepregnancy obesity should receive support on breastfeeding initiation and maintenance.

All women with obesity and pregnancy complications should receive appropriate postnatal follow-up in line with local resources, care path-
ways, and in response to the individual health requirements of each woman and her children.

All women with obesity should be encouraged to lose weight post partum with emphasis on healthy diet, breastfeeding if possible, and regu-
lar moderate physical activity. They should be advised of the importance of long-term follow-up as they and their children are at increased
risk for noncommunicable diseases.

Maternal obesity should be considered when making the decision regarding the most appropriate form of postnatal contraception.

TABLE 2 Good clinical practice recommendations for prepregnancy obesity (timepoint A)

Recommendation Strength

Al1l

Primary care services should support women of childbearing age with weight management before pregnancy Conditional ®000
and body mass index (BMI, calculated as weight in kilograms divided by the square of height in meters)
should be measured. Advice on weight and lifestyle should be given during periodic health examinations,
preconception counselling, contraceptive consultations, or other gynecologic care prior to pregnancy.

A2.1 Women of childbearing age with obesity should receive information and advice about the effect of obesity Conditional ®®®0
on fertility and the risks of obesity during pregnancy and childbirth.
A2.2 Assessment for sleep apnea and other conditions that could affect health during pregnancy, including those Conditional ®@®00
of the cardiac, pulmonary, renal, endocrine, and skin systems is warranted in the preconception period.
A3.1 Weight management strategies prior to pregnancy could include dietary, exercise, medical, and surgi- Conditional @000
cal approaches. Diet and exercise are the cornerstone of weight management in preconception and
pregnancy.
A4.1 Women with a BMI 230 wishing to become pregnant should be advised to take a folic acid supplement Strong @@@0
daily, starting at least 1-3 months before conception and continuing during the first trimester of
pregnancy. The dose should be at least 0.4 mg (400 pg) and consideration should be given to a higher
dose (5 mg) as obesity is a risk factor for neural tube defects.
women with obesity. We emphasize the role of clinicians in pre- in this guideline will inform the development of evidence-based,
venting and managing obesity for women before, during, and after country-specific guidance on the management of obesity in member
pregnancy, harnessing the increased contact with healthcare profes- organizations, that are in line with local needs, practices, policies,

sionals during this period. FIGO expects that the recommendations and available resources.
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TABLE 3 Good clinical practice recommendations for pregnancy obesity (timepoint B)

Recommendation

B.1.1 All pregnant women should have their height and weight measured at their first antenatal visit. This can
be used to calculate body mass index (BMI, calculated as weight in kilograms divided by the square of
height in meters). Data should be recorded in the medical records.

B.1.2 Approaches to monitor and manage gestational weight gain should be integrated into routine antenatal
care practices.

B.1.3 Pregnant women with a BMI 230 should be advised to avoid high gestational weight gain. Weight gain
should be limited to 5-9 kg.

B.2.1 The mainstay of weight management during pregnancy is diet and exercise. Health professionals should pro-
vide general nutrition information and advice on a healthy diet to manage weight during pregnancy. Where
resources permit, individual plans for diet and exercise for weight management should be put in place.

B.2.2 Moderate intensity and appropriate exercise should be encouraged during pregnancy.
B.2.3 Women with obesity should continue to take folic acid during at least the first trimester.
B.2.4 Women with previous bariatric surgery require closer screening and monitoring of their nutritional status

and fetal growth throughout pregnancy. They should be referred to a dietitian for advice about their
nutritional needs and, where possible, have consultant-led care.

B.3.1 All pregnant women with obesity in early pregnancy should be provided with accurate and accessible
information about the risks associated with obesity and how they may be minimized.

B.3.2 Women should be informed that some screening processes for chromosomal anomalies are less effective
in obesity.
B.3.3 All pregnant women should be advised individually on mode of delivery, considering the risk of emer-

gency cesarean delivery.

B.4.1 Where possible, healthcare facilities should have clearly defined pathways for the management of preg-
nant women with obesity. The adequacy of resources and equipment available should be considered
when making decisions around care, especially for women with a BMI 240.

B.4.2 Women with obesity with multiple gestations require increased surveillance and may benefit from consul-
tation with a maternal-fetal medicine consultant.

B.4.3 All pregnant women with a BMI 230 should be screened for gestational diabetes in early pregnancy.

B.4.4 Where available, an appropriately sized blood pressure cuff should be used for measurements. The cuff
size used at the earliest time point should be documented in the medical records.

B.4.5 To help prevent pre-eclampsia, prophylactic aspirin from early pregnancy can be recommended to women
with obesity who have other moderate to high risk factors.

B.4.6 Clinicians should be aware that women with a BMI 230, before pregnancy or in early pregnancy, have a
pre-existing risk factor for developing venous thromboembolism during pregnancy. Risk of antenatal and
postnatal venous thromboembolism should be assessed.

B.4.7 If available, women with a BMI 235 should be referred for serial assessment of fetal size using ultrasound
as they are more likely to have inaccurate symphysis-fundal height measurements.

B.4.8 Due to the elevated risk of stillbirth associated with obesity, greater fetal surveillance is recommended in
the third trimester in the case of reduced fetal movements.

B.4.9 Women with a BMI 230 are at increased risk of mental health problems, including anxiety and depres-
sion. Healthcare professionals should offer psychological support, screen for anxiety and depression, and
refer for further support where appropriate and available.

B.4.10 Induction of labor is recommended at 41*° weeks of gestation for women with a BMI 235 owing to their
increased risk of intrauterine death.

B.4.11 Women with a BMI 240 should be referred to an anesthetist for assessment in the antenatal period.

B.4.12 Electronic fetal monitoring is recommended for women in active labor with a BMI 235. Intrauterine pres-
sure catheters and fetal scalp electrodes may help.

B.4.13 In the case of vaginal delivery for women with a BMI 240, early placement of an epidural catheter is
advisable in the case of an emergency cesarean delivery.

B.4.14 Establish venous access in early labor for women with a BMI 240 and consider a second cannula.

Strength

Conditional ®000O

Strong ®0OC

Strong ®®®C

Conditional ®000O

Strong ®@®C

Strong ®®®C

Conditional ®000O

Conditional ®000O

Strong ®®®C

Conditional ®000O

Conditional ®000O

Strong ®®®C

Strong ®®®C

Conditional ®®®0O

Strong ®®@®®

Strong ®@®C

Conditional ®000

Conditional ®®00

Strong ®®®C

Strong ®@®C

Conditional ®000
Conditional @000

Conditional ®®00

Conditional ®000O

(Continues)
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TABLE 3 (Continued)

Recommendation Strength

B.4.15 Women with a BMI 230 having a cesarean delivery are at increased risk of wound infection and should Strong ®@®®
receive prophylactic antibiotics at the time of surgery. Women with obesity may benefit from higher
doses.

B.4.16 Active management of the third stage should be recommended to reduce the risk of postpartum Strong ®®®C
hemorrhage.

B.4.17 Postoperative pharmacologic thromboprophylaxis should be prescribed based on maternal weight. Conditional ®®00O

B.4.18 Mechanical thromboprophylaxis is recommended before and after cesarean delivery. Where available, women  Conditional ®®00O

with a BMI 235 should be given graduated compression stockings, or other interventions such as sequential
compression devices, after cesarean delivery until mobilization, which should be encouraged early.

TABLE 4 Good clinical practice recommendations for postpartum obesity (timepoint C)

Recommendation

C11 Obesity is associated with low breastfeeding initiation and maintenance. Women with obesity in early

Strength

Conditional ®®00C

pregnancy should receive specialist advice on the benefits of breastfeeding and appropriate antenatal and
postnatal support for breastfeeding initiation and maintenance.

c.21 Women with obesity who have been diagnosed with gestational diabetes and other pregnancy complications

should have appropriate postnatal follow-up.

C22 Due to the increased risk associated with obesity, where available, women with obesity should be screened

Conditional @@®C

Strong ®®®0

for postpartum mental health disorders such as depression and anxiety.

C3.1 Women should be informed that weight loss between pregnancies reduces the risk of stillbirth, hypertensive

Strong ®®®0

complications, and fetal macrosomia in subsequent pregnancies. Weight loss increases the chances of suc-

cessful vaginal birth after cesarean delivery.

C.3.2 Women with obesity should be offered further dietary and physical activity advice to support postpartum

weight management.

C4.1 Women with obesity should be counselled on the most appropriate form of postnatal contraception based on

BMI.

Conditional ®00C

Conditional ®®00C

2 | INTRODUCTION

2.1 | Significance of obesity in women before,
during, and after pregnancy

Obesity has become the most common medical condition in women of
reproductive age and the rise in prevalence of obesity is seen in both
high-income countries and low-/middle-income countries (LMICs).
It is predicted that by 2025 more than 21% of women in the world
will have obesity?. In the USA, 2011-2012 NHANES (National Health
and Nutrition Examination Survey) data indicate that the prevalence
of obesity in women aged 20-39 years is at least 31.8% and is even
higher in women of low incomes at 61%°. The prevalence of maternal
obesity varies in different African nations, ranging from 17.9% in the
first trimester and up to 6.5%-50.7% in the third trimester®. Routine
surveillance of weight gain during pregnancy is not conducted in
many countries. However, body mass index (BMI) among women in
the reproductive age group is used often as an indicator of maternal
obesity and its likely effect on pregnancy outcomes and subsequent
health of the woman and her child.

Obesity increases the risk of noncommunicable diseases (NCDs),
such as type 2 diabetes and cardiovascular disease, which contribute

to over 70% of global deaths annuallys'é. This is especially important
in LMICs where 86% of premature NCD deaths occur’. Increasing evi-
dence from the developmental origins of health and disease paradigm
suggests that obesity during pregnancy not only increases the moth-
er’s risk of later NCDs but can also transfer the risk to the offspring
through epigenetic mechanisms, alterations in gut microbiome, and
sociocultural factors®. In addition, excessive gestational weight gain
during pregnancy can result in further elevated maternal BMI in sub-
sequent pregnancies if weight loss is not achieved in the postpartum
period, particularly in the first 6-12 months”"°.

Comorbidities such as gestational diabetes mellitus (GDM) are
more common in pregnant women with obesity, and this not only
increases the risk of subsequent type 2 diabetes mellitus for the
mother but also leads to increased fetal growth, large-for-gestational-
age babies, and metabolic compromise in the offspring'*™**. These
outcomes in offspring are further associated with long-term conse-
qguences such as childhood obesity and type 2 diabetes mellitus in
later life’®. Other long-term consequences include poor cognitive
performance in the child and neurodevelopmental disorders includ-
ing cerebral palsys. Pregnant women with obesity are also more likely
to deliver by cesarean and have difficulties initiating breastfeeding
and a reduction in duration of breastfeeding™*¢. Obesity in pregnant
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mothers is also associated with immediate adverse outcomes such
as stillbirth with risk increasing with higher maternal BMI’. Finally,
maternal obesity places women at a higher risk of infert—ilityig‘ Women
with obesity are more likely to have issues with ovulation or endo-
metrial function, and weight loss in women with obesity is associated

with improved fertility*?2°.

2.2 | Role of healthcare professionals in
obesity management

The causes of maternal obesity are multifaceted, including soci-
etal, environmental, and other factors, calling for a multisystem, life
course approach to obesity prevention and management. However,
obstetricians and gynecologists are uniquely positioned to influence
obesity risk and prevalence through lifestyle and other interventions
with women of reproductive age, before, during, and after preg-
nancy. The preconception and postpartum periods are opportunities
for intensive nutrition and weight optimization, while during preg-
nancy, the focus should be on appropriate gestational weight gain
while meeting nutritional requirements. Postpartum weight retention
can significantly alter the weight gain trajectory of a woman during
childbearing years, especially in the case of multiple pregnancies. The
preconception and postpartum periods are thus key time points for
weight management strategies to delay or prevent the development
or progression of obesity in women, promote the health of women in
pregnancy, and reduce the risks passed to future generations’.

Women with obesity during pregnancy require specialist care and
recommendations for this are outlined in this article. Maternity costs
are higher for women with obesity due to the increased and specialized
requirements associated with care and increased use of healthcare ser-
vices among women with obesity?*. Such issues highlight the additional
importance of nutrition and weight management in the preconception
and postpartum periods and to increase awareness about optimal gesta-
tional weight gain among clinicians and the general population.

While healthcare models and care pathways for women before,
during, and after pregnancy vary internationally, obstetricians/gyne-
cologists and midwives are well positioned to influence population
health through maternity and women’s health services. However,
several barriers exist in delivering these preventive services during
routine clinical practice. Often, time constraints during appointments
can hamper effective discussions related to nutrition and weight man-
agement during antenatal visits®22%. A recent review of midwives’ and
obstetricians/gynecologists’ knowledge of gestational weight gain
guidelines showed that, overall, healthcare professionals demon-
strated inadequate knowledge of these guideline524. Self-reported
knowledge was higher than directly assessed knowledge and a pooled
analysis was difficult owing to differences in guidelines between coun-
tries. In addition, cultural influences may determine the healthcare
professional’s subjective perception of body image and weight and,
in the absence of anthropometric measurement and classification,
this could result in underestimation and assessment of weight-related

risks. Resources such as the FIGO Nutrition Checklist and guidance

may assist obstetricians and gynecologists by increasing professional

knowledge and time management when caring for women?222>-27,

2.3 | FIGO guidance for the management of
prepregnancy, pregnancy, and postpartum obesity

Considering the increasing global rates of obesity during pregnancy and
their long-term effects for the health of the mother and the next gen-
eration, it is essential to address the issue of gestational weight gain.
The authors reviewed existing clinical guidelines for the management
of women with obesity before, during, and after pregnancy and iden-
tify key recommendations for global clinical practice. The Pregnancy
Obesity and Nutrition Initiative (PONI) developed by FIGO’s Pregnancy
and Non-Communicable Diseases (PNCD) Committee emphasizes that
management of obesity in pregnancy should be considered in the con-
text of a life course approach, linking with preconception and postpar-
tum and interconception services to prevent excess weight gain before
and during pregnancy5. PONI also aims to support healthcare profes-
sionals such as obstetricians/gynecologists, midwives, nurses, dieti-
tians, and endocrinologists to develop collaborative action to prevent
and reduce the burden of maternal obesity. This guidance also outlines
potential actions to address the barrier of ineffective communication
of risks related to maternal obesity. To date, over 30 clinical practice
guidelines have been published internationally, which focus specifically
on or incorporate some guidance on the management of women with
obesity during pregnancy?®. These guidelines vary in scope, evidence
quality, and international relevance. Therefore, this guidance for the
management of prepregnancy, pregnancy, and postpartum obesity
consolidates recommendations from multiple practice guidelines and
suggests a pragmatic approach for the management of obesity in

women before, during, and after pregnancy.

2.4 | Target audience

This guidance is directed at healthcare providers working with
women with obesity, before, during, and after pregnancy. Obesity
management may require and benefit from the involvement of a
variety of professionals such as general practitioners/family phy-
sicians, midwives, nurses, community health workers, dietitians,
nutritionists, physiotherapists, and others?’. A multidisciplinary
approach to obesity management before, during, and after preg-
nancy is therefore recommended. The guidance outlined here is
relevant to individual practitioners providing primary care, gyneco-
logical care, and support to women during pregnancy and outside
of pregnancy, and their respective professional organizations. This
guidance is also relevant to healthcare delivery organizations and
providers as it may guide and give insight into resource require-
ments for this group. This includes governments, legislators,
healthcare or insurance organizations, and development agencies.
The article focuses on three key time points, related to pregnancy:
prepregnancy (time point A), pregnancy (time point B), and the
postpartum period (time point C).
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For the purpose of this review, obesity is defined in terms of BMI (cal-
culated as weight in kilograms divided by the square of height in meters).
According to the World Health Organization (WHO), a BMI score greater
than 30 is considered to indicate obesity3°. Obesity is further divided
into three classes of increasing severity: obesity class | 30-34.9; class II
35-39.9; and class lll greater than 40. The potential influence of ethnic-
ity on BMI, body fat percentage, and associated risk factors for chronic
disease should be considered and the general cut-offs outlined above
may not be the most suitable for all populations, including some Asian
populations3°. The WHO recommends that each country make a deci-
sion on risk and desired BMI cut-offs based on the characteristics of their
specific population and have identified a number of points along the BMI
continuum that may indicate elevated risk in Asian populations. In some
cases, a BMI of 23 or 27.5 may be a relevant marker of risk, in compar-
ison to BMI of 25 and 30%%%L, FIGO member states using this resource
should consider the specific BMI cut-offs that are appropriate for their
population to identify women with obesity. The recommendations in this
guideline will likely be relevant to the management of women with obe-
sity, regardless of which BMI cut-off is used to define this risk.

While this article focuses on the management of women with
obesity, several of the risks associated with obesity likely start to
increase when BMI enters the overweight category (usually defined as
BMI 25-29)%223 Therefore, the advice may also be useful for women
with a BMI in the overweight category who are at increased risk of
adverse health outcomes and who may benefit from the diet, physical

activity, and other interventions outlined throughout®2.

2.5 | ldentification of recommendations and
evidence grading

Published clinical practice guidelines that focus specifically on obe-
sity in pregnancy and include evidence grading were considered for
this review. Sources include the recent systematic review on pub-
lished clinical practice guidelines on obesity in pregnancyzg, sup-
plemented with an independent review of grey literature, including
the Geneva Foundation for Medical Education and Research®. To
be included in the current review, a guideline needed to originate
from a FIGO member organization, focus primarily on the manage-
ment of pregnancy obesity rather than associated comorbidities
such as gestational diabetes mellitus, and include some form of evi-
dence grading to qualify recommendations. The recommendations
from included guidelines were extracted, along with their evidence
grading. Further details of the methods involved in this review are
included in supporting information S1.

There was variance in the evidence grading systems used by the
clinical practice guidelines, and evidence gradings were translated to
the GRADE (Grading of Recommendations Assessment, Development
and Evaluation) framework for consistency, based on the information
in each of the clinical practice guidelines (supporting information 52)%.
The interpretation of this can be seen in Tables 5 and 6. The sources of
recommendations are referenced throughout this article and should be
consulted for more details on the individual studies involved in the gen-
eration of the level of evidence qualifier. The clinical practice guidelines

were reviewed in order of publication. Where conflicting guidance or
evidence grading was provided, the guidance from the most recently
published clinical practice guideline is outlined. This approach was taken
as it best reflects the most up-to-date evidence. Each recommendation
or set of related recommendations is followed by a summary of the
rationale and evidence and remarks or caveats for operationalizing it
in diverse settings, where relevant. For full details of the list of recom-
mendations and corresponding evidence in each of the guidance docu-
ments, the specific reference document should be reviewed. The final
advice in this document was agreed upon through independent review
by members of the FIGO PNCD Committee and consolidation within
the committee.

3 | FIGO GUIDANCE FOR
PREPREGNANCY OBESITY

Recommendation A.1. All women should have their weight and height
measured and their body mass index calculated at each contact.

A.1.1. Primary care services should support women of childbear-
ing age with weight management before pregnancy and BMI
should be measured. Advice on weight and lifestyle should be
given during periodic health examinations, preconception counsel-
ling, contraceptive consultations, or other gynecologic care prior
to pregnancy.

Conditional ®000

The preconception and interpregnancy periods are good opportu-
nities for safe weight management interventions. As many women of
childbearing age may not attend preconception health services, other
health presentations such as regular health examinations, routine
gynecological appointments, and other primary care services should
be utilized to check and monitor weight36. Weight and height should
be measured and BMI calculated for all women of childbearing age to
encourage them, if needed, to optimize their weight before pregnan-
cy®”*8In addition, women with obesity may experience higher rates of
contraceptive failure and thus may not present to healthcare services
for pregnancy planning®®®’. Consideration should be given to weight
monitoring in routine health checks and clinical presentations so that

the individual weight trajectory of a woman can be considered.

Recommendation A.2. All women with a BMI of 230 should be
advised of the effect of obesity on fertility, the immediate risks of obe-
sity during pregnancy and childbirth, and the subsequent long-term
health effect of obesity including the higher risk of NCDs for them and
their children.

A.2.1. Women of childbearing age with obesity should receive
information and advice about the effect of obesity on fertility and
the risks of obesity during pregnancy and childbirth.

Conditional ®®®C
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TABLE 5 Interpretation of strong and conditional (weak) recommendations according to GRADE.*®
2 = Conditional (weak) recommendation phrased as
Implications 1 = Strong recommendation phrased as “we recommend” “we suggest”

Nearly all patients in this situation would accept the recom-
mended course of action. Formal decision aids are not needed
to help patients make decisions consistent with their values and
preferences

For patients Most patients in this situation would accept the sug-

gested course of action

For clinicians According to the guidelines, performance of the recommended

action could be used as a quality criterion or performance indicator

Decision aids may help patients make a management
decision consistent with their values and preferences

For policy makers The recommendation can be adapted as policy in most situations Stakeholders need to discuss the suggestion

2Adapted with permission of the American Thoracic Society. © 2020 American Thoracic Society. Schunemann HJ, Jaeschke R, Cook DJ, et al. An official
ATS statement: grading the quality of evidence and strength of recommendations in ATS guidelines and recommendations. Am J Respir Crit Care Med
2006;174:605-614. The American Journal of Respiratory and Critical Care Medicine is an official journal of the American Thoracic Society. Readers are
encouraged to read the entire article for the correct context at www.atsjournals.org/journal/ajrccm. The authors, editors, and The American Thoracic

Society are not responsible for errors or omissions in adaptations.

PBoth caregivers and care recipients need to be involved in the decision-making process before adopting recommendations.

TABLE 6

Interpretation of quality of evidence levels according to GRADE.?

Level of evidence Definition
High ®e@e®

Moderate ®®®0O

We are very confident that the true effect corresponds to that of the estimated effect

We are moderately confident in the estimated effect. The true effect is generally close to the esti-

mated effect, but it may be slightly different

Low ®®00
the estimated effect

Very low @000

Our confidence in the estimated effect is limited. The true effect could be substantially different from

We have very little confidence in the estimated effect. The true effect is likely to be substantially dif-

ferent from the estimated effect

#Adapted with permission from Balshem et al. GRADE guidelines: 3. Rating the quality of evidence. J Clin Epidemiol 2011;64:401-6. © 2011 Elsevier.

Women with obesity may be unaware of the extent of adverse
health outcomes of pregnancy that are related to obesity and may
hold misconceptions about the relationship between diet, weight,
and health in pregnancy®®~*2. Advice should be given to women
with obesity of the effect on their fertility and the risks of obesity
during pregnancy and childbirth, which include neural tube defects,
macrosomia, preterm delivery, stillbirth, shoulder dystocia, cesarean
delivery, GDM, metabolic syndrome, sleep apnea, hypertension, and

thromboembolic disorders®” 4343,

A.2.2. Assessment for sleep apnea and other conditions that could
affect health during pregnancy, including those of the cardiac,
pulmonary, renal, endocrine, and skin systems is warranted in the
preconception period.

Conditional ®®00C

Obesity influences many body systems. The preconception
period is an ideal time to assess and manage conditions that could
influence the health of the mother and fetus during pregnancy?>*3.
According to the Society of Obstetricians and Gynaecologists of
Canada (SOGC), baseline preconception health screening in women

with obesity, where available and indicated, could include renal,

liver, and thyroid function, lipids, and diabetes screen. Additional
considerations include cardiovascular health (e.g. blood pressure,
echocardiogram) and pulmonary function tests (including sleep
apnea where relevant). For further information see the FIGO posi-

tion paper on preconception health?>.

Recommendation A.3. All women with obesity should be encouraged
to lose weight through diet and adopting a healthy lifestyle including mod-
erate physical activity. If indicated and available, other weight manage-

ment interventions might be considered, including bariatric surgery.

A.3.1. Weight management strategies prior to pregnancy could
include dietary, exercise, medical, and surgical approaches. Diet
and exercise are the cornerstone of weight management in
preconception and pregnancy.

Conditional ®00C

Women should be encouraged to enter pregnancy with a BMI <30,
and ideally in the healthy rangesé. There is evidence that preconcep-
tion weight loss, achieved through one or more nonsurgical or surgical
interventions, has the potential to improve maternal health and reduce

risk of pregnancy complications, even when the weight loss is small*>#¢,
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Losing weight before pregnancy can have positive effects such as the
reduced risk of obesity in children and improved fertility®’.

Avrealistic target is weight loss generally considered to be 5%-10%
of original body weight over a period of 6 months*>*%4?_Individualized
counselling sessions that include dietary modifications for weight loss
and optimizing nutritional status, combined with aerobic and strength-
ening exercises, should be considered as the first-line therapy for the
management of obesity before conception®®*’. Diet and lifestyle
advice should be practical, implementable, and communicated clearly
using plain and simple Ianguageso. Techniques such as goal setting,
social support, and self-monitoring may support the success of diet
and lifestyle interventions for weight loss>™.

Women with obesity are more likely to have nutritional deficiencies
such as in vitamin D, iron, and vitamin B12, when compared to women
with lower BMIs¥. This may be due to reduced diet qualitySZ. Dietary
advice forwomen with obesity before pregnancy should focus on achiev-
ing weight loss or preventing further weight gain through nutrient-dense
foods, following local dietary practices and guidelines that are appro-
priate for age, medical history, and other characteristics of the woman
e.g. dietary practices, allergies, intolerances, or other specific require-
ments. The specific foods to recommend will vary depending on national
guidance, cultural practices, and other considerations?’. Detailed infor-
mation on diet before conception can be found in the FIGO recommen-
dations on adolescent, preconception, and maternal nutrition®®.

Due to insufficient safety data, medications and surgery for weight
loss are not recommended around the time of conception, though
should be considered as part of the management of obesity in women
who are planning a pregnancy in the future, especially for those with
comorbidities and greater severity obesity®>**%. The degree of
weight loss achievable with different interventions varies and prac-
titioners and pregnant women should be aware of this in managing
expectations for weight management®. Despite this, health benefits
such as improved fertility are likely even with small amounts of weight
loss and therefore all weight loss should be encouraged, even when
achieving a healthy BMI before pregnancy is not possible?’.

Finally, factors related to weight management, such as depression,
should be considered and addressed where appropriate to support
weight loss before conception®*.

If preconception weight loss interventions include bariatric surgery,
where possible, women should wait at least 12-18 months after treat-
ment to conceive®*. This is to allow for body weight stabilization and the
identification and treatment of any nutritional deficiencies, especially in
the case of malabsorptive surgery**>>. Therefore, appropriate contra-
ceptive advice should be given®>. Women after bariatric surgery have
been found to have any of a variety of vitamin and mineral deficiencies
in pregnancy including vitamins A, C, D, B1, B6, B12, and K, iron, calcium,
selenium, and phosphorous®®. In fact, long-term periodic screening for
vitamin and mineral deficiencies is recommended for women after bariat-
ric surgery along with prescribed multivitamin and mineral supplementa-
tion®”. In cases of advanced maternal age, a shorter interval after surgery
could be considered, including the effect of nutritional and other obesity-
related issues that are associated with a reduced time to pregnancy®”.
Due to the associated complexities of nutritional requirements in addition

WILEY--2

to the usual preconception needs, where possible women with a history
37,49

of bariatric surgery should be referred to a dietitian before pregnancy

Recommendation A.4. All women with obesity should be advised to
take at least 0.4 mg (400 ug) and consider up to 5 mg folic acid supple-

mentation daily for at least 1-3 months before conception.

A.4.1. Women with a BMI 230 wishing to become pregnant should
be advised to take a folic acid supplement daily, starting at least
1-3 months before conception and continuing during the first tri-
mester of pregnancy. The dose should be at least 0.4 mg (400 pg)
and consideration should be given to higher dose (5 mg) as obesity
is a risk factor for neural tube defects.

Strong @@@C

Periconceptional folic acid supplementation reduces the inci-
dence of neural tube defects across resource settings>®. While there
are some differences within published guidelines, FIGO’s advice is
that all women of childbearing age should consume at least 0.4 mg
(400 pg) supplementary folic acid a day for at least 1 month before
conception, continuing until at least the end of the first trimester
of pregnancy, to reduce the risk of neutral tube defects®3*+>7,
Consideration should be given to the potential use of a higher dose
(5 mg/d) for women with obesity, for example in those who may
have other additional risk factors for neural tube defects, for exam-
ple pregestational diabetes or family history, in line with local and
national guidelines and resources®”¢%¢1,

Depending on the specific diets of the population, women who
could become pregnant or are planning a pregnancy may require addi-
tional vitamin and mineral supplements. A daily iodine supplement of
150 mg per day, for example, is recommended by the Royal Australian
and New Zealand College of Obstetricians and Gynaecologists
(RANZCOG) for women before conception**. Other guidelines suggest

consideration of a daily vitamin D supplement*®

. Vitamin D supple-
mentation may help ensure women with obesity are replete in Vitamin
D; however, there is insufficient evidence to determine whether rou-
tine supplementation is required37. Dietary intakes, medical history,

and other factors such as sun exposure should be considered.

4 | FIGO GUIDANCE FOR
PREGNANCY OBESITY

Recommendation B.1. All women should have their weight and height
measured and their BMI calculated at the first anetanal visit. Consider
ethnic differences. Advise on appropriate gestational weight gain.

B.1.1. All pregnant women should have their height and weight
measured at their first antenatal visit. This can be used to calculate
BMI. Data should be recorded in the medical records.

Conditional ®000C
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Weight and height should be measured and recorded at the first

t%7. These measures should be used to calculate BMI.

antenatal visi
This helps give an indication of the pregnancy risks and manage-
ment requirements. As outlined previously, prepregnancy or early-
pregnancy BMI of 230 is considered to indicate obesity, however con-
sideration should be given to the health and other risks for women
of Asian ethnicity with lower BMIs®. The frequency of subsequent
weight checks should be conducted in line with local policy and prac-
tices and in consideration of the individual needs and circumstances

of the woman.

B.1.2. Approaches to monitor and manage gestational weight gain
should be integrated into routine antenatal care practices.
Strong @000

Recent evidence illustrates that gestational weight gain is an
independent risk factor for adverse health outcomes and that
it has a cumulative effect, whereby mothers with obesity who
gain excessive weight during pregnancy have the greatest risk of

pregnancy complications*346:62:63,

B.1.3. Pregnant women with a BMI 230 should be advised to
avoid high gestational weight gain. Weight gain should be limited
to 5-9 kg.

Strong ®®®0

While the amount of gestational weight gain considered “nor-
mal” will vary regionally, consider advising pregnant women with
obesity and a singleton pregnancy to limit gestational weight gain to
approximately 5-9 kg to reduce the risk of adverse pregnancy out-
comes®*>¢* This is based on the Institute of Medicine guidelines
(IOM)5, Weight gain in excess of the IOM guidelines has been shown
to increase risk of many pregnancy complications, including macroso-
mia, and cesarean delivery®®. Some research suggests however, that
the risk of pregnancy complications may be further reduced by limiting
gestational weight gain to lower than 5-9 kg®’. In addition, excessive
gestational weight gain has been associated with adverse cardiometa-
bolic outcomes in offpringés.

The IOM guidelines were developed based on the ethnic diversity in
the USA in 1990 and 2009 and outline ranges of acceptable gestational
weight gain according to weight definitions that are based on standard
BMI cut-offs, used by the WHO%>%?_ In the absence of country-specific
recommendations based on individual population characteristics and
trends, the IOM guidelines are used widely internationally, such as in
Brazil, Malawi, Australia, and New Zealand**7%7%. The utility of the IOM
guidelines for women of Indian and other Asian backgrounds has been
questioned, mostly due to the variance in BMI cut-offs used for this
group’?2. Despite this, a recent systematic review found that gestational
weight gain in excess of the IOM guidelines in Asian women was asso-
ciated with adverse maternal and fetal outcomes’?.

Some Asian countries have their own country-specific guidelines,
such as Japan, where national guidelines recommend lower gestational

weight gain ranges than the IOM (s5 kg)”2. It is therefore prudent that
in the absence of suitable country-specific guidance, the IOM guide-
line of 5-9 kg gestational weight gain can be used for women with
obesity. The classification of obesity should, however, be based on the
BMI cut-offs most appropriate to that country. This supports the cor-
rect application and interpretation of the guidelines and makes them
suitable for widespread use.”3"7°

Recently, high-quality large-scale randomized controlled trials
have reported that lifestyle interventions during pregnancy that
include diet and exercise advice and behavior change support can
reduce excessive gestational weight gain and the frequency of
large-for-gestational-age babies (LIMIT, UPBEAT, PEARS trials)’¢78.
Lifestyle interventions during pregnancy that include diet and phys-
ical activity have also been shown to reduce the risk of pregnancy-
induced hypertension, cesarean delivery, and respiratory distress in
neonates’’. Other interventions incorporating dietary counselling
and low glycemic index dietary advice and supervised exercise have
shown promise in preventing the transmission of risk factors for
childhood obesity””%°.

Recommendation B.2. All women should receive information on diet
and lifestyle appropriate to their gestation including nutrient supplements,
weight management, and regular physical activity.

B.2.1. The mainstay of weight management during pregnancy is
diet and exercise. Health professionals should provide general
nutrition information and advice on a healthy diet to manage
weight during pregnancy. Where resources permit, individual
plans for diet and exercise for weight management should be put
in place.

Conditional ®000O

Diet and lifestyle interventions are clinically effective in reduc-
ing gestational weight gain and preventing pregnancy complica-
tions so should be offered to women with obesity. Women with
obesity may have a higher prevalence of nutritional inadequacies,
and intakes of certain micronutrients have been shown to correlate
with BMI®L. Dietary advice should therefore emphasize healthy
dietary patterns that consist of nutrient-dense foods. This may be
characterized by higher intakes of fruit, vegetables, wholegrains,
nuts, seeds, legumes, and seafood, and lower intakes of red or
processed meats and fried foods®?7 84 The specific foods advised
however will vary depending on the context and must be culturally
and locally relevant.82-8* In Arab countries for example, guidance
suggests pregnant women follow general healthy eating guidelines,
but consume adequate amounts of foods that contain iron as well
as foods that promote the absorption of iron®.

Obstetricians and gynecologists should consider giving dietary
advice during their routine clinical practice and, where available, women
with obesity may benefit from consultation with a dietitian or specifically
trained midwife®77887 Nutrition and diet in pregnancy are addressed

in more detail in FIGO’s “Think Nutrition First” recommendations®®. In
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this article, detailed nutritional requirements are discussed in line with
culture-specific considerations. The FIGO PNCD Committee also devel-
oped a short dietary assessment tool for pregnancy: the FIGO Nutrition
Checklist (supporting information S3). This short questionnaire
addresses intakes of key nutrient-dense foods for pregnancy and may
assist obstetricians, gynecologists, and other healthcare practitioners
briefly assess and advise on general healthy eating for pregnancy?2%.
This tool can be locally adapted based on the specific dietary practices
of the region and relevant dietary guidelines and needs. Nutrition-only
interventions have been found to be superior to exercise-only interven-
tions for managing gestational weight gain during pregnancy, in normal
weight and in overweight/obese pregnancysg. Therefore, dietary inter-
vention may have the greatest potential for helping women achieve the
appropriate gestational weight gain in pregnancy and this can be sup-

plemented with counselling on physical act'ivity89.

B.2.2 Moderate intensity and appropriate exercise should be
encouraged during pregnancy.
Strong ®®®0

Therefore, while there is a lack of strong evidence to show that
vitamin D supplementation can improve outcomes in women with
obesity in pregnancy, to ensure that women with obesity are at least
vitamin D replete, it is prudent to recommend a daily vitamin D sup-
plement, in a safe dose, to women with obesity®”*3. In making the
decision whether to supplement with vitamin D, the circumstances
of the mother (e.g. diet or sun exposure) and the available resources
should be considered. Additional nutrient-specific or multi nutrient
supplementation may be indicated in certain regions or with women
with limited dietary intakes. This may include iron, vitamin B12 or
folate to prevent anemia, calcium to prevent pre-eclampsia, iodine,

or others as appropriate**%4,

B.2.4. Women with previous bariatric surgery require closer
screening and monitoring of their nutritional status and fetal
growth throughout pregnancy. They should be referred to a dieti-
tian for advice about their nutritional needs and, where possible,
have consultant-led care.

Conditional ®00C

Women with obesity should be recommended to be physi-
cally active daily in line with local physical activity guidelines®” 4362,
Although physical activity may help reduce excessive gestational
weight gain, it is also associated with improved outcomes such as
gestational diabetes and mode of delivery, independent of gestational
weight gain?. The general global recommendation is to undertake
a minimum of 150 minutes of moderate physical activity per week.
Some member organizations recommend 30-60 minutes of moder-
ate physical activity per day for women with obesitygé. Consideration
of the baseline physical activity levels of the woman should be made
and, where required, advice given to build physical activity gradually
to meet these recommendations in line with individual needs and
capabilities’ . The type of physical activity recommended will vary
depending on the local context and the individual circumstances of the
mother, however it could include types of moderate aerobic activity or
strength conditioning exercise, aimed at maintaining fitness through-
out pregnancy, rather than achieving peak fitness levels. The type of
activity should also be selected so that there is minimal risk of falling

from loss of balance or activity that could cause fetal trauma®.

B.2.3. Women with obesity should continue to take folic acid dur-
ing at least the first trimester.
Strong ®®®0

As is the case for all pregnant women, those with obesity should
be encouraged to continue taking their folic acid supplementation
daily throughout early pregnancy until the end of the first trimes-
ter®”. A dose of at least 0.4 mg (400 ug) daily is recommended and
consideration can be given to higher-dose supplements as appro-
priate37’43‘ Women with obesity are at higher risk of vitamin D defi-

ciency due to deposition of the vitamin in adipose tissue deposits’?.

As discussed previously, women with a history of bariatric surgery
are at risk of myriad vitamin and mineral deficiencies during pregnancy
and are at higher risk of pregnancy complications*>*®. They should
therefore have appropriate nutritional and other surveillance during
pregnancy and receive consultant-led care where possible®”*3. They
should also receive sufficient nutritional care including supplementa-
tion appropriate for their specific needs and may benefit from dietetic

support where available3”°,

Recommendation B.3. All women with obesity should be advised of the
risk of obesity and excess gestational weight gain on pregnancy, childbirth,

and long-term health including risk of NCDs for them and their children.

B.3.1. All pregnant women with obesity in early pregnancy should

be provided with accurate and accessible information about the

risks associated with obesity and how they may be minimized.
Conditional ®00C

Recent evidence suggests that nearly a quarter (23.9%) of the
risk of any pregnancy complication can be attributed to maternal
overweight or obesity. In LMICs, the population-attributable risk of
overweight and obesity to gestational diabetes, gestational hyperten-
sion, and pre-eclampsia is between 14%-35%"%. Women with obe-
sity should receive accurate and accessible information on the risks
associated with obesity in pregnancy and the options for managing
these risks. Risks to the mother of obesity during pregnancy include
cardiometabolic disease (gestational diabetes, hypertensive disorders
of pregnancy), sepsis, venous thromboembolism, stillbirth, preterm
delivery, large-for-gestational-age infant, and obstructive sleep apnea;
for the fetus they include congenital anomalies or adverse birth out-

comes including infant death33446293-98,
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B.3.2. Women should be informed that some screening processes
for chromosomal anomalies are less effective in obesity.
Strong ®®®C

Obesity impacts scan completion and image quality, which can
affect the detection of fetal anomalies””*®. Women with obesity
should be made aware that some forms of screening may less effective
with a raised BM|,37:46:101.102

B.3.3. All pregnant women should be advised individually on mode
of delivery, considering the risk of emergency cesarean delivery.
Conditional ®ococ

>35 should have at least one consultation with an obstetrician

during pregnancy®.

B.4.2. Women with obesity with multiple gestations require
increased surveillance and may benefit from consultation with a
maternal-fetal medicine consultant.

Strong ®®®C

Multiple gestations increase risk of pregnancy complications and,
therefore, further augment the risk associated with obesity in preg-
nancy, including the risk of pre-eclampsia, gestational diabetes, and

preterm birth*3.

Obesity is not an indication for cesarean delivery; however, moth-
ers with obesity may be at an increased risk of requiring an emer-
gency cesarean delivery and repeat cesarean deliveries’®. All pregnant
women should receive individual advice on mode of delivery, consid-

ering all other contributing factors®.

Recommendation B.4. All antenatal healthcare facilities should have
well-defined multidisciplinary pathways for the clinical management of
pregnant women with obesity including the identification and treatment

of pregnancy-related complications.

B.4.1. Where possible, healthcare facilities should have clearly
defined pathways for the management of pregnant women with
obesity. The adequacy of resources and equipment available
should be considered when making decisions around care, espe-
cially for women with a BMI 240.

Conditional ®000

An environmental risk assessment, where feasible, should be
completed and documented. Healthcare facilities providing mater-
nity services should have a central list of the facilities and equip-
ment required to care for pregnant women with obesity. These may
include equipment such as larger chairs or wheelchairs. Individual
practice locations should consider this in their planning and in
line with their setting characteristics, storage space, and resource
availability. Healthcare settings should consider audit and risk
assessment as appropriate and possible within the setting®”4¢¢1,
Weighing women in their third trimester may support appropri-
ate planning for resources requirements for labor and birth. This
includes equipment that has specific weight restrictions, aspects
of manual handling, and need for additional or specialist person-
nel, including theatre staff374446:86,103,104 pyicticylties with venous
access and anesthesia should be assessed and an anesthetic man-
agement plan for labor and birth should be discussed and docu-
mented. Healthcare professionals caring for the patient should
consider multidisciplinary discussion in case significant potential

difficulties are identified®” 1%, Where possible, women with a BMI

B.4.3. All pregnant women with a BMI 230 should be screened for
gestational diabetes in early pregnancy.
Strong ®®®C

Early identification and treatment of pregnancy complications can
help lessen their impact on immediate and longer-term maternal and
child health?’”. All pregnant women should be screened for gestational
diabetes according to local and organizational practice guidelines?1%°,
For more information on the identification, diagnosis, and management
of diabetes in pregnancy and GDM, see the FIGO initiative on gesta-
tional diabetes mellitus: a pragmatic guide for diagnosis, management,
and care?. In the case of diabetes in pregnancy, this may be identified
any time during pregnancy and while GDM may also occur at any time,
it is most likely after 24 weeks?. As a result, routine screening generally
takes place in mid pregnancy, between 24 and 28 weeks of gestation26.

B.4.4. Where available, an appropriately sized blood pressure cuff

should be used for measurements. The cuff size used at the earliest

time point should be documented in the medical records.
Conditional ®®®0C

Cuff size influences the accuracy of blood pressure assessment,
especially in those with overweight and obesity!®. A cuff that is
too small may overestimate blood pressure and lead to unnecessary

medical intervention®?”

. Where available, an appropriate size of cuff
for the arm circumference of the woman should be used for all blood
pressure measurements 1. Guidance exists from the American
Health Association and other clinical practice guidelines recommend
a large cuff for use when the mid/upper arm circumference is greater
than 33 cm?”1%, Cuff size should therefore also be considered in
conjunction with gestational weight gain and adapted as needed®’.
The cuff size used should be documented in the medical records
at the earliest time point to allow for standardized assessment
throughout gestation37'46. Clinicians must take a pragmatic approach
however and work with their available resources. This means it is
reasonable to continue to follow their standard local practices where

change of cuff size is not possible.
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B.4.5. To help prevent pre-eclampsia, prophylactic aspirin from
early pregnancy can be recommended to women with obesity that
have other moderate to high risk factors.

Strong ®®®®

In recently published guidance, Poon et al.?” recommend all
women receive screening for pre-eclampsia in their first trimester
using mean arterial pressure, in conjunction with maternal risk fac-
tors as a minimum. Obesity, especially a BMI of 235, is considered
a moderate maternal risk factor for pre-eclampsia®. Women with
obesity and one or more additional moderate risk factors for pre-
eclampsia (first pregnancy, maternal age older than 40 years, fam-
ily history of pre-eclampsia, multiple pregnancy) may benefit from
daily aspirin in early pregnancy (<16 weeks) until birth, in line with
local guidance27’“0. In higher-resource settings, FIGO recommends
that best practice for pre-eclampsia screening include additional
risk assessments such as uterine artery pulsatility index, placental
growth factor, and serum pregnancy-associated plasma protein A,
although further evidence for the applicability of these biomark-
ers in all populations and ethnic groups, and to define their addi-
tional role in improving early prediction of preterm pre-eclampsia
is required at this stage. The relevance of these recommendations
to LMICs is therefore uncertain and it is important that different
countries modify the advice to be appropriate to the facilities and
options available to them?”.There is some evidence of a dose-
response effect of aspirin in preventing pre-eclampsia and a min-
imum dose of 100 mg has been suggested based on systematic
review and meta-analysis*'!. A dose of approximately 150 mg per
day for women at high risk of pre-eclampsia should be considered?’.

B.4.6. Clinicians should be aware that women with a BMI 230,
before pregnancy or in early pregnancy, have a pre-existing risk
factor for developing venous thromboembolism during pregnancy.
Risk of antenatal and postnatal venous thromboembolism should
be assessed.

Strong ®®®0

High maternal BMI is a risk factor for venous thromboembolism
during pregnancy and postpartum®-*2. Prophylactic management
should be considered for women with obesity in accordance with
local and national guidance documents'®113-115 This could include
pharmacologic thromboprophylaxis, in appropriate doses based on

maternal weight®”44:46:103:104

B.4.7. If available, women with a BMI 235 should be referred for

serial assessment of fetal size using ultrasound as they are more

likely to have inaccurate symphysis-fundal height measurements.
Conditional ®00C

Serial measurement of symphysis-fundal height is recommended
at each antenatal appointment from 24 weeks of gestation as this

improves the prediction of a small-for-gestational-age fetus®’. It
should be noted however that women with greater severity obesity
(BMI >235) are more likely to have inaccurate symphysis-fundal height
measurements®”*3. Where feasible, women with greater severity of
obesity could be referred to ultrasound for serial measurement of fetal
presentation®’. This includes assessment of fetal weight and position
at 35-38 weeks of gestation®.

B.4.8. Due to the elevated risk of stillbirth associated with obesity,
greater fetal surveillance is recommended in the third trimester in
the case of reduced fetal movements.

Conditional ®®00C

The risk of stillbirth in women presenting with reduced fetal move-
ments increases with increasing maternal BMI. Increased surveillance
should therefore be considered in women with obesity who have

reduced fetal movements. 4311

B.4.9. Women with a BMI 230 are at increased risk of mental
health problems, including anxiety and depression. Healthcare
professionals should offer psychological support, screen for anxi-
ety and depression, and refer for further support where appropri-
ate and available.

Strong ®@@@C

117 \Women with a

Mental health is a global priority for women
BMI 230 are at increased risk of anxiety and depression*'®1?. Some
research suggests that there may be a dose-response relation-
ship between maternal BMI and depression during pregnancyuo.
Women with obesity should therefore be screened for anxiety and
depression in pregnancy®” 44121122 However, mental health issues
should not necessarily be considered as contraindications to life-
style interventions in pregnancy. Previous research in the UPBEAT
randomized controlled trial found no association between antena-
tal depression status and adherence to healthy diet and physical
activity advice'?. If a woman is screened for anxiety or depression
during pregnancy, further screening undertaken in the postpartum
period should also be considered'?®. Intimate partner violence has
also been associated with obesity.*?>?¢ Experiencing intimate part-
ner violence is associated with weight gain over time and depressed
mood further augments weight gained127. It is therefore prudent
to suggest that women with obesity also be screened for intimate
partner violence.

B.4.10. Induction of labor is recommended at 41 weeks of gesta-
tion for pregnant women with a BMI 235 because of increased risk
of intrauterine death.

Strong ®@@@C

Elective induction of labor at term in women with obesity
is associated with reduced odds of cesarean birth, macrosomia,

and neonatal morbidity, without increasing the risk of adverse
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outcomes®”103128.129 \wWomen with obesity may require longer labor
induction with additional cervical ripening and oxytocin provision%°.
To reduce the risk of intrauterine death, induction of labor should be
considered at 41° weeks of gestation for women with a BMI >3558,
Decisions regarding induction or elective cesarean delivery should
be made through individual discussion with the woman, taking her
specific clinical and other considerations into account®”. Induction of
labor could also be considered in the case of suspected macrosomia
as it associated with lower birth weight and fewer cases of shoulder

dystocia or fractures®”131,

B.4.11. Women with a BMI 240 should be referred to an anesthe-
tist for assessment in the antenatal period.
Conditional ®ococ

Anesthetic management of women with obesity may be more
challenging and associated with higher risk due to increases in anes-
thetic time, issues with epidural insertion, and higher incidence of
outcomes such as hypotension, heart rate decelerations, and airway
intubation®3132. Additional concerns based on the medical history of
the mother may further complicate anesthetic management as is the
case for obstructive sleep apnea, which increases the risk of adverse

h43

respiratory outcomes and sudden death™. Multidisciplinary discus-

sion and planning should occur where significant potential difficulties
are identified®7:86103,

Where possible, the on-duty anesthetist should be informed of the
admittance to the labor ward of a woman with a BMI 240. Early venous
access should be considered during labor, especially for women with a
BMI 240%7441%4 For women with a BMI =35 in active labor, electronic

fetal monitoring is recommended*®.

B.4.12. Electronic fetal monitoring is recommended for women in
active labor with a BMI 235. Intrauterine pressure catheters and
fetal scalp electrodes may help.

Conditional ®00C

Women with more severe obesity (e.g. BMI >35 for a European
or American population) require extra vigilance on labor prog-
ress and close monitoring of the fetus®’. Fetal scalp electrodes and
ultrasound assessment of fetal heart can be used for fetal assess-
ment®”1%, Intrauterine pressure catheters may help assessment of
labor contractions®,

B.4.13. In the case of vaginal delivery for women with a BMI 240,
early placement of an epidural catheter is advisable in the case of
an emergency cesarean delivery.

Conditional ®®00

The insertion of an epidural is more challenging in patients with
obesity. Early insertion may be advisable, depending on the clinical

situation, and reduce anesthetic time®71%3,

B.4.14. Establish venous access in early labor for women with a
BMI 240 and consider a second cannula.
Conditional ®00C

Women with obesity may receive a greater number of interven-
tions during labor and birth compared to women with lower BMls and
may require additional time to achieve venous access'. For this rea-

son, establishing early venous access may be beneficial'?.

B.4.15. Women with a BMI 230 having a cesarean delivery are at
increased risk of wound infection and should receive prophylactic
antibiotics at the time of surgery. Women with obesity may ben-
efit from higher doses.

Strong ®®®®

134 Women with obe-

Obesity is a risk factor for pressure sores
sity, in particular women with a BMI 240 in early pregnancy, should
also have their tissue viability assessed using a validated scale in
their third trimester and this documented to aid delivery manage-
ment planning for prevention of pressure sores, including skin care
and repositioning37. Constant care to prevent pressure sores and
monitor fetal condition should be provided to women in established
labor with a BMI 240%3. Obesity is also associated with delayed
wound healing®. Higher maternal BMI is associated with increased
odds of wound complications, infections, and hemorrhage following
cesarean delivery136'137. Women with BMI 230 having a cesarean
delivery should receive prophylactic antibiotics at the time of sur-
gery'®®. Higher dose antibiotics may be beneficial*®®. To reduce the
risk of wound complications, women with more than 2 cm subcuta-
neous fat should have suturing of the subcutaneous tissue following
cesarean delivery®’84103137 syhcutaneous drains can increase risk
of wound complications and are therefore not recommended for

routine use**.

B.4.16. Active management of the third stage should be recom-
mended to reduce the risk of postpartum hemorrhage.
Strong ®®®0C

Active management of the third stage is recommended by the

International Confederation of Midwives, FIGO, and WHO, among

others, to reduce maternal blood loss®”140:141,

B.4.17. Postoperative pharmacologic thromboprophylaxis should
be prescribed based on maternal weight.
Conditional ®@®0C

Venous thromboembolism is a major cause of maternal mor-
bidity and mortality, particularly in the postpartum period'®>!42 As
outlined, prophylactic management should be conducted in line with
local and national guidance documents and doses of pharmacologic

thromboprophylaxis should be based on maternal weight, taking into
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account weight gain throughout pregnancy, and especially for women
with a BM| 240%74446.103.104.113-115 postoperatively, continuing pro-
phylactic treatment until the woman is mobile is suggested, however
the optimal length of treatment is unknown and one should follow

local guidance1°3'143.

B.4.18. Mechanical thromboprophylaxis is recommended before
and after cesarean delivery. Women with a BMI 235 should be
given graduated compression stockings, or other interventions
such as sequential compression devices, after cesarean delivery
until mobilization, which should be encouraged early.

Conditional ®®00

Women with a BMI 235 should be given graduated compres-
sion stockings, or other interventions such as sequential com-
pression devices, in addition to low molecular weight heparin
after cesarean delivery and until mobilization, which should be

encouraged early®”.

5 | FIGO GUIDANCE FOR
POSTPARTUM OBESITY

Recommendation C.1. All women with prepregnancy obesity should
receive specialist support on breastfeeding initiation and maintenance.

C.1.1. Obesity is associated with low breastfeeding initiation and
maintenance. Women with obesity in early pregnancy should
receive specialist advice on the benefits of breastfeeding and
appropriate antenatal and postnatal support for breastfeeding ini-
tiation and maintenance.

Conditional ®®00

Women with obesity are less likely to initiate and maintain breast-
feeding!**. They should therefore receive appropriate advice and sup-
port antenatally and postnatally regarding the benefits of breastfeeding,
considering the cultural and other needs of the woman®. Women can
also be advised that breastfeeding, including exclusive and mixed breast-

145 Women

feeding, is inversely related to postpartum weight retention
with obesity should also receive extra or specialist care antenatally
to support breastfeeding initiation and maintenance if required®” 44,
Psychological factors that are associated with breastfeeding behaviors
in women include body image and social knowledge as well as beliefs
on the nutritional adequacy and sufficiency of breast milk and the infant
feeding preferences of others. Exploring these in women with obesity
may support improved breastfeeding behaviors including improving
body image and emphasizing the adequacy of maternal milk4¢.
Recommendation C.2. All women with obesity and pregnancy compli-
cations should receive appropriate postnatal follow-up in line with local
resources, care pathways, and in response to the individual health require-

ments of the woman and her children.

C.2.1. Women who have been diagnosed with gestational diabe-
tes and other pregnancy complications should have appropriate
postnatal follow-up.

Conditional ®®®0

Higher risk of cardiovascular disease is seen in women who expe-
rience pregnancy complications such as gestational hypertension,
pre-eclampsia, gestational diabetes, placental abruption, preterm
birth, and stillbirth and these independent risk factors therefore add
to the cardiovascular risk associated with obesity147. This is espe-
cially important for LMICs that disproportionately share the burden
of chronic diseases of cardiometabolic health. In low-resource set-
tings, cardiometabolic diseases may have earlier onset than in high-
resource settings. Women who develop pregnancy complications
should have appropriate postnatal follow-up to support the preven-
tion, detection, and timely management of chronic diseases®’. This
should be completed 6-12 weeks after birth as soon as possible in
the context of the resource setting and include aspects relevant to
the complication experienced during pregnancy. For more details, see
the FIGO Postpregnancy Initiative: Long-term Maternal Implications

of Pregnancy Complications—Follow-up Considerations?®.

C.2.2. Due to the increased risk associated with obesity, where
available, women with obesity should be screened for postpartum
mental health disorders such as depression and anxiety.

Strong ®®®C

As discussed previously, healthcare professionals should be aware of
the relationship between mental health and obesity and offer psycholog-
ical support and referral where appropriate***°. Research has shown that
prepregnancy obesity is associated with higher risk of postpartum mental
health issues including depression'®*'%8, In addition, depressive symp-
toms in women with obesity have been shown to increase with increasing
weight gainm. It is therefore prudent to recommend that, where avail-
able, women with obesity should be screened for anxiety and depression
in the postpartum period as part of routine postpartum care and using a

standardized tool, appropriate to the setting, where available!%®124,

Recommendation C.3. All women with obesity should be encouraged
to lose weight post partum with emphasis on healthy diet, breastfeeding
if possible, and regular moderate physical activity. They should be advised
of the importance of long-term follow-up as they and their children are at

increased risk of NCDs.

C.3.1. Women should be informed that weight loss between
pregnancies reduces the risk of stillbirth, hypertensive complica-
tions, and fetal macrosomia in subsequent pregnancies. Weight
loss increases the chances of successful vaginal birth after
cesarean delivery.

Strong ®®®C
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Postpartum health visits should be used as an opportunity to
inform women about the benefits of weight loss between pregnancies,
such as reduced risk of stillbirth, hypertensive complications, and fetal
macrosomia, and increased chance of successful vaginal birth after
cesarean delivery®’. Weight loss in women with postpartum obesity,
should be encouraged when indicated and appropriate, using advice
and interventions that are suitable to the individual circumstances to
the woman. Weight loss, achieved through diet and exercise inter-
ventions, is considered safe and can be encouraged for women who
are breastfeeding™*'>'. Lactating women can be advised that weight
loss does not affect the quality or quantity of breast milk*>2.In women
with postpartum obesity, weight loss should be encouraged regardless
of gestational weight gained, as even modest weight retention after
pregnancy is associated with increased risk of adverse outcomes*>2.

Postpartum weight retention of gestational weight gain is a signif-
icant contributor to weight status and risk of obesity at one year after
birth in women, across all prepregnancy BMI categorie5154. Postpartum
weight management, particularly in the first year after pregnancy, may
therefore impact the long-term weight status and weight gain trajectory
of women, influencing their BMI in subsequent pregnancies*>*. Where
postpartum weight loss is not possible or achieved, there should be an
emphasis on the benefit of weight maintenance and the avoidance of
additional weight gain after birth to reduce the risk of complications**.
Intensive lifestyle interventions commenced in the postpartum period

have been shown to support weight management®>>.

C.3.2. Women with obesity should be offered further dietary
advice to support postpartum weight management.
Conditional ®00C

There is evidence that postpartum weight retention is mostly
related to dietary intake rather than energy expenditure®.
Interventions involving a combination of diet and physical activity
therefore may be more effective than physical activity alone®®*®7.
Women with obesity should be offered personalized nutritional advice
for weight reduction in the postpartum period from an appropriately
trained professional as the first line in weight management®”*. Refer

to weight management services if available®’.

Recommendation C.4. Maternal obesity should be considered
when making the decision regarding the most appropriate form of

postnatal contraception.

C.4.1. Women with obesity should be counselled on the most
appropriate form of postnatal contraception based on BMI.
Conditional ®®0C

Due to the risks associated with pregnancy for women with obe-
sity, preventing unwanted pregnancy is an important consideration®®®,
Potential effects of various contraceptives have relevance to obesity
and include increased risk of venous thromboembolism and weight
gain®’?. Contraceptive counselling should consider these factors and

any postpartum weight loss or retention that may affect fertility°.
Efficacy of oral contraceptives in women with obesity does not seem
to be affected, however the available evidence is of variable nature
and quality'®®1¢%161 Based on this, the risk of contraceptive failure
with combined oral contraceptives cannot be excluded, particularly in
those with a BMI 23562, Alternatives such as long-acting reversible
contraceptives, including intrauterine devices and subdermal hor-
monal implants or progestin-only contraceptives, may be preferable

where available and acceptable to the woman®*’.

6 | ETHICAL CONSIDERATIONS FOR
OBESITY MANAGEMENT

The terms “obese” and “obesity” may be received negatively by
patients due to the associated weight-related stigma that is commonly
experienced by people with obesity in society, including healthcare
settings**1¢31%4  Stigmatization about weight can negatively influ-
ence mood, self-esteem, and weight-related behaviors, including
food intake and physical activity. Experience of such stigmatization
is associated with increased obesity, weight gain, and inflammation,
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ultimately influencing mortality and other outcomes
and gynecologists should consider their individual bias toward women
with obesity and take steps to address this so that they can offer the
same respectful clinical care that women with lower BMlIs receive®.
It is unethical for clinicians in obstetrics and gynecology to decline to
care for women who are otherwise within their scope of practice to
manage, based solely on their BMI. If available however, referring to
clinicians or clinical services with experience and capability in manag-
ing women with obesity may be appropriate'®.

Many patients may identify with the concept of obesity as a dis-
ease process and as such, prefer “people-first language”, as encour-
aged by the American College of Obstetricians and Gynecologists
(ACOG) and used in other areas of health care including oncology'%.
Others, however, may disagree with this label and prefer the “health at
every size” approach®®®. Obstetricians and gynecologists regularly see
women with obesity owing to its high prevalence in many populations
internationally. Therefore, clinicians caring for women with obesity
before, during, and after pregnancy should consider the impact of their
language on the individual. This document has been prepared in line
with ACOG recommendations although obstetricians and gynecolo-
gists should consider the individual views and needs of the women

they care for and adapt their language appropriately.

7 | APRAGMATIC APPROACH TO
OBESITY MANAGEMENT IN WOMEN
WITH PREPREGNANCY, PREGNANCY, AND
POSTPARTUM OBESITY

The aim of this guidance on the management of prepregnancy,
pregnancy, and postpartum obesity was to review the work of
FIGO member organizations where it exists and consolidate
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evidence-based clinical practice recommendations for widespread
international application. As such, the current guidance is a review
of published clinical practice guidelines. The PNCD Committee did
not systematically review the evidence for each recommendation
or details on qualifying data, therefore the individual clinical prac-
tice guidelines should be reviewed. The strength of this review,
however, is that the perspectives and key considerations of dif-
ferent member organizations are outlined and synergies or dif-
ferences discussed. This should be useful for other FIGO member
organizations as they work to develop their own local or national
guidance that considers the specific cultural and practical needs
of their work setting. We encourage member organizations to
use the guidance in this document as a framework to create and
publish their own evidence-based localized and pragmatic clinical
practice guidelines, especially in LMICs that are currently under-
represented in the literature and have specific needs in relation to
obesity that warrant special consideration. Throughout this article,
BMI 230 is used as the definition of obesity. Although obesity
assessment based on BMI is convenient and relevant, BMI alone
is crude and other measures such as body composition or anthro-
pometrics may be useful in understanding the impact on health®.
Nonetheless, BMI is a simple-to-measure indicator that can be
measured by a variety of trained staff and is therefore appropri-
ate for use in a variety of clinical and other settings. A limitation
of this review is that all of the clinical practice guidelines eligible
to contribute to the key evidence-based and graded clinical rec-
ommendations come from high-income countries. This is because
although other clinical practice guidelines exist, the evidence
behind the outlined recommendations was not graded or the
guidelines were not specific to this topic. Therefore, some of the
advice throughout this article may not be applicable or possible to
undertake in lower-resource settings. Efforts were made to refer-
ence a broad range of international studies, where appropriate,
and the corresponding international guidelines. We hope that by
summarizing the available work of FIGO member organizations to
date, in such a way, that LMICs can use this as a framework for
the localization and adaptation of key clinical considerations for
women with obesity before, during, and after pregnancy. There
is also a clear need for further widespread research on the conse-
quences and management strategies of obesity for women before,
during, and after pregnancy in LMICs.

8 | SUMMARY

Managing obesity before, during, and after pregnancy may have wide-
spread short- and long-term benefits for mothers and their children. By
addressing nutrition and weight with women of reproductive age, out-
comes can be improved and the burden on healthcare systems reduced.
The transgenerational effect of addressing weight with women is impor-
tant to address the global burden of NCDs, which we argue are in fact
communicable through the passage of risk from mother to child, across
generations. This includes cardiometabolic diseases, respiratory diseases,

and mental health conditions. Managing obesity will support the achieve-
ment of the UN Sustainable Development Goals and the promotion of
population health, taking a life course approach to health promotion.
As outlined, obesity management may include a variety of interven-
tions from healthy diets, physical activity, and other medical or surgical
options. Diet and lifestyle are the cornerstone of obesity management
and while the degree of weight loss achieved with each intervention may
vary, healthy diets and lifestyles should be encouraged and can further
support additional interventions where employed. Even small amounts of
weight loss may have positive effects on some pregnancy and other long-
term outcomes. During pregnancy, healthy diets and lifestyle can support
management of gestational weight gain. Outside of weight management,
women with obesity require specific considerations for medical, surgi-
cal, and other care planning and these are outlined in this review. While
our objective was to formulate recommendations for the management
of maternal obesity, the advice is a guide only and may not apply to all
settings. The specific recommendations that are applicable to individual
women or within resource settings may vary. Regardless of resource set-
ting, we emphasize that clinicians consider obesity in all women of repro-
ductive age before, during, and after pregnancy and advocate for healthy

lifestyles for parents and offspring.
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DISCLAIMER

Clinical judgement is paramount in decision making for the care of
women with obesity before, during, and after pregnancy. Any recom-
mendations outlined in this document should be considered in the con-
text of the specific patient case. This advice must also be considered
in line with relevant local, cultural, organization, and national guidance
documents, requirements, policies, and practices. This guideline does
not address all aspects of standard practice or individual patient care
before, during, and after pregnancy. The responsibility for the com-
prehensive care of the patient lies with the healthcare professional,
within their scope of practice. While the authors have endeavored to
ensure that the content of this document is current at time of writing,
it is up to the individual clinician to review future published research
related to this document.

FIGO does not accept any liability to any persons for any loss
or damage incurred because of reliance upon the advice included in
this guideline summary and consolidation of recommendations from
published national clinical practice guidelines of FIGO member orga-
nizations. For more details on the studies qualifying each of the rec-
ommendations, readers are directed to review the reference list and
cited clinical practice guidelines.
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