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Obesity in Pregnancy

ABSTRACT: Obstetricians should provide
preconception counseling and education about
the possible complications and should
encourage obese patients to undertake a

weight reduction program before attempting
pregnancy. Obstetricians also should address
prenatal and peripartum care considerations
that may be especially relevant for obese
patients, including those who have undergone
bariatric surgery.




Specific Recommendations

* Preconception counseling

* Record height and weight to calculate
BMI

 Offer nutrition counseling to all obese
women and continue postpartum
education

 Screen for GDM in 1st trimester




Specific Surgery-related
Recommendations

Anesthesia consultation

Antibiotic prophylaxis for all ¢/s (even
elective)

Consider drains, closure of
subcutaneous layer, etc.

Postoperative issues: compression
stockings, heparin, ...

Fetal monitoring challenges, special
equipment




Post-bariatric Surgery
Recommendations

Patients with adjustable gastric binding should be advised
that they are at risk of becoming pregnant unexpectedly
after weight loss following surgery

All patients are advised to delay pregnancy 12-18 months
after surgery to avoid pregnancy during the rapid weight

loss phase

Women with a gastric band should be monitored by their
general surgeons during pregnancy because adjustment of
the band may be necessary

Patients should be evaluated for nutritional deficiencies and
vitamin supplementation where indicated




The Role of the Obstetrician-
Gynecologist in the Assessment
and Management of Obesity

ABSTRACT: Approximately one third of all
women in the United States are obese.
Obstetrician-gynecologists should evaluate all
women for obesity by calculating a body mass
index (BMI) measurement and should offer
appropriate interventions or referrals to
promote a healthy weight and lifestyle.




Outline of Gyn Committee Opinion

. Epidemiology
II. Assessment

lIl. Treatment




Table 1. Body Mass Index Calculation, Chart, and Categories

The Body Mass Index (BMI) is an indirect measure of body fat and is used to determine obesity. The BMI is calculated as weight in
kilograms (kg) divided by the square of height in meters (m?).

weight (kg)
height squared (m?)

BMI =

Using a BMI chart is an easy and rapid way of identifying the BMI for all adult patients.
Body Mass Index Table

Normal Obese Extreme Obesity

BMI 19 21 1 2 3 MM 3B W O IT M 39 44 45 45 47 48 49

Height
tinches) Body Weight (pounds)

=] 158 162 167 172 177 121
a4 163 188 173 178 183 183
a7 168 179 184 182 194
100 185 190 195 201
104 180 191 202 207

186 197 208
204 221
210 222 228
220 235
236 242

243
250 257
264
272
279
288
295
303




Weight category
Underweight
Normal weight
Overweight

Obesity (Class 1)
Obesity (Class I1)
Extreme Obesity (Class 1)

18.5

18.5-24.9
30-34.9

35-39.9

The practical guide: identification, evaluation, and treatment of
overweight and obesity in adults. National Heart, Lung, and Blood
Institute and North American Association for the Study of
Obesity. Bethesda (MD): National Institutes of Health; 2000.




Guide to Selecting Treatment

Table 2. Guide to Selecting Treatment

Body Mass Index Category
Treatment 25-26.9 27-29.9 30-34.9 35-39.9

Diet, physical activity, With With + +
and behavior therapy  comorbidities comorbidities
Pharmacotherapy With
comorbidities
Surgery With With With
comorbidities comorbidities comorbidities
The + represents the use of indicated treatment regardless of comorbidities.

The practical guide: identification, evaluation, and treatment of ov ight and obesity in adults, National Heart, Lung, and
Blood Institute and North American Association for the Study of Obesity. Bethesda (MD): National Institutes of Health; 2000,




Other Components of Gyn
Committee Opinion

» Stages of change model to assess
readiness for weight loss

* List of physician resources
* List of patient resources




ACOG Committee on
Adolescent Health Care

Reviewing issues of overweight
adolescent: Prevention, treatment,
and obstetric-gynecologic
implications”™




Obesity is also mentioned in both:

« Guidelines for Perinatal Care 5t edition
— expanded discussion in 6" edition

 Guidelines for Women’s Health Care 2nd
edition




American Academy
for Family Physicians

 The AAFP recommends that family
physicians screen all adult patients for
obesity and offer intensive counseling
and behavioral interventions to promote
sustained weight loss for obese adults.

* Intensive counseling involves more
than one session per month for at least
3 months.

* No identifiable specific document




American College of Midwives

» Has expressed interest
* No funding currently

* Has included obesity in at least 2
educational series as lectures




Evaluation

ACOG administered a survey to a random
sample of OB/GYN practitioners 1 year prior
to the OB & GYN committee opinions:

* to test knowledge about obesity
 to determine practice patterns

A second 1 year post committee opinions
survey has been sent out.




A Call to Action:
Obesity and Pregnancy

WOMEN'S HEALTH POLICY ERIEF

“Ohesity has a majorimpact on pregnancy outcomes. (tis an important medical
probiem that has long-lasting consequences for women and their children.”

Laura Riley, MD
Director of Labor and Delivery
Vincent Obstetics and Gynecology
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“In Maszachusatts,
43% of tha woman in
tha WIC program are
aithar ovarwaight or
obeza prior to thair
pregnancy and

51% of tha WIC
participants gain too
much weight during
thair pregnancy.”
Bumau of Fanily end
Cammunity Haalth,

Muzzachusatis Depariment
of Public Haslth

The problem:

More than half of all wornan of
childbaaring age are overwelght or have
cheslty, making this one of the most
cammoan health problems for pregnant
wormnen. And 1t 15 getting worse, Cibeslty
In pregnancy Incdudes women who have
chesity before they become pregnant and
women who become obasa from exoess
werlght gain during pregnancy.

Oibesity In pregnancy disproportlona by
affects wormen In kow-1noomea
housahiolds. Matdonwide, 43% of women
In the Women, Infants and Children
(WIC) program are overwelght or have
cheslty; an Inmease of 19% In 20 years.
Mearly 45% of women fn WIC galn an
enressive amount of welght durng
pregnancy — an incmeass of 11% sinee
1558, Although non-Hispanic Black
waomen have the highest rabe of obesity
and the highest rate of walght gain, thesa
Incteases fall across all rmdal and ethni
ErOUps.

In Massachusetts, 43% of the women In
the WIC program ame elther overwalght
or obese prior b0 thelr pregnancy and
51% of the WIC partidpants galn oo
mich wedght during thelr pregnancy.

Impact on health:
Dbesity causes more complications in
preqrancy and childbirh. Pregnant women
wihio are abese are at grester rigk for:

# High blocd pressure, which increases
thie dsk for pre-eclampsla and
eclampela;

[Mabebes durng pregnancy:
Miscarrage:

Miore cesarcan deltveries with highar
rabes of anesthasia complicadons and
Infectons;

Lomger stays In the hospleal;
Premature deltvery In women with

seveTe cases of obeslty;

home urnary tract infections and
long-term iIncondnence problems;
and

Fathure to statt or continue
breastheading, +

Babies barn to mathers who have obesity
are more likely to have health problems
ineluding:
#  Increased nsk of neuml wibe dafects,
=uch as spina bifda;
Higher rates of birth injures;
Low APGAR scoimes;

Miore ad misslors b0 neonatal
Intenstve care units; and

Higher rabas of prenatal death?

Children of mothers who have obesity are
mare likely to develop ohesity as adults.
Research shows a strong genetic
meladomship to obesity and fetal
development during pregnancy.’ Sobdng
the problem of obesity may begin before
biarth. It 15 as tmportant b understand the
e of genetics, a5 1t 1s to understand the
Impact of the environment, cultue and
amnomlcs on welght gain In women and
children.

Reducing obesity before and during
pragnancy will improve the health of
mathers and their children.

Obeaslty & not Just a pregnancy 1ssue; 1t 1s
a health 1s=sue. Obasity contrbutes to
problems such as high blood pressuns,
dlabetes, heart diseasa, and colon and
breast cancer.

Dbesity costs too much,

Aocording o the Centers for Cilsease
Comtrol, obesity causes 112,000 deaths a
year— nearly three times more than the
ol fromn drugs and akohal. The direct
healtheame costs of obestty have nreased
from $52 billion in 1995 to $75 billion in
2003 0 In pregnancy, the cost of prenatal
came 5 5 Hmes higher for orarwealght
WOmer,




“Bwaraness and
education are tha
first staps in solving
the problem of
obasity inwomen of
childbearing aga. Our
job as clinicians is to
winrk with community
leadars to find ways
to address obasity
befora woman
become pragnant.”

Fredrio Frigoleiis, MD
Assooee Chef Vooeot
(st cs end 50 cology
Meszechusoits Gonor el Fos i

- .
Call to action:

Increase public swareness.

Wamen of childbearing age need to know
the effects that obesity has on thelr
health and the health of ther baby. The
problem of obesity during pregnancy 1s
not going away. Like smoking and
aleohol usa, the harmful effects of obestty
during pregrancy are well doaumentad,
but ok &= wall known. Inthe last 10
vears with an Increase in public
awarenass programs, smoking rates in
pregnant women have decreased by 7%
and akeohol use has daceasad by 1090
At the same time, the parcent of obasity
tin women of childbearing age has almost
doublied.

Adwocate for programs to address ohesity
and pragnaney.

Current stratagles to addess chesity In
our natlon are not working. It s too lake

towalt untll a child becomes obasa,
Sckntlsts are bagimning to understand
how a mother may pass on welght
problems to thedr children. Tt 1s time to
refons efforts o addmess obed ty bafore
birth. Promotng healthy welght for
wornen starts with devdoping
partnerships with community, prenatal
and wellness programs. Enlisting the
support of primary care clinlclans 1s kay
to the suocess of this affort.

Increase access o healthy foods,
especially in underserved populstions.
COnie pregnant, prenatal came and
prosgramns are avallable to women — yet
mare than half of pregnandes are not
plannad. Incomee, lack of education,
ethnic traditlors and fewer healthy food
opons make It harder to aat well. The
challenge 1s to make it easker for all
women of childbearing age to make
healthy food cholces,
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The Problem at MGH

A preliminary view of our OB patients
40% are overweight or have obesity at their first prenatal
visit
Rates of overweight/obesity are highest in our health
centers

Hispanic and Black women have the highest rates of
overweight or obesity

94% are overweight or have obesity at their postpartum
visit
~ 25% gain more than 35 lbs. during pregnancy




MGH OB Patients

Obesity Rates for MGH OB Patients
Excludes: Prenatal Visits < 8 wks & >15 weeks, Postpartum <20 or > 70 days

First Prenatal Post Partum

@ Combined M Overweight 0O Obese

BMI: Overweight = 25 t0 29.9 Obesity =30+




Overweight and Obesity by Practice

First Prenatal Visit by Site
Excludes: Prenatal Vists < 8 wks and > 15weeks

Chelsea HC Revere HC Charlestown HC MGH OB MGH West/

@ Combined m Overweight O Obese Waltham

BMI: Overweight = 25 t0 29.9 Obesity = 30+




Proposed Next Step

« Conduct focus groups to learn more about the problem
— What is the relevance for our clinicians’ practice?
— How do our patients view the problem?
— What interventions would provide the best outcomes?
— How can we support our patients and clinicians?

« Use data to identify the appropriate strategies to form a
Phase |l implementation plan.




Gaps in Knowledge

What is the availability of nutrition counseling?

What percentage of obese women seek
preconception counseling? Who pays for that
visit?

What is the practice pattern of internal
medicine physicians concerning
preconception counseling for obese women?

What is the practice pattern of internal
medicine physicians concerning early
pregnancy weight recommendation?

What interventions are most efficacious for
these populations? A call for more research!




