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IMPACT OF OBESITY ON OBSTETRICAL PRACTICE AND OUTCOME

Farhatulain Ahmed, Attiga Amin, Shumaila Yasir and Noor-i-Kiran Naeem

Objective: To find out the complications occurring during pregnancy, delivery and in post
partum period in obese and non-obese pregnant women.

Material & Methods: This cross sectional study was conducted in Department of Gynaecology
and Obstetrics, Fatima Memorial Hospital, Lahore. Sixty pregnant females with singleton
pregnancy were selected. Women with BMI>30 were taken as obese and those less that 30 were
taken as non-obese. Complications like gestational diabetes, hypertension, induction of labour,
delay in second stage of labour, instrumental vaginal deliveries or operative deliveries, third or
fourth degree perineal tear, wound infection and thromboembolism were assessed in all patients.
Results: The mean age in group Awas 25.0 + 2.9 years and in group B was 25.0+2.7 years. The
complications during pregnancy were as follows: gestational diabetes and gestational
hypertension were found in 6 (20%) and 14 (44.7%) in group A while 3 (10%) and 1(3.3%) in
group B respectively. 16 (53.3%) patient had induction of labour in group Aand 8 (26.7%) in group
B. In group Aonly 8 (26.7%) patients had spontaneous vaginal delivery (SVD), 7 (23.3%) patients
delivered by instrumental vaginal deliveries and 15 (50%) patients underwent Caesarean
section. In group B, 18 (60%) were delivered by SVD, 4 (13.3%) had instrumental vaginal delivery
and 8 (26.7%) had caesarean section. Third degree perineal tears occurred in 6 patients from
group A and 5 patients from group B. Fourth degree perineal tears occurred in four patients only
from group A. During postpartum period seven patients from group A and two patients from group
B had wound infections. One patient from group Ahad thromboembolism.

Conclusion: Obese pregnant patients have more complications during pregnancy, delivery and

postpartum period than non-obese pregnant women.
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Introduction

Obesity is often declared simply as a condition of
abnormal or excessive fat accumulation in adipose
tissue to the extent that health may be impaired.
Evidence is now emerging to suggest that the
prevalence of overweight and obesity is increasing
worldwide at an alarming rate. The prevalence is
seen to be higher in industrialized countries than
developing ones.” The prevalence of obesity among
older people in industrialized countries range from
15 to 20 %." The prevalence of obesity amongst
children and adolescents of 2-19 years was 17.1%
while in adults was 32.2% in USA. Similar increase
has been seen in Great Britain between 1980 and
2008.

In Pakistan and India, obesity occurs in 10-28% of
population and is more common in females and
upper socioeconomic class. There is increased risk
of NIDDM, hypertension, gall bladder disease,
dyslipidemia, insulin resistance, sleep apnea and
metabolic syndrome in obese people.” The risk of
congenital heart disease and osteoarthritis are
moderately increased as well as risk of certain

cancers, reproductive abnormalities and low back
pain.” In addition to physical health problems related
to obesity, there are numerous psychological and
psychosocial effects.’

The complications of obesity in pregnancy generally
relate to pre-gravid weight rather than gestational
weight gain.” Based on the institute of medical
guidelines recommend weight gain in pregnancy for
normal weight is 25-35 Ibs, 15-25 Ibs for overweight,
and 15Ibs for obese women. "

Approximately 1-3% of women, as compared to 7%
of obese females develop gestational diabetes during
pregnancy. Therefore it is pertinent to identify
women at risk of gestational diabetes, hence this
increases the risk of macrosomia." There is a strong
positive association between the maternal pre-
pregnancy BMI and the occurrence of pre-
eclamspisa. " Obesity has been shown to have a casual
association with sleep apneoa and asthma."”

Maternal obesity is an independent risk factor for
Caesarean sections. The Cesarean section rate for
obese women is over 20% compared to 10% in non-
obese population. The obese females are more likely
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first stage of labour, meconium stained amniotic
fluid, mal-presentations, difficulty in placement of
epidural or spinal anaesthesia. Additionally general
anesthesia carries a risk of difficultintubation. There
is also increased rate of postoperative complications
like wound infection, break down, postpartum
endometritis and deep vein thrombosis.”Fetal risks
include prematurity, fetal over growth and
developing obesity later in life.

Most of these data related to pregnancy and obesity
are from the developed countries. The present study
was conducted to find out prevalence of various
pregnancy related complications in obese and to
compare these with non-obese females in our set up.

Material & Methods

This cross sectional analytical study was conducted
in the department of Obstetrics and Gynaecology,
Fatima Memorial Hospital, Lahore. Sixty pregnant
female women were enrolled in this study during six
months period from April 2007 to September 2007
after obtaining informed consent. Women with
intrauterine fetal demise or congenitally abnormal
fetus, any medical disorder prior to conception and
previous history of abdominal delivery were
excluded.

Weight and height of these women were recorded at
enrollment. Their BMI was calculated using
standard formula, by dividing weight in kilograms by
height in meters’. These women were divided into 2

groups on the basis of BMI. Group A included 30
pregnant women with BMI >30 and group B also had
30 women with BMI less than 30.

Detailed demographic data, general physical
examination and routine laboratory investigations
were done. These women were followed up as
outpatient and then during hospitalization closely and
were observed for occurrence of complications like
gestational hypertension, and gestational diabetes.
Mode of delivery whether spontaneous or with
intervention and complications during labour were
recorded. They were also observed for complications
like wound infection and thromboembolism during
postpartum period.

Results

The mean age of patients in the study was 25.31+2.9
years with mean BMI of 35.11+2.4 Kg/sq.m in group
A and 25%2.7 years and 24+ 2.2 kg/sq.m in group B
respectively.

Gestational diabetes was found in 20% of patients in
group A and 3.3% in group B, where as hypertension
was found in 46.7 % patients in group A and 10% in
group B. Labour was induced in more patients in
group A as compared to group B as shown in Table I.
Higher number of patients in group A had
instrumental vaginal delivery and low segment
Cesarean section compared to group B as depicted in
table II. Third and fourth degree perineal tears
occurred more often in group A than group B as

Table-1: Distribution according to complications of pregnancy.

o Group A Group B p Value
Complication No. Percentage No. Percentage
Gestational Hypertension 14 46.7 03 10 0.001
Gestational Diabetes 6 20 01 3.3 0.01
Induction of Labour 16 53.3 08 26.7 0.01
Table-2: Distribution by mode of delivery.
Mode of delivery No. roue APercentage No. ST Percentage palie
SVD 08 26.7 18 60 0.01
Instrumental vaginal delivery 07 23.3 04 13.3 0.05
LSCS 15 50 08 26.7 0.01
Table-3: Distribution by 3rd degree perineal tears.

No. croup A Percentage No. el Percentage p Value

Yes 06 20.0 05 16.7
No 24 80.0 25 83.3 0.2
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Table-4: Distribution by 4th degree perineal tears.

Group A Group B
No. Percentage No. Percentage
Yes 03 10.0 0 0
No 27 90.0 30 100
p=0.03

Table-5: Distribution by Postpartum complications.

Group A Group B
BMI No. Percentage No. Percentage
Wound Infection 07 233 02 6.7
Thromboembolism 01 B 0 0

£=0.008

shown in table III and IV. Complications during
postpartum period are depicted in table V. In group
A seven patients had wound infection ad 1 patient
had thromboembolism. While in group B, 2 patients
developed wound infection and no patient had
thromboembolism.

Discussion

Prevalence of obesity is rising to epidemic
proportions around the world and 33% of adults in
US are obese whereas in Pakistan and India obesity
occurs in 10-20% of population and is more
common in females.” Maternal obesity poses a
significant risk to maternal and fetal health during
pregnancy and our study confirms the findings that
obesity is associated with significant complications
including gestational diabetes, pregnancy induced
hypertension and caesarean section.In this study, the
mean age of patients was 25.31+2.9 years with BMI
35.142.4 kg/sq.m in group A and 25+2.7 years and
24 + 2.2 kg/sq.m in group B respectively which is
comparable to study by Dension et al.” Gestational
diabetes was found in 20% of patients in group A
and 3.3% in group B which is comparable with study
of Grossett et al” where gestational diabetes was
1.8% in non-obese group and 15% of obese group.
Induction of labour was achieved in 53.3% patients
in group A and similar to the study of Mazhar et al”
where induction of labour was done in 55% of
women. In another study by Michlin et al,” induction
of labour was achieved in 10.2% in non-obese group
and 20.4% in obese group which is less than our
study. This difference may be due to their large
sample size.

Regarding mode of delivery significantly higher
number of patients had intervention in group A i.e
53 9% LSCS, and 23.3 % instrumental vaginal delivery
as compared to group B where LSCS was done in

26.7 % and instrumental vaginal delivery in 13.3 %. A
study published by Ruomero et al”  showed that
62.6% women were delivered by SVD and 37.4% had
LSCS in non-obese as against obese group where
51.2% had SVD and 45.81% had LSCS. In group A
3.3% of obese females had DVT and 23.3% had
wound infection whereas in group B 6.7% had wound
infection, comparable to study by Yu et al.” Obesity is
now the most common clinical risk factor in obstetric
practice and is escalating with the rise in obese
teenagers reaching reproductive age. Many studies
have demonstrated the risk that obesity poses on
pregnancy outcome. However there is currently
paucity of interventional studies on obese women
who have attempted to modify risk and improve
pregnancy outcome. Antenatal care should be
individualized in obese women and delivered by a
multi-disciplinary team to reduce risk and improve
feto-maternal outcome.

Managing obesity in pregnancy:

Preconception counseling:

More women (21%) are obese compared to men
(17%), having greater health and socioeconomic
implications. Stringent anti-obesity measures need to
be implemented in women, due to detrimental effect
of obesity on pregnancy and transgenerational
outcomes. In particular, obesity prevention/
treatment strategies need to be targeted in childhood
to prevent complications of obesity in the
reproductive years.

Nutritional education, behavioural modifications,
drug treatment and dieting have not been successful
in reducing weightin obese adults.

Optimal weight gainin obese pregnant females:

Gestational weight gain greater than that
recommended by the institute of medicine is
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birth weight (>4.5kg) did not increase significantly
until pregnancy weight gain exceeds the upper limit
of Institute of Medicine range (16 kg).”
Itis not recommended that these women lose weight

pregnancy.” Patient compliance is higher during early
pregnancy as results from smoking campaigns

suggest that the women are more motivated at this

point.

in pregnancy due to increased risk of ketosis.

However, interventions in early pregnancy for obese

and overweight women, to keep weight gain within
the recommended limits during pregnancy, may

reduce incidence of complications associated with

Department of Obstetrics and Gynaecology,
Fatima Memorial Hospital, Iahore.
theesculapio@hotmail.com
www.sims.edu.pk/esculapio.html
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