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Obesity and Pregnancy: 
Inherent Risks and the Benefits of Weight Loss 

By Andrea M. Pampaloni, Ph.D.

Obesity is at epidemic levels and more than one-third of women who become pregnant are obese.1  A woman’s 
body mass index (BMI) prior to pregnancy is an independent predictor of multiple pregnancy risks.2  While many 
women struggle to lose weight after childbirth, women with obesity prior to pregnancy face a host of health 
issues for themselves and their and child.  

RISKS TO PREGNANT WOMEN WITH OBESITY
Obesity can negatively affect fertility making it difficult to conceive, and the likelihood of complications extends 
into and beyond pregnancy. No pregnancy is completely free of risk, but many conditions are significantly 
heightened for women with obesity compared to women of normal weight.3 4 5

Gestational diabetes: Pregnant women who become insulin resistant and develop high blood glucose 
levels during their pregnancy are diagnosed with gestational diabetes mellitus (GDM). GDM accounts for 
almost 90 percent of diabetic pregnancies and women with obesity are at high risk for its development. 
Glucose levels build — causing hyperglycemia — which increases the likelihood of preeclampsia, 
premature delivery, and caesarean delivery. Left untreated, excess glucose can cross the placenta and 
increase the fetus’ blood glucose level, leading to macrosomia and neonatal hypoglycemia. These 
babies are at increased risk of longer-term insulin resistance and females are more likely to develop 
gestational diabetes during their pregnancy. 6 7

Gestational hypertension: Women without prior chronic hypertension that develop high blood pressure 
after 20 weeks of pregnancy equal to or greater than 140/90mmHg experience gestational hypertension 
(GH). Although GH typically ends after childbirth, mothers may be at increased risk of developing 
hypertension in the future. GH affects five to 10 percent of pregnancies and can lead to preeclampsia, 
fetal growth restriction, placental abruption, preterm delivery, or Caesarean delivery. 8 GH also has been 
linked to an increased risk of type 2 diabetes in adult offspring. 9

Preeclampsia: Obesity is the leading attributable risk for preeclampsia.10  It occurs after 20 weeks 
of pregnancy and is diagnosed based on persistent gestational hypertension or shortly after giving 
birth. It is associated with proteinuria, problems with the kidney or liver, fluid in the lungs, and visual 
disturbances.11 Preeclampsia is the leading cause of mortality and morbidity for mother and child, 
including later life cardiovascular disease;12  in rare cases, the mother may suffer a stroke.13  Women with 
obesity with preeclampsia also have higher post-partum hemorrhage rates.14 If undiagnosed, eclampsia 
could develop, causing seizures.15  The fetus of preeclamptic women is at risk for hypoxia. Babies with 
fetal macrosomia also have increased risk of hypoxia and may sustain shoulder dystocia or brachial 



plexus injuries, and diabetes in the mother increases these risks.  Babies with fetal macrosomia also 
are more likely to become obese in childhood and adulthood which increases their risk of developing 
diabetes and cardiovascular disease. 

Caesarian delivery: Caesarean section (C-Section) deliveries are the most common medical procedure 
performed in the U.S. each year, accounting for more than 30 percent of births.16 Obesity increases the 
need for a c-section17 and is an independent risk factor for emergency c-section deliveries. 18 Gestational 
diabetes, hyperglycemia, and preeclampsia are associated with Caesarian births, and the likelihood of a 
Caesarean delivery and preeclampsia is higher if the woman has polycystic ovary syndrome. 19 Though 
generally safe, c-sections are not without risk. 

Surgical site infection: Obesity is one of the most significant risk factors for surgical skin site infections 
following Caesarean deliveries,20  and women with obesity undergoing this type of delivery are more 
likely to have other surgical or post-surgical complications including increased blood loss.21 Surgical 
infections are associated with longer hospital stays, likelihood of readmission, and increased emotional 
stress for the patient.22  Women with a BMI > 40kg/m2 are at even higher risk for infection, particularly if 
they smoke or have increased open wound time.23   

Because of these and other conditions, women with obesity have lower implantation rates and a lower chance 
of giving birth to a healthy baby.24  Complications can extend beyond childbirth for women with obesity. Post-
pregnancy weight loss is difficult for women with obesity and weight retention after delivery is associated with 
longer-term health risks and possible complications for future pregnancies.25  

Additionally, male infertility, which is strongly linked to obesity, contributes to approximately 50 percent 
of infertility cases. Male infertility is associated with decreased chance of pregnancy, increased number of 
miscarriages, and decreased live birth rates.26 27   

Because of the range and severity of pregnancy-related complications for women with obesity, a higher level 
of care is required throughout pregnancy, delivery, and the post-partum period.  Greater attention by staff and 
specialized medical resources are required. For example, labor and delivery time is longer for women with 
obesity and it can be difficult to monitor the fetus.28  

RISKS TO THE FETUS AND NEWBORN
Obesity in one or both parents can affect their child from pre-conception throughout the child’s life. Women 
with obesity are more likely to have excessive gestational weight gain which increases the likelihood of 
childhood obesity and also leads to an increased risk of childhood metabolic dysfunction.29  To minimize these 
risks, the recommended weight gain for women with obesity before pregnancy is 11 to 20 pounds, or about half 
of the weight gain recommended for normal weight women.30 31    

Additional risks to the fetus and newborn resulting from parental obesity are discussed below.

Miscarriage: The spontaneous loss of a fetus prior to the twentieth week of pregnancy constitutes a 
miscarriage. While the most common cause of miscarriage is chromosomal abnormalities,32 there also is 
a strong association between obesity and miscarriage rates.33 34 35     

Stillbirth: Fetuses that die after 20 weeks of pregnancy are classified as stillbirths.36  Multiple studies 
confirm a link between obesity and stillbirth, and the risk increases as the mother’s BMI increases, though 
links to explain the connection remain undetermined.37 38 39      



Fetal macrosomia: Women with obesity and women with diabetes are more likely to give birth to babies 
weighing over eight pounds and 13 ounces regardless of gestational ageⁱ. Delivering a large baby often 
necessitates an episiotomy, induced labor, or Caesarian section. Previous macrosomic births, gestational 
diabetes, and preeclampsia also increase the likelihood of having a newborn with macrosomia.40 41   

Birth defects:  Increasing evidence suggests a long-term impact of maternal obesity and excessive 
gestational weight gain on several genetic anomalies. Among these are neural tube defects, 
cardiovascular anomalies, anencephaly, hydrocephaly, cleft lip and palate, spina bifida, and limb 
reduction defects. 42 43 

WEIGHT LOSS AND PREGNANCY
Obesity is a chronic disease with a host of negative health outcomes including diabetes, cardiovascular disease, 
hepatic dysfunction, oxidative stress, sleep apnea, and more.44  These conditions, and others, affect women 
who are trying to conceive whether by natural or assisted methods. Weight loss consistently is advised as 
the best course of action to avoid obesity-related complications during and after pregnancy. Any weight loss 
program undertaken during pregnancy should be carefully monitored to ensure the safety of the mother’s and 
fetus’s health. 

Because the safety of weight loss during pregnancy to mothers and fetuses is unknown, attempts to lose weight 
should be undertaken prior to or between pregnancies.45  Many obesity-related conditions that affect pregnancy 
are reversible and studies indicate that pre-pregnancy or inter-pregnancy weight loss can increase fertility and 
the likelihood to become pregnant. Cohort studies found that overweight and obese women who lost weight 
between pregnancies was associated with a decrease in GDM and preeclampsia.46 

Exercise is encouraged for all persons with obesity including pregnant women, and this applies even if they were 
not physically active prior to their pregnancy. In 2015, the American College of Obstetricians and Gynecologists 
issued new recommendations advising physicians to encourage patients with obesity to “maintain or adopt 
a healthy lifestyle  before, during, and beyond pregnancy” through exercise and “judicious weight control”.47   
Women with obesity should consult their obstetrician to develop a plan and start off in very small increments 
of just five minutes per day, working up to 30 to 45 minutes per day. 48 49   Because pregnant women regularly 
visit their physician, there are frequent opportunities to check in on the woman’s progress and address any 
concerns. 

In sum, women with obesity face increased risks during pregnancy. To reduce these risks, current research 
encourages women to lose weight prior to becoming pregnant to improve perinatal outcomes for themselves 
and the fetus.50  Dietary modifications and physical activity benefit the health of obese, pregnant women and 
their fetus and also often improve the mother’s emotional well-being. 
 
 
 
 
 
ⁱ The American College of Obstetricians and Gynecologists (ACOG) note that some guidelines measure fetal macrosomia at nine pounds and four ounces.  
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ABOUT ROBARD CORPORATION

Robard Corporation, a privately-owned company headquartered in central New Jersey, provides health care 
professionals with a turnkey solution to operate their own medically-supervised obesity treatment program. 
Respected leaders in the weight loss and management industry for more than 40 years, Robard’s evidence-
based programs are complimented by scientifically-designed nutrition products and best-in-class business 
services to help physicians, surgeons and hospitals treat mildly overweight to morbidly obese patients. To learn 
more, call us at (800) 222-9201 or visit www.Robard.com.


