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Background
Body mass index (BMI) is a ratio of height and weight and is calculated by dividing a person’s weight in kilograms by the square of their height in metres (kg/m2). A healthy range of BMI for a non-pregnant female is 18.5 to 24.9. While increases in BMI are expected during pregnancy, a BMI of 25 to 29.9 is defined as overweight in pregnancy and a BMI of 30 or more is defined as obesity in pregnancy. BMI does not necessarily reflect body fat distribution or describe the same degree of obesity in different individuals.1
Obesity increases the risk for thromboembolism, gestational diabetes, pre-eclampsia, post-partum haemorrhage (bleeding) and wound infections. There is also an increased likelihood for intervention during labour. Neonates of women/birthing persons who are obese have higher rates of congenital abnormality, pre-term birth, stillbirth and neonatal death than neonates of mothers/birthing persons who are not obese.1 
Achieving and maintaining optimal nutritional status, fitness and weight before, during and between pregnancies (including while breastfeeding) has immediate and long-term benefits for the health of both the woman/birthing person and their child/children. It is important to acknowledge that BMI is not an accurate predictor of health, especially in racially and ethnically diverse populations. Measurements that are more accurate than BMI at predicting outcomes include blood pressure and waist circumference. However, the World Health Organisation (WHO) classification of BMI is the most used screening tool for health outcomes.1
Key Objective
· The purpose of this guideline is to outline management strategies that minimise the clinical risk for women/birthing persons with obesity, and their fetus, during pregnancy, labour, birth and the postnatal period.
· The target group for this guideline is pregnant women/persons with a Body Mass Index (BMI) of greater than 40 at time of booking. Recommendations for women/birthing persons who have a booking BMI greater than 35 are included as relevant. 
Inclusive language
Canberra Health Services (CHS) acknowledges the diversity of all people accessing maternity services including those who identify as gender non-binary, gender diverse or transgender. Clinicians should consider the needs of all people using gender-neutral language, alongside the language of womanhood to make sure everyone is represented and visible within the system.2
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This document applies to the following CHS Network facilities:
Centenary Hospital for Women and Children (CHWC)
North Canberra Hospital (NCH).
This document applies to the following CHS staff working within their scope of practice:
Medical officers
Registered Midwives and nurses
Allied health professionals 
Students under direct supervision.
Back to Contents.
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Health professionals may be hesitant to discuss weight during pregnancy due to concerns about causing discomfort or appearing judgemental. Additionally, women/pregnant people with a high BMI often report negative experiences in maternity care linked to weight stigma. Despite this, they consistently express a desire for clear, evidence-based information about pregnancy risks and strategies to improve outcomes.1,2
To support respectful and inclusive care, healthcare providers should:
use person-first language (e.g., " pregnant women/person with a high BMI" rather than "obese birthing person")
ask permission before initiating discussions about weight
frame conversations around health and wellbeing, not appearance
avoid assumptions based solely on body size
provide individualised advice tailored to the pregnant person’s health context
avoid routine practices that may be stigmatising, such as unnecessary weighing or generalised advice on gestational weight gain.
Promoting empathy, education, and inclusive policies within maternity care settings can help reduce stigma and improve both maternal and child health outcomes1,3
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Low or high gestational weight gain is associated with pregnancy complications across all BMI classifications. Measurement of weight, height and calculation of BMI at the first antenatal contact allows for identification of women who require additional care during pregnancy and supports estimation of gestational weight gain. Refer to Table 1 BMI and expected pregnancy weight gain for WHO recommendations 1,2 
While BMI classifications are helpful for pregnancy related risk assessments, clinicians should be aware that BMI classifications can be less accurate for assessing healthy weight in certain groups due to variations in muscle mass and fat mass (e.g., lower cut-offs than WHO classifications may be appropriate for women from Asian backgrounds and higher cut-offs for women from Pacific Islands)2.  Women/birthing persons with gestational weight gain higher than recommendations have an increased risk of 2:
large-for-gestational age neonates  
macrosomia 
caesarean section. 
Women/birthing persons with a high booking BMI who had either low or high weight gain were associated with increased risk of 2:
gestational diabetes
gestational hypertension
pre-eclampsia 
preterm birth 
large for gestational age neonate (LGA).
[bookmark: _Hlk211958322]BMI and expected pregnancy weight gain
	Classification

	BMI (kg/m2)
	Risk of obstetric/anesthetic complication
	Expected weight gains in pregnancy

	Normal range
	18.5-24.9
	No increased obstetric or maternal risk
	Gain up to 12-14 kg

	Overweight
	>=25
	No increased obstetric or maternal risk
	Gain no more than 7-11.5kg

	Pre-obese
	25-29.9
	No increased obstetric or maternal risk
	Gain no more than 7-11.5kg

	Obese>30
	
	
	

	Obese Class I
	30-34.9
	Mildly increased obstetric and maternal risk
	Gain no more than 5-9kg

	Obese Class II
	35-39.9
	Moderately increased obstetric and maternal risk
	Maintain or gain up to 5-9 kg

	Obese Class III
	>40
	Significantly increased obstetric and maternal risk
	Maintain or gain up to 5-9 kg


The above calculations for rates of weight gain assume a 0.5 to 2 kg weight gain during the first trimester and presume a linear weight gain throughout the second and third trimesters. Above weight gain recommendations are suggested to be used in combination with ‘good clinical judgement’ and individualised discussion by a pregnancy care provider regarding diet and exercise.1
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While most pregnant women/birthing persons with obesity have normal pregnancies and deliveries, they are at increased risk for medical and neonatal complications. These risks increase with the severity of obesity (Class I to III).1,3,7 It is estimated that one-quarter of pregnancy complications (e.g., gestational hypertension, preeclampsia, gestational diabetes, preterm birth, LGA neonate) are associated with obesity or being overweight.
Pre-pregnancy obesity, followed by high gestational weight gain increases the risk of developing pregnancy complications. In addition, the offspring of pregnant women/birthing persons with obesity are at increased risk of developing obesity in childhood and as adults.1,7
Early screening for potential complications and individualised antenatal care is essential to support safe pregnancy outcomes and reduce complications. As per Section 1, staff should utilise person-first sensitive language, ask permission before discussing weight and frame discussions around health outcomes and pregnancy safety.1,3
The incidence of pregnancy, intrapartum and postnatal complications associated with obesity is outlined in Tables 2 to 4. Information and statistics are from the RANZCOG 2022 “Obesity in Pregnancy” Guideline1 and UpToDate 2024 Guideline "Obesity in pregnancy: Complications and maternal management".7
Pregnancy Complications Associated with Obesity
	Complication
	Association with Obesity
	Estimated Incidence / Risk

	Gestational Hypertension
	Increased risk with higher BMI and excessive gestational weight gain
	Part of the ~25% of complications linked to obesity

	Preeclampsia
	Risk increases with severity of obesity
	Elevated risk; part of the 25% obesity-related group

	Gestational Diabetes Mellitus
	Strongly associated with obesity; risk reduced with exercise
	Relative Risk (RR) 0.61 with aerobic exercise in obese women

	Preterm Birth (<37 weeks)
	Higher risk in sedentary obese women; reduced with regular aerobic exercise
	RR 0.62 with exercise

	Large for Gestational Age (LGA)
	Higher incidence due to maternal hyperglycemia and excess weight gain
	Included in the 25% obesity-related complications

	Macrosomia
	Increased risk due to maternal obesity
	RR 0.92 (not statistically significant)

	Stillbirth
	Possible increased risk, though data are inconclusive
	RR 2.13 (wide CI, not statistically significant)

	Childhood Obesity in Offspring
	Higher long-term risk in children born to mothers with obesity
	Not quantified, but significantly elevated




Intrapartum Complications Associated with Obesity
	Complication
	Association with Obesity
	Estimated Incidence / Risk

	Labor Dystocia
	Increased adiposity may impair uterine contractility and fetal descent
	Elevated risk, especially in Class III obesity

	Prolonged Labour
	More common in obese women due to altered myometrial function and fetal macrosomia
	Increased duration of first and second stages

	Unsuccessful Induction of Labour
	Higher rates due to reduced uterine responsiveness and comorbidities
	Significantly increased failure rates

	Caesarean Delivery
	Strongly associated with obesity; risk increases with BMI
	RR 1.5–2.0 depending on obesity class

	Anesthesia Complications
	Increased risk of unsuccessful or incomplete block
	Higher incidence of complications

	Shoulder Dystocia
	Increased risk due to fetal macrosomia
	Elevated risk; not precisely quantified

	Assisted Vaginal Birth
	May be more frequent due to labour arrest or fetal distress
	Increased use of forceps/vacuum

	Intrapartum Fetal Compromise
	Higher risk due to placental dysfunction and metabolic stress
	Increased rates of abnormal fetal heart rate patterns


Postpartum Complications Associated with Obesity
	Complication
	Association with Obesity
	Estimated Incidence / Risk

	Venous Thromboembolism (VTE)
	Strongly associated with higher BMI, especially class III obesity
	OR 4.0 for BMI ≥40 kg/m²; OR 1.5 for overweight

	Postpartum Depression
	Increased risk due to hormonal, metabolic, and psychosocial factors
	Elevated risk; not precisely quantified

	Breastfeeding Difficulties
	Higher incidence of delayed lactogenesis II and reduced breastfeeding initiation/duration
	Increased risk; multifactorial causes

	Wound Complications
	Higher risk following caesarean delivery due to adiposity and impaired healing
	Significantly elevated risk

	Postpartum Weight Retention
	Common in obesity , contributing to future cardiometabolic risks
	50–60% exceed recommended gestational weight gain

	Severe Maternal Morbidity (SMM)
	Obesity contributes to postpartum SMM including infection, hemorrhage, and thromboembolic events
	15% of SMM occurs after discharge; obesity is a key factor
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Provision of antenatal care 
The National Midwifery Guidelines for Consultation and Referral have made the following statements in relation to level of pregnancy care related to BMI:
[bookmark: _Hlk212132410][bookmark: _Hlk212141732]BMI of greater than 35 but not 40 or above with no associated co-morbidities are a category B, require consultation with relevant medical practitioner for antenatal care.3 
 BMI of 40 or above, or a BMI of 35 or above with co-morbidities (heart disease, hypertension, sleep apnoea) as a category C, require referral to the relevant medical practitioner.3
For further information regarding categories and co-morbidities, refer to the National Midwifery Guidelines for Consultation and Referral.3
Place of pregnancy care - suitability criteria
[bookmark: _Hlk212142113]Booking BMI between 35 and 39 with no associated co-morbidities 
Antenatal care and birth may occur at either CHS Campus.
Antenatal care can be midwifery led with appropriate consultation. 
Booking BMI between 35 and 39 with associated co-morbidities or BMI between 40-49
Antenatal care and birth can occur at either CHS Campus.
Antenatal care requires obstetric lead with scheduled midwifery care incorporated. 
CHWC 
Antenatal care can occur through the Continuity of Midwifery Care Program (CMP) at CHWC or known midwifery staff in core antenatal care in the BMI-focused Multidisciplinary Pregnancy clinic (BUMP). For schedule of obstetric led appointments and recommended care – refer to Table 5.
NCH
Antenatal care can occur through Continuity of Midwifery Care Service (CMCS), rostered team or known midwifery staff via core antenatal care. For schedule of obstetric led appointments and recommended care refer to Table 5. 
Criteria for transfer of care from NCH to CHWC
· Where booking BMI is 45 or above, BMI should be reassessed at 33 weeks, if BMI is 55 or above, pregnancy care will be transferred to CHWC.
· Women/birthing persons with a booking BMI of 50 or above should receive pregnancy and birthing care through CHWC. Transfer of care should occur at time of pre-admission appointment.
· Where pregnancy care is occurring through NCH, and BMI is less than 50 but co-existing complications exist (e.g. panniculus/ gestational diabetes melitis (GDM) with increasing insulin requirements), risk assessment regarding place of birth should occur on a case-by-case basis. 
[bookmark: _Hlk212227107]Suggested schedule of pregnancy visits BMI greater than 40 or greater than 35 with co-morbidity
	Gestation
	Appointment speciality

	12-14 weeks
	Midwifery PAC 
· Review non-invasive prenatal testing (NIPT). 
· If glycosylated haemoglobin (HbA1c) has not already been completed, order to be completed as soon as possible to assess for risks of gestational diabetes. 
· Provide referral for routine 26-week pathology including oral glucose tolerance test (OGTT) if not contraindicated.
· Refer to high risk anaesthetic clinic 
· if BMI ≥50 for CHWC
· if BMI >45 for NCH

	16-19 weeks
	Midwifery
Routine care as per Australian Pregnancy Care guidelines 2

	20-22 weeks
	Obstetric
Review morphology and provide referrals for all upcoming ultrasound scans. 

	26-28 weeks 
	Midwifery 
Routine care as per Australian Pregnancy Care guidelines 2

	30 weeks 
	Midwifery
Routine care as per Australian Pregnancy Care guidelines 2

	33 weeks 
	Midwifery
Routine care as per Australian Pregnancy Care guidelines 2

	36 weeks 
	Obstetric
· Timing and mode of birth discussion
· Offer prophylactic Group B Streptococcus screening  

	38 weeks 
	Midwifery
Routine care as per Australian Pregnancy Care guidelines 2

	40 weeks 
	Obstetric


Antenatal Care
All pregnant persons should have a height, weight and BMI measured and recorded in their antenatal record at their first antenatal appointment. Weight gain in pregnancy should be monitored by re-checking weight at least once in each trimester.1
· Women, Youth and Children Community Nutrition will accept referrals for pregnant persons living in the ACT with obesity. Women can self-refer via Central Health Intake (CHI) or can be referred by clinician via the Digital Health Record (DHR).
·  Pregnant persons residing in NSW but accessing pregnancy care through CHS should be referred to Southern NSW Central Intake via email: SNSWLHD-CommunityIntake@health.nsw.gov.au 
As part of the preadmission booking in visit (PAC), all pregnant persons should be provided with information on nutrition and weight gain during pregnancy. This conversation should focus on optimal health outcomes and pregnancy safety. Suggested weight gain and potential related complications as per Table 1. 
· Where booking BMI is 35 or above, antenatal care should be individualised, decisions and plans should be explained clearly and in consultation. 
· Where booking BMI is 35 or above and there are co-existing medical/pregnancy related complications or BMI is 40 or above - refer to obstetric clinic with associated midwifery care. 
All pregnant persons with a BMI of 35 or above should be offered referral for dietitian services
Provide education/recommendations for exercise during pregnancy.2.
· Offer referral to CHS Physiotherapy for antenatal exercise classes, if accepted, place as priority physiotherapy outpatient referral through DHR.
Provide antenatal breastfeeding education to enable informed decision making.
· Obesity is associated with lower rates of breastfeeding uptake and continuation.1 
· Support with breastfeeding, antenatally and immediately following birth, can assist with the initiation and maintenance of breastfeeding
· For further information on breastfeeding education during pregnancy, antenatal expressing,  and neonates who are considered to have a higher risk for requiring supplementary breastmilk (e.g. neonates at risk of hypoglycaemia), Refer to Section 3 of the Breastfeeding Guideline, available on the Policy and Guidance Documents register.
Antenatal Screening
Hyperglycaemia 
Pregnant women/birthing persons with obesity have an increased risk of developing gestational diabetes. The Australian Diabetes in Pregnancy Society recommends first trimester screening with HbA1C measured before 20 weeks gestation (ideally 10-14 weeks).
Women with HbA1c of 6.5 percent or more (48 mmol/mol or greater) should be diagnosed and managed as having overt Diabetes in Pregnancy. 
Where HbA1C is within usual limits, of 6.0 to 6.4 percent (42-47 mmol/mol), OGTT should be still be offered at 24 to 28 weeks. 
Women/birthing persons who have had bariatric surgery may not tolerate an OGTT.  Alternative screening methods, such as Fasting Plasma Glucose, HbA1c or home glucose monitoring, should be considered. 
For further information, refer to the Diabetes in Pregnancy - Includes Pre-existing and Gestational Diabetes Guideline and Diagnosis and Management of Diabetes in Pregnancy – North Canberra Hospital (NCH) Procedure, available on the Policy and Guidance Documents Register.
Non-Invasive prenatal testing (NIPT) for aneuploidy  
· Obesity increases the risk of not obtaining an NIPT result (due to low fetal fraction). A no result test can occur in approximately 5 percent of pregnancy with Class I obesity and rises to 10percent in Class II and even higher in Class III. It is important to advise of this likelihood when counselling on this test.1
Nutritional supplementation
Routine screening for vitamin D deficiency in pregnant women is not recommended; all pregnant women are recommended to take a multivitamin that contains a daily dose of 400 to 1000 International Units of vitamin D.1,2
BMI greater than 40 is an identified risk factor for vitamin D deficiency, refer to RANZCOG Guidance, Vitamin and Mineral Supplementation in Pregnancy for further information on additional Vitamin D supplementation in pregnancy.1,2,26
Consider screening ferritin, vitamin B12 and folate. Recommend 5mg folic acid and 150mcg iodine daily supplementation due to increased risk of neural tube defects.1
Pre-eclampsia
· Consider low-dose aspirin (150 mg). Refer to the Low Dose Aspirin in Pregnancy Guideline, available on the Policy and Guidance Documents Register, for further information.
· Blood pressure review - to minimise overdiagnosis of hypertension, utilise an appropriately sized cuff that covers 80 percent of the arm circumference6,8
Thromboembolism prophylaxis
· Obesity during pregnancy increases risk thromboembolism. Standard doses for DVT prophylaxis are likely to be insufficient and should be calculated based on weight.1 
· For antenatal thromboprophylaxis refer to the Venous Thromboembolism (VTE) Prevention (Adults and Children) Procedure, available on the Policy and Guidance Documents Register.
Fetal Surveillance
Morphology scan should be performed at 20 to 21 weeks (rather than 18 to 20 weeks); high BMI should be noted on the ultrasound request form.
Refer to the Perinatal Society of Australia and New Zealand and Centre of Research Excellence Stillbirth position statement ‘Detection and management of fetal growth restriction in singleton pregnancies’ for risk assessment and recommended screening.23  
Where BMI does not support abdominal palpation as reliable method to assess fetal growth, ongoing ultrasound surveillance for fetal growth, liquor volume and umbilical artery doppler studies should be considered and individualised to clinical circumstances. 
Note: All women with BMI of 35 or above are considered Level 2 Fetal Growth Restriction (FGR) risk and are recommended ultrasound scans 26 to 28 weeks and 34 to 36 weeks as per FGR pathway.
Individualise referrals to other allied health services as appropriate: 
Physiotherapy
Complete DHR Outpatient order in the Future Outpatient orders, ensure correct health service is selected with Acute Allied Health Service as division
Social work
CHWC:
· Phone 0401 075 911
· Email tchsocialworkmatpaeds@act.gov.au 
· Inpatient or outpatient Digital Health Record (DHR) referral to CHWC social work
NCH:
· Phone 5103 6657 
· Email nch.socialwork@act.gov.au 
· Inpatient or outpatient DHR referral to NCH social work
Aboriginal and Torres Strait Islander Liaison Service 
CHWC on 5124 2055 or email ALOService@act.gov.au 
NCH on 5103 7097/5103 6283 or email nch.alos@act.gov.au 
Mental health
Risk of adverse mental health disorders should be individualised. Refer to the Australian Pregnancy Care guidelines23 and Perinatal and Infant Mental Health Wellbeing Guideline, available on the Policy and Guidance Register, for further information and referral pathways.
[bookmark: _Hlk212224214]Anaesthetic considerations CHWC
[bookmark: _Hlk212224373]Pregnant women/ persons with a BMI of 50 or more will be referred antenatally to the pre-admission clinic for an anaesthetic review to discuss risks associated with analgesia (epidurals) and anaesthesia (either regional or general).
· If anaesthetic consult has not occurred antenatally, contact birth suite anaesthetic registrar on admission to birthing to facilitate anaesthetic risk review and plan of care.
[bookmark: _Hlk212224292]Pregnant persons with a BMI of 45 or above require anaesthetic referral if they have other anaesthetic risks.
When a pregnant woman/person with a BMI of 45 or above presents in labour, the anaesthetic registrar should be notified of their admission. 
If transfer to the operating theatre is required, theatre staff should be given as much notice as possible for them to prepare appropriate bariatric equipment.
Anaesthetic considerations NCH
Pregnant women/persons with a BMI of 40 or above require anaesthetic referral if they have other anaesthetic risks.
Pregnant women/persons with a BMI of 45 or above require anaesthetic referral; this consultation should occur between 28 to 34 weeks
When a pregnant woman/person with a BMI of 45 or above presents in labour, the anaesthetic registrar should be notified of their admission. 
Place of birth- suitability criteria
Clinical decision-making regarding place of birth should balance maternal/birthing person preferences with pregnancy risk assessment. Due to the increased obstetric, anaesthetic, and neonatal complications (associated with a higher BMI), this is the key factor in determining the most appropriate and safest place of birth.
Timing of Birth
· There is no universal consensus regarding an optimal timing of birth for women/birthing persons with obesity in the absence of comorbidity.1,7
Where induction of labour is required, planned timing and mode of birth should be based on pregnancy indications.1,7 
Risk Considerations
Women/birthing persons with obesity are more likely to require induction of labour due to the increased incidence of pregnancy complications, they also have an increased risk for longer inductions, unsuccessful induction and caesarean birth.1,7
There is an increased risk of term stillbirth for women/birthing persons with obesity. Where BMI is greater than 30 the adjusted odds ratios is 1.6 (1.4 to 2.0). This risk further increases where BMI is 50 or more. 1,7,23,24,25
Recommendations
Where BMI is 50 or more, induction of labour should be offered after 39 weeks gestation and prior to due date (dating preference is from first-trimester ultrasound).  
 Where obesity in pregnancy is complicated by other co-existing risk factors (e.g. gestational diabetes/gestational hypertension/LGA) induction of labour should be recommended per clinical indication - refer to the Induction of Labour – Canberra Hospital Guideline and the Induction of Labour – North Canberra Hospital (NCH) Procedure, available on the Policy and Guidance Documents Register, for further information.
Intrapartum Care
Alert: Increased abdominal fat accumulation poses a risk to the pregnant person and the fetus. Repositioning a panniculus during fetal monitoring may increase uterine compression, ensure appropriate consideration to positioning of the pregnant person to prevent vena caval compression.
Intrapartum care should be managed per the Labour and Birth: Care during First, Second, Third and Fourth Stage Procedure, available on the Policy and Guidance Documents Register.
Pregnant people with a BMI 40 or above should be advised of the increased risk of post-partum haemorrhage (PPH) in labour and of the benefits of active management of third stage. An intravenous (IV) cannula should be inserted early in labour and blood taken for group and hold and full blood count (FBC).
Compared to pregnant persons with normal BMI, pregnant persons with obesity may experience longer duration of labour, particularly those undergoing induction of labour (IOL)1,7
Promoting active birth within a framework of managing increased risk may improve the birthing experience and not compromise clinical care. Encourage increased mobility in labour.
Where BMI is greater than 35kg/m², labour and birth in water is not recommended refer to CHS procedure Water Immersion in Labour & Birth available on the Policy and Guidance Documents Register.
Pregnant persons in the Obesity Class II and above classification are at significantly higher risk of assisted births including caesarean birth.1,7
Fetal monitoring should be undertaken as per the Fetal Surveillance Guideline, available on the Policy and Guidance Documents Register; continuous fetal monitoring is indicated where BMI is 40 or above. Utilisation of a maternal pod and patch or fetal scalp electrode may improve quality of the recording.1,7 
Pregnant persons requiring elective caesarean should have their weight (kg) recorded on the theatre booking form to ensure accessibility to appropriate bariatric equipment where required.
If decreased mobility refer to the Pressure Injury Prevention and Management – Adults, Children and Neonates Procedure, available on the Policy and Guidance Documents Register.
When a pregnant person with a BMI 45 or above presents in labour, the Anaesthetic Registrar should be notified of their admission. The Anaesthetic Registrar will inform theatre staff to ensure appropriate equipment is made available in case of an emergency caesarean section. 
Postnatal Care
Postnatal care per Labour and Birth: Care during First, Second, Third and Fourth Stage Procedure.
Routine observations per the Vital Signs and Early Warning Scores – Canberra Hospital Inpatients Procedure and Vital Signs and Early Warning Scores – North Canberra Hospital (NCH) Procedure available on the Policy and Guidance Documents Register.
Involution of the uterus may be difficult to palpate; therefore, vigilant monitoring of blood loss is essential, be vigilant regarding the signs of a secondary postpartum haemorrhage.
Obesity during pregnancy increases the risk of thromboembolism. Refer to the Venous Thromboembolism (VTE) Prevention (Adults and Children) Procedure for prophylaxis recommendations. Encourage early mobilisation.
All birthing people should be supported to breastfeed and provided with education on benefits of breastfeeding for mothers and infants as per the Breastfeeding Guideline. 
Birthing people with BMI 35 or above may require additional support with positioning and attachment. Midwifery staff should ensure adequate supervision and support depending on the requirements of each birthing person.
Birthing people who have had a caesarean, monitor for wound infection. Provide appropriate advice on hygiene and keeping the wound dry refer to Wound Assessment, Prevention and Treatment Procedure, available on the Policy and Guidance Documents Register, for further information. 
Birthing people with diabetes should have a follow up OGTT with their GP at six to twelve weeks postpartum. 
Postnatal care of neonates and appropriate risk assessments will be attended to as per the following CHS procedures/guidelines:
· Labour and Birth: Care during First, Second, Third and Fourth Stage 
· Assessment of the Newborn
·  Birth Requiring the presence of a Neonatal Team Member (includes neonatal risk assessment and minimum length of stay)
· Vital Signs & Early Warning Scores, (Neonatal 0–1-month post term general observation chart)
· Neonatal Hypoglycaemia.
Where a pregnant person has required transfer to CHWC for intrapartum care, for postnatal care post birth, where no indications are present, consider transfer back to the referring hospital.
Recommend ongoing lifestyle support and weight management for up to 18 months postpartum. Referral can be made to the Women, Youth and Children Community Nutrition team by calling Community Health Intake (CHI) on (02) 51249977. 
Back to Contents
[bookmark: _Toc217400056]Section 5 – Work Health and Safety 
A manual handling assessment is recommended where the pregnant persons BMI is 50 or above. Refer to Work Health Safety Management System (WHSMS) (available on the Health Hub) for recommendations regarding identification of hazardous manual tasks.
See Table 6 for weight limits of frequently utilised equipment.
Considerations related to assisted transfers and obstetric related equipment
For safe positioning and transfers:
· Ensure appropriate number of staff for assisted transfer and repositioning for obstetric related equipment such as lithotomy stirrups on birthing bed and operating table.
· Consider utilising wards person as appropriate.
· A slide sheet or hover mat should be used to assist with bed assisted transfers.  
· Place slide sheet or hover mat prior to an epidural.   
Equipment weight limits
	Equipment
	Maximum weight


	Theatre trolley
	200kg

	Birth suite bed (Affiniti)
	 227kg

	Standard hospital bed
	250kg

	Bariatric beds:
Alrick 8350 series
Alrick 8500 series
Medicraft
Arjo Citadel Plaus
	
350kg
500kg
400kg
454kg

	Bariatric recliner Sertain S4100EW
	350kg


	Bariatric chairs:
Maxi bridge chair
High back sitting chair
	
300kg
210kg

	Commode chair Ottoback
	400kg


	Bariatric wheelchairs:
Quickie Breezy model EC2000HD
Tuffcare
	
318kg
318kg

	Bariatric walker Auscare
	215kg


	Regular and shower bariatric slings (all sizes)
	500kg

	Disposable SallySling:
standard size
bariatric size

	
300kg
454kg
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Outcome
Clinicians who provide care for pregnant persons with obesity will provide consistent clinical care as outlined in this guideline.
Pregnant persons and their families will feel supported, cared for and report positive outcomes during their pregnancy and postnatal care. 
Where required, referrals will be guided by this document to ensure appropriate, individualised and safe care, aligned with available services and the pregnant person’s care needs.
Measures
Pregnant persons who experience pregnancy complications related to obesity in pregnancy (as identified in the clinical incident reporting system) will have their case reviewed at weekly maternity Mortality & Morbidity committee meetings to ensure correct procedures have been followed. 
Clinical and quality outcomes are evaluated through patient experience questionnaires and consumer feedback data.
Clinical and quality outcomes are evaluated by clinician feedback data. 
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Policies
Nursing and Midwifery Board of Australia (NMBA) Requirements for Practice
Preventing and Controlling Infections
Work Health Safety Management System (WHSMS)
Procedures
Diagnosis and Management of Diabetes in Pregnancy – North Canberra Hospital (NCH) 
Infection Prevention and Control
Patient Identification and Health Care Activity Matching 
Organisational Management of Bariatric Patients – North Canberra Hospital (NCH)
Pressure Injury Prevention and Management - Adults, Children and Neonates
Language Services – Interpreters and Translated Materials for Adults and Children
Venous Thromboembolism (VTE) Prevention - Adults and Children
Vital Signs & Early Warning Scores – The Canberra Hospital Inpatients
Vital Signs & Early Warning Scores – North Canberra Hospital (NCH)
Water immersion in Labour & Birth 
Wound Assessment, Prevention and Treatment
Guidelines 
Birth requiring presence of a Neonatal Team Member 
Breastfeeding
Consent for Healthcare Treatment
Diabetes in pregnancy - includes pre-existing and gestational diabetes
Fasting Guidelines for Patients Requiring Sedation or Anaesthesia
Fetal Surveillance
Labour and Birth: Care during First, Second, Third and Fourth Stage
Neonatal Hypoglycaemia
Perinatal and Infant Mental Health Wellbeing 
Pregnancy Care 
Legislation
Health Records (Privacy and Access) Act 1997
Human Rights Act 2004
Work Health and Safety Act 2011
Carers Recognition Act 2021
Other
Australian Charter of Healthcare Rights
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[bookmark: _Toc217400060]Definition of terms 
Macrosomia and Large for Gestational Age: These two terms are applied commonly to excessive fetal growth. Large for gestational age (LGA) - implies a birthweight equal to or more than the 90th centile for a given gestational age. Macrosomia - implies growth beyond an absolute birth weight, usually 4000g or 4500g, regardless of gestational age. 
Panniculus: a dense layer of fatty tissue growth, consisting of subcutaneous fat in the lower abdominal area
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Bariatric woman, Obese woman, Overweight woman, Obesity in pregnancy, Obesity in labour, Obesity and birthing, north, BMI, body mass index. 
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