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1. Outcomes for severely obese women admitted to alongside midwifery units in the UK: Results 
from a national cohort study using the UK Midwifery Study System (UKMidSS) 

Author(s): Rowe R. 

Source: BJOG: An International Journal of Obstetrics and Gynaecology; Apr 2018; vol. 125 ; p. 8 

Publication Date: Apr 2018 

Publication Type(s): Conference Abstract 

Available  at BJOG: An International Journal of Obstetrics & Gynaecology -  from Wiley Online Library 
Science , Technology and Medicine Collection 2017  

Abstract:Objectives We aimed to investigate outcomes in severely obese women admitted to 
alongside midwifery units (AMUs) compared with other women admitted to AMUs. Design National 
prospective cohort study. Method Using the UK Midwifery Study System (UKMidSS), we identified 
and collected data about all women with booking BMI > 35 kg/m2, admitted for labour care in all 
122 UK AMUs during 2016, and comparison women with booking BMI <= 35 kg/ m2 admitted to the 
same AMUs. Our composite primary outcome comprised: augmentation, instrumental/caesarean 
birth, maternal blood transfusion, 3rd/4th degree tear and maternal admission to higher level care. 
Secondary outcomes included category 1 or 2 caesarean and postpartum haemorrhage (PPH) >1500 
ml. We used log Poisson regression to calculate relative risks all analyses were carried out separately 
by parity and overall. Results Overall 1198 severely obese women were reported, with median BMI = 
37 kg/m2 (range 35.1-56.7) versus 24 kg/m2 in the comparison group. Severely obese women were 
no more likely than comparison women to experience the primary outcome: RRnullip = 1.13 (95% CI 
= 0.96-1.32) RRmultip = 0.66 (95% CI = 0.42-1.03). In nulliparous women, the severely obese group 
were more likely to have a category 1 or 2 caesarean (RRnullip = 1.80 95% CI = 1.06-3.08) and their 
risk of PPH > 1500 ml was higher (RRnullip = 3.05 95% CI = 1.28- 7.27). Conclusion Admission of 
severely obese women to AMUs is widespread with evidence of selection. There is no evidence of 
increased risk for selected multiparous severely obese women planning birth in an AMU. Severely 
obese nulliparous women should be advised of the potential increased risks. 
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2. Maternal body mass index and the prevalence of spontaneous and elective preterm deliveries in 
an Irish obstetric population: A retrospective cohort study 

Author(s): Vinturache A.; McKeating A.; Daly N.; Sheehan S.; Turner M. 

Source: BMJ Open; Oct 2017; vol. 7 (no. 10) 

Publication Date: Oct 2017 

Publication Type(s): Article 

Available  at BMJ Open -  from Europe PubMed Central - Open Access  

Available  at BMJ Open -  from ProQuest (Hospital Premium Collection) - NHS Version  

Abstract:Objective To estimate the association between maternal body mass index (BMI) and risk of 
spontaneous preterm delivery (sPTD) and elective preterm delivery (ePTD) in singleton and multiple 
pregnancies. Design Retrospective cohort study. Setting Electronic records of all deliveries from 2009 
through 2013 in a tertiary university hospital were abstracted for demographic and obstetrical 
information. Participants A total of 38 528 deliveries were included. Participants with missing data 
were excluded from the study. BMI was calculated from the measurement of height and weight at 
the first prenatal visit and categorised. Sonographic confirmation of gestational age was standard. 
Outcome measures Primary outcomes, sPTD and ePTD in singleton and multiple pregnancies, were 
evaluated by multinomial logistic regression analyses, stratified by parity, controlling for 
confounding variables. Results Overall rate of PTD was 5.9%, from which 2.7% were sPTD and 3.2% 
ePTD. The rate of PTD was 50.4% in multiple pregnancies and 5.0% in singleton pregnancies. The risk 
of sPTD was increased in obese nulliparas (adjusted OR (aOR) 2.8, 95% CI 1.7 to 4.4) and 
underweight multiparas (aOR 2.2, 95% CI 1.3 to 3.8). The risk of ePTD was increased in underweight 
nulliparas (aOR 1.8; 95% CI 1.04 to 3.4) and severely obese multiparas (aOR 1.4, 95% CI 1.02 to 3.8). 
Severe obesity increased the risk of both sPTD (aOR 1.4; 95% CI 1.01 to 2.1) and ePTD (aOR 1.4; 95% 
CI 1.1 to 1.8) in singleton pregnancies. Obesity did not influence the rate of either sPTD or ePTD in 
multiple pregnancies. Conclusion Maternal obesity is an independent risk factor for PTD in singleton 
pregnancies but not in multiple pregnancies. Obesity and nulliparity increase the risk of sPTD, 
whereas obesity and multiparity increase the risk of ePTD.Copyright © Article author(s) (or their 
employer(s) unless otherwise stated in the text of the article) 2017. All rights reserved. 
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3. Spontaneous and indicated preterm delivery risk is increased among overweight and obese 
women without prepregnancy chronic disease 

Author(s): Kim S.S.; Mendola P.; Zhu Y.; Grantz K.L.; Hwang B.S. 

Source: BJOG: An International Journal of Obstetrics and Gynaecology; Oct 2017; vol. 124 (no. 11); p. 
1708-1716 

Publication Date: Oct 2017 

Publication Type(s): Article 

Available  at BJOG : an international journal of obstetrics and gynaecology -  from Wiley Online 
Library Science , Technology and Medicine Collection 2017  

Abstract:Objective: To investigate the independent impact of prepregnancy obesity on preterm 
delivery among women without chronic diseases by gestational age, preterm category and parity. 
Design: A retrospective cohort study. Setting: Data from the Consortium on Safe Labor (CSL) in the 
USA (2002-08). Population: Singleton deliveries at >=23 weeks of gestation in the CSL (43 200 
nulliparas and 63 129 multiparas) with a prepregnancy body mass index (BMI) >=18.5 kg/m2 and 
without chronic diseases. Methods: Association of prepregnancy BMI and the risk of preterm 
delivery was examined using Poisson regression with normal weight as reference. Main outcome 
measures: Preterm deliveries were categorised by gestational age (extremely, very, moderate to 
late) and category (spontaneous, indicated, no recorded indication). Results: Relative risk of 
spontaneous preterm delivery was increased for extremely preterm among obese nulliparas (1.26, 
95% CI: 0.94-1.70 for overweight; 1.88, 95% CI: 1.30-2.71 for obese class I; 1.99, 95% CI: 1.32-3.01 
for obese class II/III) and decreased for moderate to late preterm delivery among overweight and 
obese multiparas (0.90, 95% CI: 0.83-0.97 for overweight; 0.87, 95% CI: 0.78-0.97 for obese class I; 
0.79, 95% CI: 0.69-0.90 for obese class II/III). Indicated preterm delivery risk was increased with 
prepregnancy BMI in a dose-response manner for extremely preterm and moderate to late preterm 
among nulliparas, as it was for moderate to late preterm delivery among multiparas. Conclusions: 
Prepregnancy BMI was associated with increased risk of preterm delivery even in the absence of 
chronic diseases, but the association was heterogeneous by preterm categories, gestational age and 
parity. Tweetable abstract: Obese nulliparas without chronic disease had higher risk for spontaneous 
delivery <28 weeks of gestation.Copyright © 2017 Royal College of Obstetricians and Gynaecologists 
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4. Sociodemographic factors and pregnancy outcomes associated with prepregnancy obesity: 
Effect modification of parity in the nationwide Epifane birth-cohort 

Author(s): Boudet-Berquier J.; Salanave B.; Desenclos J.-C.; Castetbon K. 

Source: BMC Pregnancy and Childbirth; Aug 2017; vol. 17 (no. 1) 

Publication Date: Aug 2017 

Publication Type(s): Article 

Available  at BMC Pregnancy and Childbirth -  from BioMed Central  

Available  at BMC Pregnancy and Childbirth -  from Europe PubMed Central - Open Access  

Abstract:Background: In light of the adverse outcomes for mothers and offspring related to maternal 
obesity, identification of subgroups of women at risk of prepregnancy obesity and its related-
adverse issues is crucial for optimizing antenatal care. We aimed to identify sociodemographic 
factors and maternal and neonatal outcomes associated with prepregnancy obesity, and we tested 
the effect modification of parity on these associations. Methods: In 2012, 3368 mothers who had 
delivered in 136 randomly selected maternity wards were included just after birth in the French 
birth cohort, Epifane. Maternal height and weight before and at the last month of pregnancy were 
self-reported. Maternal and neonatal outcomes were collected in medical records. Prepregnancy 
Body Mass Index (pBMI) was classified into underweight (<18.5), normal (18.5-24.9), overweight 
(25.0-29.9) and obesity (>=30.0). Since we found statistically significant interactions with parity, the 
multinomial logistic regression model estimating associations of pBMI class with sociodemographic 
characteristics and pregnancy outcomes was stratified on parity (1335 primiparous and 1814 
multiparous). Results: Before pregnancy, 7.6% of women were underweight, 64.2% were of normal 
weight, 18.0% were overweight and 10.2% were obese. Among the primiparous, maternal age of 25-
29years (OR=2.09 [1.13-3.87]; vs. 30-34years), high school level (OR=2.22 [1.33-3.73]; vs. university 
level), gestational diabetes (OR=2.80 [1.56-5.01]) and hypertensive complications (OR=3.80 [1.83-
7.89]) were independently associated with prepregnancy obesity. Among the multiparous, primary 
(OR=6.30 [2.40-16.57]), junior high (OR=2.89 [1.81-4.64]) and high school (OR=1.86 [1.18-2.93]) 
education levels (vs. university level), no attendance at antenatal classes (OR=1.77 [1.16-2.72]), 
excess gestational weight gain (OR=1.82 [1.20-2.76]), gestational diabetes (OR =5.16 [3.15-8.46]), 
hypertensive complications (OR=8.13 [3.97-16.64]), caesarean delivery (OR=1.80 [1.18-2.77]) and 
infant birth weight>=4kg (OR=1.70 [1.03-2.80]; vs. birth weight between 2.5kg and 4kg) were 
independently associated with prepregnancy obesity. Conclusion: Obesity before pregnancy is 
associated with a set of sociodemographic characteristics and adverse pregnancy outcomes that 
differ across parity groups. Such findings are useful for targeted health policies aimed at attaining 
healthy prepregnancy weight and organizing perinatal care.Copyright © 2017 The Author(s). 
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5. A comparison of intrapartum interventions and adverse outcomes by parity in planned 
freestanding midwifery unit and alongside midwifery unit births: secondary analysis of 'low risk' 
births in the birthplace in England cohort. 

Author(s): Hollowell, Jennifer; Yangmei Li; Bunch, Kathryn; Brocklehurst, Peter; Li, Yangmei 

Source: BMC Pregnancy & Childbirth; Mar 2017; vol. 17 ; p. 1-9 

Publication Date: Mar 2017 

Publication Type(s): Academic Journal 

PubMedID: 28320352 

Available  at BMC Pregnancy and Childbirth -  from BioMed Central  

Abstract:Background: For low risk women, there is good evidence that planned birth in a midwifery 
unit is associated with a reduced risk of maternal interventions compared with planned birth in an 
obstetric unit. Findings from the Birthplace cohort study have been interpreted by some as 
suggesting a reduced risk of interventions in planned births in freestanding midwifery units (FMUs) 
compared with planned births in alongside midwifery units (AMUs). However, possible differences 
have not been robustly investigated using individual-level Birthplace data.Methods: This was a 
secondary analysis of data on 'low risk' women with singleton, term, 'booked' pregnancies collected 
in the Birthplace national prospective cohort study. We used logistic regression to compare 
interventions and outcomes by parity in 11,265 planned FMU births and 16,673 planned AMU births, 
adjusted for potential confounders, using planned AMU birth as the reference group. Outcomes 
considered included adverse perinatal outcomes (Birthplace primary outcome measure), 
instrumental delivery, intrapartum caesarean section, 'straightforward vaginal birth', third or fourth 
degree perineal trauma, blood transfusion and maternal admission for higher-level care. We used a 
significance level of 1% for all secondary outcomes.Results: There was no significant difference in 
adverse perinatal outcomes between planned AMU and FMU births. The odds of instrumental 
delivery were reduced in planned FMU births (nulliparous: aOR 0.63, 99% CI 0.46-0.86; multiparous: 
aOR 0.41, 99% CI 0.25-0.68) and the odds of having a 'straightforward vaginal birth' were increased 
in planned FMU births compared with planned AMU births (nulliparous: aOR 1.47, 99% CI 1.17-1.85; 
multiparous: 1.86, 99% CI 1.35-2.57). The odds of intrapartum caesarean section did not differ 
significantly between the two settings (nulliparous: p = 0.147; multiparous: p = 0.224). The overall 
pattern of findings suggested a trend towards lower intervention rates and fewer adverse maternal 
outcomes in planned FMU births compared with planned AMU births.Conclusions: The findings 
support the recommendation that 'low risk' women can be informed that planned birth in an FMU is 
associated with a lower rate of instrumental delivery and a higher rate of 'straightforward vaginal 
birth' compared with planned birth in an AMU; and that outcomes for babies do not appear to differ 
between FMUs and AMUs. 
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6. Maternal and neonatal outcomes associated with non-medically indicated induction of labor at 
term compared with expectant management in morbidly obese women 

Author(s): Kawakita T.; Iqbal S.N.; Reddy U.; Huang C.-C. 

Source: American Journal of Obstetrics and Gynecology; Jan 2017; vol. 216 (no. 1) 

Publication Date: Jan 2017 

Publication Type(s): Conference Abstract 

Abstract:OBJECTIVE: To compare maternal and neonatal outcomes of nonmedically indicated 
induction of labor (NMII) with those of expectant management in morbidly obese women. STUDY 
DESIGN: This is a retrospective cohort study from the Consortium on Safe Labor of morbidly obese 
women (body mass index >40 kg/m2) with singleton, cephalic gestations who delivered between 37 
0/7 and 41 6/7 weeks' gestation. Women with previous cesarean, chronic hypertension, gestational 
and pregestational diabetes were excluded. Maternal and neonatal outcomes were compared 
between women who underwent NMII within each week and expectant management that week. 
Maternal outcomes included cesarean, operative delivery, major laceration, postpartum 
hemorrhage, and composite maternal outcome (transfusion, intensive care unit [ICU], or venous 
thromboembolism). Neonatal outcomes included shoulder dystocia, macrosomia (>4000 g), 
neonatal ICU, and composite neonatal outcome (5-min Apgar score <5, stillbirth, neonatal death, or 
asphyxia or hypoxic-ischemic encephalopathy). Adjusted odds ratios (aOR) with 95% confidence 
intervals (95%CI) were calculated, controlling for confounders. RESULTS: Of 2,619 nulliparous and 
3,472 multiparous morbidly obese women, 562 (21.5%) and 966 (27.8%) had NMII, respectively. In 
nulliparas, NMII was associated with an increased risk of cesarean (aOR=1.60; 95%CI=1.04-2.48) but 
a decreased risk of macrosomia (aOR=0.20; 95%CI=0.05-0.81) at 38 weeks' gestation; and a 
decreased risk of neonatal ICU admission (aOR=0.53; 95%CI=0.30- 0.95) at 40 weeks' gestation. At 39 
weeks' gestation in nulliparas, NMII was not associated with cesarean (aOR=1.13; 95%CI=0.82- 1.54) 
and macrosomia (aOR=0.59; 95%CI=0.34-1.01). In multiparas, NMII was associated with a decreased 
risk of cesarean at 39 weeks' gestation (aOR=0.49; 95%CI=0.30-0.81) but an increased risk at 40 
weeks' gestation (aOR=1.86; 95%CI=1.21-2.86); and decreased risks of macrosomia (aOR=0.29; 
95%CI=0.14-0.57 and aOR=0.65; 95%CI=0.49-0.87) at 38 and 39 weeks' gestation, respectively. There 
was no difference in composite maternal and neonatal outcomes. CONCLUSION: In morbidly obese 
women, NMII was associated with similar or decreased risks of cesarean delivery and macrosomia at 
39 weeks' gestation. (Table Presented). 
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7. Body Mass Index Change between Pregnancies and Risk of Spontaneous Preterm Birth. 

Author(s): Riley, K L; Carmichael, S L; Mayo, J A; Shachar, B Z; Girsen, A I; Wallenstein, M B; Gould, J 
B; Stevenson, D K; Shaw, G M 

Source: American journal of perinatology; Aug 2016; vol. 33 (no. 10); p. 1017-1022 

Publication Date: Aug 2016 

Publication Type(s): Research Support, Non-u.s. Gov't Research Support, N.i.h., Extramural Journal 
Article 

PubMedID: 27128743 

Abstract:Objective Studies have reported an increased risk of spontaneous preterm birth 
associated with elevated prepregnancy body mass index (BMI) among nulliparous but not 
multiparous women. We examined whether changes in BMI and weight between pregnancies 
contributed to risk of preterm birth among obese (BMI > 29 kg/m(2)) women. Study Design This 
study utilized maternally linked California birth records of sequential singleton births between 2007 
and 2010. Preterm birth was defined as 20 to 31 or 32 to 36 weeks of gestation. BMI was examined 
as category change and by tertile of weight change. Primary analyses included women without 
diabetes or hypertensive disorders; these women were compared with those without prior preterm 
birth, women with preterm deliveries preceded by spontaneous preterm labor, and women without 
any exclusions (i.e., diabetes or hypertensive disorders). Results Analyses showed that obesity was 
not associated with increased risk of spontaneous preterm birth among multiparous women. 
Women whose BMI increased had a decreased risk of spontaneous preterm birth at 32 to 36 weeks. 
Change in BMI or weight between pregnancies did not substantively alter results. Conclusion 
Among multiparous women, obesity was associated with reduced risk of spontaneous preterm 
delivery. This observed association is complex and may be influenced by maternal age, gestational 
age, placental insufficiency, and altered immune response. 
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8. The effect of gestational weight gain on likelihood of referral to obstetric care for women 
eligible for primary, midwife-led care after antenatal booking. 

Author(s): Daemers, Darie O. A.; Wijnen, Hennie A. A.; van Limbeek, Evelien B. M.; Budé, Luc M.; 
Nieuwenhuijze, Marianne J.; Spaanderman, Marc E. A.; de Vries, Raymond G. 

Source: Midwifery; Mar 2016; vol. 34 ; p. 123-132 

Publication Date: Mar 2016 

Publication Type(s): Academic Journal 

Available  at Midwifery -  from Patricia Bowen Library & Knowledge Service West Middlesex 
University Hospital NHS Trust (lib302631) Local Print Collection  

Abstract:Objective: to examine the effect of gestational weight gain (GWG) on likelihood of referral 
from midwife-led to obstetrician-led care during pregnancy and childbirth for women in primary care 
at the outset of their pregnancy. Design: secondary analysis of data from a prospective cohort study. 
Setting: Dutch midwife-led practices. Participants: a cohort of 1288 women of Northern European 
descent, with uncomplicated, singleton pregnancy at antenatal booking who consequently were 
eligible for primary, midwife-led care. Measurements: because of the absence of an established 
GWG guideline in the Netherlands, we compared the effect of inadequate and excessive GWG 
according to two GWG guidelines: the criterion traditionally used, which is based on knowledge of 
the physiological components of GWG, advising 10-15 kg as a normal GWG irrespective of a woman's 
BMI category, and the 2009 Institute of Medicine recommendations (IOMr) on GWG, which provide 
BMI related advice. Outcome measures were: number of women referred from midwife-led to 
obstetrician-led care during pregnancy and during childbirth; indications of referral and birth 
outcomes. Findings: GWG above traditional criteria (Tc; > 15 kg between 12 and 36 weeks) was 
associated with increased odds for referral during childbirth (adjusted odds ratio (aOR) 1.88; 95% 
confidence interval (CI) 1.22-2.90), but had no effect on referral during pregnancy (aOR .86; 95% CI 
.57-1.30). No associations were established between GWG below Tc (< 10 kg) and referral during 
pregnancy (aOR 1.08; 95% CI .78-1.50) or childbirth (aOR 1.08; 95% CI .74-1.56). No associations 
were found between GWG below and above the IOMr and referral during pregnancy (below IOMr: 
aOR 1.01; 95% CI .71-1.45; above IOMr: aOR .89; 95% CI .61-1.28) or childbirth (below IOMr: aOR 
.85; 95% CI .57-1.25; above IOMr: aOR 1.09; 95% CI .73-1.63). With regard to the effect of GWG 
according to both recommendations on indications for referral and birth outcomes, GWG above Tc 
was associated with higher rates of referral for hypertensive disorders (aOR 1.91; 95% CI 1.04-3.50) 
and for meconium stained liquor (aOR 2.22; CI 1.33-3.71) after adjusting for BMI and parity. 
Conclusions: GWG above Tc - irrespective of BMI category - was associated with doubled odds of 
referral to specialist care during childbirth. GWG below or above IOMR and GWG below TC were not 
associated with adverse obstetric outcomes in women who were eligible for primary care at the 
outset of their pregnancy. Implications for practice: weight gain < 15 kg between 12 and 36 weeks is 
advised for women in all BMI categories in this population. It is important to validate GWG 
guidelines in a target population before implementing them. 
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9. The risk of preterm delivery by body mass index (BMI) category 

Author(s): Vinturache A.; McKeating A.; Daly N.; Farren M.; Sheehan S.; Turner M. 

Source: Reproductive Sciences; Mar 2016; vol. 23 (no. 1) 

Publication Date: Mar 2016 

Publication Type(s): Conference Abstract 

Abstract:INTRODUCTION: The relationship between maternal body mass index (BMI) and the risks of 
preterm delivery (PTD) is debated. We explored the association between maternal BMI at the first 
antenatal visit and risk of spontaneous (sPTD) and elective preterm delivery (ePTD) in nulliparous 
and multiparous women. METHODS: We analyzed the data for 42382 deliveries from 2009- 13 from 
our hospital. Computerized hospital records were abstracted for sociodemographic, lifestyle and 
obstetrical information. BMI was calculated from the measurement of height and weight at the first 
prenatal visit and categorized as <18.5 (underweight); 18.5-24.9 (normal weight); 25.0 - 29.9 
(overweight); 30.0-34.9 (moderately obese); and >= 35.0 kg/ m2 (severely obese). Sonographic 
confirmation of gestational age was standard. Univariate and multinomial logistic regression 
analyses assessed the association between type of PTD and maternal BMI, stratified by parity. 
RESULTS: The rate of PTD was 6.0 % (n=2160). Underweight and obese women were at increased 
risk of PTD (OR 1.4, 95% CI 1.1-1.9, and OR 1.3, 95 %CI 1.2-1.5, respectively). Nulliparas were more 
likely to deliver preterm than multiparas (OR 1.2, 95% CI 1.1-1.3). In nulliparas, the odds of sPTD 
were almost 3-fold higher in severely obese (aOR 2.8, 95% CI 1.7-4.4) and 1.5-fold higher in 
moderately obese women (aOR 1.5, 95% CI 1.08-2.3) than in normal weight women. The risk of ePTD 
was increased in underweight (aOR 1.8; 95% CI 1.04 - 3.4) but not obese nulliparas. In contrast, 
although obese multiparas had a comparable risk of sPTD with normal weight women, the risk of 
ePTD was 40 % higher in severely obese multiparas (aOR 1.4, 95% CI 1.02-3.8) than in women with 
normal weight. Underweight multiparas had twice the risk of sPTD than normal weight women (aOR 
2.2, 95% CI 1.3-3.8).The incidence of PTD was 50.4 % in multiples and 5.0 % in singleton pregnancies. 
Severe obesity increased the risk of both sPTD (aOR 1.4; 95% CI 1.01-2.1) and ePTD (aOR 1.4; 95% CI 
1.1-1.8) in singleton pregnancies. Obesity did not influence the rate of either sPTD or ePTD in 
multifetal pregnancies. CONCLUSIONS: The risk of PTB is influenced by parity and maternal BMI early 
in pregnancy. Obese and underweight women are at increased risk of PTB. Obesity and nulliparity 
increase the risk of sPTD, whereas obesity and multiparity increase the risk of ePTB. 

Database: EMBASE 

 

 

 

 

 

 

 

 

 

 

 

 

 



10. Term elective induction of labour and perinatal outcomes in obese women: retrospective 
cohort study. 

Author(s): Lee, V R; Darney, B G; Snowden, J M; Main, E K; Gilbert, W; Chung, J; Caughey, A B 

Source: BJOG : an international journal of obstetrics and gynaecology; Jan 2016; vol. 123 (no. 2); p. 
271-278 

Publication Date: Jan 2016 

Publication Type(s): Research Support, N.i.h., Extramural Journal Article 

PubMedID: 26840780 

Available  at BJOG: An International Journal of Obstetrics & Gynaecology -  from PubMed Central  

Abstract:OBJECTIVETo compare perinatal outcomes between elective induction of labour (eIOL) and 
expectant management in obese women.DESIGNRetrospective cohort study.SETTINGDeliveries in 
California in 2007.POPULATIONTerm, singleton, vertex, nonanomalous deliveries among obese 
women (n = 74 725).METHODSWomen who underwent eIOL at 37 weeks were compared with 
women who were expectantly managed at that gestational age. Similar comparisons were made at 
38, 39, and 40 weeks. Results were stratified by parity. Chi-square tests and multivariable logistic 
regression were used for statistical comparison.MAIN OUTCOME MEASURESMethod of delivery, 
severe perineal lacerations, postpartum haemorrhage, chorioamnionitis, macrosomia, shoulder 
dystocia, brachial plexus injury, respiratory distress syndrome.RESULTSThe odds of caesarean 
delivery were lower among nulliparous women with eIOL at 37 weeks [odds ratio (OR) 0.55, 95% 
confidence interval (CI) 0.34-0.90] and 39 weeks (OR 0.77, 95% CI 0.63-0.95) compared to expectant 
management. Among multiparous women with a prior vaginal delivery, eIOL at 37 (OR 0.39, 95% CI 
0.24-0.64), 38 (OR 0.65, 95% CI 0.51-0.82), and 39 weeks (OR 0.67, 95% CI 0.56-0.81) was associated 
with lower odds of caesarean. Additionally, eIOL at 38, 39, and 40 weeks was associated with lower 
odds of macrosomia. There were no differences in the odds of operative vaginal delivery, 
lacerations, brachial plexus injury or respiratory distress syndrome.CONCLUSIONSIn obese women, 
term eIOL may decrease the risk of caesarean delivery, particularly in multiparas, without increasing 
the risks of other adverse outcomes when compared with expectant management. 
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11. Prepregnancy Obesity and Risks of Stillbirth. 

Author(s): Carmichael, Suzan L; Blumenfeld, Yair J; Mayo, Jonathan; Wei, Emily; Gould, Jeffrey B; 
Stevenson, David K; Shaw, Gary M; March of Dimes Prematurity Research Center at Stanford 
University School of Medicine 

Source: PloS one; 2015; vol. 10 (no. 10); p. e0138549 

Publication Date: 2015 

Publication Type(s): Research Support, Non-u.s. Gov't Journal Article 

PubMedID: 26466315 

Available  at PLoS ONE -  from PubMed Central  

Abstract:BACKGROUNDWe examined the association of maternal obesity with risk of stillbirth, 
focusing on whether the pattern of results varied by gestational age or maternal race-ethnicity or 
parity.METHODSAnalyses included 4,012 stillbirths and 1,121,234 liveborn infants delivered in 
California from 2007-2010. We excluded stillbirths due to congenital anomalies, women with 
hypertensive disorders or diabetes, and plural births, to focus on fetuses and women without these 
known contributing conditions. We used Poisson regression to estimate relative risks (RR) and 95% 
confidence intervals (CI). Separate models were run for stillbirths delivered at 20-23, 24-27, 28-31, 
32-36, 37-41 weeks, relative to liveborn deliveries at 37-41 weeks.RESULTSFor stillbirth at 20-23 
weeks, RRs were elevated for all race-ethnicity and parity groups. The RR for a 20-unit change in BMI 
(which reflects the approximate BMI difference between a normal weight and an Obese III woman) 
was 3.5 (95% CI 2.2, 5.6) for nulliparous white women and ranged from 1.8 to 5.0 for other sub-
groups. At 24-27 weeks, the association was significant (p<0.05) only for multiparous non-Hispanic 
whites; at 28-31 weeks, for multiparous whites and nulliparous whites and blacks; at 32-36 weeks, 
for multiparous whites and nulliparous blacks; and at 37-41 weeks, for all groups except nulliparous 
blacks. The pattern of results was similar when restricted to stillbirths due to unknown causes and 
somewhat stronger when restricted to stillbirths attributable to obstetric 
causes.CONCLUSIONIncreased risks were observed across all gestational ages, and some evidence of 
heterogeneity of the associations was observed by race-ethnicity and parity. 
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12. The risk of prelabor and intrapartum cesarean delivery among overweight and obese women: 
Possible preventive actions 

Author(s): Hermann M.; Le Ray C.; Blondel B.; Goffinet F.; Zeitlin J. 

Source: American Journal of Obstetrics and Gynecology; Feb 2015; vol. 212 (no. 2); p. 241 

Publication Date: Feb 2015 

Publication Type(s): Article 

PubMedID: 25108139 

Abstract:Objective The purpose of this study was to investigate prelabor and intrapartum cesarean 
delivery in overweight and obese women by parity, previous cesarean delivery, and labor induction 
to assess what preventive actions might be possible. Study Design We modeled relative risks (RRs) 
and risk differences of prelabor and intrapartum cesarean delivery by prepregnancy body mass index 
(obese, >=30 kg/m2; overweight, 25-29.9 kg/m2; normal weight, 18.5-24.9 kg/m2) in a nationally 
representative sample of 12,297 French women. Models were stratified by parity and previous 
cesarean status. Covariates included maternal sociodemographic characteristics, medical conditions, 
pregnancy complications, and induction of labor. Results Risks of prelabor cesarean delivery were 
elevated only for obese multiparous women. This reflected not only a higher prevalence of previous 
cesarean delivery (26.4% vs 17.9% for normal-weight women) but also higher risks of prelabor 
cesarean delivery for multiparous women with no previous cesarean delivery after adjustment for 
medico-obstetric factors (RR, 1.82; 95% confidence interval [CI], 1.25-2.64). Obese primiparous 
women and multiparous women with no previous cesarean delivery had similarly increased adjusted 
RRs for intrapartum cesarean delivery (RR, 1.64; 95% CI, 1.36-1.98; and RR, 1.66; 95% CI, 1.15-2.39, 
respectively), but the risk difference was higher for primiparous women, with an absolute increase 
of 0.10 (95% CI, 0.05-0.14) compared with 0.02 (95% CI, 0.00-0.04) for multiparous women. 
Increased intrapartum cesarean delivery risks for primiparous women were related to more frequent 
labor induction (42.6% vs 23.8% for normal-weight women). Conclusion It may be possible to reduce 
primary and thus repeat cesarean delivery rates among obese women by preventive actions 
targeting labor induction in primiparous women and prelabor cesarean deliveries in multiparous 
women. Further research is needed on the impact of limiting inductions on cesarean delivery risks 
for obese primiparous women. 
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13. Maternal obesity and risk of preterm delivery 

Author(s): Pandolfo M.C.; Catania M.; Palumbo E.; D'Anna M.R.; Rinoldo C.; Puccio G. 

Source: Giornale Italiano di Ostetricia e Ginecologia; 2014; vol. 36 (no. 1); p. 235-239 

Publication Date: 2014 

Publication Type(s): Conference Paper 
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14. Place of birth and outcomes for a cohort of low risk women in New Zealand: A comparison 
with Birthplace England. 

Author(s): Dixon, Lesley; Prileszky, Gail; Guillilan, Karen; Miller, Suzanne; Anderson, Jacqui 

Source: New Zealand College of Midwives Journal; Dec 2014 (no. 50); p. 11-18 

Publication Date: Dec 2014 

Publication Type(s): Academic Journal 

Abstract:Background: Choice, safety and availability of different birth settings are important issues 
for women and midwives in New Zealand (NZ). In England, the Birthplace England Research Study 
(BPE) has provided detailed information on outcomes for low risk women related to place of birth. 
These outcomes cannot be generalised to New Zealand owing to differences in context, culture and 
models of maternity care. Aim: This observational study has used retrospective data to determine 
demographic differences between planned birth place setting, neonatal outcomes and transfer rates 
for a cohort of low risk New Zealand women and compared these findings where possible with those 
of the Birthplace England research. Method: Data from the New Zealand College of Midwives Clinical 
Outcomes Research (NZCOMCORD) database were analysed for the years 2006 to 2010 inclusive for 
low risk women. Comparisons have been made between place of birth (home, primary unit) and 
parity, ethnicity, age, body mass index, transfer rates, and neonatal outcomes (Apgars, NICU 
admission, perinatal mortality). Results: There were 61,072 women considered low risk, of whom 8% 
had planned a home birth and 16.6% a primary unit birth. Women who planned to birth at home in 
New Zealand were older and more likely to be multiparous. These were similar findings to those of 
the Birthplace England study. The rates of transfer from home (16.9%) or primary unit (12.6%) to 
hospital were lower than the Birthplace England cohort (21%). There was a higher proportion of 
nulliparous women (35%) in the planned homebirth group who transferred although this was 
significantly lower than the Birthplace England cohort (45%) (P<0.002). NZ Māori are the indigenous 
ethnicity of New Zealand, and a greater proportion of Māori planned birth in a primary unit (27.2%) 
than a secondary unit (23.2%), home (17.4%) or tertiary hospital (11.1%). The actual number of 
perinatal mortality outcomes was low across all settings for low risk women in New Zealand and 
differences in birthplace were not statistically significant (p < 0.14). Conclusion: A greater proportion 
of indigenous New Zealand women planned to birth at home or in a primary unit. Fewer women 
were transferred in labour in the NZ study. This research further refines our understanding of who 
plans to birth where, and reinforces the evidence that, where a low risk woman plans to birth in NZ, 
does not significantly increase adverse outcomes for her baby 
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15. A 5-year review of maternal obesity and induction of labour on mode of delivery and risk of 
labour, anaesthetic and neonatal complications 

Author(s): Joannides C.; Hon M.S.; McGlone P.; Parasuraman R.; Al-Rawi S. 

Source: Archives of Disease in Childhood: Fetal and Neonatal Edition; Jun 2014; vol. 99 

Publication Date: Jun 2014 

Publication Type(s): Conference Abstract 

Available  at Archives of Disease in Childhood - Fetal and Neonatal Edition -  from BMJ Journals - NHS  

Abstract:Introduction Maternal obesity is associated with adverse pregnancy outcomes. We 
routinely see women with a BMI >45 to discuss antenatal and intrapartum care including an early 
epidural recommendation Methods Retrospective analysis of women with a booking BMI >45 
between January 2009 and October 2013 Aims To compare delivery outcomes against the UKOSS 
study findings and to look at neonatal and anaesthetic outcomes Results 158 patients were analysed 
(mean BMI 49) 68% of all patients were either induced or required labour augmentation 
(background rate of 39%). 64% of these women achieved a vaginal delivery, increasing to 70% if no 
induction or augmentation 71% of multiparous women who spontaneously laboured and had 
previously achieved a vaginal delivery, delivered vaginally again Half of primiparous women 
requiring induction or labour augmentation had an emergency caesarean 49% had intrapartum 
regional anaesthetic. 42% required multiple attempts, 19% needed an epidural re-site or spinal for 
theatre Conclusion These results mirror the UKOSS study findings. Higher maternal BMI is associated 
with an increased incidence of induction and augmentation of labour. Despite this the vaginal 
delivery rate is high. Primiparous women requiring induction or augmentation of labour were most 
susceptible to obstetric intervention. Excluding macrosomia, intrapartum and neonatal 
complications reflect background population rates Our data suggests counselling for an early 
epidural needs individualising, particularly for multiparous women in spontaneous labour having 
previously achieved a vaginal delivery. 
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16. The impact of maternal obesity on intrapartum outcomes in otherwise low risk women: 
secondary analysis of the Birthplace national prospective cohort study. 

Author(s): Hollowell, J; Pillas, D; Rowe, R; Linsell, L; Knight, M; Brocklehurst, P 

Source: BJOG : an international journal of obstetrics and gynaecology; Feb 2014; vol. 121 (no. 3); p. 
343-355 

Publication Date: Feb 2014 

Publication Type(s): Research Support, Non-u.s. Gov't Journal Article 

PubMedID: 24034832 

Available  at BJOG: An International Journal of Obstetrics & Gynaecology -  from Wiley Online Library 
Science , Technology and Medicine Collection 2017  

Available  at BJOG: An International Journal of Obstetrics & Gynaecology -  from PubMed Central  

Abstract:OBJECTIVESTo evaluate the impact of maternal BMI on intrapartum interventions and 
adverse outcomes that may influence choice of planned birth setting in healthy women without 
additional risk factors.DESIGNProspective cohort study.SETTINGStratified random sample of English 
obstetric units.SAMPLE17,230 women without medical or obstetric risk factors other than 
obesity.METHODSMultivariable log Poisson regression was used to evaluate the effect of BMI on risk 
of intrapartum interventions and adverse maternal and perinatal outcomes adjusted for maternal 
characteristics.MAIN OUTCOME MEASURESMaternal intervention or adverse outcomes requiring 
obstetric care (composite of: augmentation, instrumental delivery, intrapartum caesarean section, 
general anaesthesia, blood transfusion, 3rd/4th degree perineal tear); neonatal unit admission or 
perinatal death.RESULTSIn otherwise healthy women, obesity was associated with an increased risk 
of augmentation, intrapartum caesarean section and some adverse maternal outcomes but when 
interventions and outcomes requiring obstetric care were considered together, the magnitude of the 
increased risk was modest (adjusted RR 1.12, 95% CI 1.02-1.23, for BMI > 35 kg/m(2) relative to low 
risk women of normal weight). Nulliparous low risk women of normal weight had higher absolute 
risks and were more likely to require obstetric intervention or care than otherwise healthy 
multiparous women with BMI > 35 kg/m(2) (maternal composite outcome: 53% versus 21%). The 
perinatal composite outcome exhibited a similar pattern.CONCLUSIONSOtherwise healthy 
multiparous obese women may have lower intrapartum risks than previously appreciated. BMI 
should be considered in conjunction with parity when assessing the potential risks associated with 
birth in non-obstetric unit settings. 
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17. Predictors of failed trial of labor among women with an extremely obese body mass index 

Author(s): Gunatilake R.P.; Smrtka M.P.; Kraus D.M.; Small M.J.; Grotegut C.A.; Brown H.L.; Harris B. 

Source: American Journal of Obstetrics and Gynecology; Dec 2013; vol. 209 (no. 6); p. 562 

Publication Date: Dec 2013 

Publication Type(s): Article 

PubMedID: 23891628 

Abstract:Objective The purpose of this study was to examine predictors associated with cesarean 
delivery (CD) among extremely obese women undergoing a trial of labor (TOL). Study design Using a 
delivery database, we identified all pregnant women delivering at our institution from Jan. 1, 2008, 
through July 31, 2010, weighing >275 lb at the time of delivery who attempted a TOL with a 
singleton gestation >34 weeks' gestation. Demographic and obstetrical factors were compared for 
those having a successful vaginal delivery to those having a CD. Results During the study period, 
there were 357 pregnant women who weighed >275 lb (all with body mass index [BMI] >40 kg/m2), 
and among these, 248 (69.5%) attempted a TOL. Women having a CD had a greater BMI (51.6 vs 49.9 
kg/m2, P =.038), were less likely to be parous (32.2% vs 65.8%, P <.0001), and were more likely to be 
induced (80.5% vs 57.8%) compared to those having a vaginal delivery. Using a multivariable logistic 
regression model, among nulliparous women, maternal age, parity, and cervical dilation at time of 
admission were independent predictors for CD. Furthermore, an increase in BMI of 10 kg/m2 was 
associated with a 3.5 increased odds (P =.002) for CD. Conclusion Among nulliparous extremely 
obese women attempting a TOL, BMI was an independent predictor of CD, with the rate of CD 
increasing further with increasing BMI. The underlying mechanisms for failed TOL in the setting of 
maternal obesity remain largely unknown. © 2013 Mosby, Inc. All rights reserved. 
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18. Maternal adiposity as an independent risk factor for pre-eclampsia: A meta-analysis of 
prospective cohort studies 

Author(s): Wang Z.; Wang P.; He X.; Liu H.; Zhang J.; Yan H.; Xu D.; Wang B. 

Source: Obesity Reviews; Jun 2013; vol. 14 (no. 6); p. 508-521 

Publication Date: Jun 2013 

Publication Type(s): Article 

PubMedID: 23530552 

Available  at Obesity reviews : an official journal of the International Association for the Study of 
Obesity -  from Wiley Online Library Science , Technology and Medicine Collection 2017  

Abstract:Studies investigating the association between maternal adiposity and risk of pre-eclampsia 
showed contradictory results. Therefore, we performed a meta-analysis of prospective cohort 
studies to estimate the effect of maternal adiposity on pre-eclampsia. We reviewed 1,286 abstracts 
and finally included 29 prospective cohort studies with 1,980,761 participants and 67,075 pre-
eclampsia events. We pooled data with a random-effects model, and obtained risk estimates for five 
predetermined bodyweight groups: low, normal-weight (reference), overweight, obese and severely 
obese. In the cohort studies that unadjusted for pre-eclampsia risk factors, the pooled unadjusted 
relative risks (RR) with 95% confidence intervals (95%CI) for pre-eclampsia of overweight, obese and 
severely obese women were 1.58 (95% CI 1.44-1.72, P<0.001), 2.68 (95% CI 2.39-3.01, P<0.001) and 
3.12 (95% CI 2.24-4.36, P<0.001), respectively. In those cohorts that adjusted for pre-eclampsia risk 
factors, the pooled unadjusted RRs for pre-eclampsia of overweight, obese and severely obese 
women were 1.70 (95% CI 1.60-1.81, P<0.001), 2.93 (95% CI 2.58-3.33, P<0.001) and 4.14 (95% CI 
3.61-4.75, P<0.001), respectively. Sensitivity analysis showed maternal adiposity was associated with 
increased risk of pre-eclampsia in both nulliparous and multiparas women. In conclusion, overweight 
or obese pregnant women have a substantially increased risk of pre-eclampsia, and maternal 
adiposity is an independent risk factor of pre-eclampsia. © 2013 International Association for the 
Study of Obesity. 
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19. What are the intrapartum risks associated with obesity in healthy women without additional 
risk factors? Evidence from the birthplace in england national prospective cohort study 

Author(s): Hollowell J.; Pillas D.; Rowe R.; Linsell L.; Knight M.; Brocklehurst P. 

Source: Archives of Disease in Childhood: Fetal and Neonatal Edition; Apr 2013; vol. 98 

Publication Date: Apr 2013 

Publication Type(s): Conference Abstract 

Available  at Archives of Disease in Childhood - Fetal and Neonatal Edition -  from BMJ Journals - NHS  

Abstract:Maternal obesity is a risk factor for intrapartum complications but some risks may be 
attributable to the higher prevalence of co-morbidities. This study evaluated the impact of maternal 
obesity on outcomes requiring obstetric or neonatal care in otherwise low risk births. Methods We 
analysed 17,230 women without additional risk factors planning obstetric unit birth in the Birthplace 
cohort. We adjusted for maternal characteristics using Poisson regression. We evaluated two 
composite outcomes capturing need for obstetric or neonatal care. Results The risk of requiring 
obstetric care (augmentation, instrumental/emergency caesarean delivery, blood transfusion, 
3rd/4th degree tear, high dependency care) tended to increase with BMI, but nulliparous women of 
normal weight had higher absolute risks and were more likely to require obstetric care than 
multiparous women of BMI > 35 kg/m2. (Table Presented) Percentage receiving obstetric care and 
adjusted relative risks The perinatal composite (intrapartum stillbirth, early neonatal death or 
neonatal unit admission) exhibited a similar pattern: absolute perinatal risks were higher in 
nulliparous women of normal weight vs. multiparous women with BMI > 35 kg/m2 (3.7% vs. 2.9%). 
Conclusions Otherwise healthy obese multiparous women have lower intrapartum risks than 
nulliparous women of normal weight. Planned birth in Alongside Midwifery Units may be safe for 
some multiparous women with BMI > 35 kg/m2. 
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20. Neonatal outcomes in obese mothers: A population-based analysis 

Author(s): Minsart A.-F.; Englert Y.; Buekens P.; De Spiegelaere M. 

Source: BMC Pregnancy and Childbirth; Feb 2013; vol. 13 

Publication Date: Feb 2013 

Publication Type(s): Article 

PubMedID: 23398843 

Available  at BMC Pregnancy and Childbirth -  from BioMed Central  

Available  at BMC Pregnancy and Childbirth -  from ProQuest (Hospital Premium Collection) - NHS 
Version  

Abstract:Background: If it is well known that obesity increases morbidity for both mother and fetus 
and is associated with a variety of adverse reproductive outcomes, then few studies have assessed 
the relation between obesity and neonatal outcomes. This is the aim of the present study after 
taking into account type of labor and delivery, as well as social, medical and hospital characteristics 
in a population-based analysis.Methods: This study used 2009 data from the Belgian birth register 
data pertaining to the regions of Brussels and Wallonia and included 38,675 consecutive births. Odds 
ratio and 95% confidence intervals for admission to neonatal intensive care unit, Apgar score, and 
perinatal mortality were calculated by logistic regression analyses adjusting for medical, social and 
hospital characteristics using obesity as the primary independent variable. The impact of analyzing 
all delivery sites together was tested using mixed-effect analyses.Results: The adjusted odds ratio for 
neonatal intensive care unit admission was higher for obese mothers by 38% compared to non-
obese mothers (95% confidence interval (CI): 1.22-1.56), and by 45% (CI: 1.21-1.73) and 34% (CI: 
1.10-1.63) after spontaneous and induced labour respectively. The adjusted odds ratio was 1.18 (CI: 
0.86-1.63) after caesarean section. The adjusted odds ratio for 1 minute Apgar score inferior to 7 
was higher for obese mothers by 31% compared to non-obese mothers (CI: 1.15-1.49) and by 26% 
(CI: 1.04-1.52) and 38% (CI: 1.12-1.69) after spontaneous and induced labour respectively. The 
adjusted odds ratio was 1.50 (CI: 0.96-2.36) after caesarean section. The adjusted odds ratio for 
perinatal mortality was 1.36 (CI: 0.75-2.45) for obese mothers compared to non-obese 
mothers.Conclusions: Neonatal admission to intensive care and low Apgar scores were more likely to 
occur in infants from obese mothers, both after spontaneous and induced labor. © 2013 Minsart et 
al.; licensee BioMed Central Ltd. 
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21. Maternal "isolated" obesity and obstetric complications. 

Author(s): Gilead, Rami; Yaniv Salem, Shimrit; Sergienko, Ruslan; Sheiner, Eyal 

Source: The journal of maternal-fetal & neonatal medicine : the official journal of the European 
Association of Perinatal Medicine, the Federation of Asia and Oceania Perinatal Societies, the 
International Society of Perinatal Obstetricians; Dec 2012; vol. 25 (no. 12); p. 2579-2582 

Publication Date: Dec 2012 

Publication Type(s): Journal Article 

PubMedID: 22873440 

Abstract:OBJECTIVETo investigate pregnancy outcomes, particularly cesarean delivery (CD), among 
women with "isolated" obesity (i.e. without additional comorbidities).STUDY DESIGNWe conducted a 
retrospective population-based study between the years 1988-2010. The pregnancy outcomes of 
obese (prepregnancy BMI ≥30 kg/m(2)) and nonobese patients were compared. Patients with 
chronic hypertension, pregestational diabetes mellitus, other preexisting chronic morbidities, 
multiple gestations, age above 40 years, grand multiparity (above 5 deliveries), lack of prenatal care, 
and following fertility treatments were excluded from the analysis. Stratified analyses, using multiple 
logistic regression models, were performed to control for confounders.RESULTSDuring the study 
period, a total of 173,628 deliveries met the inclusion criteria; 1605 (0.9%) occurred in patients with 
"isolated" obesity. Higher rates of CD were found among patients with "isolated" obesity (30.7% vs. 
12.3%; odds ration [OR] = 3.2; p < 0.001). When controlling for possible confounders, using a 
multivariable model with CD as the outcome variable, the association between "isolated" obesity 
and CD remained significant (adjusted OR = 2.6; p < 0.001). No significant differences were found in 
the risks of perinatal complications including perinatal mortality, shoulder dystocia, congenital 
malformations, and low 5-min Apgar score.CONCLUSION"Isolated" obesity, although not a risk factor 
for adverse perinatal outcomes, is an independent risk factor for CD. 
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22. The Birthplace in England Study: Methods, findings and evaluation. 

Author(s): Walton, Cathy 

Source: British Journal of Midwifery; Jan 2012; vol. 20 (no. 1); p. 22-27 

Publication Date: Jan 2012 

Publication Type(s): Academic Journal 

Available  at British Journal of Midwifery -  from EBSCO (CINAHL Plus with Full Text)  

Available  at British Journal of Midwifery -  from Patricia Bowen Library & Knowledge Service West 
Middlesex University Hospital NHS Trust (lib302631) Local Print Collection  

Abstract:This article presents a summary of the method and findings of the Birthplace in England 
National Prospective Cohort Study recently published in the British Medical Journal. The study is a 
major research project into place of birth funded by the National Institute for Health Research 
Service Delivery and Organization Programme and the Department of Health Policy Research 
Programme. This article summarizes the methods and major findings of this national study 
comparing perinatal outcomes, maternal outcomes and interventions by planned place of birth at 
the start of care in labour for women with low-risk pregnancies. Data were collected from NHS trusts 
providing home birth services, freestanding midwifery-led units, alongside midwifery-led units and a 
stratified sample of obstetric units. A total of 64 538 eligible women with a term, singleton 
pregnancy were included. Women who had a planned elective caesarean, caesarean section before 
the onset of labour, an unplanned home birth or no antenatal care were excluded. A composite 
primary outcome measure was used to compare perinatal mortality and morbidity between the four 
settings of birth. Analysis was by planned place of birth at the start of care in labour. The overall 
incidence of a primary outcome event was 4.3 per 1000 births. The odds of the primary outcome 
were higher for nulliparous women for planned home births: adjusted odds 1.75 (1.07- 2.86 95% 
confidence interval) but not for either midwifery unit setting. For multiparous women there were no 
significant differences in the incidence of the primary outcome by planned place of birth. 
Interventions in labour were lower in all non-obstetric unit settings. Transfers from non-obstetric 
unit settings were substantially higher for nulliparous women. 
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23. Perinatal and maternal outcomes by planned place of birth for healthy women with low risk 
pregnancies: The Birthplace in England national prospective cohort study 

Author(s): Brocklehurst P.; Hardy P.; Hollowell J.; Linsell L.; Petrou S.; Puddicombe D.; Redshaw M.; 
Rowe R.; Stewart M.; Macfarlane A.; McCourt C.; Marlow N.; Miller A.; Newburn M.; Sandall J.; 
Silverton L. 

Source: BMJ (Online); Jan 2012; vol. 343 (no. 7840) 

Publication Date: Jan 2012 

Publication Type(s): Article 

PubMedID: 22117057 

Available  at BMJ (Clinical research ed.) -  from PubMed Central  

Abstract:Objective: To compare perinatal outcomes, maternal outcomes, and interventions in labour 
by planned place of birth at the start of care in labour for women with low risk pregnancies. Design: 
Prospective cohort study. Setting: England: all NHS trusts providing intrapartum care at home, all 
freestanding midwifery units, all alongside midwifery units (midwife led units on a hospital site with 
an obstetric unit), and a stratified random sample of obstetric units. Participants: 64 538 eligible 
women with a singleton, term (>=37 weeks gestation), and "booked" pregnancy who gave birth 
between April 2008 and April 2010. Planned caesarean sections and caesarean sections before the 
onset of labour and unplanned home births were excluded. Main outcome measure: A composite 
primary outcome of perinatal mortality and intrapartum related neonatal morbidities (stillbirth after 
start of care in labour, early neonatal death, neonatal encephalopathy, meconium aspiration 
syndrome, brachial plexus injury, fractured humerus, or fractured clavicle) was used to compare 
outcomes by planned place of birth at the start of care in labour (at home, freestanding midwifery 
units, alongside midwifery units, and obstetric units). Results: There were 250 primary outcome 
events and an overall weighted incidence of 4.3 per 1000 births (95% CI 3.3 to 5.5). Overall, there 
were no significant differences in the adjusted odds of the primary outcome for any of the non-
obstetric unit settings compared with obstetric units. For nulliparous women, the odds of the 
primary outcome were higher for planned home births (adjusted odds ratio 1.75, 95% CI 1.07 to 
2.86) but not for either midwifery unit setting. For multiparous women, there were no significant 
differences in the incidence of the primary outcome by planned place of birth. Interventions during 
labour were substantially lower in all non-obstetric unit settings. Transfers from non-obstetric unit 
settings were more frequent for nulliparous women (36% to 45%) than for multiparous women (9% 
to 13%). Conclusions: The results support a policy of offering healthy women with low risk 
pregnancies a choice of birth setting. Women planning birth in a midwifery unit and multiparous 
women planning birth at home experience fewer interventions than those planning birth in an 
obstetric unit with no impact on perinatal outcomes. For nulliparous women, planned home births 
also have fewer interventions but have poorer perinatal outcomes. 
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24. Prediction model for the incidence of emergent cesarean section during induction of labor 
specialized in nulliparous low-risk women. 

Author(s): Isono, Wataru; Nagamatsu, Takeshi; Uemura, Yukari; Fujii, Tomoyuki; Hyodo, Hironobu; 
Yamashita, Takahiro; Kamei, Yoshimasa; Kozuma, Shiro; Taketani, Yuji 

Source: The journal of obstetrics and gynaecology research; Dec 2011; vol. 37 (no. 12); p. 1784-1791 
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Abstract:AIMThis study aimed to clarify the factors affecting the outcome of induction of labor (IOL) 
in a Japanese population and to develop a prediction model to assess the probability of emergent 
cesarean section (CS).MATERIAL AND METHODSBy reviewing the medical records of 1029 women 
who underwent IOL, we compared the emergent CS rate during IOL among subgroups divided by 
parity and pre-labor risk, such as fetal anomaly and maternal complication. We created a prediction 
model to predict the CS rate during IOL focusing on 392 cases of nulliparous women with premature 
rupture of membrane (PROM). Six factors, including Bishop score (BS), gestational age, maternal 
body mass index (BMI), maternal height (MH) and birth weight (BW) were extracted and 
multivariable logistic regression analysis followed by cross-validation test were 
performed.RESULTSThe emergent CS rate was remarkably higher in the nulliparous group than in the 
multiparous group (17.6% vs 2.0%). In the nulliparous group, the high-risk group demonstrated a 
higher CS rate than the low-risk group (33.8% vs 15.6%). Multivariate analysis on nulliparous low-risk 
cases with PROM demonstrated significant odds ratios for emergent CS in BS, MH and BW. Cross-
validation test selected these three factors as the best combination of parameters. The prediction 
formula was determined as follows: probability of CS (%) = (odds/1 + odds) ∗ 100, odds = e(X) and X 
= 8.18 + 1.23 ∗ BW (kg)- 7.74 ∗ MH (m)- 0.253 ∗ BS.CONCLUSIONThis study is the first to provide a 
prediction formula targeting an Asian population. Our model, which is specialized for nulliparous 
low-risk women could enable obstetricians to inform patients of the precise prospect of IOL 
outcome. 
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(no. 1); p. 28-32 
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PubMedID: 21596472 

Abstract:OBJECTIVEThis study looked at the association between caesarean section (CS) and Body 
Mass Index (BMI) in primigravidas compared with multigravidas.STUDY DESIGNWe enrolled women 
at their convenience, in the first trimester after an ultrasound examination confirmed an ongoing 
pregnancy. Weight and height were measured digitally and BMI calculated. After delivery, clinical 
details were again collected from the Hospital's computerised database.RESULTSOf the 2000 women 
enrolled, there were 50.4% (n=1008) primigravidas and 49.6% (n=992) multigravidas. Of the 2000 
8.5% were delivered by elective CS and 13.4% were delivered by emergency CS giving an overall rate 
of 21.9%. The overall CS rate was 30.1% in obese women compared with 19.2% in the normal BMI 
category (p<0.001). In primigravidas the increase in CS rate in obese women was due to an increase 
in emergency CS (p<0.005) and in multigravidas the increase was due to an increase in elective CS 
(p<0.01). In obese primigravidas 20.6% had an emergency section for fetal distress. In obese 
multigravidas 17.2% had a repeat elective CS.CONCLUSIONThe influence of maternal obesity on the 
increase in CS rates is different in primigravidas compared with multigravidas. 
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Abstract:OBJECTIVEWe sought to assess body mass index (BMI) effect on cesarean risk during 
labor.STUDY DESIGNThe Consortium on Safe Labor collected electronic data from 228,668 deliveries. 
Women with singletons > or = 37 weeks and known BMI at labor admission were analyzed in this 
cohort study. Regression analysis generated relative risks for cesarean stratifying for parity and prior 
cesarean while controlling for covariates.RESULTSOf the 124,389 women, 14.0% had cesareans. 
Cesareans increased with increasing BMI for nulliparas and multiparas with and without a prior 
cesarean. Repeat cesareans were performed in > 50% of laboring women with a BMI > 40 kg/m(2). 
The risk for cesarean increased as BMI increased for all subgroups, P < .001. The risk for cesarean 
increased by 5%, 2%, and 5% for nulliparas and multiparas with and without a prior cesarean, 
respectively, for each 1-kg/m(2) increase in BMI.CONCLUSIONAdmission BMI is significantly 
associated with delivery route in term laboring women. Parity and prior cesarean are other 
important predictors. 
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Abstract:Background: Preeclampsia (PE), especially severe or early PE, is a leading cause of 
morbidity and mortality among mothers and infants. We estimated the population attributable 
fractions of severe or early PE associated with pre-existing conditions among nulliparous and 
multiparous women. Methods: Among 70 924 women in the Danish National Birth Cohort, we used 
hospital discharge data to identify 2117 cases of PE, of which 449 were early (<37 weeks), 426 were 
severe (clinically diagnosed) and 228 were both early and severe. Prospective interview data were 
supplemented with hospital registry data to identify women with pre-existing conditions. 
Generalized estimating equations were utilized to estimate adjusted relative risks, and population 
attributable fractions were calculated with 95% CI. Results: Pre-existing hypertension, diabetes, 
obesity or multiple gestation were associated with 22.3% (19.8-24.9) of all PE cases among 
nulliparous women. These conditions, or a prior preeclamptic pregnancy, were associated with 
52.2% (46.4-57.9) of PE among multiparous women. Early PE was preceded by these pre-existing 
conditions among 34% (28.3-40.0) of affected nulliparous women and among 50% (37.5-63.4) of 
multiparous women. The fraction of severe PE associated with these conditions was 23% among 
nulliparas and 59% among multiparas. Being obese or overweight was associated with 15-17% of the 
population risk of early PE among nulliparous and multiparous women. Conclusions: Pre-existing 
maternal and obstetric conditions are associated with a high proportion of severe or early cases of 
PE. Obesity and overweight contributed independently to the risk of pre-term PE, a finding with 
potentially profound public health implications. © The Author 2007; all rights reserved. 
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28. Maternal obesity in early pregnancy and risk of spontaneous and elective preterm deliveries: a 
retrospective cohort study. 

Author(s): Smith, Gordon C S; Shah, Imran; Pell, Jill P; Crossley, Jennifer A; Dobbie, Richard 

Source: American journal of public health; Jan 2007; vol. 97 (no. 1); p. 157-162 

Publication Date: Jan 2007 

Publication Type(s): Research Support, Non-u.s. Gov't Journal Article 
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Available  at American Journal of Public Health -  from ProQuest (Hospital Premium Collection) - NHS 
Version  

Available  at American Journal of Public Health -  from EBSCO (Health Business FullTEXT Elite)  

Available  at American Journal of Public Health -  from PubMed Central  

Abstract:OBJECTIVESWe sought to determine the association between maternal body mass index 
and risk of preterm delivery.METHODSWe assessed 187,290 women in Scotland and estimated 
adjusted odds ratios for spontaneous and elective preterm deliveries among overweight, obese, and 
morbidly obese women relative to normal-weight women.RESULTSAmong nulliparous women, the 
risk of requiring an elective preterm delivery increased with increasing BMI, whereas the risk of 
spontaneous preterm labor decreased. Morbidly obese nulliparous women were at increased risk of 
all-cause preterm deliveries, neonatal death, and delivery of an infant weighing less than 1000 g who 
survived to 1 year of age (a proxy for severe long-term disability). By contrast, obesity and elective 
preterm delivery were only weakly associated among multiparous women.CONCLUSIONSObese 
nulliparous women are at increased risk of elective preterm deliveries. This in turn leads to an 
increased risk of perinatal mortality and is likely to lead to increased risks of long-term disability 
among surviving offspring. 
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