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 Seeing the mother safely through pregnancy is only 

the beginning. Even greater challenges arise when it is time 

to deliver the infant.

Delivery and postpartum 
concerns in the obese gravida

W
ith the ranks of the obese expanding, and the se-
verity of obesity increasing as well, obstetricians 
see a greater percentage of obese and morbidly 

obese gravidas in their practice. At the end of pregnancy, 
when it is time to deliver the infant, a number of issues 
must be taken into account to ensure the safety and health 
of both mother and child. Part 2 of this two-part article dis-
cusses these issues, from intrapartum and intraoperative 
considerations to care during the postpartum period.

Intrapartum concerns
Induction of labor
Obese women are more likely to require induction of la-
bor; they should be counseled accordingly. Th e rate of 
labor induction is as high as 35% in women who have a 
body mass index (BMI) above 35.1 Many of these induc-
tions are indicated for maternal disease such as diabetes 
or preeclampsia. However, data suggest that obesity alone 
increases the induction rate, possibly through increased 
levels of leptin (an adipokine involved in obesity, appetite, 
and satiety), which may inhibit uterine contractions.2

Uterine and fetal monitoring
Monitoring of uterine contractions and fetal heart rate can 
be challenging in obese women. Early use of an intra uterine 
pressure catheter and fetal scalp electrode can help.

Shoulder dystocia
Obesity is a risk factor for macrosomia, which increases 
the likelihood of shoulder dystocia. In addition, at least 
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Obesity + coexisting conditions = complicated 
pregnancy and delivery 
A 30-year-old gravida 8 para 5026 is referred from the 
clinic for evaluation of elevated blood pressure at 36 4/7 
weeks’ gestation. She is morbidly obese, with a weight of 
440 lb and a body mass index (BMI) of 67. She also has a 
history of chronic hypertension and was recently given a 
diagnosis of gestational diabetes, which has been con-
trolled through diet.
 Her reproductive history includes four full-term vagi-
nal deliveries followed by cesarean delivery for malpre-
sentation of twins. Her blood pressure is 180/100 mm Hg, 
and she has new-onset proteinuria (3+) and a headache. 
The diagnosis? Preeclampsia superimposed on chronic 
hypertension.
 Induction of labor is initiated using a Foley bulb and 
oxytocin, and magnesium sulfate is given to prevent sei-
zures. Over the next 48 hours there is minimal cervical 
change, and the patient develops chorioamnionitis, for 
which she is given intravenous antibiotics. A repeat cesar-
ean delivery is performed via a Pfannenstiel skin incision. 
The surgery is uneventful, and the infant is healthy. 
 Are further complications likely?

Yes—additional complications are considerably 
more likely in this scenario than in one involving 
a patient of normal weight, especially given the 

patient’s chronic hypertension and gestational diabetes. 
Obesity can aff ect all aspects of pregnancy, from concep-
tion through the postpartum period, with the potential for 
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       Obese gravidas need to 
be apprised of the many risks 
they incur with pregnancy—
and be monitored closely to 
avert disaster

An altered landscape
Measurement of fundal height is often diffi cult in 

obese patients, as is evaluation of fetal position 

using Leopold’s maneuvers. To boost accuracy, 

add ultrasonographic growth evaluation to the 

mix between 32 and 36 weeks’ gestation.
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For the obese gravida, 
     try strong counseling 
and close follow-up
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one study supports maternal obesity as an 
independent risk factor for shoulder dysto-
cia. Women who had a BMI above 30 were 
2.7 times more likely to have a pregnancy 
complicated by shoulder dystocia, after ad-
justment for macrosomia, diabetes, parity, 
and induction of labor.3

Because of this risk, appropriate staff  
should be readily available for assistance, 
and operative vaginal delivery should be per-
formed with caution, if at all. 

Vaginal birth after cesarean delivery
Obese women who have a history of cesar-
ean delivery need to be counseled about the 
higher risk of failed vaginal birth after cesar-
ean (VBAC) and the likely need for repeat 
cesarean delivery. Th ey also need to be told 
about the elevated risk of infection in the 
event that VBAC fails. 

In women of normal weight, the likeli-
hood of successful VBAC exceeds 80%, com-
pared with a success rate of 68% for women 
who have a BMI above 29, and 60% for wom-
en who have a BMI above 40.4,5

Appropriate counseling and patient se-
lection are critical components of the deci-
sion to proceed with a trial of labor in obese 
women who have a history of cesarean deliv-

ery. Twenty-four-hour anesthesia and NICU 
coverage are also necessary in case emergent 
cesarean delivery becomes necessary.

Cesarean delivery
Morbidly obese women (BMI >35) have ap-
proximately a 50% greater chance of requiring 
cesarean delivery than do women of normal 
weight.6 Th e need for cesarean delivery rises 
with increasing BMI, probably because of a 
greater degree of maternal pelvic soft tissue, 
which increases the risk of both dystocia and 
cephalopelvic disproportion. 

Anesthesia
It may be advisable to place an early epidural 
in laboring obese patients because they are 
more likely to require multiple placement at-
tempts and cesarean delivery.

Intraoperative considerations
Ensure availability of the 
proper equipment
Table extenders, appropriate retractors, and 
long instruments should be readily available 
before surgery. For example, obstetricians 
often retract the panniculus to allow for a 
Pfannenstiel skin incision (FIGURE 1), which 
works well to increase exposure. Moreover, 
the depth of the abdominal wall is much 
thinner beneath the panniculus.  

However, be aware that, even in a supine 
patient with a leftward tilt, the weight of the 
panniculus can decrease vena caval return 
and cause uteroplacental insuffi  ciency and 
compromised maternal respiration. Cesare-
an delivery should be performed expediently 
for these reasons. 

A self-retaining elastic abdominal re-
tractor may improve exposure at the same 
time that it minimizes the amount of retrac-
tion that must be exerted by the surgical as-
sistant (FIGURE 2).

Prophylaxis is warranted
Preoperative prophylactic antibiotics (weight-
based) and prophylaxis for venous throm-
boembolism using sequential compression 
devices are recommended prior to surgery.

 Retract the panniculus FIGURE 1

Retract the panniculus toward the patient’s head and use straps to secure it to 

facilitate a Pfannenstiel incision.
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Choose the incision wisely
Data do not indicate whether vertical or 
transverse skin incisions for cesarean de-
livery are associated with higher infectious 
morbidity. In general, a Pfannenstiel incision 
is associated with less postoperative discom-
fort, allowing earlier mobilization and better 
respiratory function. A vertical incision al-
lows optimal exposure, especially in the case 
of a macrosomic infant, and may thereby 
limit operating time and blood loss.7,8

A vertical supraumbilical incision is an-
other option. If the lower uterine segment is 
not accessible, a fundal uterine incision can 
be made (FIGURE 3, page 54). Th e advantage 
of this method is increased exposure as well 
as access to the incision for wound care. 
However, because this method may neces-
sitate a classical uterine incision, counseling 
must be given regarding future pregnancy.

Other intraoperative considerations
If the surgery is prolonged, consider admin-
istering another dose of antibiotics. 

If the subcutaneous tissue is thicker 
than 2 cm, it should be reapproximated to 
minimize the risk of hematoma and seroma 
formation and wound infection.8,9 

A subcutaneous drain should also be 
considered. 

Postpartum care
Be aware of special risks
One retrospective study showed an increased 
risk of postpartum hemorrhage in women 
who had a BMI above 25, compared with 
women of normal weight. Th is risk increased 
as BMI increased. Knowledge of this com-
plication and early use of uterotonic agents 
can minimize the morbidity associated with 
postpartum hemorrhage.
Postpartum infection is more likely in obese 
women, with three times the risk of endo-
metritis of women of normal weight, and 
increased risks of wound infection, urinary 
tract infection, septic pelvic thrombophlebi-
tis, and pneumonia.10 Early recognition of in-
fection and administration of antibiotics can 
minimize morbidity.
Venous thromboembolism is more likely 
throughout pregnancy in obese women. 
Risk is heightened, however, during the 
postpartum period, when it is four times 
as high as the risk in women of normal 
weight.11 Early ambulation and use of ve-
nous compression devices are encouraged. 
Consider heparin in the immediate post-
partum period, when mobility is compro-
mised for a longer period, particularly for 
women undergoing cesarean delivery who 
have comorbidities. 

 Elastic abdominal retractor improves visibility and access FIGURE 2

Insert the inner ring of the adjustable elastic retractor into the abdominal cavity toward the patient’s head until 

it springs open against the parietal peritoneum. The outer ring is then rolled onto the plastic sleeve until it is 

snug against the skin.

PHOTOS: MARCO A. PELOSI II, MD, AND MARCO A. PELOSI III, MD
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Suggest breastfeeding, weight loss
Women who breastfeed longer than 1 month 
have a 22% reduction in the risk of developing 
metabolic syndrome later in life, compared 
with women who do not. It also appears that 
a longer duration of breastfeeding reduces 
the risk of diabetes.12

Weight loss should be strongly encour-
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aged. Women who retained their pregnancy 
weight at 6 months were 18 lb heavier after 10 
years than women who lost their pregnancy 
weight. 

Th e risk of metabolic syndrome increas-
es with parity, probably because of the ten-
dency of many obese women to retain their 
pregnancy weight.12 

 Pair incisions strategically to ease cesarean delivery FIGURE 3

In an obese patient, a supraumbilical skin incision paired with a classical uterine incision may simplify the surgery.
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