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Abstract
Obesity is epidemic in proportions in the United States, and 
obesity rates continue to rise each year.  The group with the 
fastest rising obesity rate is young women in the reproductive 
years between the ages of 19 and 28.  Obstetricians and gyne-
cologists see many women who fall into the overweight and 
obese categories.  Without intervention these numbers will con-
tinue to rise, putting patients and offspring at risk for numerous 
complications during pregnancy.  Obstetricians and gynecolo-
gists often function as primary care providers because many 
women see only their OB/GYN for health care needs.

Obstetricians and gynecologists have an opportunity to incor-
porate nutrition and exercise education into the primary care 
regimen of the women they see, because pregnancy and the 
postpartum period present a unique opportunity to impact the 
health of women for the rest of their lives.  Lifestyle, nutrition, 
and weight loss counseling are not traditional components of 
OB/GYN care but can complement services of other primary 
care specialties such as internal medicine and family medicine.  
Pre-pregnancy body mass index, weight gain during pregnancy, 
and weight loss in the first year postpartum are all independent 
predictors of body mass index 15 years after pregnancy.5

Introduction
Obesity is epidemic in proportion in the United States, and obe-
sity rates continue to rise each year.  According to the CDC 34% 
of adult Americans were obese in 2008, and another 34% were 
overweight.1  Perhaps even more alarming, 18% of adolescents 
ages 12-18 were obese, along with 20% of children ages 6-11 
and 10% ages 2-5.1  In 2009 there were 33 states with an obesity 

percentage above 25%.2  Obstetricians and gynecologists see 
more and more patients who fall into the overweight and obese 
categories.  This specialty has an opportunity to impact this epi-
demic, because the fastest growing obesity group in the United 
States is young women between the ages of 19 and 28 years.3  
A 2007 study by Kim et al. analyzed data from the Pregnancy 
Risk Assessment Monitoring System, which compared the rate 
of  pre-pregnancy obesity in 1993 and 2003 in nine states.  This 
study found a 69% increase in the prevalence of pre-pregnancy 
obesity in this time from 13% in 1993 to 22% in 2003.4 

Without intervention these numbers will probably continue to 
rise, putting women and their offspring  at risk for numerous 
complications  during pregnancy.  Obstetrician and gynecolo-
gists have an opportunity to incorporate nutrition and exercise 
education into the primary care regimen of their patients.  Preg-
nancy and postpartum present unique opportunities to impact 
the health of women for the rest of their lives.  Many women 
retain a significant amount of weight after pregnancy, predis-
posing them to become overweight or obese as they gain more 
weight with age.  Pre-pregnancy body mass index, weight gain 
during pregnancy, and weight loss in the first year postpartum 
are all independent predictors of body mass index 15 years af-
ter pregnancy.5  Almost half of women who are in the normal 
body mass index range before pregnancy who gain more than 
the recommended amount during pregnancy will be overweight 
later in life.6  Due to these factors the time period before preg-
nancy is an excellent opportunity for weight loss and manage-
ment counseling.

Obesity and excessive weight gain during pregnancy put both 
mother and baby at risk for many complications.  Maternal 
risks include increased risk of gestational diabetes, type 2 dia-
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betes mellitus, and pregnancy-related hypertensive disorders.  
Parturition risks include an increase rate of cesarean delivery, 
decreased success of vaginal delivery after cesarean delivery, 
and an increase in operative morbidity and mortality including 
anesthesia complications, excessive loss of blood, postopera-
tive infections, postpartum wound breakdown, and postpartum 
thrombophlebitis.  Obese women are also more likely to suffer 
from infertility, spontaneous miscarriage, stillbirth, and preterm 
birth.7  Babies of obese mothers are more often macrosomic, 
>4500g, which puts them at risk for shoulder dystocia which 
can lead to cervical plexus injuries, clavicle fracture, fetal 
hypoxia with or without neurological damage, and even fetal 
death.8  Maternal complications of shoulder dystocia include 
postpartum hemorrhage, rectovaginal fistula, third or fourth de-
gree episiotomy tear, and uterine rupture.8  Fetal anomalies are 
more common in obese patients, with the risk of neural tube 
defects, ventral wall defects, heart defects, and facial defects 
increased.9  Unfortunately, ultrasound is more difficult in wom-
en who are obese. Specifically, it is more difficult to visualize 
the fetal heart, diaphragm, kidneys, spine, and umbilical cord.10  
Further complicating our issue of obesity, babies born to obese 
mothers are more likely to suffer from childhood obesity.7

Obstetricians and gynecologists have the opportunity to care for 
women throughout their lives, long after their pregnancies are 
over.  Coordinating care among providers improves the over-
all safety and outcomes for health of women.  While lifestyle, 
nutrition, and weight loss counseling are not traditional com-
ponents of the scope of practice for OB/GYN, they serve an 
expanded role in primary care.  Obstetricians and gynecologists 
can complement and even multiply the care of internal medicine 
and family medicine physicians who are trained in comprehen-
sive care.  Such counseling is even more important in women 
who only see obstetricians and gynecologists for health care.  
After pregnancy we must continue to counsel and educate our 
patients on weight control because the health consequences of 
obesity, especially chronic obesity, are numerous.  Patients who 
are overweight or obese are more likely to suffer from high 
blood pressure, type 2 diabetes, high cholesterol, heart disease, 
stroke, gallstones, sleep apnea, infertility, depression, and arthri-
tis.  Obesity increases the risk of certain cancers including breast 
and colon cancer.11  The risk of endometrial cancer is about five 
times higher in obese women than women of normal weight.12

Pre-conception Counseling
The goal of preconception counseling is to improve pregnancy-
related outcomes by identifying and modifying any health risks 
of the potential mother before conception and educating her on 
methods to reduce these risks.13  Obesity is a modifiable risk 
factor for gestational complications.  Weight loss is inadvis-
able during pregnancy, so the attainment of a healthy weight 
must occur prior to pregnancy.  Counseling should begin before 
pregnancy to allow the patient to conceive at a healthy weight.  
Entering pregnancy at an ideal weight provides the patient with 
the best opportunity to have a healthy pregnancy and to gain 
weight appropriately during gestation.  Pre-pregnancy body 

mass index is the most important predictive factor for weight 
gain during pregnancy and future obesity.14  Furthermore, 
weight loss prior to pregnancy reduces the risk of developing 
diabetes, hypertensive disorders, thromboembolic disease, pre-
term labor, and cesarean section.15  Reduction of these risks can 
be a coordinated effort of obstetricians/gynecologists with fam-
ily medicine physicians, family medicine/obstetric physicians, 
and internal medicine physicians.  A healthy pre-pregnancy 
weight also helps reduce the risk to the future child.  Organ de-
velopment occurs in the first three to seven weeks of pregnancy 
so maternal nutrition and weight status during the early stages 
when a woman may not even know she is pregnant are very 
important.16  This is especially true considering the first prenatal 
visit is often at eight weeks into the pregnancy.

An important goal for obstetricians and gynecologists may be 
to provide a higher rate of preconception counseling.  Although 
it provides many benefits to the mother and child, many physi-
cians still do not routinely provide preconception counseling.  
The Center for Disease Control’s Select Panel on preconcep-
tion health recommends that all women should receive precon-
ception counseling to allow them to conceive at their healthi-
est.17  One study surveying obstetricians and gynecologists all 
over the United States revealed that 87.3% believed precon-
ception counseling is an important issue and 83.5% agreed it 
has a positive influence on pregnancy, but only 20% say it is 
a high priority in their practice.18  When asked how often they 
recommend preconception counseling to obese women, 61.5% 
said always, 27% said usually, 9.5% said sometimes, and 2% 
said never.18  When asked how important they felt discussing 
obesity, physical activity, and nutrition during preconception 
counseling, 82.7%, 68.3%, and 82.2% ranked them as very im-
portant respectively.18  When asked why they thought precon-
ception counseling was very important but not a high priority 
in their practice, the majority answered that they did not have 
enough time to provide it, and they were not compensated for 
the time.18

Obstetricians, gynecologists, and primary care physicians who 
treat reproductive age women could consider every encounter 
as an opportunity to discuss reproductive plans.  A 2004 survey 
indicated that 84% of women ages 18-44 had sought medical 
care in the previous year, and more than one-third of women 
had more than one primary care health provider.19,20  The inter-
conception period is also a great time for counseling to avoid 
any risks of complications in a subsequent pregnancy, espe-
cially for women who experienced an adverse outcome in a 
prior pregnancy.15  Approximately 50% of pregnancies in the 
United States are unplanned, so simply establishing patient care 
when a woman decides to begin attempting to conceive is not 
enough.21  In women during the reproductive age, who do not 
practice contraception, assessment of the risks for pregnancy 
is important because pregnancy can occur unexpectedly.  This 
is also an opportunity to prescribe contraception to avoid un-
planned pregnancies.13

Risk assessment and initial management should begin with 
the patient’s plan for reproduction including her reproductive, 
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medical, surgical, allergy, genetic, family, psychological and 
social histories, and medications use.  Follow-up visits can be 
scheduled to discuss and treat any identified conditions or risk 
factors.22  Conditions may fall outside the physician’s scope, 
experience, and resources, and coordination of care with other 
physicians may be necessary.  It is important to counsel patients 
on health risks that may affect a future pregnancy and impact 
long-term health and well-being.

Strategies for Weight Control, Diet, and 
Exercise Counseling before Conception

Obstetricians and gynecologists are the primary care provider 
for many women and usually see them each year for annual 
well-woman examinations.  Just as the pap smear is viewed as 
a routine screening test, so might the calculation of the patient’s 
body mass index.  Many electronic medical records automati-
cally compute body mass index (BMI) at each visit along with 
vital signs, so that it could be readily available to the physi-
cian.  All women should have their body mass index calculated 
at least annually and be counseled on its meaning.23  Table 1 
presents the meaning of the body mass index ranges.  There 
are three classes of obesity for patients with body mass indices 
above 30 (Table 2).  It is also important to measure waist cir-
cumference in all patients, but especially obese patients because 
a waist circumference greater than thirty-five inches in females 
further increases the risk of developing diabetes, hypertension, 
dyslipidemia, and metabolic syndrome.24  Since this recommen-
dation falls outside the scope, training, and experience of most 
obstetricians and gynecologists, coordination and management 
among primary care physicians and other specialists would be 
important.  Patients at risk of being overweight or obese pa-
tients should have their blood pressure taken, their blood glu-
cose screened, and a lipid panel drawn.25  There should also be 
a discussion about future plans for pregnancy and the risks of 
being overweight or obese during pregnancy.17

BMI Weight Category

Less than 18.5 Underweight

18.5-24.9 Normal weight

25-29.9 Overweight

30 and higher Obese

Table 126 Body Mass Index Ranges

BMI Obesity Class

30-34.9 Class I

35-39.9 Class II

40.0+ Class III

Table 226 Classes of Obesity

Diet, Exercise, and Weight Loss  
Counseling at Preconception Visits

Physicians should gauge the patient’s readiness to change be-
fore counseling in order to best individualize their counseling 
efforts.  The American College of Obstetrics and Gynecol-
ogy recommends using the stages of change model to do so.  
There are five stages we experience when making an important 
change in our lives.  The first is the pre-contemplation phase.  
During this phase the patient is not aware that there is a problem 
and is not interested in change.  At this time it is appropriate 
for the physician to educate the patient on her weight status 
and reasons why it would be beneficial to lose weight.  The 
second phase is the contemplation phase where the patient is 
aware a problem exists and is thinking about making changes.  
This is a good time for the physician to discuss anything that is 
hindering the patient from changing and help her work through 
these problems and gain support.  The preparation phase occurs 
when the patient realizes a change would be beneficial to her, 
and she is making small changes or deciding how to change.  
The physician should now educate the patient on small changes 
to lose weight slowly.  The action phase is in place when the 
patient has enacted some changes in her life.  The physician 
is now an important source of support for the patient and can 
also help her make further changes that she may not have been 
ready for previously.  When the patient’s initial goal has been 
met, the patient enters the maintenance phase.  At this point 
the physician should assess the progress and help the patient to 
maintain her changes or move forward by setting new goals and 
increasing change.23

When counseling begins, all patients should have a dietary 
assessment and be counseled on the components of a healthy 
diet.  Patients should be screened on what a typical day is like 
for them nutritionally.  Because most physicians lack time to 
fully assess this topic with each patient, a questionnaire could 
be used, and patients could fill it out while waiting to see their 
physician.  The questionnaire should assess how many servings 
are consumed each day of the major food groups.  The compo-
nents of a healthy diet include fresh fruits and vegetables of all 
color selections; lean protein such as chicken, fish, turkey, and 
lean cuts of pork and beef; nuts; low and no fat dairy; and whole 
grain breads.  Meats and vegetables should be grilled, broiled, 
or baked instead of fried.27  Overweight and obese women 
should be encouraged to reduce their caloric intake.  Resources 
such as mypyramid.gov can help give patients a good idea of 
how many calories they need each day and how many servings 
of the different food groups they need.

Exercise is crucial to optimal health, and, because most Ameri-
cans do not meet the minimum requirements for physical ac-
tivity, physicians must address this issue.  Exercise provides 
health benefits for all women and is an important component 
of weight loss.  Women who exercise on a regular basis are 
less likely to develop coronary artery disease, high blood pres-
sure, diabetes, breast and colon cancer, osteoporosis, or suffer a 
stroke.  Exercise also helps to stabilize mood and reduce symp-
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toms of depression and anxiety.28  Exercise prior to pregnancy 
benefits the patient during pregnancy by helping her to control 
her weight and helping with her mood, possibly reducing her 
risk of postpartum depression.17  As seen in the section above, 
overweight and obesity present the patient with numerous com-
plications during pregnancy, and postpartum depression can be 
severe and life threatening so these are very important factors.

Current physical activity recommendations from the Centers 
for Disease Control are 150 minutes of moderate aerobic activ-
ity, such as brisk walking, each week and two days of strength 
training for all the major muscle groups of the body:  arms, 
legs, back, abdomen, chest, shoulders, and hips.  An alterna-
tive to this regimen is 75 minutes of vigorous aerobic activ-
ity, such as jogging, per week and strength training of all the 
major muscle groups two times per week.  This may sound 
like a lot to patients who are not currently exercising, but they 
should be encouraged to start out slowly and work their way 
up.  They can begin with 10-minute walking sessions and build 
their way up.  Any exercise is preferable to being sedentary.  As 
patients builds up to the current minimum recommendations, 
they should be further encouraged to build up their exercise 
session times.  The longer they exercise each week, the greater 
their health benefits will be.  For even greater health benefits the 
Center for Disease Control recommends 300 minutes of moder-
ate aerobic activity or 150 minutes of vigorous physical activity 
each week combined with two sessions of muscle strengthening 
exercises.29  There are a variety of aerobic exercises that the 
patient can do to fulfill the weekly requirements.  Table 3 lists 
several options.

Moderate Aerobic Exercise:  Walking briskly, doubles 
tennis, biking on level ground or at 5-9 miles per hour, 
pushing a lawn mower, elliptical trainer, ballroom or line 
dancing, gardening, roller skating, hiking small hills, 
golf, softball, baseball.
Vigorous Aerobic Exercise: Swimming, jogging or 
running, riding a bike on hills or at a speed greater than 
10 miles per hour, playing basketball, playing singles 
tennis, mountain climbing, backpacking, jumping rope, 
hiking uphill.

Table 330 Aerobic Exercises

Patients with a body mass index of 25 and above should be 
counseled on the basics of weight loss and referred to outside 
services for help with weight loss as necessary.  The ultimate 
goal is for patients to be of a normal weight and body mass 
index prior to conception with further goals of maintaining the 
lower body weight and controlling any complications from 
overweight or obesity the patient may have.  The loss of 10% of 
body weight should be the initial goal, because even this small 
amount of loss reduces the patient’s risk of hypertension, dia-
betes, and hyperlipidemia.31  Further weight loss should be at 
a rate of one to two pounds per week to prevent excessive loss 
of lean body mass, dehydration and electrolyte disturbances, 
gallbladder disease, and psychological problems.31  Patients 
should understand that they are making healthy lifestyle chang-

es, which should be long-term, rather than a temporary change 
to lose weight.

Caloric balance is the basic concept all patients should know 
in order to help them lose weight.  The patient must burn 3500 
calories in excess of the calories they consume in order to lose 
one pound.  It is recommended that patients aim for a 500-calo-
rie deficit each day.32  The most effective approach to achieve 
this calorie deficit is by reducing caloric intake through diet and 
increasing caloric expenditure by increasing exercise.  The rest-
ing energy expenditure equation is a good method to calculate 
how many calories a patient burns in a day and needs to con-
sume to maintain their current weight.  Using this equation, and 
subtracting 500 calories from the result, will give the patient a 
good idea of how many calories to consume for weight loss.  
Equation 1 shows the resting energy expenditure equation.

StEp 1
FOr Adult MEn

REE= 10 x weight (kg) + 6.25 x height (cm) – 5 x age 
(years) + 5

FOr Adult WOMEn:

REE= 10 x weight (kg) + 6.25 x height (cm) – 5 x age 
(years) -161

StEp 2:
Multiple the REE by an activity factor

ACtIVIty FACtOr:  1.5 for women, 1.6 for men who 
perform light activity most days, and 1.6 for women, 

and 1.7 for men with higher activity levels

REE x Activity Factor=  
Daily Caloric Need to Maintain Weight

Equation 131 Resting Energy Expenditure

Reducing caloric intake is accomplished through dietary chang-
es or a reduction in absorption of food consumed.  There are 
many diet approaches patients can take, including low fat, low 
carbohydrate, and high protein diets.  All diets provide roughly 
equal amounts of weight loss, provided the patient achieves the 
same calorie deficit.33  Low carbohydrate diets may provide 
greater weight loss in the first three to six months, but loss at 
one year is similar between all diets.34  The concept of reducing 
the energy density of the foods consumed is an important one.  
The energy density of a food is the amount of calories provided 
in a given weight of the food.  Fruits and vegetables are low 
energy density foods so they keep you full longer by allowing 
you to consume more for a given calorie allowance.32  Eating 
less energy-dense foods helps by allowing you to eat more un-
der the same calorie allowance.  The most important concept 
for diet change is that the patient incorporates healthy foods 
and reduces their intake for calorie deficit.  Food journals, daily 
weighing at home, and diet programs may be beneficial to some 
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patients.  In the right circumstances pharmacologic agents and 
even surgical procedures can be explored for patients to reduce 
the amount of energy absorbed through calories consumed.

Weight loss is achieved when a calorie deficit is created, and 
physical activity helps burn additional calories above resting 
metabolic rate to create this deficit.35  For weight loss, experts 
recommend an hour to an hour and a half of daily exercise.36  
The patient should acknowledge that their diet is a very impor-
tant component of weight loss even if they are exercising, be-
cause an increase in caloric intake can offset the calories burned 
through exercising, causing the patient to maintain their weight 
or even gain weight.  Exercise is difficult, and it takes a sig-
nificant time commitment each day to burn calories, so patients 
should keep a strict diet to maintain a calorie deficit.35  Losing 
weight through diet will also make exercise easier because it 
will then put less stress on the joints, and the patient will be able 
to move around more easily.  Studies have revealed that more 
weight is lost through diet or diet and exercise combined than 
through exercise alone.37

Lifestyle changes are very difficult for most patients to make.  
Most people require repeated motivation to make small chang-
es in their diet and exercise regimen.  This is not a reason for 
physicians to avoid the issues but a reason to continue to re-
inforce the importance of these changes.  Recommendations 
should be made in the office, educational pamphlets should be 
sent home, and counseling should continue at every follow-
up visit.  These repeated discussions help keep the issues in 
the forefront of patients’ minds and help them to realize it is 
important to their physician.  Creating an action plan and as-
sessing progress made through the plan can help patients and 
physicians assess change.  A plan is made as a joint effort by 
the patient and physician, including a goal for weight loss and 
a plan of how to achieve it.  The physician should ask their pa-
tients what changes they have made since their previous visit, 
revisit the action plan, and make changes to it as necessary.38  
Physician support is key throughout this process.  The physi-
cian should always counsel their patients about weight loss in a 
non-judgmental, sensitive way.  The physician and patient are a 
team in this process, and the patient should always know their 
physician will care for them even if goals are not met quickly 
or at all.  Support at home is crucial as well.  Patients should 
be encouraged to find a partner at home to help them with their 
health goals.  If the rest of the family is sedentary and snacking 
on junk foods, it will be difficult for the patient to change, but 
women with support at home are more likely to be motivated to 
make healthy changes.39
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Conclusion
Primary care physicians for women have the opportunity to 
address the current obesity crisis in America.  Obstetricians 
and gynecologists can address nutrition, physical activity, and 
weight management in the preconception period.  Physicians 
can be effective in reducing the rate of overweight and obesity 
in our patients.  By addressing this sensitive subject, physicians 
can partner with patients to achieve a healthier life.
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