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About This Toolkit
This supplemental toolkit provides 
information and guidance for healthcare 
professionals who want to improve 
health outcomes for pregnant and 
postpartum women through evidence-
based interventions for overweight and 
obesity. Health and weight management 
interventions for this population are 
similar to evidence-based strategies for 
the general population. However, there 
are factors unique to this population that 
are important to consider.

This toolkit contains information about 
this population and ways to partner 
with individuals to help them reach their 
health goals. It is designed to be used in 
conjunction with the DIMENSIONS: Well 
Body Toolkit for Healthcare Providers, 
which contains evidence-based 
information about assessment, skills 
building, and interventions to provide 
support and resources around health and 
weight management.

Why Focus on the Pregnant and Postpartum 
Population?
In the United States, over half of all reproductive aged women are either 
overweight or obese.1 Women who are overweight or obese before, during, and 
after pregnancy are at risk for many serious health problems that can negatively 
affect the short- and long-term health of both mother and child.2,3

Since women are more likely to visit 
healthcare providers during their pregnancy 
and postpartum than in other times of their 
lives, healthcare providers who work with 
this population have a unique opportunity. In 
particular, providers have the chance to interact 
with women who are at high risk for unhealthy 
behaviors and chronic disease, but who would 
not otherwise seek medical care, such as women 
who have low incomes and/or limited access to 
resources.4 

During pregnancy and postpartum, women 
are also highly motivated to achieve the best 
possible outcomes for themselves and their 
babies.5 As such, provider interventions during 
this time that support good nutrition, weight 
management, and overall health and well-being 
can have a significant positive effect on future 
health behaviors. These behaviors benefit 
not only women but also their families for 
generations to come.

http://www.bhwellness.org/toolkits/Tobacco-Free-Toolkit.pdf
http://www.bhwellness.org/toolkits/Well-Body-Toolkit.pdf
http://www.bhwellness.org/toolkits/Well-Body-Toolkit.pdf
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gestational diabetes, and excessive gestational 
weight gain also increases this risk.12,13 An 
analysis of over 20 studies showed that the risk 
of developing gestational diabetes was 4 times 
higher for obese women compared with women 
of a healthy weight.14

If not managed properly during late pregnancy, 
extra blood glucose travels through the placenta 
to the growing baby. This results in high blood 
glucose levels, extra insulin production, and 
more energy than a developing baby needs. 
Gestational diabetes can lead to macrosomia, 
which is excessive birth weight or large size for 
gestational age.15 Treating gestational diabetes 
reduces macrosomia, and it may also reduce the 
risk of childhood obesity.16

Consequences of Overweight and Obesity
In the United States, 27% of women who are of reproductive age (18-44) are overweight (BMI 25 to 30) 
and an additional 25% are obese (BMI >30).6 Moreover, approximately half of normal weight women 
and over two-thirds of overweight and obese women gain more weight during pregnancy than is 
recommended by the 2009 Institute of Medicine (IOM) gestational weight gain guidelines.7,8 The health 
consequences for being overweight or obese for women are numerous and affect many aspects of a 
woman’s health before, during, and after pregnancy.

Increased Risk for Many Serious Medical Conditions

Infertility
The consequences of obesity begin even before 
pregnancy. Compared with normal-weight women, 
obese women are less likely to achieve pregnancy 
spontaneously or after treatment with assisted 
reproductive technologies. Obesity has also been 
associated with increased risk for miscarriage.9 
A recent study has shown that meaningful 
weight loss (at least 10%) among obese women 
undergoing infertility treatments significantly 
increased conception rates and live births.10

Gestational Diabetes
Gestational diabetes occurs when women who 
have never had diabetes before experience high 
blood glucose (sugar) levels (i.e. hyperglycemia) 
during pregnancy. According to a recent report 
from the Centers for Disease Control (CDC), the 
prevalence of gestational diabetes in the U.S. is 
as high as 9.2%.11 Pre-pregnancy obesity is the 
single biggest risk factor for the development of 

Macrosomia

Macrosomia presents a variety of concerns 
for babies. Babies that are too large present 
difficulties during labor and delivery. Extra 
insulin can cause low blood glucose levels 
and breathing difficulties immediately after 
delivery, leading to low APGAR (appearance, 
pulse, grimace response, activity, respiration) 
scores and increased referral to neonatal 
intensive care.18

State Snapshot:  
Obesity Among 
Reproductive Aged 
Women17

Among a sample of Colorado women 
who gave birth in 2011, 39% were either 
overweight (23%) or obese (16%) prior 
to their pregnancy. This pre-pregnancy 
overweight/obesity percentage differed 
depending on women’s race/ethnicity: 

• Black – 18% overweight, 23% obese
• Hispanic – 26% overweight, 23% obese
• White – 23% overweight, 13% obese

http://www.bhwellness.org/toolkits/Tobacco-Free-Toolkit.pdf
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We now know that genetics, sedentary 
lifestyles, and high caloric food intake alone 
cannot account for the dramatic increase in 
obesity observed over the last three decades. 
Metabolic programming appears to be a 
critical factor contributing to this large gap 
in obesity rates. Metabolic programming 
occurs when fetal nutrition during critical 
periods of development permanently alters 
an individual’s physiology and metabolism.19 
It is now widely accepted that the intrauterine 
environment influences important 
developmental processes and has long-lasting 
effects on health and disease.20 

Undernutrition. The idea of metabolic programming originated from Barker’s “thrifty phenotype 
hypothesis.”21 This idea suggests that offspring respond to environmental cues during early 
development in utero. When there is a shortage of available food and nutrients, the fetus is 
“programmed” to develop a metabolism that is “thrifty,” using available nutrients in the most 
conservative way possible. Paradoxically, infants who were undernourished in utero, but who are later 
exposed to nutrient-rich environments, may be more prone to metabolic disorders, such as obesity 
and type II diabetes. Infants who receive adequate nutrition in utero are “programmed” to develop 
metabolisms that can better cope with a rich diet.

Overnutrition. If developing infants are exposed to more glucose than they need for proper growth 
in utero (i.e., fetal overnutrition), they can be “programmed” to become overweight and develop 
metabolic disorders later in life. In this way, obesity can be transmitted from generation to generation 
once it is established in a population. Large analyses of multiple studies indicate that both pre-
pregnancy obesity and excessive weight gain during pregnancy increase the risk of childhood obesity. 
Specifically, maternal obesity was associated with a three-fold higher risk of offspring obesity, 
whereas excessive gestational weight gain was associated with a 33% increased risk of offspring 
obesity.22,23  Macrosomic infants born to obese mothers have a two-fold increased risk for metabolic 
syndrome as children.24

Special Topic: Metabolic Programming

Metabolic programming explains 
why malnutrition, undernutrition, 
and overnutrition can all lead to 
the same consequence: obesity 

and metabolic disorders in 
childhood and adulthood.  In 

order to address the U.S. obesity 
epidemic, interventions need to 
start before children are born.

http://www.bhwellness.org/toolkits/Tobacco-Free-Toolkit.pdf


7Priority Populations: Pregnant and Postpartum

Gestational Hypertensive Disorders
This group of disorders is characterized by high 
blood pressure during pregnancy. Hypertensive 
disorders are one of the most common medical 
complications during gestation, affecting 2-3% of 
all pregnancies.25 Chronic hypertension doubles 
the risk of stillbirth because some women 
with high blood pressure during pregnancy 
will develop preeclampsia.26 Preeclampsia is 
diagnosed when high blood pressure and signs 
of damage to another organ system (often the 
kidneys) are both present. Preeclampsia can 
potentially lead to dangerous and sometimes 
fatal complications for women and their infants. 
It can cause slow fetal growth, low birth weight, 
pre-term birth, or stillbirth. It can also lead 
to placental abruption (in which the placenta 
separates from the uterus before delivery) or 
damage to other maternal organ systems.

Pre-pregnancy obesity is strongly associated with 
the risk of gestational hypertensive disorders.27 In 
fact, studies show that the risk of preeclampsia 
doubles with each 5-7 unit increase in pre-
pregnancy BMI.28,29

Thrombosis
Thrombosis is the formation of a clot inside of a 
blood vessel. Because blood flows more slowly 
from the legs to the heart during pregnancy, 
clots are more likely to form than at other times. 
Although rare, blood clots can travel to the lungs 
and become lodged there, resulting in fatal 
embolisms. In fact, venous thromboembolism 
(VTE) is among the main causes of maternal 
death in the developed world.30 Obesity and 
inactivity both increase the risk of blood clots 
during pregnancy.31

Infection
Women who are obese during pregnancy are 
at increased risk of having cesarean sections. 
As C-sections always carry an increased risk 
for infection, obese women are at higher risk 
for postpartum infections. Notably, they are 
also at increased risk for urinary tract infections 
and other postpartum infections, regardless 
of whether the baby was born vaginally or by 
C-section.32

Congenital Anomalies
Obese women are more likely than normal 
weight women to deliver infants with congenital 
anomalies such as neural tube defects, cleft 
lip and palate, hydrocephalus (an excess of 
cerebrospinal fluid surrounding the brain), limb 
abnormalities, and cardiac defects.33,34 Moreover, 
ultrasounds that would normally detect such 
anomalies are particularly difficult to conduct 
when women are overweight or obese.35
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Pre-Term Birth 

Pre-term birth (defined as less than 37 weeks of 
gestation) is perhaps the most important factor 
influencing an infant’s subsequent health and 
survival. Despite medical advances, more than 
500,000 infants in the U.S. are born pre-term 
each year, accounting for over a third of infant 
deaths during the first year.36,37 Women who 
deliver pre-term are more likely to be either 
underweight or obese before pregnancy.38 
Children who survive a pre-term delivery are at 
increased risk of physical and mental disabilities, 
including cognitive, neurologic, and behavioral 
disturbances.39,40 

Infant and Fetal Mortality
Obese women are at greater risk of suffering the 
loss of a fetus before it is born (intrauterine fetal 
demise, or IUFD). Women with a BMI of at least 
35 have a three-fold increase of IUFD.42 Similarly, 
infants born to obese women are at greater 
risk of dying soon after birth, even when other 
complications are taken into account.43 Some of 
these infant deaths can be explained due to the 
increased risk of pre-term birth among obese 
women, but even infants born to obese mothers 
at full-term are at increased risk of mortality. 
Compared to normal weight women, those 
with a BMI of at least 35 have double the risk of 
suffering the loss of an infant.44

Shorter Duration of Breastfeeding
Breastfeeding can be challenging for obese 
women. Obesity is associated with decreased 
prolactin responses to infant suckling, which can 
lead to a diminished milk production and the 
decision to discontinue breastfeeding.45 Several 
studies have shown an association between 
obesity and breastfeeding failure, even when 
socioeconomic status is controlled.46,47

Poor Health for Children
In addition to childhood obesity and metabolic 
syndrome, children born to overweight and 
obese mothers are at increased risk for other 
indicators of poor cardiovascular and respiratory 
health. Both pre-pregnancy obesity and excessive 
gestational weight gain – particularly in early 
pregnancy – have been associated with higher 
blood pressure, adverse lipid profiles, and higher 
inflammatory markers in childhood.48,49,50 Pre-
pregnancy obesity and excessive gestational 
weight gain are also associated with childhood 
asthma.51,52 For each unit increase in maternal 
pre-pregnancy BMI, risk for childhood asthma 
increases by 3%.

Over half of all 
reproductive aged 
women are either 

overweight or 
obese.53

State Snapshot:  
Pre-Term Labor41

Among a sample of Colorado 
women who gave birth in 2011, 

19% experienced a pre-term, or early, labor. 
By race/ethnicity these percentages were:

• Black women – 33% 
• Hispanic women – 20% 
• White women – 19%

http://www.bhwellness.org/toolkits/Tobacco-Free-Toolkit.pdf
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Postpartum Weight Retention
Postpartum weight retention leads to greater 
risk of excessive weight gain with subsequent 
pregnancies and predisposes women to obesity 
later in life.54 Excessive gestational weight gain 
is a key modifiable risk factor for postpartum 
weight retention.55,56

A women’s average postpartum weight retention 
is about 3.5 pounds at 6 months to a year.57 
Researchers have suggested that women 
who retain 6 pounds or more by 6 months 
postpartum experience major long-term weight 
gain, but there is no consensus as to how much 
postpartum weight retention is too much.58 

In particular, obese women with gestational 
diabetes have a very difficult time losing weight 
postpartum, possibly due to insulin resistance.

In addition to poor health outcomes for infants 
born to overweight and obese mothers, excessive 
gestational weight gain and postpartum obesity 
can lead to lower self-esteem, body image 
dissatisfaction, and symptoms of depression and 
anxiety among the mothers.59,60,61 

Effects of Being Underweight 
Before and During Pregnancy:

Although women who are 
under their ideal weight prior to 
pregnancy are far less common 
in the U.S., being underweight 
during pregnancy poses risks to the 
mother and her developing fetus. 
Underweight women have increased 
risks of maternal iron-deficiency 
anemia, as well as risks for pre-
term birth and giving birth to an 
infant with low birth weight. In turn, 
low birth weight is associated with 
childhood obesity and increased 
risks for heart disease, stroke, and 
hypertension later in life.62

http://www.bhwellness.org/toolkits/Tobacco-Free-Toolkit.pdf
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Contributing Factors
Many factors contribute to increased overweight and obesity in pregnant and postpartum women and 
the related health outcomes for both mother and child. In particular, for women and their children who 
experience health disparities related to race/ethnicity and low-income, additional factors exist that should 
be examined and addressed during assessment and intervention.

Physical

Sleep.  Survey data suggest that 26% of healthy 
pregnant women, on average, report sleeping less 
than 7 hours per night, and the odds of getting 
too little sleep were almost four times higher 
among working than non-working pregnant 
women.63 For pregnant women, adequate sleep 
is essential not only for restoring physical and 
mental agility but also for fetal growth and 
development.64 However, sleep disturbances 
during pregnancy are particularly common due 
to pregnancy-related physical discomforts such 
as nausea, back pain, and leg cramps as well as 
psychosocial factors, including increased stress 
and anxiety and inadequate social support.65,66,67

Short sleep duration (nighttime sleep of less than 
7 hours) has been found to increase maternal 
glucose intolerance, which is associated with 
gestational diabetes, especially in overweight 
women.68,69 Additionally, sleep-deprived women 
(less than 5 to 6 hours of sleep) are at a higher 
risk of pre-term birth.70,71

Obstructive sleep apnea predisposes pregnant 
women to increased risks of low birth weight, 
pre-term birth, small-for-gestational-age infants, 
C-section, and preeclampsia.72 Finally, sleep 
deprivation is associated with increased weight 
retention postpartum.73

Psychological

Stress.  Psychosocial stress occurs when there 
is an imbalance between demands placed on 
an individual and their ability to manage them. 
Psychosocial stress can be either acute, such as 
when a stressful life event occurs, or chronic, for 
example, ongoing stressful situations like poverty.

Pregnancy itself is a monumental life event and a 
significant stressor for a large segment of the U.S. 
population. Psychosocial stress during pregnancy 
(whether acute, chronic, or both) can lead to 
negative pregnancy outcomes, such as:

• Shorter gestations and lower birth weights;74

• Pregnancy induced hypertension, which 
restricts nutrient availability to the fetus;75

• Poor prenatal nutrition, which can lead to 
poor cognitive outcomes for children;76

• Impaired neurocognitive development;77,78

• Obesity and metabolic dysfunction in 
children;79

• Emotional and cognitive difficulties that 
persist into adolescence;80,81

• Behavioral disturbances such as ADHD and 
anxiety disorders;82

• Psychotic and depressive disorders.83,84

LINK: Tobacco Use in Pregnancy and Postpartum 

Tobacco use has critical, adverse consequences for women and their developing 
babies before, during, and after pregnancy. For detailed information on this topic, see 
DIMENSIONS: Tobacco Free Toolkit Supplement for Pregnant and Postpartum Women.

http://www.bhwellness.org/toolkits/Tobacco-Free-Toolkit.pdf
http://www.bhwellness.org/toolkits/TF-Toolkit-Supp-Pregnant-Postpartum.pdf
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Sociocultural

Race/Ethnicity 

Racial and ethnic differences in risk factors 
for obesity persist throughout pregnancy, 
postpartum, and early childhood, leading to 
increased risk for childhood obesity. In particular, 
research shows that both Black and Hispanic 
women are more likely than White women to:

• Begin their pregnancies already overweight 
or obese;85

• Begin prenatal care in the third trimester 
of pregnancy, or obtain no prenatal care at 
all.86

As compared to White children, Black and 
Hispanic children are more likely to:87

• Be introduced to solid foods before four 
months of age;

• Experience rapid weight gain during infancy.

As compared to White children, Black and 
Hispanic children are less likely to:88

• Be exclusively breastfed;

• Sleep for at least 12 hours per day during 
infancy.

A Healthy Start…

Racial and ethnic disparities 
in women’s health during the 
reproductive years have negative 
consequences that persist into 
future generations.

Socioeconomic Status

Socioeconomic status, a combination of income 
level, educational attainment, and occupation, 
also plays a role in risk factors for overweight and 
obesity. 

• Women with less than a high school education 
or who have income less than 130% of the 
poverty threshold have twice the obesity rates 
as women of higher socioeconomic status.89

• Between 2001 and 2008, the rate of 
unintended pregnancies in the U.S. increased 
by 10%, with 51% of pregnancies being 
unintended in 2008.90 The unintended 
pregnancy rate for poor women was five times 
that of women in the highest income category.

• Socioeconomic status (SES) has been 
associated with obesity, yet evidence indicates 
that differences in SES do not primarily explain 
racial/ethnic disparities in prenatal and early 
childhood obesity risk factors.91,92

State Snapshot:  
Indicators of 
Reproductive Health93

Among a sample of Colorado 
women who gave birth in 2011, 

the following figures represent the percentage 
of women experiencing various indicators of 
poor health and well-being:

• High blood pressure during pregnancy – 10%
• Gestational diabetes – 6%
• Exercising fewer than 3 days per week – 44%
• Pre-pregnancy depression – 12%
• Financial stress – 50%
• Emotional stress – 27%
• Partner-related stress – 26%
• Black women – 33% 
• Hispanic women – 20% 

http://www.bhwellness.org/toolkits/Tobacco-Free-Toolkit.pdf
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Black and Hispanic women as well as socioeconomically disadvantaged women disproportionately 
experience chronic stress related to social disadvantages. This burden of chronic stress may contribute 
to disparities in reproductive health, such as increased obesity and other adverse birth outcomes.94

Chronic stress exposure related to race, ethnicity, and SES could be caused by lower education, job 
stress, discrimination, single parenthood, lack of social support, living in crowded conditions, and 
poverty. Chronic stress negatively impacts reproductive health by disrupting the hypo-thalamic-
pituitary-adrenal axis system (HPA), which influences eating behaviors, metabolism, and stress 
reactivity.95

Pregnant women with stressful life events or pregnancy 
complications have higher cortisol levels and greater 
HPA dysfunction, which promotes an increase in central 
fat distribution.96,97 In recent research, chronic stress 
was associated with decreased birth weight overall 
and associated with the racial and ethnic disparities in 
birth weight – particularly for Black women.98 Maternal 
SES has also recently been shown to affect cortisol 

levels during pregnancy, which in turn affects infant cortisol reactivity and HPA functioning soon 
after birth.99 Changes in HPA functioning established early in life can negatively impact growth and 
cardiovascular, immune, reproductive, and cognitive systems.100,101

Special Topic: Chronic Stress Related to
Race/Ethnicity and Low Socioeconomic Status

Racial, ethnic, and income 
disparities in childhood 

obesity start at the 
earliest stages of life.

http://www.bhwellness.org/toolkits/Tobacco-Free-Toolkit.pdf
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Assessment and Interventions
Talking with women about weight loss or weight management can be a challenge. Many overweight 
and obese women experience stigma related to their weight and likely have made several unsuccessful 
attempts at weight loss. Pregnant women may feel additional pressure related to the effect her weight 
and health can have on her developing fetus. Therefore, it is important that the conversation focus on the 
positive benefits of good nutrition and weight management for her health as well as that of her child.

The Role of the Healthcare Provider

To address overweight and obesity with pregnant women, strategies should focus on: 

1. Achieving a healthy weight before becoming pregnant;

2. Well body education and interventions during pregnancy;

3. Maintaining a well body postpartum for both mother and child.

Tips for Talking with Pregnant & Postpartum Women About Health & Wellness

Start the Conversation: Since women may not bring up their concerns about their weight on their own, 
it is important for the healthcare provider to initiate the conversation. Focus on the positive benefits of a 
healthy weight on the short- and long-term health of the mother and child.  

“Being at a healthy weight can improve pregnancy outcomes, can we spend a 
few minutes to talk about healthy weight and weight gain during pregnancy?”

“Pregnancy is a good time to practice healthy behaviors. Do you have 
any behaviors you consider unhealthy that you would like to change?”

“All of us have ways we can improve our overall health. Are 
there any specific areas you would like to work on?”

“Do you have any concerns about your weight, eating, 
or physical activity?”

“Would you be willing to make some changes to 
your daily diet or activity?”

http://www.bhwellness.org/toolkits/Tobacco-Free-Toolkit.pdf
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If you have limited time:
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Promoting healthy 
behaviors requires

repeated interventions and
a systematic approach.

Take a Non-Judgmental Approach: Given the 
stigma overweight and obese women experience, 
it is important to talk from a non-judgmental 
stance. Be aware that this conversation can be an 
emotional one for many women who may already 
judge themselves negatively for being overweight 
or obese.

Review the Assessment and Planning for 
Change section of the DIMENSIONS: Well 
Body Toolkit for Healthcare Providers  for 
additional information and strategies to 
support change.

Be Sensitive to Cultural Differences: Educate yourself about different cultural perspectives on healthy 
weight. In particular, many cultures view pregnancy as a time to “eat for two” and gain more weight than 
is recommended. Be sure to adjust your message to address cultural norms. At the same time, educate the 
individual about healthy weight and weight gain during pregnancy, debunking any inaccurate myths.

The 5A’s: The best way for providers to discuss 
health promotion and wellness is to use the “5A’s” 
model. Although the 5A’s model has not been 
specifically adapted for use with pregnant and 
postpartum women, it is a model familiar to many 
providers and can help to facilitate the conversation. 

• Start by ASKing about their interest in 
maintaining a healthy weight or other well 
body goals

• ADVISE the individual to commit to making 
positive change in their health behaviors

• ASSIST by providing health education and 
information

• ASSESS their readiness and potential barriers 
to change

• ARRANGE follow-up as needed, including 
access to resources

Continue the Conversation: Whether a woman seems open to talking about her weight or health 
behaviors, be sure to continue to bring up the subject. Each time you talk about the importance of healthy 
weight, nutrition, and physical activity during pregnancy, there is an opportunity for change. It also acts 
as a reminder for the individual about the importance of maintaining a well body during pregnancy and 
beyond.

http://www.bhwellness.org/toolkits/Tobacco-Free-Toolkit.pdf
http://www.bhwellness.org/toolkits/Well-Body-Toolkit.pdf
http://www.bhwellness.org/toolkits/Well-Body-Toolkit.pdf
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MOTIVATIONAL INTERVIEWING

Motivational interviewing is a collaborative conversation style for strengthening 
a person’s own motivation and commitment to change.102 Applying principles of 
motivational interviewing to everyday patient interactions has the potential to elicit 
behavior change that contributes to positive health outcomes. These changes could 
have an important impact on managing or preventing chronic diseases among 
women and their children. In addition, the principle of effective listening improves 
communication between patients and healthcare providers and increases patient 
satisfaction. Although the groundwork for eliciting behavior change can be set during 
a brief encounter, follow-up is helpful and often necessary to aid in the achievement of 
long-term, often incremental, results.103 

For additional information on using motivational interviewing in the context of weight 
management, please review the Assessment and Planning for Change section of the 
DIMENSIONS: Well Body Toolkit for Healthcare Providers. 

http://www.bhwellness.org/toolkits/Tobacco-Free-Toolkit.pdf
http://www.bhwellness.org/toolkits/Well-Body-Toolkit.pdf
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Well Body Recommendations During Pregnancy
Healthy Weight Gain 

In 2009, the Institute of Medicine (IOM) published revised gestational weight gain guidelines that are 
based on pre-pregnancy BMI. These recommendations are independent of age, smoking history, and 
ethnic background. Healthcare providers who work with pregnant women should determine a woman’s 
BMI at their initial prenatal visit. They should also offer education about the benefits of appropriate weight 
gain, nutrition, and exercise as well as the importance of limiting excessive weight gain to achieve the best 
pregnancy outcomes.104 

Weight gain should occur gradually over the course of the pregnancy, with 1-4 pounds gained in the first 
trimester followed by approximately 1 pound per week during the second and third trimesters for normal 
weight women. The following guidelines are intended to be used in concert with good clinical judgment. 

IOM Weight Gain Recommendations for Pregnancy105

Pre-Pregnancy Weight Category Body Mass Index* Total Weight Gain Range (lbs)

Underweight Less than 18.5 28 – 40

Normal Weight 18.5 – 24.9 25 – 35

Overweight 25 – 29.9 15 – 25

Obese (includes all classes) 30 and greater 11 – 20

*BMI is calculated as weight in kilograms divided by height in meters squared or as weight in pounds 
multiplied by 703 divided by height in inches.

http://www.bhwellness.org/toolkits/Tobacco-Free-Toolkit.pdf
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Well Body Recommendations During Pregnancy

Healthy Nutrition 

There is an overwhelming body of evidence to demonstrate that nutritional influences encountered 
during early life have a lasting impact upon health and well-being. The potential impact of these 
findings is profoundly significant for public health because pregnancy and early infancy represent 
windows of opportunity during which parents are most willing to adopt lifestyle changes that could 
have health implications across multiple generations. The basic principles of healthy eating remain the 
same during pregnancy but with an emphasis on certain essential nutrients. These include:106

Calcium 

RDA: 1,000 mg

Choline
RDA: 450 mg

Docosahexaenoic Acid (DHA)
RDA: 300 mg

Folic Acid
RDA: 600-800 mcg

Iodine
RDA: 250 mcg

Potassium
RDA: 4,700 mg

Protein
RDA: 71 g

Riboflavin
RDA: 1.4 mg

Vitamin B6
RDA: 1.9 mg

Vitamin B12
RDA: 2.6 mcg

Vitamin C
RDA: 85 mg

Vitamin D
RDA: 600 IU

Zinc
RDA: 11 mg

Iron
RDA: 27 mg

g = grams 
mg = milligrams 

mcg = micrograms
IU - international unit
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Well Body Recommendations During Pregnancy

Healthy Physical Activity

In the absence of obstetric complications, pregnant women should exercise for 30 minutes or more at a 
moderate level on most, if not all, days.107 The U.S. Department of Health and Human Services similarly 
recommends at least 150 minutes per week of moderate intensity aerobic activity.108 For most healthy 
adults, a moderate level of exercise is equivalent to brisk waking at 3-4 miles per hour.109 Despite these 
recommendations, only 23% of pregnant women surveyed between 1999 and 2006 met the DHHS 
exercise recommendations.110 Healthcare providers should monitor participation in exercise programs 
during pregnancy to ensure there are no obstetric complications that would introduce risks associated 
with physical activity. 

Benefits of Exercise 

• May help prevent gestational diabetes, particularly in morbidly obese women (BMI >33);111

• Reduces risk of pre-term delivery, especially among women with BMI >24;112

• Reduces backaches, constipation, bloating, and swelling;
• Increases energy and mood;
• Promotes muscle tone, strength, and endurance, which may improve women’s ability to cope with 

labor and reduce recovery time;  
• Helps improve sleep.

Safe Physical Activities During Pregnancy

• Walking
• Swimming
• Cycling
• Aerobics
• Running (with some modification, and only if women were runners prior to pregnancy)

Activities to Avoid During Pregnancy

• Any activity in which there is a high risk of falling, such as gymnastics, water skiing, downhill snow 
skiing, and horseback riding. Changes in balance during pregnancy increase the chances of falling 
during these activities.

• Contact sports, such as hockey, basketball, and soccer
• Scuba diving, which can put a fetus at risk of decompression sickness – a serious illness that 

results from changes in the pressure surrounding the body.
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Special Topic: Breastfeeding

As women begin breastfeeding, healthcare providers should discuss how to meet the nutritional 
demands breastfeeding requires. On average, women should consume an additional 450-500 calories 
per day. The American Academy of Pediatrics (AAP) recommends that women breastfeed exclusively 
for the first 6 months, and continue to breastfeed in addition to introducing solid foods for another 
6 months. Women should be mindful of decreasing their caloric intake as they start to reduce the 
amount they are breastfeeding. This can be met through a modest decrease in a varied diet.

Healthcare providers should encourage women to breastfeed as it has been associated with improved 
infant and maternal health outcomes.113

In infants and children, breastfeeding is associated with reduction in: 

• Ear, respiratory tract, and gastrointestinal infections
• Asthma and allergic diseases 
• Celiac disease 
• Inflammatory bowel disease 
• Childhood leukemia and lymphoma 
• Risk of sudden infant death syndrome 
• Risk of childhood obesity and type 2 diabetes 
• Negative neurodevelopmental outcomes 

Among mothers, breastfeeding is associated with reduced:

• Blood loss after childbirth 
• Risk for breast and ovarian cancers 
• Risk of type 2 diabetes (though this benefit has not 

been observed for women with gestational diabetes) 
• Risk for hypertension and cardiovascular disease 
• Risk for postpartum depression and rates of child 

abuse and neglect

While there are many benefits to breastfeeding for mothers 
and infants, there are reasons why breastfeeding may not 
be feasible. These include single parenthood, multiple 
young children at home, multiple jobs, overcrowded 
housing, and lack of social support, among others. For 
these women, it is important for providers to support their 
decision not to breastfeed, particularly if it is the best 
decision for their family based upon the available resources. 
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Treatment
The most effective well body interventions are ones that match a woman’s readiness to change and 
address her unique needs. Through a caring, supportive, and collaborative relationship, providers can 
effectively help women achieve a healthy weight as well as improve their overall health. It is important 
to shape a woman’s well body goals based on health concerns that are most relevant to each individual. 
However, in order to ensure a low risk pregnancy and a healthy baby, addressing overweight and obesity 
prior to pregnancy is recommended. 

Key qualities for well body treatment for pregnant and postpartum 
populations include:

Assess Motivation – Explore a woman’s readiness 
to change her health behaviors. Identify her 
unique motivations to change as well as any 
ambivalence to change. Examine potential 
benefits for achieving a healthy weight as well as 
improved overall health behaviors. Discuss short- 
and long-term benefits for both the mother 
and baby. Be aware of and sensitive to different 
familial and cultural beliefs and practices. 
Depending upon a woman’s readiness to change, 
it may take multiple discussions to shift her 
motivation to change her health behaviors.

Address Medical Concerns – Before conception, 
all known medical problems should be well 
controlled and women should be encouraged to 
undergo a weight reduction program to minimize 
risks associated with pre-pregnancy obesity. 
Since some pregnancies are unplanned, this 
may not always be achievable,  but it is a good 
practice when possible. 

Educate – Be sure not to assume any basic 
level of knowledge about healthy eating, 
physical activity, and other health behaviors. 
Some individuals, particularly those who 
experience health disparities, may not have 
had prior exposure to this information. Share 
specific information about the risks of obesity 
in pregnancy and postpartum. Optimally, this 
education would occur before a woman becomes 

pregnant so education about the risks of obesity 
for all women of reproductive age is beneficial. 
Provide this information through different means 
whether it may be handouts on display in the 
reception area, one-on-one conversations, or 
access to online resources, including videos. 

Offer Counseling – Nutrition consultation should 
be offered to all overweight or obese women 
to optimize healthy food choices. Encourage 
participation in regular physical activity or an 
exercise program. Additionally, support women 
to participate in counseling focused on health 
behavior change and skills building. This can 
assist women to build the skills they need to 
make healthy decisions before, during, and after 
pregnancy. Some of these skills may include 
strategies for stress management and self-care, 
including good nutrition, sleep, physical activity, 
boundary setting, among others.

Track BMI –  At the initial prenatal visit, height 
and weight should be recorded for all women to 
allow calculation of BMI, and recommendations 
for appropriate weight gain (using IOM 
guidelines) should be reviewed both at the initial 
visit and periodically throughout pregnancy. For 
an obese patient, it is reasonable to recommend 
a weight gain goal that is less than that of a 
healthy weight patient.
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Resources
The following charts outline some key resources and programs targeted at pregnant women, women who 
want to become pregnant, and postpartum women who want to improve health outcomes for themselves 
and their children.

National Resources for Pregnant and Postpartum Women

Program Description and Resources

Physical Activity
Centers for Disease 
Control and 
Prevention

TThe CDC provides physical activity guidelines for healthy pregnant or 
postpartum women.

http://www.cdc.gov/physicalactivity/everyone/guidelines/pregnancy.html

Mayo Clinic The Mayo Clinic provides resources for women who want to educate themselves 
on pregnancy, including how and when to exercise. 

http://www.mayoclinic.org/healthy-lifestyle/pregnancy-week-by-week/in-depth/
pregnancy-and-exercise/art-20046896

They also provide instructions for safe exercises for pregnant women: 

http://www.mayoclinic.org/healthy-lifestyle/pregnancy-week-by-week/
multimedia/pregnancy-exercises/sls-20076779 

Diet and Nutrition
ChooseMyPlate.gov The Pregnancy & Breastfeeding section of the USDA website provides advice 

to address the special nutritional needs of pregnant and breastfeeding women 
and includes a daily food plan with foods and amounts that are specific to each 
woman as well as a food tracker so women can see how their food choices 
compare to what they need.

http://www.choosemyplate.gov/pregnancy-breastfeeding.html

American College 
of Obstetricians 
and Gynecologists 
(ACOG)

ACOG’s frequently asked questions page provides advice on how to eat healthy 
during pregnancy.

http://www.acog.org/Patients/FAQs/Nutrition-During-Pregnancy

ACOG also provides a frequently asked questions page regarding gestational 
diabetes.

http://www.acog.org/Patients/FAQs/Gestational-Diabetes

Fit for Two: Tips for 
Pregnancy

From the National Institute of Diabetes and Digestive and Kidney Disease, this 
brochure includes guidelines for how to stay active and how to maintain a 
healthy weight and diet during and after pregnancy.

http://www.niddk.nih.gov/health-information/health-topics/weight-control/tips-
for-two-pregnancy/Documents/fitfortwo.pdf
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National Resources for Pregnant and Postpartum Women

Program Description and Resources

Diet and Nutrition
Mayo Clinic The Mayo Clinic provides a week-by-week breakdown focused on the essential 

nutrients pregnant women should include in their diet. 

http://www.mayoclinic.org/healthy-lifestyle/pregnancy-week-by-week/in-depth/
pregnancy-nutrition/art-20045082

Sleep
National Sleep 
Foundation

The National Sleep Foundation provides recommendations for optimum sleep 
health during pregnancy. 

http://sleepfoundation.org/sleep-topics/pregnancy-and-sleep

Breastfeeding
WomensHealth.gov The Department of Health and Human Services, Office on Women’s Health 

provides an extensive list of breastfeeding resources available online.

http://www.womenshealth.gov/breastfeeding/breastfeeding-resources.html

National Resources for Healthcare Providers

Program Description and Resources

Association of 
Reproductive Health 
Professionals (ARHP)

ARHP brings together healthcare professionals across disciplines and specialties 
for evidence-based training and network building. Their website includes 
publications and resources on a variety of reproductive health topics.

http://www.arhp.org/

Before Pregnancy Care
Pre-Conception and 
Health Care Resource 
Center

Provided by the Centers for Disease Control and Prevention, the Resource Center 
is a comprehensive web directory of hyperlinks to tools and resources designed 
to advance the health of men and women of reproductive age.

http://www.cdc.gov/preconception/freematerials.html

Association of 
Maternal and Child 
Health Programs 
(AMCHP)

AMCHP coordinates the Women’s Health Information Series, consisting of 
quarterly webinars that showcase promising and evidence-based practices 
in women’s and perinatal health, highlight federal and national initiatives and 
resources, and allow discussion of related policy and research.

http://www.amchp.org/Calendar/Webinars/Womens-Health-Info-Series/Pages/
default.aspx
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National Resources for Healthcare Providers

Program Description and Resources

Before Pregnancy Care
Before, Between, and 
Beyond Pregnancy 

The National Preconception Curriculum and Resources Guide for Clinicians is an 
interactive online toolkit. The toolkit is designed to help healthcare providers 
meet patient needs based on the response to “vital sign” question, “Are you 
hoping to become pregnant in the next year?”

 http://beforeandbeyond.org/toolkit/

Diet and Nutrition
A Quick Reference 
Guide for Clinicians: 
Fish Consumption

The Association of Reproductive Health Professionals created a guide to 
help clinicians understand the health risks of certain fish consumption and 
recommendations for promoting good consumption of fish during pregnancy. 

https://www.arhp.org/uploadDocs/QRGfishandhealth.pdf

Obesity and Weight Gain
American College 
of Obstetricians 
and Gynecologists 
(ACOG)

ACOG published a Committee Opinion on “Obesity in Pregnancy” outlining the 
complications that can occur during pregnancy for obese women.

http://www.acog.org/Resources-And-Publications/Committee-Opinions/
Committee-on-Obstetric-Practice/Obesity-in-Pregnancy

ACOG’s Committee Opinion on “Weight Gain During Pregnancy” offers advice 
for clinicians on following gestational weight gain guidelines.

http://www.acog.org/Resources-And-Publications/Committee-Opinions/
Committee-on-Obstetric-Practice/Weight-Gain-During-Pregnancy

Institute of Medicine 
(IOM)

The Institute of Medicine brief, “Weight Gain During Pregnancy: Reexamining 
the Guidelines” offers new recommendation for total weight gain and for rate of 
weight gain during pregnancy.  

https://www.iom.edu/Reports/2009/Weight-Gain-During-Pregnancy-
Reexamining-the-Guidelines.aspx

Breastfeeding
The CDC Guide to 
Strategies to Support 
Breastfeeding 
Mothers and Babies

The CDC Guide builds on research and evidence demonstrating effective 
intervention strategies to help promote breastfeeding practices with new 
mothers.

http://www.cdc.gov/breastfeeding/resources/guide.htm
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National Resources for Healthcare Providers

Program Description and Resources

Postpartum Care
A Quick Reference 
Guide for Clinicians: 
Postpartum 
Counseling

The Association of Reproductive Health Professionals created a guide for 
clinicians to help them administer postpartum care, including guidance on 
talking about diet, nutrition, and exercise as well as postpartum mental health 
and sexuality. 

https://www.arhp.org/uploadDocs/QRGpostpartum.pdf

The Edinburgh 
Postnatal Depression 
Scale

The Edinburgh Postnatal Depression Scale (EPDS) is a depression screening 
tool clinicians can use to evaluate their clients mental health during or after 
pregnancy. 

http://www.fresno.ucsf.edu/pediatrics/downloads/edinburghscale.pdf

Colorado-Specific Resources for Pregnant and 
Postpartum Women

Program Description and Resources

Colorado WIC The Supplemental Nutrition Program for Women, Infants, and Children is 
operated out of local public health agencies. The program provides nutrition 
information, breastfeeding support, healthy food, and other services to pregnant 
and breastfeeding women and children under age 5. 

https://www.colorado.gov/pacific/cdphe/wic-families

Nurse Family 
Partnership

A maternal health program that allows nurses to deliver the support first-
time moms need to have a healthy pregnancy, become knowledgeable and 
responsible parents, and provide their babies with the best possible start in 
life. Services include health education, family planning, guidance on child 
development, prenatal care, and preparation for healthy delivery.

http://www.nursefamilypartnership.org/

Child Health Plan 
Plus (CHP+)

A special healthcare program that is available to pregnant women with 
qualifying incomes. 

https://www.colorado.gov/pacific/hcpf/child-health-plan-plus

Prenatal Plus 
Program

A special program for pregnant women on Colorado Medicaid who qualify. 
The program provides a team of healthcare workers who assist in lowering the 
chances of having a baby with low birth weight.

https://www.colorado.gov/pacific/hcpf/prenatal-plus
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