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Background—aims: Pre-pregnancy obesity may cause significant health implications for both mother and
neonate. Our study aims to investigate the association between pre-pregnancy Body Mass Index and the risk for
cesarean section, admission toNeonatal Intensive CareUnit,macrosomia and pretermdelivery, in aMediterranean
country.
Study design: A matched retrospective case control analysis was conducted.
Subjects: The study population included all pregnant women (with known Body Mass Index data) who gave birth
in the University Hospital of Patras between 1st of January 2003 and 31st of December 2008.
Outcome measures: Cases were defined as obese (338) or overweight (826) women.
Results: Overweight and obese women were at higher risk for cesarean section, NICU admission and preterm
delivery (χ2(2) = 36.877, p b 0.001, χ2 Imes and Burke (2014) = 6.586, p = 0.037 and χ2 Imes and Burke
(2014) = 7.227, p = 0.027 respectively). Neonatal mean birthweight was higher among obese and overweight
women (p b 0.0001).
Conclusions: Both obese and overweight pregnancies should be considered as high risk pregnancies, due to more
frequent adverse pregnancy outcomes (cesarean delivery, preterm delivery and NICU admission).

© 2016 Elsevier Ireland Ltd. All rights reserved.
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1. Introduction

Obesity is a pandemic in the21st century. According toWorldHealth
Organization,more than 1.9 billion adultswere overweight and obese in
2008, and according to estimates, obese adults will surpass 1.12 billion
in 2030 (20% of adult population worldwide). This increase in obesity
rates, will be more rapid in developing countries [1].

Obesity has been recognized as a risk factor formetabolic syndrome,
diabetes mellitus, coronary heart disease, thromboembolism, obstruc-
tive sleep apnea, cancer (colon, breast, cervical) and depression [2].

Pre-pregnancy obesity varies worldwide from 1.8% to 25.3%. In USA,
it ranges from 18.5% to 38.3% [3]. In Europe, it is estimated that one in
five pregnant women is obese [4]. Central, Eastern and Southern
Europe come first in prevalence of overweight and obesity [5]. Maternal
BMI was found to increase over the years, in Europe; however, its prev-
alence differs between different countries [6].

During the last decade, obesity in Mediterranean countries rise in an
alarming rate [7]. Ιn EasternMediterranean, the obesity rates in women
are among the highest worldwide (35–75%) [8]. INMA study in Spain
and RHEA study in Greece found that overweight and obese mothers
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reached 18% and 8%, respectively, in Spain and 20% and 11%, respectively,
in Greece [5].

Pregnancies by obese women, are at high risk for adverse outcomes
in both mother and neonate. More precisely, maternal obesity has
been associated with maternal comorbidities (gestational diabetes,
preeclampsia, thromboembolism), delivery complications (preterm
delivery, trauma, cesarean delivery, placental pathological lesions) [9]
and neonatal comorbidities (macrosomia, lowApgar score, NICU admis-
sion) [10].

To our knowledge, there are very few studies focusing on pregnan-
cies in Mediterranean population, investigating pregnancy outcome in
overweight and obese women. The aim of this study, therefore, was to
evaluate the effect of pre-pregnancy obesity, on the mode of delivery,
preterm delivery and neonatal morbidity in a Mediterranean country.

2. Materials and methods

2.1. Study population

We conducted a retrospective case control study, in the region of
Western Greece, which is a distinct geographical area with a population
of 680,000 inhabitants containing Patras City as a capital andmany sur-
rounding rural communities. All available data fromUniversity Hospital
of Patras (UHP) which is the largest hospital inWestern Greece, serving
more than 500,000 people, was used. From 2003 to 2008, 39,648
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deliveries occurred in Western Greece [11]. All deliveries of living neo-
nates between 1st January 2003 and 31st December 2008, which took
place in Department of Obstetrics (UHP), were included in our study.
Fetal and perinatal losses were excluded.

In our analysis, case group included any pregnant woman of the
Department of Obstetrics, whose BMI before pregnancy was equal or
over 25. Control group included any pregnant woman, whose BMI was
between 18.5 and 24.99 before pregnancy. Controls were selected ac-
cording to maternal age, maternal residence and the date of the labor.

In our analysis, cases (obese or overweight women)were compared
to controls in four categories:

a. Mode of delivery (cesarean section vs vaginal delivery)
b. Neonatal Intensive Care Unit (NICU) admission
c. Mean birthweight—macrosomia
d. Preterm delivery (b37 weeks)

Womenwith diabetesmellitus (type 1, 2 or pregnancy induced) and
hypertension disorders were excluded.

2.2. Data collection

Data were collected from hospital records, based on obstetric and
neonatal notes. Women's weight and height were measured in the
first visit in the Department of Obstetrics (between 4 and 12 weeks)
by an experienced nurse. Pregnant women were recommended to un-
dergo a glucose tolerance test (planned in the outpatient Department)
between 24 and 26 weeks of gestation (or earlier if there was a medical
history of diabetes mellitus). In every monthly visit, blood pressure was
measured. Urine analysis to check for proteinuria was made in the first
visit and every month thereafter until delivery.

Additional information regarding thematernalmedical and obstetri-
cal history was derived from women's files as well. Specifically, demo-
graphic data (age, ethnic group, marital status, and contact details),
medical history data (height and pre-pregnancy BMI, comorbidities,
if any), obstetrical history (gravida, parity, complications in previous
pregnancies either pre- or postnatal, and contraception methods)
were documented. Furthermore, gestational age at delivery, mode of
delivery and indications for cesarean section or assisted vaginal deliv-
ery, as well as neonatal data (birthweight, sex, NICU admission, perina-
tal mortality and morbidity rates) were recorded.

2.3. Definitions

According to World Health Organization, maternal BMI was catego-
rized into three groups: less than 18.5 kg/m2 (Underweight), 18.5–
24.99 kg/m2 (Normal), 25–29.99 kg/m2 (Overweight), greater or equal
to 30 kg/m2 (Obese). Obesity was subcategorized into three subgroups:
30–34.99 kg/m2 Obesity class I, 35–39.99 kg/m2 Obesity class II, greater
or equal to 40 Obesity class III—morbid obesity. Delivery of a living
neonate in Greece includes the delivery of any fetus equal or over
23 weeks of gestation. Full term neonates were defined as neonates
born at 37+0–40+6 weeks of gestation. Preterm delivery is a delivery
of a preterm neonate less than or equal to 36+6 weeks. Macrosomic
neonates were those whose weight was equal or greater to 4000 g.

Emergency Cesarean Section was defined as any cesarean section
that was performed for fetal distress, maternal reasons (e.g. pre-
eclampsia, respiratory problems) or obstetrical reasons (e.g. placental
abruption).

Assisted Vaginal Delivery was defined as any instrumental delivery
(use of vacuum, forceps or both).

Neonatal Intensive Care Unit admission includes the admission of
the neonate in the Unit, during the first 28 days of life.

Maternal residency was categorized into 4 groups: Α. Cities –
Capitals ≥100,000 population, Β. Cities with population between
100,000–5000, C. Towns & Villages ≤5000 population and D. Islands.
2.4. Statistical analysis

For data analysis the numerical parameters were imported into
Microsoft Excel 2010 and subsequently transferred to the Windows
Statistical Package for Social Sciences (SPSS) 21.0 for statistical process-
ing. Initially, we used descriptive and frequency statistics. Our study
divided in three groups, where the statistical analysis was conducted:
among the obese, the overweight (cases) and the women of normal
BMI (controls). The differences among the obtained groups were deter-
mined by applying the Kruskal – Wallis test, a non-parametric method
that is a non-parametric equivalent of a oneway analysis of variance,
but unlike ANOVA does not assume a normal distribution of the resid-
uals. Baseline characteristics were analyzed using either two-sample t
tests or Wilcoxon rank sum tests for continuous data, and Chi-squared
tests or Fisher's exact tests for categorical data were conducted after
testing for normality. A significance level of 5% was used throughout
the analysis. The incidence rates of adverse events were compared
with the use of Fisher's exact tests.
3. Results

3.1. Population of the study

Between 1st January 2003 and 31st December 2008, 8293 birth
records were recorded in the Department of Obstetrics in University
General Hospital of Patras. Of those, 2536 were excluded for missing
data (incomplete files). Additionally, 208 records were excluded as
they referred to stillbirths, terminations of pregnancy and missed mis-
carriages. Finally 5549 pregnancies were included in our analysis. A
case – control analysis was conducted (Table 2). There were 1164
cases included in the study (338 obese and 826 overweight), matched
to 2328 controls (676 and 1652womenwith normal BMI, respectively).
Each obese case was matched to two controls (2:1 study) and each
overweight case to four controls, according to age, region and year
of delivery. Maternal and neonatal characteristics are presented in
Table 1.
3.2. Mode of delivery

The risk of obesewomen, having cesarean section, was higher, com-
pared to controls (χ2(2) = 36,877, p b 0.001). Emergency cesarean sec-
tion, in women who undergone a cesarean section or assisted vaginal
delivery in women who delivered vaginally, did not differ between
cases and controls (data not shown). When women with diabetes
mellitus and hypertension were excluded, obese subjects remained at
increased risk of deliver by cesarean section compared to controls.
3.3. NICU admission

Offspring of obese mothers were at a times increased risk of
NICU admission, compared to offspring of subjects with normal BMI
(χ2(2) = 6.586, p = 0.037).
3.4. Mean birthweight

Neonatal mean birthweight in the obese group was higher com-
pared to mean birthweight of neonates in the control group [3142 ±
645.81, 2993 ± 664.14 respectively, p b 0.0001].
3.5. Preterm delivery

The risk of pretermdelivery (b37weeks)was increased in the obese
group, compared to controls (χ2(2) = 7.227, p = 0.027).



Table 1
Maternal and neonatal characteristics in cases and controls.

Maternal characteristics Obesity cases (338) Controls (A) (676) Overweight cases (826) Controls (B) (1.652)

Ethnicity Greek
Albanian
Roma
Other

326 (96.4%)
8 (2.4%)
1 (0.3%)
3 (0.9%)

620 (91.7%)
39 (5.8%)
5 (0.7%)
12 (1.4%)

745 (90.2%)
59 (7.1%)
12 (1.5%)
10 (1.2%)

1504 (91%)
105 (6.4%)
16 (1%)
27 (1.6%)

Age 41 ± 4.24 41 ± 1.41 37.73 ± 4.79 37.97 ± 5.13
Conception Natural

IVF
Othera

313 (92.6%)
20 (5.9%)
5 (1.5%)

649 (96%)
18 (2.7%)
9 (1.3%)

783 (94.8%)
31 (3.8%)
12 (1.4%)

1593 (96.4%)
39 (2.4%)
20 (1.2%)

Delivery Vaginal
Cesarean

134 (39.6%)
204 (60.4%)

348 (51.5%)
328 (48.5%)

399 (48.31%)
427 (51.69%)

927 (56.13%)
725 (43.89%)

Geographic area A
B
C
D

164 (48.5%)
87 (25.7%)
59 (17.4%)
23 (6.8%)

328 (48.5%)
174 (25.7%)
118 (17.5%)
46 (6.8%)

948 (57.4%)
434 (26.3%)
204 (12.3%)
41 (2.5%)

442 (53.5%)
210 (25.4%)
125 (15.1%)
39 (4.7%)

Neonatal characteristics
Birthweightb 3.470 ± 1.598 3.332.5 ± 590 3218 ± 580.07 3180 ± 532.9
Gestational ageb 31.5 ± 13.435 33 ± 12.727 38.12 ± 1.96 38.31 ± 1.90
Sex Boys

Girls
Unknown

163 (48%)
174 (51.5%)
1 (0.3%)

357 (52.8%)
319 (47.2%)
–

424 (51.3%)
402 (48.7%)
–

869 (52.6%)
783 (47.4%)
–

NICU admission 32 (9.5%) 58 (8.6%) 54 (6.54%) 95 (5.75%)
Prematurity (weeks) b34

34+0–36+6

37+0–37+6

38+0–41+6

Total

17 (5.03%) 30 (4.44%) 27 (3.3%) 44 (2.7%)
36 (10.65%) 67 (9.91%) 69 (8.4%) 133 (8.1%)
63 (18.6%) 103 (15.24%) 123 (14.9%) 203 (12.3%)
217 (64.2%) 469 (69.38%) 603 (73%) 1259 (76.2%)
333 669 822 1639

a Intrauterine insemination or ovulation induction drugs.
b Mean ± standard deviation.

59E. Papachatzi et al. / Early Human Development 93 (2016) 57–61
3.6. Mean birthweight—macrosomia

We found that there was not a statistically significant difference in
macrosomia between the different groups (χ2(2) = 5.066, p = 0.079).

4. Discussion

The prevalence ofmaternal obesity and overweight demonstrated in
our study was 6.1% (338) and 14.9% (826) respectively. To our knowl-
edge, this is the first attempt tomeasure the burden of maternal obesity
in a large population sample in Greece. Previous small studies, from
northern Greece, have shown a higher prevalence of maternal obesity
(up to 25.6%) [12]. Maternal pre-pregnancy obesity has been previously
correlated to adverse pregnancy outcomes, for both mother and neo-
nate [13].

In our case control analysis, a positive relationship between over-
weight and obesity and delivery by cesarean section was reported.
Table 2
Results of case–control analyses (A&B) and number of subjects included in the analyses.

Analysis A
(Obesity)

Diabetes mellitus and
hypertensive disorders e

Cesarean section (CS) OR 1.98
CI 1.516–2.580
p b 0.001

OR 1.76
CI 1.337–2.310, p b 0.001

Cases/controls 204/294
NICU admission OR 1.58

CI 1.00–2.550
p = 0.06

OR 1.4
CI 0.835–2.360 p = 0.19

Cases/controls 32/42
Macrosomia OR 1.06

CI 0.591–1.910 p = 0.840
OR 1.14
CI 0.623–2.076 p = 0.67

Cases/controls 18/34
Preterm deliverya OR 1.61

CI 1.094–2.354
p = 0.015

OR 1.46
CI 0.964–2.198 p = 0.07

Cases/controls 53/71

a ≤ 37 weeks of gestation.
There was a higher occurrence of cesarean section rates in both over-
weight and obese subjects, compared to controls. These findings are
similar to the results of previous studies [14]. A possible explanation
of these findings is based on adipose tissue's endocrine function. Adi-
pose tissue produces hormones such as leptin, adiponectin and visfatin,
which play a crucial role in metabolism, inflammatory response and
mediating crosstalk between insulin dependent tissues. Hormone
secretion in obese women differs to normal BMI women (adiponectin's
secretion in obese patient is reduced, angiotensin and TNFa are pro-
duced and may cause high blood pressure and thrombosis respectively,
leptin secreted from adipose tissue may influences placental secretion)
and these alterations result in endothelial dysfunction. This could be
responsible for adverse pregnancy outcomes such as preeclampsia and
fetal distress, which are common causes of preterm delivery and/or
delivery by cesarean section [15].

The cesarean section rate in our analysis was higher compared to the
rates reported in other European countries – for similar periods – or
xcluded
Analysis B (overweight) Diabetes mellitus and

hypertensive disorders excluded

OR 1.37
CI 1.157–1.618, p b 0.001

OR 1.31
CI1.108–1.557 p = 0.002

427/725

8
OR 1.15
CI 0.811–1.618
p = 0.439

–

54/95

4
OR 1.5
CI 1.044–2.167 p = 0.027

OR1.47
CI 1.008–2.135 p = 0.044

53/72

3
OR 1.1
CI 0.840–1.424 p = 0.50

–

96/177
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worldwide, even in normalweightwomen [16,17]. This observation has
been previously reported in Greece [18].

Neonates of overweight and obese mothers were at higher risk
of being admitted to an NICU. However, our results were statistically
significant in the obese group. Unfortunately, in our study, the indica-
tions for admission to an NICU were not reported. Nevertheless, the
increased morbidity (jaundice, hypoglycemia, birth defects, congenital
anomalies) of neonates of overweight and obese women has been pre-
viously reported, which is probably the main reason that could explain
this phenomenon [13].

In both groups, obese and overweight, an increased risk of a higher
mean birthweight in neonates of obese and overweight subjects
has been reported. This could be explained, as neonates of obese and
overweight mothers have higher levels of glucose, which pass through
the placenta and attribute to greater fetal growth (hyperglycemia,
hyperinsulinemia). There is a tendency towards obese mothers to
have a macrosomic neonate; however, these results did not show
statistical significance probably due to small sample (data not shown).
In recent studies, a positive correlation between obesity and macro-
somia, has been demonstrated [19]. In our study this relationship
did not reached statistical significance. Although previous studies
show a positive relationship between overweight women and neonatal
macrosomia [20], other studies found no statistically significant differ-
ence for this relationship [21].

Preterm delivery rates in pregnancy complicated by obesity have
been investigated in the literature with conflicting results. Many
researchers have found a positive correlation between overweight,
obesity and preterm delivery [22], while others do not support this cor-
relation [23]. Our data demonstrated a positive relationship between
obesity and preterm delivery. The causes of this observation are not
clearly understood. However, endothelium dysfunction that was men-
tioned abovemay influencematernal–fetal homeostasis andmay result
to reduced bloodflow to the fetus. Thismay be thefirst step in sequence
of reactions causing preterm birth.

To enforce our correlations, women with diabetes mellitus and hy-
pertensive disorders, were excluded from our case control analyses.
After the exclusion, the same analysis was conducted in these new
groups. Diabetes and hypertension could have been confounding factors
for our correlations. Many researchers have found diabetes as a risk
factor for cesarean section in obese women [24]. Moreover, maternal
diabetes increases the risk of neonatal macrosomia [25]. Even if
the pregnant woman has a good glycemic control, the prevalence of
macrosomia remains in high levels [26]. Additionally, neonates of
diabetic mothers are at higher risk of being admitted to an NICU. It
has been suggested that 8–10% of neonates of diabetic mothers were
admitted to an NICU admission because of hypoglycemia and perinatal
distress [27].

Almost 10% of pregnancies are complicated by hypertensive
disorders [28]. Similar to diabetes, hypertension disorders have been
correlated to preterm delivery, placental abruption and post-partum
hemorrhage [29]. A higher risk of cesarean section [30] and NICU
admission has been reported in women with preeclampsia and their
offspring [31].

In the second case control analysis, after the exclusion of diabetes
and hypertensive disorders, overweight and obese women were at
higher risk of cesarean section. Additionally, neonates of overweight
women were at increased risk of macrosomia.

Future research should include multi center prospective trials that
could further stratify the risks not only according to maternal pre-
pregnancy BMI but to maternal diet and glycemic control as well.

4.1. Strengths and limitations

To our knowledge this is one from the first studies focusing on over-
weight and obesity before pregnancy in a Mediterranean population in
a large study sample. In order to exclude confounding factors, a second
case control analysis was conducted with the exclusion of patients with
diabetes mellitus and/or hypertension.

The limitations of our study include data collection limitations.
Unfortunately, maternal prepregnancy BMI data were missing in 2536
subjects (30%). However, in this sample maternal age, residency,
mode of delivery, neonatal admission to NICU, macrosomia and prema-
turity did not differ from our study population (data not shown).
Another limitation of our study was that the causes of preterm delivery
were not reported. Therefore, we could not evaluate the incidence
of Premature Rupture of Membranes (PPROM) or other possible causes
of preterm delivery (infection, maternal comorbidities, Intrauterine
Growth Restriction – IUGR – etc.). Additionally, indications for NICU
admissionwere notmeasured in our study. For this reason, any possible
tendencies towards specific complications of the neonate (infection,
anomalies, congenital defects etc.) were missed.

The results of our case control retrospective study confirm that
increased BMI (with the mother being either overweight or obese) is
associated with adverse pregnancy outcomes (cesarean section, NICU
admission, neonatal macrosomia and preterm delivery). Counseling
women about pre-pregnancy weight loss and balanced weight gain
during pregnancy could be beneficial for these high-risk pregnancies.

5. Conclusion

This study showed obesity as an independent risk factor for adverse
pregnancy outcomes regarding cesarean section, NICU admission,
macrosomia and preterm delivery. The risk is also high for overweight
subjects.

Funding

There was no funding for this study.

Contribution to authorship

E. Papachatzi was responsible for data acquisition and manuscript
preparation.

S. Paparrodopoulos was responsible for data interpretation and
statistical analysis.

V. Papadopoulos was responsible for conception and study design.
G. Dimitriou was responsible for critical revision of the manuscript.
A. Vantarakis was responsible for conception and manuscript

preparation.
Details of ethics approval.
The studywas approved by thehospital's ethics committee (Number

2/19-02-2013 signed form).

Conflict of interest

The authors declare no conflict of interest.

Acknowledgements

The authors would like to express gratitude appreciation to Univer-
sity of Patras for access services in online libraries and journals.

References

[1] Kelly T, Yang W, Chen CS, Reynolds K, He J. Global burden of obesity in 2005 and
projections to 2030. Int J Obes 2008;32(9):1431–7.

[2] Imes CC, Burke LE. The obesity epidemic: the United States as a cautionary tale for
the rest of the world. Curr Epidemiol Rep 2014;1(2):82–8.

[3] Guelinckx I, Devlieger R, Beckers K, Vansant G. Maternal obesity: pregnancy compli-
cations, gestational weight gain and nutrition. Obes Rev 2008;9(2):140–50.

[4] Lee KK, EA R, AJ L, S B, S B, JE N, et al. Maternal obesity during pregnancy associates
with premature mortality and major cardiovascular events in later life. Hyperten-
sion 2015.

http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0005
http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0005
http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0010
http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0010
http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0015
http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0015
http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0020
http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0020
http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0020


61E. Papachatzi et al. / Early Human Development 93 (2016) 57–61
[5] Casas M, Chatzi L, Carsin AE, Amiano P, Guxens M, Kogevinas M, et al. Maternal pre-
pregnancy overweight and obesity, and child neuropsychological development: two
Southern European birth cohort studies. Int J Epidemiol 2013;42(2):506–17.

[6] Heslehurst N, Rankin J, Wilkinson JR, Summerbell CD. A nationally representative
study of maternal obesity in England, UK: trends in incidence and demographic
inequalities in 619 323 births, 1989–2007. Int J Obes 2010;34(3):420–8.

[7] Perez RC. Current mapping of obesity. Nutr Hosp 2013;28(Suppl. 5):21–31.
[8] Musaiger AO. Overweight and obesity in the Eastern Mediterranean Region: can we

control it? East Mediterr Health J 2004;10(6):789–93 ( = La revue de sante de la
Mediterranee orientale = al-Majallah al-sihhiyah li-sharq al-mutawassit).

[9] Huang L, Liu J, Feng L, Chen Y, Zhang J, Wang W. Maternal prepregnancy obesity is
associated with higher risk of placental pathological lesions. Placenta 2014;35(8):
563–9.

[10] Papachatzi E, Dimitriou G, Dimitropoulos K, Vantarakis A. Pre-pregnancy obesity:
maternal, neonatal and childhood outcomes. J Neonatal-Perinatal Med 2013;6(3):
203–16.

[11] ELSTAT, Hellenic Statistic Authority, Data provided 6/2013 (application form)
[12] Grammatikopoulou MG, Pritsa AA, Badeka S, Aggelaki I, Giantsiou I, Houta A, et al. A

pilot study on the prevalence of maternal obesity in selected Greek counties.
Endocrinol Nutr 2013;60(9):507–12.

[13] Athukorala C, Rumbold AR, Willson KJ, Crowther CA. The risk of adverse pregnancy
outcomes in women who are overweight or obese. BMC Pregnancy Childbirth 2010;
10:56.

[14] Al-Kubaisy W, Al-Rubaey M, Al-Naggar RA, Karim B, Mohd Noor NA. Maternal
obesity and its relation with the cesarean section: a hospital based cross sectional
study in Iraq. BMC Pregnancy Childbirth 2014;14:235.

[15] Valsamakis G, Kumar S, Creatsas G, Mastorakos G. The effects of adipose tissue and
adipocytokines in human pregnancy. Ann N Y Acad Sci 2010;1205:76–81.

[16] Mueller M, Kolly L, Bauman M, Imboden S, Surbek D. Analysis of caesarean section
rates over time in a single Swiss centre using a ten-group classification system.
Swiss Med Wkly 2014;144:w13921.

[17] Declercq E, Young R, Cabral H, Ecker J. Is a rising cesarean delivery rate inevitable?
Trends in industrialized countries, 1987 to 2007. Birth 2011;38(2):99–104.

[18] Kalogiannidis I, Petousis S, Margioula-Siarkou C, Masoura S, Dagklis T, Traianos A,
et al. Epidemiological characteristics and trends of caesarean delivery in a University
Hospital in Northern Greece. West Afr J Med 2011;30(4):250–4.
[19] Gaudet L, Ferraro ZM, Wen SW, Walker M. Maternal obesity and occurrence of fetal
macrosomia: a systematic review and meta-analysis. BioMed Res Int 2014;2014:
640291.

[20] Abenhaim HA, Kinch RA, Morin L, Benjamin A, Usher R. Effect of prepregnancy body
mass index categories on obstetrical and neonatal outcomes. Arch Gynecol Obstet
2007;275(1):39–43.

[21] Ng SK, Cameron CM, Hills AP, McClure RJ, Scuffham PA. Socioeconomic disparities in
prepregnancy BMI and impact on maternal and neonatal outcomes and postpartum
weight retention: the EFHL longitudinal birth cohort study. BMC Pregnancy
Childbirth 2014;14:314.

[22] Cnattingius S, Villamor E, Johansson S, Edstedt Bonamy AK, Persson M,Wikstrom AK,
et al. Maternal obesity and risk of preterm delivery. JAMA 2013;309(22):2362–70.

[23] Sharifzadeh F, Kashanian M, Jouhari S, Sheikhansari N. Relationship between pre-
pregnancy maternal BMI with spontaneous preterm delivery and birth weight.
J Obstet Gynaecol 2014;1–4.

[24] Marshall NE, Guild C, Cheng YW, Caughey AB, Halloran DR. The effect of maternal
body mass index on perinatal outcomes in women with diabetes. Am J Perinatol
2014;31(3):249–56.

[25] Wilmot EG, Mansell P. Diabetes and pregnancy. Clin Med 2014;14(6):677–80.
[26] Skupien J, Cyganek K, Malecki MT. Diabetic pregnancy: an overview of current

guidelines and clinical practice. Curr Opin Obstet Gynecol 2014;26(6):431–7.
[27] Nayak PK, Mitra S, Sahoo JP, Daniel M, Mathew A, Padma A. Feto-maternal outcomes

in women with and without gestational diabetes mellitus according to the Interna-
tional Association of Diabetes and Pregnancy Study Groups (IADPSG) diagnostic
criteria. Diabetes Metab Syndr 2013;7(4):206–9.

[28] Vadhera RB, Simon M. Hypertensive emergencies in pregnancy. Clin Obstet Gynecol
2014;57(4):797–805.

[29] Ye C, Ruan Y, Zou L, Li G, Li C, Chen Y, et al. The 2011 survey on hypertensive disor-
ders of pregnancy (HDP) in China: prevalence, risk factors, complications, pregnancy
and perinatal outcomes. PLoS One 2014;9(6):e100180.

[30] Adu-Bonsaffoh K, Obed SA, Seffah JD. Maternal outcomes of hypertensive disorders
in pregnancy at Korle Bu Teaching Hospital, Ghana. Int J Gynaecol Obstet 2014;
127(3):238–42.

[31] Mendola P, Mumford SL, Mannisto TI, Holston A, Reddy UM, Laughon SK. Controlled
direct effects of preeclampsia on neonatal health after accounting for mediation by
preterm birth. Epidemiology 2015;26(1):17–26.

http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0025
http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0025
http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0025
http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0030
http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0030
http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0030
http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0035
http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0040
http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0040
http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0040
http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0045
http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0045
http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0045
http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0050
http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0050
http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0050
http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0055
http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0055
http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0055
http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0060
http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0060
http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0060
http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0065
http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0065
http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0065
http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0070
http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0070
http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0075
http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0075
http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0075
http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0080
http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0080
http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0085
http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0085
http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0085
http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0090
http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0090
http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0090
http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0095
http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0095
http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0095
http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0100
http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0100
http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0100
http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0100
http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0105
http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0105
http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0110
http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0110
http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0110
http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0115
http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0115
http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0115
http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0120
http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0125
http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0125
http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0130
http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0130
http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0130
http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0130
http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0135
http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0135
http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0140
http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0140
http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0140
http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0145
http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0145
http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0145
http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0150
http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0150
http://refhub.elsevier.com/S0378-3782(15)30048-7/rf0150

	Pre-�pregnancy maternal obesity in Greece: A case–control analysis
	1. Introduction
	2. Materials and methods
	2.1. Study population
	2.2. Data collection
	2.3. Definitions
	2.4. Statistical analysis

	3. Results
	3.1. Population of the study
	3.2. Mode of delivery
	3.3. NICU admission
	3.4. Mean birthweight
	3.5. Preterm delivery
	3.6. Mean birthweight—macrosomia

	4. Discussion
	4.1. Strengths and limitations

	5. Conclusion
	Funding
	Contribution to authorship
	Conflict of interest
	Acknowledgements
	References


