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Weight gain in reproductiveaged women
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BMI Trajectories
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Figure 1: BA trajectories in entire sample of women of Reproductive age (18-32 years ) Australia

KakolyN, 2018



Weight and pregnancy outcomes
S

Population attributable fractions of perinatal
outcomes for nulliparous women associated
with overweight and obesity, 1990—-2014

Kate Cheney', Rachel Farber?, Alexandra L Barratt?, Kevin McGeechan?, Bradley de Vries"®, Robert Ogle', Kirsten | Black"’

A Steady increase over 3@ars

A Substantial proportion burdenf adverseperinatal
outcomes linkedo maternal overweightind obesity



RR of adverse outcomes

Underweight

Overweight

Combined obese

Caesarean delivery

Gestational diabetes

Large for
gestational age

Macrosomia

Prematurity’

Admitted to nursery’

Pre-eclampsiat

Post partum
haemorrhage*

Stillbirth

Congenital
abnormality

Small for
gestational age

0.76 (0.70—0.82)
0.74 (0.64—0.87)
0.69 (0.61-0.77)

0.45 (0.26-0.79)
1.01 (0.88-116)
0.89 (0.80-1.00)
0.61 (0.43—-0.86)
0.68 (0.57-0.82)

0.96 (0.61-1.51)
1.44 (1.05-196)

1.44 (1.28-1.63)

142 (1.36-1.49)
1.67 (1.51-1.85)
130 (1.22-1.39)

215 (1.74-2.65)
1.33 (1.21-1.47)
1.31 (1.22-1.41)
1.85 (1.60-2.15)
1.31 (1.19-1.45)

1.24 (0.91-1.68)
119 (0.92-1.54)

0.84 (0.74—0.95)

1.75 (1.65—-1.85)
3.09 (2.74—3.49)
147 (1.35-1.60)

2.80 (2.16—3.64)
1.59 (1.40-1.80)
1.62 (1.48-1.78)
3.09 (2.63—3.62)
1.63 (1.44-1.85)

1.60 (1.08-2.36)
1.73 (1.26-2.37)

0.70 (0.57-0.85)

Cheney et al 2018



Population attributable fraction
S

5 Proportions of selected perinatal outcomes attributable to maternal overweight
and obesity (population attributable fractions), 19802014, by 5-year bands*

Outcome 1990-1994 1995-1999 2000-2004 2005-2009 2010-2014
Pre-eclampsia’ 22.4% 23.8%
Obese 12.9% 13.4%
Overweight 10.9% 12.0%
Macrosomia 17.0% 22.3% 25.3% 25.7% 23.4%
Obese 7.1% 8.5% 7.3% 13.3% 133%
Overweight 10.7% 15.19% 19.4% 14.3% 11.7%
Gestational 12.9% 12.7% 14.3% 16.2% 17.0%
diabetes
Obese 6.9% 5.8% 8.6% 8.9% 9.4%
Overweight 6.4% 7.3% 6.3% 8.1% 8.3%
Caesarean birth 8.4% 0.3% 10.0% 10.6% 1.0%
Obese 3.4% 3.9% 4.5% 4.8% 4.7%
Overweight 5.1% 5.6% 5.7% 6.1% 6.6%

Cheney et al 2018



Gestational weight gain

JAMA | Original investigation

Association of Gestational Weight Gain With Maternal
and Infant Outcomes
A Systematic Review and Meta-analysis

Prepregnancy BMI Total weight gain Mean per week (kg)
(kg)

Underweight (<18.5 kg/m?) 12.5-18 0.51
Normal weight (18.5-24.9 kg/m?) 11.5-16 0.42
Overweight (25-29.9 kg/m?) 7-11.5 0.28
Obese (> 30 kg/m?) 5-9 0.22

A 1.4M pregnancies , SR metanalysis and meta regression

A Half enter pregnancy overweight or obese

Ao ET 1 xI T AT Ai160 1T AAO )Y/ - COEAAIETA
A Excess GWG increases risk of complications

A Excess GW@nd complications were similar internationally

A Applying ethnicity specific baseline BMI to IOM categories

Goldstein et al JAMA 201



Above recommended GWG
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Below recommended GWG
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Reproductive aged women and lifestyle
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LGA predictors: GDM and BMI
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Figure 1—Prevalence of LGA infants for cach prepregnancy BMI/GDM group. White bars, no GDM; black bars, GDM.

R L : ,
eductionist view of risk, both in pregnancy and beyond Black DiabCare 2013
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Postpartum weight retention
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Weight before and during pregnancy
S

A Clearimperativeto prevent excess weight gain, reduce
obesity¢ HIPPP

A Unanimous call for targeted efforts to improve lifestyle
preconception and during pregnancyltmit obesity and
Improve health
I WHO,IOM, NIHR AMA imperative
I NHMRQObesity Translatioraculty Case for Action
I National maternity guidelines



Antenatal Guidelines
e

A Recognise that BMI prior to pregnancy and GWG are important
determinants of health for mothers and babies

A Discuss weight gain diet and PA with all pregnant women
A Offered opportunity to monitor weight at every visit

However

A Need to go beyond this as monitoring alone does not help

A Need to support with multifaceted simple interventions

A Lifestyle teatment of obesityintensive, costlylargelyineffective

A Opportunity to focuson prevention;population level and targeted

National antenatal guidelines



Lifestyle interventions for obesity

A Increasingly clear lifestyle + pharmacotherapy

A Endocrine Society guidelines
A Pharmacotherapy or surgery


http://www.google.com/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0CAcQjRw&url=http://www.learnhemodynamics.com/hemo/contract.htm&ei=V6r8VMGCO9fVoATkj4HYDg&bvm=bv.87611401,d.cGU&psig=AFQjCNEpVr69GivMlTKNLidaV-_meP7KYw&ust=1425931099194102

Focus: Prevention of weight gain

A AGreatest public health challenge

Adlmost 1kg/ year in young women

A Fato-stat _
Aositive balance of 14kcal or 58kj/day

Arevention: minochanges

ASignificant advantages over obesity treatme

Lombard BMJ 2010, Lombard Public Health nutrition 2009, Lombard BMC Public Health
Harrison Obesity 2013, Harrison [JBNPA 2014.



Prevention vs Treatment

- Weight loss
- reduction 5001000kcals/day
- 5-10% weight loss over 6mths
- Fato-stat

- 1/1500 reach and maintain healthy
weight over 5 years

- Weight gain prevention
- reduction 60kcals/day

- Government policy context

250ml juice dowrto 100 ml



Public Health Approaches

AEducate
Ancentivise
ARegulate
AAccept slow progressive incremental

change
- Attitude change at all levels
-Courage and commitment with brave government and
comes from an active community



Opportunities

A Public Health approaches as well as large scale individual
Interventions delivered at low cost
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Knowledge to Action framework

Stage 1

Define problem-Stakeholder
engagement, formative research,
identifying gaps, priorities, needs

Stage 6 Stage 2

Evaluation of health
and economic
outcomes

Stage 5 Stage 3

Knowledge Codeveloped efficacy
dissemination, research & new
translation and scaleup knowledge generation

Stage 4

Implementation research to

Evidence/Knowledge
synthesis

determine broader
effectiveness

Harrison, Midwifery 2016,
RobinsonSemReprodved 2018



Vision of HIPP CRE
S

A To optimise healthy lifestyles in reproductiaged women wittthe
aimofreducing 6 SaAXidé& | yR wdnenandih@ia A
families

A To focus on key life stages for targeting lifestyle interventions in
women including preconception, during pregnancy and fp@stum

A To generate broad programs for the community

A To target high risk such as PCOS, Infertility, GDM or preeclamps
CALD, Indigenous, lower SES, Rural dwelimgen

mCHRI

Monash Centre for Health
Research and Implementation



Harrison et al international Journal of Behavioral Nutrition and Physical Activity 2014, 11:134 -»
hitpy Awwew. ijbnpa.orgfeontent/11/1/134 ‘ International Journal of Behavioral
D Nutrition and Physical Activity

RESEARCH Open Access

Limiting postpartum weight retention through
early antenatal intervention: the HelLP-her
randomised controlled trial

Cheryce L Harrison'”

BM

, Catherine B Lombard'” and Helena J Teede'”

Awstralian and Neww Zealamnd Forrmal of Obstetrics and Gumaecology 2014; 54: 382385 DO 10,1111 /aj0. 12207

Short Communication

How effective is self~weighing in the setting of a lifestyle intervention to
reduce gestational weight gain and postpartum weight retention?

eryce L. HARRISON,! Helena J. TEEDE"? and Catherine B. LOMBARD"
oneash Centre for Health Research and Implanantaton (MOCHRI), School of Pubkc Health and Preventiee Mediane, Monash
versity, and ? Diabetes Un it, Monash Health, Clavion, Vicoria, Ausmralia

RESEARCH

A low intensity, community based lifestyle programme to

f-weighing is important for weight management in general populatons; however its role in optimising gestational weight
1 18 less cdear. Our randomised wial in early pregnancy found regular self-weighing when combined with a self-

prevr-_‘-nt WEIght gain in women With yOLII'Ig Children: CIUSter nagement intervention, optimised weight gain at 28 weeks gestation (5.66 + 2.6 kg vs 7.03 + 3.56 kg, P = 0.02) and

randomised controlled trial

Catherine Lomband, sereor
professor in biostatistics,
professor in women's health'*

I associate professor in behawsoural epidemiclogy.® Helena Teede,

h fellow. Amanda Deeks, sersor research fellow,! Damien Jolley, assocate

uced postpartum weight retention (—0.57 + 3.94 kg vs 1 48 + 549 kg, P < 0.05) compared with control participants.
ults highlight the importance of self-monitoring strategies during pregnancy.

v words: gesmational weight gain, postpartum weight retention, pregnancy, self-monitoring, self-weighing.

Harrison ef al. International fournal of Behavioral Nutrition and Physical Actiity 2011, 819 g

httpffwwaw jbnpa.orgfcontent/B/ 1719

RESEARCH Open Access

Measuring physical activity during pregnancy

Chernyce L Harrison ‘, Russell G Thornpsonﬂ, Helena J Teede"”, Catherine B Lombard'”

Abstract

Background: Currently, little is known about physical activity patterns in pregnancy with prior estimates

predominantly based on subjective
and the importance of physical act

ssessment measures that are prone to error. Given the increasing obesity rates
in pregnancy, we evaluataed the relationship and agreement between

subjective and objective physical activity assessment tools to inform researchers and clinidans on optimal
assessment of physical activity in pregnancy.

@ PLOS | meoricine

RESEARCH ARTICLE

Preventing Weight Gain in Women in Rural
Communities: A Cluster Randomised
Controlled Trial

Catherine Lombard'**, Cheryce Harrison', Samantha Kozica', Sophia Zoungas'?,
Sanjeeva Ranasinha’, Helena Teede'”

1 Meonash Centre for Health R b and Impl ion, Monash University, Melb A lia,

2 Department of Mutrition and Dietetics, Monash University, Melbourne, Australia, 3 Diabetes and Vascular
@ Medicine Unit, Monash Health, Melboume, Australia

* catherine.lombard @monash.edu




Healthy Lifestyles PrograhtelLPher)

2014

Effectiveness
HelLP-her
adapted for
embedded
antenatal care
setting targeting
all pregnant
women

2015

NHMRC
GACD grant
for scale up
in SE Asia i

2000
women




HelLPHer Program

Target groups Target settings Policy and strategie

Reproductive aged women Local government m/e-healthdelivery

v v v

Communities, schools

PUEMEI e kindergartens

Implementation approach

v v v

Primarycare . :
Mothers _ Optimising health behaviours
Ambulatory care/ hospitals

v v v

Scale up including cost and

Middle aged women Workplaces resources

Lombard BMJ 2010, Lombard Public Health nutrition 2009, Lombard BMC Public Health
Harrison Obesity 2013, Harrison IJBNPA 2014, Lombard PLOS Medicine 2016



Key components

A SIMPLE MESSAGES

A Goal setting

A Monitoring: weight, pedometers

A Strategies: time management, prioritisation
A Small steps

A Relapse prevention and management

A Support




My Action Plan

Describe something YOU want to do related to your health or lifestyle:

lwant to:  EXercise more often

List all the Facts Solutions
ANo time after work AxeresE e oMy
Aroo cold A xercise after work
A oo tired R coreise-oriveaR-the
ANo motivation after wedding A

AGood for my health ~
Amportant for blood pressure on the weekend
and weight : i

| will exercise after work

When will you do it?:

where> At the gym or outside
How often~ 1 Nree times per week for 30 minutes

What do you need to do to make it happen?

1. Pack gym bag and put in the car so | don't have to go home to change
2. Go on the route home that goes past the gym so | feel bad if |1 don't go
3. Cook more on the weekends so | don't stress about dinners as much

How important to you is changing this area of youpsf™salth at this time of your life?
(notatall) 1 2 3 4 5 6 7 a 9 10 (very much so)

How confident are you that you can make the changes that are necessary?

(notatall) 1 2 3 4 5 6 7 9 10 (very much so)




High risk women for GDM: RCT

Baseline: 1216 weeks gestation
Measures collected: weight, height, physical activity, self monitoring

Control Intervention

1 Non -interactive session

Standard written diet & PA
guidelines, no other support

4 Behavior change sessions

Simple PA, diet messages.

Individual action plans tgoals.
Problem solving

Self -monitoring - weight, pedom
Relapse prevention - holidays

Ongoing support

Review: 2&8 weeks gestation (end active phase)
Measures & GDM screening

Review: 6 weeks postpartum (end maintenance phase)



