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Abstract Obesity has grown to epidemic proportions, and currently nearly half of the reproduc-

tive-age women are overweight or obese. According to the World Health Organization (WHO),

1.6 billion worldwide are overweight (BMI between 25 and 30 kg/m2) and 400 million are obese

(BMI > 30 kg/m2). Over half of all women in the UK and 61% of women in USA are either over-

weight or obese. There are distinctly increased health risks and costs of obesity that led to a great

argument about fertility treatment including assisted reproductive techniques (ART) in obese

women.
� 2013 Production and hosting by Elsevier B.V. on behalf of Middle East Fertility Society.
1. Obesity and fertility treatment

We know that obesity is a definite contributor to the ovulatory
problems mainly PCOS. Obesity impairs the ovarian response
and thus, increases the dose of ovulatory agents. The success

rate of ovulatory drugs, as regards pregnancy and live birth
rates, may be compromised in the obese patients. Some reports
revealed decreased success rates following assisted reproduc-
tion in obese women.

Nevertheless, many reports did not demonstrate a higher
risk of negative outcomes such as cycle cancelation, fewer oo-
cytes or embryos or low pregnancy rates in obese women. A

large retrospective study on 1300 women undergoing IVF
failed to settle a relationship between BMI and the rates of
clinical pregnancy or live birth [2]. Maheshwari et al. [3], in a

systematic review on the effect of overweight in women under-
going assisted reproductive techniques found that there was
insufficient evidence to conclude that high BMI is associated
with reduced live birth rate. Orvieto et al. [6] showed that ob-

ese patients who respond to ovarian stimulation, will have
average conception rates.
It has been argued that providing fertility treatment to

overweight and obese women is not cost effective due to re-
duced chances of success, higher risks of pregnancy loss and
perinatal worries. Maheshwari and co workers [4] failed to
show any significant differences in costs per live birth following

ART in overweight and obese women compared with women
with normal BMI.

The available data concerning obesity and poor reproduc-

tive outcomes incline to be from meta-analyses which are
aggregated statistics unable to fine-tune for key confounders
such as age and unable to provide reliable data on utilitarian

outcomes such as live birth.

2. Obesity and pregnancy complications

Some reports demonstrated an increased miscarriage rate in
obese women following spontaneous conception or assisted
reproduction. However, removal of other confounding agents
such as age and PCOS will show that miscarriage rate will not

be higher in obese women undergoing ART [5].
Undoubtedly, obesity is associated with obstetric complica-

tions such as pre-eclampsia, gestational diabetes, induction of

labor and Cesarean section. This risk is correct when observed
in obese but not just overweight patients (BMI < 35 kg/m2).

Maternal obesity has been claimed to be associated with an

augmented risk of structural anomalies. Callaway et al. [1],
showed that the adjusted ORs for congenital anomalies were
1.25 (0.85–1.87) for BMI 25.01–30 kg/m2, 1.58 (1.02–2.46)
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for BMI 30.01–40 kg/m2 and 3.41 (1.67–6.94) for
BMI > 40 kg/m2 compared with women with normal weight.
These data, however, need to be read in the framework of risks

in other clinical conditions such as diabetes in women with nor-
mal BMI.Maternal obesity has been suspected of being respon-
sible for adult disease in the offspring, the exact mechanism for

such programing imperfections has yet to be convincingly
proven.

3. BMI cut-off is impractical

The evidence underlying recommendations for BMI cut-off for
providing fertility treatment is weak and many of these BMI

cut off values are random and perhaps based on experts’ opin-
ions. The National Institute of Clinical Excellence (NICE)
guideline suggests that it is appropriate to achieve a BMI of
less than 29 kg/m2 prior to fertility treatment. The British Fer-

tility Society (BFS) guideline endorses that fertility treatment
should be postponed until a woman’s BMI is less than
35 kg/m2, but a BMI < 30 kg/m2 is better in women under

37 with normal FSH. In New Zealand, clinical priority access
criteria implemented in 2000, confines women with
BMI > 32 kg/m2 from having fertility treatment. This contro-

versy means that a strict BMI rule is impracticable and
unenforceable.

Although many studies advocate that weight loss improves
reproductive performance, this is difficult to accomplish for

many women. Conventional approaches such as lifestyle
amendment, dietary control, increasing physical activity and
pharmacotherapy such as metformin or orlistat produce di-

verse results. Most fruitful weight loss intrusions result in 5–
10 kg weight loss per woman and this may be insufficient to
permit them to cross a subjective BMI brink.

4. Conclusion

Overweight and obesity is common in women of reproductive

age. Those who are choosing to postpone childbearing for the
weight reduction should balance the negative effects of aging
versus obesity on fertility and perinatal outcomes. In women
over 36, age has been shown to employ a stouter negative

effect on oocyte number, number of mature and fertilized
oocytes, clinical pregnancy and live birth rates. However, there
is no strong evidence for the association between obesity and

live birth in infertile women. Thus, there is insufficient proof
to refute women fertility treatment on grounds of BMI.
Weight loss should be invigorated wherever possible and pre-

conception counseling should be accessible.
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