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My midwife 
says… I’m having 
a big baby

Women who are told they are 
expecting a big baby may feel 
worried. Sophie Hinsliff, a midwife 
and antenatal teacher, looks at 
how practitioners can discuss this 
with parents. 

As an NCT practitioner (NCTP), I have 
followed several online discussions about 
pregnant women’s experiences when their 
babies measure larger than average. This 
can lead to interventions, such as extra 
ultrasound scans, and to conversations with 
midwives or doctors about potential risks 
at birth.1,2 Women and partners may feel 
anxious and disempowered. As practitioners, 
we can help by being well-informed about 
the research and practice in this area. 

In this article, we consider the implications 
of larger-than-average fetal size and 
the reliability of predicting birthweight. 
Then we discuss how practitioners can 
combine the use of research evidence with 
communication skills when teaching. 

How much does size matter? 

‘Fetal macrosomia’ means a larger-than-
normal baby, and is used to describe a 
variety of birthweights above 4,000g.3 In a 
review of 17 studies, Rossi et al found that 
researchers used varying thresholds to 
define macrosomia, ranging from 4,000g to 
5,000g.4 Macrosomic babies can be further 
categorised as symmetric or asymmetric. 
Most larger babies (around 70%) are 
classified as having symmetric macrosomia: 
the size of their head, chest and abdomen 
are all proportionately larger. 

Asymmetric macrosomia refers to a baby 
with a ‘thoracic [chest] and abdominal 
circumference that is relatively larger than 
the head circumference’ (p78).3 This can 
occur when women have unstable diabetes, 
and experience recurrent high blood glucose 
levels (hyperglycaemia) during pregnancy. 
Babies exposed to hyperglycaemia grow 
larger than usual, with particularly high 
levels of adipose tissue (fat) around the neck 
and shoulders. Their build and metabolism 

increase the likelihood of shoulder dystocia, 
which occurs when the baby’s shoulders 
become wedged inside the mother’s pelvis, 
instead of rotating to complete the birth.3,5 

Anecdotal evidence from NCTPs suggests 
that health professionals often emphasise the 
risk of shoulder dystocia when anticipating 
larger birthweight babies. It is a concern 
for health professionals as it needs to be 
managed expertly, and can lead to serious 
complications.6,7 As a result, it dominates the 
research literature on birthweight. 

If, during an antenatal session, parents raise 
the potentially alarming scenario of their 
baby getting stuck during labour, sensitive 
discussion is required. It will be reassuring 
to note that shoulder dystocia occurs in 
approximately 0.58% to 0.70% of births, and 
that health professionals are well-practised 
in management procedures designed to 
extend the capacity of the pelvis and enable 
the baby to be born.7 

Shoulder dystocia is notoriously difficult to 
predict; it can occur at births where no risk 
factors are apparent. One study found that 
48% of dystocias occurred among babies 
weighing less than 4,000g.7 Because a small 
proportion of babies weigh more than this, 
the remaining 52% of shoulder dystocias 
are distributed among a smaller group 
of babies. Hence the actual incidence of 
dystocia is higher among babies weighing 
more than 4,000g. It becomes progressively 
more likely as birthweight increases above 
4,500g.8,4 Nevertheless, most births of 
higher-weight babies occur without shoulder 
dystocia, suggesting that fetal size is a poor 
predictor.7 One consistent research finding 
is that shoulder dystocia and compromise 
at birth are both more likely for babies with 
asymmetric macrosomia.3 

Although the majority of shoulder dystocias 
resolve easily, there are risks to babies and 
mothers, including:

•  Brachial plexus injury (nerve damage) in 
2.3-16% of cases 

• Fracture of the baby’s arm (2-12%)

• Postpartum haemorrhage (11%) 

•  Third and fourth-degree perineal tears 
(3.8%).7 

Perinatal death is also possible.7,6,4 

In the UK, both maternal obesity and babies’ 
birthweight are increasing, and raised BMI 
can increase the chance of a larger baby.2 
Asymmetric macrosomia is associated 
with obesity in childhood and adulthood, 
and development of cardiovascular and 
metabolic problems.2,3 Raised BMI is affected 

by behavioural factors, such as diet9 but also 
structural factors such as poverty.10 

Measuring fetal growth in pregnancy 

Midwives are recommended to measure 
fetal size at each visit from 24 weeks of 
pregnancy.1 A tape measure is used to 
measure from the top of the pregnant 
woman’s uterus (fundus) to her pubic bone 
(symphysis pubis) – this is termed symphysis 
fundal height (SFH).11 At each appointment, 
the measurement is plotted onto a graph, 
known as a customised growth chart (CGC). 
CGCs are created individually, based on each 
woman’s ethnicity, height, weight and body 
mass index (BMI) at the beginning of the 
pregnancy.12 Although the accuracy of SFH 
measurements has been questioned,13 CGCs 
are a more sensitive tool than charts based 
on general population measurements. Their 
main focus is actually to detect ‘small for 
gestational age’ (SGA) babies, plotting below 
the tenth centile on the chart. These babies 
may be at increased risk of complications, 
particularly stillbirth.12 

Babies whose weight plots above the 
ninetieth centile are termed ‘large for 
gestational age’ (LGA). Amongst the general 
population, the approximate birthweight 
for the ninetieth centile is 4,000g. CGCs 
show us that each individual woman 
has her own range of normal, and that 
measurements may be inaccurate. Hence a 
woman attending our antenatal classes who 
measures on the ninetieth centile may give 
birth to a baby larger or smaller than 4,000g. 

Women whose SFH measurements 
consistently plot above the ninetieth centile, 
or accelerate suddenly, may be offered 
further investigations. Ultrasound scans can 
estimate fetal weight, using a combination 
of body measurements such as femur 
length, abdominal circumference and head 
circumference.3 A summary of some studies 
undertaken to date suggests that scans are 
right approximately 50% of the time when 
predicting birthweights above 4,000g,8 
although individual probabilities for different 
studies vary between 15% and 79%.14 

Women whose babies appear to be growing 
at an accelerated rate are likely to be 
offered a test for gestational diabetes 
mellitus (GDM).1 This condition can be 
associated with increased liquor volume 

Working with parents

‘Monitoring procedures and 
screening tests assess risk 
rather than giving accurate 
individual predictions.’
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(polyhydramnios), and with increased fetal 
size,3 both of which contribute to a larger 
‘bump’. Unstable blood sugar is a significant 
factor for fetal growth and fetal compromise. 
There has been discussion in the research 
literature, however, about diagnostic 
parameters for GDM, and its effects will vary in 
each individual case.15 When talking to clients, 
it is important for NCTPs to bear in mind 
that monitoring procedures and screening 
tests assess risk rather than giving accurate 
individual predictions; therefore, for example, 
women with pre-existing or gestational 
diabetes will not automatically have a larger-
than-average baby. Women should be given 
information and help to understand the 
implications, including what is uncertain, so 
that they can make decisions. 

How can we help as practitioners?

As practitioners, we aim to help couples feel 
confident in anticipation of labour and to 
feel positive about giving birth, whatever 
the circumstances. As with any other topic, 
couples attending NCT classes will have 
a range of attitudes, with some feeling 
anxious about possible additional risks if 
their baby may be larger than average, and 
others frustrated about a growing tendency 
to medicalise pregnancy care. Sensitive, 
individually-focused discussion is needed. 
NCT training reinforces that use of language 
is key when working with parents, so 
throughout this article I have deliberately 
avoided the use of the term ‘big babies’. 

In some areas, women may be advised to 
plan for birth in an obstetric unit rather than 
in a birth centre or at home. 

To manage these discussions, NCTPs need 
to be familiar with local antenatal care 
practices and be confident in discussing 
the basis for them. As part of our role in 
supporting couples to make informed 
decisions, NCTPs are skilled in obtaining 
and sharing research. However, we also 
recognise that research cannot provide 
definitive answers about what is right for 
individuals.16,17 Some women may feel that 
a conservative approach is the right path 
for them. In this situation, we need to help 
clients trust their intuition about accepting 
help – perhaps needing support to move 
away from the birth they had hoped for and 
anticipated. Others will feel confident in 
their midwifery care and able to proceed as 
planned, and see how labour unfolds.

Antenatal teachers and midwives can 
draw on research evidence, professional 
experience, birth stories and intuition – the 
parents’ and our own, considering different 
‘ways of knowing’18 and the value we place 
on different kinds of knowledge. The BRAIN 

decision-making model encompasses these 
resources, and takes account of different 
ways of knowing.18 A key part of NCTPs’ 
training focuses on engaging pregnant 
women and partners with the physicality of 
birth. We encourage parents to use massage, 
try out different positions for labour, and 
to optimise their complex cocktail of birthing 
hormones.19 These skills can help increase 
parents’ confidence and trust in the 
birth process. 

Conclusion 

There is no clear, reliable way of predicting 
in pregnancy what a baby will weigh at 
birth. When routine antenatal care indicates 
a woman may be carrying a larger than 
average baby, health professionals may 
discuss implications for labour. Some 
women may subsequently be anxious about 
giving birth. 

The majority of babies defined antenatally as 
above the ninetieth centile are simply normal, 
well-grown babies.8 Women with larger-than-
average babies do not necessarily experience 
complicated births. However, hyperglycaemia 
and maternal weight can impact on a baby’s 
growth and health at birth. 

When working with a couple to discuss 
birthing a well-grown baby, NCTPs 
need to recognise any concerns the 
parents have and their attitude towards 
accepting professional advice and clinical 
interventions. We encourage couples to 
discuss and question assumptions – for 
example – that a ‘big’ baby may get stuck, 
and to take ownership of their birth. 
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