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1. Plain language summary
The term ‘macrosomia’ is interchangeably used with ‘large for gestational age’ to describe a ‘big baby’. This
implies growth beyond an absolute birth weight, which is defined either as birth weight over 4000g or over
4500g. The risk of complications for both mother and baby increase with increasing birth weight, especially
when the birth weight is over 4500g. The prediction of birth weight using either clinical examination or
ultrasonography is imprecise. There is some evidence to suggest that inducing labour prior to 39 weeks
gestation for a suspected large baby can reduce the risk of shoulder dystocia. It is also reasonable to offer
elective caesarean birth to women with an estimated birth weight of 4500g in the presence of diabetes (or
5000g in the absence of diabetes). Decisions regarding timing and mode of birth should be made taking into
consideration the woman’s wishes and the full clinical picture. Reducing the likelihood of macrosomia is
possible by optimising pre-pregnancy weight, encouraging pregnant women (with no contra-indications) to
participate in regular exercise and maintaining near-normal blood sugar levels in women who have diabetes.

2. Introduction
The term ‘macrosomia’ implies growth beyond an absolute birth weight but establishing a universally
accepted definition for macrosomia is challenging. It is variably defined as a birthweight over 4000g, over
4500g or above the 90th centile of weight for gestation. Suspected macrosomia is encountered commonly in
obstetric practice.
The risk of morbidity for women and infants when birth weight is over 4000g is more than that of the general
obstetric population. The risks associated with increasing birth weight increase on a continuum with a sharp
increase when the birthweight is more than 4500g1, 2.
The purpose of this document is to provide clinicians with guidance regarding accuracy and limitations of
methods for estimating fetal weight, quantifying the risks of macrosomia and suggesting evidence based
clinical management principles for a pregnancy with suspected macrosomia.

2.1 Definition of macrosomia

Two terms are applied commonly to excessive fetal growth.
Large for gestational age (LGA) - implies a birthweight equal to or more than the 90th centile for a given
gestational age.
Macrosomia - implies growth beyond an absolute birth weight, usually 4000g or 4500g, regardless of
gestational age.
Australian and New
Zealand birthweight
data for singleton
pregnancies at 40 weeks
gestation shows the
following birthweight
centiles3:

90%
95%
99%
*All weight in grams

AUSTRALIA

MALE
(n = 409976)
4195
4370
4708

NEW ZEALAND

FEMALE
(n = 398257)
4030
4200
4525
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MALE
(n = 81946)
4260
4450
4810

FEMALE
(n = 81214)
4120
4300
4670
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For the purposes of this guideline, the definitions used are:
• Suspected Fetal Macrosomia - Ultrasound Estimated Fetal Weight (EFW) and/ or Abdominal
Circumference (AC) >/= 95th centile for gestation

2.2 Risk factors for fetal macrosomia
Maternal4

Fetal2

•
•
•
•
•
•
•
•

Pre-existing diabetes or gestational diabetes
Race
Pre-pregnancy body mass index (BMI)/ maternal obesity
Prior history of LGA/ macrosomia
Maternal age > 30yr
High parity
Post term pregnancy
Excessive maternal weight gain.

•

Male infant

3. Summary of recommendations
Recommendation 1
Universal third trimester ultrasound screening identifies more pregnancies
with fetal macrosomia but does not have a clinically significant effect at
predicting shoulder dystocia5.
Recommendation 2

Grade
Evidence based
recommendation
Level A
Grade

Both clinical estimation of fetal weight as well as ultrasound estimation of
fetal weight may be limited and should be considered with caution. Both
can be used most effectively as a tool to rule out macrosomia.
Recommendation 3
The benefit of induction of labour before 39+0 weeks of gestation in the
presence of ultrasound confirmed fetal macrosomia of EFW >95th centile
(namely, reduction of clinically significant shoulder dystocia and fractures
in the neonate) must be weighed against the challenges with the
ultrasound diagnosis of fetal macrosomia as well as the short-term and
long-term outcomes for babies born before 39+0 weeks gestation.
Good Practice Point
The principles of Shared Decision Making (SDM) should be applied to make
individualised plans for timing of birth in partnership with the woman
taking into consideration the full clinical picture. The discussion including
risks, benefits, options and recommendations should be clearly
documented.

Evidence based
Recommendation
Level B
Grade
Evidence based
Recommendation
Level B

Recommendation 4
Although the prediction of macrosomia is imprecise, elective caesarean
birth may be beneficial for newborns with suspected macrosomia who
have an estimated fetal weight of 5000g or more in women without
diabetes and an estimated fetal weight of 4500g or more in women with
diabetes.
Recommendation 5
Pregnant women with suspected macrosomia should be provided with
individualised counselling about the risks and benefits of vaginal birth and
caesarean section based on their individual clinical circumstances. This

Grade
Consensus based
Recommendation
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discussion should be clearly documented. A plan for mode of birth should
be made using the principles of SDM.
Good Practice Point
The decision to proceed with operative vaginal birth in a baby with
suspected fetal macrosomia should be made by an appropriately skilled
and experienced clinician, taking into consideration the full clinical picture
and associated risk factors. Consideration should be given to performing
this in theatre.
Recommendation 6
It is appropriate for women and clinicians to consider past and predicted
birth weights when making decisions regarding VBAC. However, suspected
macrosomia alone is not an absolute contraindication to VBAC.
Recommendation 7
Women without contraindications should be encouraged to engage in
aerobic and strength-conditioning exercises during pregnancy to reduce
the risk of macrosomia.
Recommendation 8
Control of maternal hyperglycemia reduces the risk of macrosomia.
Therefore, universal screening for GDM and optimum maternal glucose
management for pregnancies complicated by diabetes is recommended.
Recommendation 9
Given the health benefits for pregnancy outcomes, pre-pregnancy
counselling of women with Class III obesity should include a discussion
regarding the benefits and risks of bariatric surgery prior to pregnancy.

Grade
Consensus based
Recommendation
Grade
Evidence based
Recommendation
Level A
Grade
Evidence based
Recommendation
Level A
Grade
Evidence based
Recommendation
Level B

4. Discussion and recommendation
4.1 Diagnosis of macrosomia
Recommendation 1
Universal third trimester ultrasound screening identifies more pregnancies
with fetal macrosomia but does not have a clinically significant effect at
predicting shoulder dystocia.
Recommendation 2
Both clinical estimation of fetal weight as well as ultrasound estimation of
fetal weight may be limited and should be considered with caution. Both
can be used most effectively as a tool to rule out macrosomia.

Grade
Evidence based
Recommendation
Level A
Grade
Evidence based
Recommendation
Level B

An accurate diagnosis of macrosomia can only be made by weighing the newborn after birth. The prenatal
prediction of newborn birth weight is imprecise. Although published formulas for estimating fetal weight
show a correlation with birth weight, the variability of the estimate is up to 20% with most of the formulae6.
Ultrasonography enables direct measurement of various body parts but its accuracy in predicting macrosomia
is poor. A meta-analysis of 29 studies found a sensitivity of 56% and a specificity of 92% for predicting birth
weight more than 4000g.7 Ultrasound accuracy decreases with increasing fetal weight beyond 4000g (7,8) such
that an ultrasound-estimated fetal weight of more than 4500g accurately predicts birth weight of more than
4500g in only 33-44% of cases8-13. A systematic review of many different ultrasound definitions of macrosomia
recently evaluated absolute measurement and centile cut-offs for AC and EFW as well as other fetal
measurements for their prediction of shoulder dystocia. The best ultrasound predictor of shoulder dystocia
was not EFW >95th centile or >4000g, but was difference in abdominal and biparietal diameters of >/= 2.6cm.
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A variety of other techniques and formulae have also proven to be unhelpful at accurately predicting
macrosomia. Neither longitudinal ultrasound examinations nor individual growth-curve modelling improves
prediction of macrosomia14. Using height and weight customised growth curves has proved to be no better
than using population-based growth curves. However, there is evidence to show that height customised
charts improve the prediction of LGA babies that are at increased risk of intrapartum caesarean section15.
Magnetic resonance imaging has been shown to have higher sensitivity and specificity than ultrasonography8,
16
but, given its cost and discomfort, further study is needed to determine its appropriate use in this setting.
Measurement of symphysis to fundal height alone is a poor predictor of macrosomia. Retrospective studies
suggest that the sensitivity of fundal height measurement alone for detection of macrosomia is 20-70%
depending on the thresholds used17, 18, although specificity is more than 90% indicating that it is more
effective for ruling out macrosomia than ruling it in.
Studies comparing the accuracy of ultrasound with that of physical examination for detection of macrosomia
have had inconsistent findings. Universal third trimester ultrasound screening identifies more pregnancies
with fetal macrosomia but does not have a clinically significant effect at predicting shoulder dystocia.
Parous women appear to be able to predict the weight of their newborns as well as clinicians who use
ultrasonography or clinical palpation19.

4.2

Risks associated with macrosomia

4.2.1 Maternal Morbidity:
Increased risk of
• Caesarean birth: This is due to labour abnormalities (prolonged labour and arrest of dilatation and or
descent). Studies show that with birth weights of more than 4500g, the risk of caesarean birth for
women attempting a vaginal birth is at least double that of controls2, 20-22 .
• Postpartum haemorrhage (OR 3.1)23
• Chorioamnionitis (OR 2.4)23
• Third-degree or fourth-degree tears (OR 1.7)24. This risk is especially higher when the birth is
complicated by shoulder dystocia25.

4.2.2 Fetal Morbidity and Mortality:
Increased risk of
• Shoulder dystocia (OR 7.1)23
• Injuries associated with shoulder dystocia - fracture of the clavicle26 (10-fold increase in the presence
of macrosomia), damage to the nerves of the brachial plexus leading to Erb-Duchenne paralysis27 (18fold to 21-fold increase in the presence of macrosomia with absolute rates between 2.6% and 7%28).
Between 80-90% of cases of brachial plexus palsy resolve by age 1 year25. Persistent injury is more
common with higher birth weights and, in particular, birth weights over 4500g29.
• Low 5-minute Apgar scores20, 23
• Hypoglycemia30
• Rates of admission to neonatal intensive care unit30
• Overweight, obesity and metabolic syndrome later in life31
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4.3 Management of term patients with suspected macrosomia
4.3.1 Timing of birth
Recommendation 3
The benefit of induction of labour before 39+0 weeks of gestation in the
presence of ultrasound confirmed fetal macrosomia of EFW >95th centile
(namely, reduction of clinically significant shoulder dystocia and fractures
in the neonate) must be weighed against the challenges with the
ultrasound diagnosis of fetal macrosomia as well as the short-term and
long-term outcomes for babies born before 39+0 weeks gestation.
Good Practice Point
The principles of Shared Decision Making (SDM) should be applied to make
individualised plans for timing of birth in partnership with the woman
taking into consideration the full clinical picture. The discussion including
risks, benefits, options and recommendations should be clearly
documented.

Grade
Evidence based
Recommendation
Level B

Two randomised clinical trials have examined the effect of a policy of induction of labour at term for
ultrasonography-derived estimated fetal weight more than the 90th percentile. In the first trial (1997), a total
of 273 women at 38 weeks of gestation or later with ultrasonographically-derived estimated fetal weights
between 4000g and 4500g were randomised to either planned induction of labour or expectant
management32. The caesarean birth rates were similar: 19.4% for the induction group and 21.6% for the
expectant group. There were 5 cases of shoulder dystocia in the induction group and 6 in the expectant
group. All were managed without brachial plexus palsy or other trauma. However, it is important to note that
this data is from 1997.
In a second trial (2015), a total of 822 women with a clinical suspicion of macrosomia and an estimated fetal
weights (EFW) on follow up US to be above the 95th percentile for gestational age between 37+0 to 38+6
weeks of gestation were randomised to induction of labour within 3 days or to expectant management33.
With induction of labour, the risk of shoulder dystocia was reduced from 4% to 1% (RR 0,32; 95% CI 0.12 to
0.85). Importantly, there were no instances of brachial plexus palsy in either group, and the caesarean birth
rates were similar: 28% in the induction group and 32% in the expectant management group (RR 0.89; 95% CI
0.72 to 1.09). The only significant differences in newborn outcomes were a decrease in clinically significant
shoulder dystocia (from 4% to 1%) and neonatal fractures (from 1% to 0.8%). There was an increase in
neonatal hyperbilirubinemia and the need for phototherapy, especially in the group that gave birth before
38+6 weeks of gestation. The results of this trial should be interpreted noting that the definition of
macrosomia used was specifically EFW > 95th centile at 36-38 weeks of gestation (AC was not used to define
macrosomia) and that the trial had 409 women in the IOL arm and 413 women in the expectant management
arm. Larger trials are needed to confirm these findings.
Two meta-analyses involving a total of 1190 women with suspected macrosomia have been published34, 35.
Compared with expectant management, induction of labour for suspected macrosomia reduced the risk of
shoulder dystocia (RR 0.60; 95% CI, 0.37 to 0.98) and any type of fracture (RR 0.20; 95% CI, 0.05 to 0.79) with
no change in the risk of caesarean birth (RR 0.91; 95% CI, 0.76 to 1.09) or instrumental birth (RR 0.86; 95% CI,
0.65 to 1.13)34. However, there were no significant differences between the groups for brachial plexus palsy,
although this outcome was infrequent (RR 0.21; 95% CI, 0.01 to 4.28). Findings from trials included in the
review suggest that to prevent one fracture it would be necessary to induce labour in 60 women.
Whether intervention is better than expectant management for fetuses with suspected macrosomia and the
gestational age at which delivery should be performed are unclear36. Meta-analysis of available trials suggests
that IOL for suspected macrosomia can reduce the risks of shoulder dystocia and birth trauma but this benefit
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is best realized when IOL is undertaken shortly after the diagnosis of macrosomia at 37-38 weeks’ gestation.
The benefit of IOL solely for the indication of suspected macrosomia later in pregnancy (>39 weeks) is not
established. Observational data suggests that planned birth after 39+0 weeks results in better short term and
long term neonatal, infant and childhood outcomes37. A large before and after study showed that a policy that
restricts both IOL and elective caesarean section before 39+0 weeks gestation is associated with reduced risk
of admission to neonatal intensive care unit38. There is insufficient evidence to compare IOL above 39 weeks
to expectant management where the benefit of reducing shoulder dystocia does not outweigh the harm of
early birth.
The benefits of ‘routine’ IOL at 39 weeks for nulliparous women with a normally grown baby are increasingly
being recognized39, 40 and can form an additional consideration when counselling women regarding their
options for timing of birth.
To enable women to make an informed choice based on their individual circumstances and options, the
principles of Shared Decision Making (SDM) should be applied. SDM is defined as ‘an approach where
clinicians and patients share the best available evidence when faced with the task of making decisions, and
where patients are supported to consider options, to achieve informed preferences.

4.3.2 Mode of birth
Recommendation 4
Although the prediction of macrosomia is imprecise, elective caesarean
birth may be beneficial for newborns with suspected macrosomia who
have an estimated fetal weight of 5000g or more in women without
diabetes and an estimated fetal weight of 4500g or more in women with
diabetes.
Recommendation 5
Pregnant women with suspected macrosomia should be provided with
individualised counselling about the risks and benefits of vaginal birth and
caesarean section based on their individual clinical circumstances. This
discussion should be clearly documented. A plan for mode of birth should
be made using the principles of SDM.

Grade
Consensus based
Recommendation

Grade
Consensus based
Recommendation

Suspected fetal macrosomia is not a contraindication to vaginal birth. Although fetal and maternal morbidity
increase with birth weights more than 4000g, most births of macrosomic newborns are uncomplicated23, 41.
Elective caesarean section reduces, but does not eliminate, the risk of birth trauma and neonatal brachial
plexus palsy associated with macrosomia27, 42. Although the prediction of macrosomia is imprecise, elective
caesarean section may be beneficial for newborns who have an estimated fetal weight of at least 4500g in
women with diabetes and an estimated fetal weight of 5000g in women without diabetes. However, in the
absence of randomized clinical trials, elective caesarean section for suspected macrosomia is based on expert
opinion.
Studies using estimates of the prevalence of permanent brachial plexus palsy at birth found that between 155
to 1026 caesarean births would need to be performed to prevent one occurrence of permanent brachial
plexus palsy for newborns with a birth weight of 4500g and between 79 to 373 caesarean births for newborns
with a birth weight of 5000g27, 42. If the imperfect predictive values of ultrasonography for macrosomia are
accounted for, the number of caesarean births is much higher. A policy of elective caesarean birth for
suspected macrosomia in newborns weighing less than 5000g in women without diabetes would result in
significant maternal morbidity42. Despite the lack of evidence supporting caesarean birth, most, but not all,
researchers agree that consideration should be given to caesarean birth when the estimated fetal weight is
5000g or more because of increased risk of stillbirth and higher rates of other morbidities in women and
newborns27, 42.
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For women with diabetes (pre-existing or gestational), the risks of fetal and maternal morbidity increase when
newborns weigh more than 4500g23, 27 and the number of caesarean births to prevent one occurrence of
permanent brachial plexus palsy is more favourable than it is for women without diabetes27, 42. Hence, there is
more evidence for recommending caesarean birth in women with diabetes with an estimated fetal weight of
more than 4500g.
Pregnant women with suspected macrosomia should be provided with individualised counselling about the
risks of vaginal birth and caesarean birth accounting for their relevant clinical considerations. Discussion
should include the difficulty to predict birth weight accurately, the low incidence of brachial plexus palsy and
shoulder dystocia even in macrosomic fetuses and the fact that the risk of brachial plexus palsy is not
eliminated by caesarean birth. The principles of Shared Decision Making should be followed when counselling
about mode of birth.

4.3.3 Management of labour and birth
Good Practice Point
The decision to proceed with operative vaginal birth in a baby with
suspected fetal macrosomia should be made by an appropriately skilled
and experienced clinician, taking into consideration the full clinical picture
and associated risk factors. Consideration should be given to performing
this in theatre.
Recommendation 6
It is appropriate for women and clinicians to consider past and predicted
birth weights when making decisions regarding VBAC. However, suspected
macrosomia alone is not an absolute contraindication to VBAC.

Grade
Consensus based
Recommendation

Prolonged first and second stages of labour are common when macrosomia is present20, 23. Labour
abnormalities have been associated with shoulder dystocia in some, but not all, studies, and these
abnormalities occur too frequently to be useful predictors of shoulder dystocia41, 43. Some studies have
however, shown that the combination of an estimated fetal weight of more than 4500g and arrest of labour is
significantly associated with shoulder dystocia44. Therefore, when the fetal weight is estimated to be more
than 4500g, a prolonged second stage of labour or arrest of descent in second stage above +2 (out of +5)
station should prompt senior obstetric review. This assessment should include both abdominal palpation of
the fetal head and vaginal examination to determine position of the fetal vertex and the presence of
asynclitism, caput and molding.
Whether to conduct an operative vaginal birth in cases of suspected macrosomia is another important
consideration. Observational studies consistently demonstrate an increased risk of shoulder dystocia when a
macrosomic fetus is delivered using forceps or vacuum extraction. Two large population-based studies found
a threefold to fivefold increase in the odds of shoulder dystocia with vacuum extraction41, 45. A meta-analysis
of four observational studies calculated a summary OR of 2.98 (95% CI, 2.3 to 3.9) (40). Studies and metaanalysis have found no increase in risk of shoulder dystocia with forceps birth (OR 1.1) compared with vacuum
extraction41, 46.
The risk of shoulder dystocia at the time of operative vaginal birth increases when more than one risk factor is
present. Thus, the clinician should have a heightened awareness for shoulder dystocia in these situations.
Judicious use of operative vaginal birth conducted by an appropriately skilled and experienced clinician is
reasonable even in the presence of risk factors. The woman should be counselled regarding the risks and
preparation should be made for the possibility of encountering shoulder dystocia. It may be prudent to
perform operative vaginal birth in an operating theatre, but this decision should be made based on individual
circumstances by the most senior clinician at the time.
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Suspected macrosomia alone is not an absolute contraindication to attempting vaginal birth after caesarean
section (VBAC). Although success rates of VBAC decrease as newborn weight increases to 4000g or more, this
effect does not decrease absolute VBAC success rate to less than 50% in women who have had a previous
vaginal birth or previous VBAC 42, 47, 48. There may be a higher risk of uterine rupture during labour after
caesarean section with neonatal birth weights more than 4000g. The rates of rupture are highest in women
with no prior history of vaginal birth and with increasing birth weight42, 48. However, the studies used actual
birth weight as opposed to estimated fetal weight and hence, have limited applicability in making decisions
regarding mode of delivery before labour42. Once again, the principles of SDM should be used when
counselling women about their options for VBAC.
There is insufficient evidence to guide decision making for external cephalic version (ECV) in women with
suspected macrosomia. There are no reported studies on the relationship between suspected macrosomia
and success or failure of ECV. The principles of SDM should be used to guide discussion taking into
consideration the full clinical picture.

4.4 Prevention of macrosomia
Recommendation 7
Women without contraindications should be encouraged to engage in
aerobic and strength-conditioning exercises during pregnancy to reduce
the risk of macrosomia.
Recommendation 8
Control of maternal hyperglycemia reduces the risk of macrosomia.
Therefore, universal screening for GDM and optimum maternal glucose
management for pregnancies complicated by diabetes is recommended.
Recommendation 9
Given the health benefits for pregnancy outcomes, pre-pregnancy
counselling of women with Class III obesity should include a discussion
regarding the benefits and risks of bariatric surgery prior to pregnancy.

Grade
Evidence based
Recommendation
Level A
Grade
Evidence based
Recommendation
Level A
Grade
Evidence based
Recommendation
Level B

Interventions that have been shown to reduce the risk of macrosomia include
•

Exercise during pregnancy

•

Low glycemic diet in women with GDM

•

Pre-pregnancy bariatric surgery in women with class 2 or class 3 obesity

A meta-analysis of 28 randomised clinical trials in 5322 women that compared standard care with supervised
prenatal exercise found a decreased risk of macrosomia (OR 0.69; 95% CI 0.55 to 0.86) without an increase in
small for gestational age babies or preterm birth49. A further meta-analysis of 15 high-quality randomised
controlled trials that included 3670 women found that exercise-only interventions (as opposed to exercise
plus other interventions), reduced the likelihood of macrosomia by 39% (OR 0.61; 95% CI 0.41 to 0.920)50.
Women without contraindications should be encouraged to engage in aerobic and strength-conditioning
exercises during pregnancy.
In women without diabetes, dietary interventions that do not include exercise have shown modest-to-no
benefit in preventing macrosomia. A Cochrane review of 65 randomised controlled trials of diet, exercise, or
both, to prevent excessive weight gain in pregnancy found a reduction in excessive weight gain of 20% (RR
0.80; 95% CI 0.73 to 0.87)51. However, a 15% reduction of risk of macrosomia (RR 0.85; 95% CI 0.73 to 1.00)
was only found in the subgroup of overweight women or women with GDM who had a combined diet and
exercise intervention.
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Control of maternal hyperglycemia reduces the risk of macrosomia. In the Australian Carbohydrate
Intolerance Study in Pregnant Women (ACHOIS) trial, the risk of birth weight more than 4000g was reduced
from 21% to 10% (RR 0.47; 95% CI 0.34 to 0.64; P=.001)52.
Specific diets for reduction in macrosomia have also been investigated. Women with GDM on a low glycemic
diet were found to have 73% reduction in macrosomia (OR 0.27; 95% CI 0.10 to 0.71) compared with usual
diet53. Diets that included additional dietary fibre further decreased the risk.
For women with class 2 or class 3 obesity, having had bariatric surgery before pregnancy is associated with
decreased odds of GDM (OR 0.31 and 0.47, respectively) and LGA newborns (OR 0.40 and 0.46 respectively) in
meta-analyses of observational studies54, 55. However, previous bariatric surgery is also associated with an
increase in small for gestational age babies. Preterm births were not statistically different. Given the health
benefits, particularly for pregnancy outcomes, pre-pregnancy counselling women with Class III obesity
regarding benefits and risks of bariatric surgery is recommended.
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Appendix B Overview of the development and review process for this statement
i.
Steps in developing and updating this statement
This statement was developed in November 2021. The Women’s Health Committee carried out the following
steps in reviewing this statement:
• Declarations of interest were sought from all members prior to reviewing this statement.
• Structured clinical questions were developed and agreed upon.
• An updated literature search to answer the clinical questions was undertaken.
• At the November 2021 Committee meeting, the recommendations were reviewed and updated (where
appropriate) based on the available body of evidence and clinical expertise. Recommendations were
graded as set out below in Appendix B part iii)
ii.
Declaration of interest process and management
Declaring interests is essential in order to prevent any potential conflict between the private interests of
members, and their duties as part of the Women’s Health Committee.
A declaration of interest form specific to guidelines and statements was developed by RANZCOG and
approved by the RANZCOG Board in September 2012. The Women’s Health Committee members were
required to declare their relevant interests in writing on this form prior to participating in the review of this
statement.
Members were required to update their information as soon as they become aware of any changes to their
interests and there was also a standing agenda item at each meeting where declarations of interest were
called for and recorded as part of the meeting minutes.
There were no significant real or perceived conflicts of interest that required management during the process
of updating this statement.
iii.
Grading of recommendations
Each recommendation in this College statement is given an overall grade as per the table below, based on the
National Health and Medical Research Council (NHMRC) Levels of Evidence and Grades of Recommendations
for Developers of Guidelines.31 Where no robust evidence was available but there was sufficient consensus
within the Women’s Health Committee, consensus-based recommendations were developed or existing ones
updated and are identifiable as such. Consensus-based recommendations were agreed to by the entire
committee. Good Practice Notes are highlighted throughout and provide practical guidance to facilitate
implementation. These were also developed through consensus of the entire committee.
Recommendation category
Evidence-based

Description
A

Body of evidence can be trusted to guide practice

B

Body of evidence can be trusted to guide practice
in most situations
Body of evidence provides some support for
recommendation(s) but care should be taken in its
application
The body of evidence is weak and the
recommendation must be applied with caution
Recommendation based on clinical opinion and
expertise as insufficient evidence available

C
D
Consensus-based
Good Practice Note
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Appendix C Full Disclaimer
Purpose
This Statement has been developed to provide general advice to practitioners about women’s health issues
concerning Diagnosis and management of suspected fetal macrosomia and should not be relied on as a
substitute for proper assessment with respect to the particular circumstances of each case and the needs of
any person with suspected fetal macrosomia. It is the responsibility of each practitioner to have regard to the
particular circumstances of each case. Clinical management should be responsive to the needs of the
individual person with suspected fetal macrosomia and the particular circumstances of each case.
Quality of information
The information available in diagnosis and management of fetal macrosomia (C-Obs 65) is intended as a guide
and provided for information purposes only. The information is based on the Australian/New Zealand context
using the best available evidence and information at the time of preparation. While the Royal Australian and
New Zealand College of Obstetricians and Gynaecologists (RANZCOG) had endeavoured to ensure that
information is accurate and current at the time of preparation, it takes no responsibility for matters arising
from changed circumstances or information or material that may have become subsequently available. The
use of this information is entirely at your own risk and responsibility.
For the avoidance of doubt, the materials were not developed for use by patients, and patients must seek
medical advice in relation to any treatment. The material includes the views or recommendations of third
parties and does not necessarily reflect the views of RANZCOG or indicate a commitment to a particular
course of action.
Third-party sites
Any information linked in this Statement is provided for the user’s convenience and does not constitute an
endorsement or a recommendation or indicate a commitment to a particular course of action of this
information, material, or content unless specifically stated otherwise.
RANZCOG disclaims, to the maximum extent permitted by law any responsibility and all liability (including
without limitation, liability in negligence) to you or any third party for inaccurate, out of context, incomplete
or unavailable information contained on the third-party website, or for whether the information contained on
those websites is suitable for your needs or the needs of any third party for all expenses, losses, damages and
costs incurred.
Exclusion of liability
The College disclaims, to the maximum extent permitted by law, all responsibility and all liability (including
without limitation, liability in negligence) to you or any third party for any loss or damage which may result
from your or any third party’s use of or reliance of this guideline, including the materials within or referred to
throughout this document being in any way inaccurate, out of context, incomplete or unavailable for all
expenses, losses, damages, and costs incurred.
Exclusion of warranties
To the maximum extent permitted by law, RANZCOG makes no representation, endorsement or warranty of
any kind, expressed or implied in relation to the materials within or referred to throughout this guideline
being in any way inaccurate, out of context, incomplete or unavailable for all expenses, losses, damages and
costs incurred.
These terms and conditions will be constructed according to and are governed by the laws of Victoria,
Australia.
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