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Review Article

The Most Frequent Prescription in Obstetrics: Bed Rest!

Introduction
Bed rest in pregnancy has been one of the most consistent 
and frequent prescriptions by Obstetricians the world over 
for the management of almost any deviation from normal 
gestation. In the common parlance it is advised by some 
doctors, even in a normal setting. Antepartum bed rest 
is advised based on the assumption that it might be both 
effective and safe for the mother and the fetus[1]. On many 
occasions, it is prescribed without sound evidence to its 
utility and sometimes just to allow the benefit of doubt to 
the expectant mother. 

Defining Bed Rest
Across medical disciplines, bed rest would easily sum up 
to be the most popular prescription. However the term has 
never been defined accurately. Another term used often 
interchangeably is activity restriction, which leads to 
some confusion. Aerospace studies use the term bed rest 
to mean muscle disuse. Maloni JA[1] in her study defined 
antepartum bed rest as confinement to bed in hospital 
with activity limited to toileting. With this definition they 
observed that a pregnant woman spends about twenty-two 
hours in bed per day. In Obstetric practice, bed rest has 
often also involved instructions to use bed pan facility by 
the patient. The practice has been variant depending on 
clinical situation. Certainly a woman with minimal spotting 
per vagina in early pregnancy will be advised ‘activity 
restriction’ mostly but not completely limited to allowing 
toileting only; while a threatened preterm patient with 2 
cm cervical dilatation and bag of membranes bulging will 
be ordered to use bed pan. There is a lack of randomised 
controlled trials to define what constitutes optimum 
antepartum bed rest.

Bed rest in early miscarriage
One in five pregnancies is complicated by vaginal bleeding 
before 20 weeks gestation and bed rest is routinely 
recommended[2]. It is prescribed based on the idea that 
as hard work and hard physical activity during pregnancy 
are associated with miscarriage, bed rest might reduce the 
risk[3]. However, this hypothesis is limited by the fact 
that most of the causes of miscarriage are not related to 
physical activity. 

A survey among practitioners was conducted in Wessex, 
UK, 1985-86 and results published on what doctors thought 
about bed rest. It was thought to be usually ineffective by 
413 (32%) of the respondents; 623 (48%) said that it was 
usually useful, while only 220(17%) thought that it was 
mandatory[4]. A resonating thought published in this study 
was that, many practitioners’ believed that if they did not 
recommend bed rest, they might be held responsible for a 
subsequent miscarriage by the patient. 

In a Cochrane review in 2010, only two studies including 
total 84 women were identified. There was no statistically 
significant difference in the risk of miscarriage in the bed 
rest group versus the no bed rest group (placebo or other 
treatment) (risk ratio RR 1.54, 95% confidence interval CI 
0.92 to 2.58)[5]. There was a higher risk of miscarriage 
in those women in the bed rest group than in those in the 
human chorionic gonadotrophin therapy group with no bed 
rest (RR 2.50, 95% CI 1.22 to 5.11). However the analysis 
remains inconclusive due to small number of participants. 
Although there is no definite evidence that bed rest can 
affect the course of pregnancy, abstinence from active 
environment for a couple of days may help women feel 
safer, thus providing emotional relief[6]. 
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Bed rest in hypertensive disorders of 
pregnancy
It is common practice to advice bed rest to women with 
preeclampsia. Restriction of activity and rest has even been 
advocated for prevention of hypertension in pregnancy[7]. 
Two small trials (145 women total) compared bed rest with 
ambulation in women with preeclampsia and found no 
conclusive evidence to accept or refute it[8]. Randomised 
trials by Spinapolice 1983 and Herrera 1993, evaluated 
risk reduction in preeclampsia of women who rested 
for four to six hours per day compared to women who 
carried out normal activity. One trial showed that there 
was a statistically significant reduction in the relative risk 
of pre-eclampsia with rest (relative risk RR 0.05, 95% 
confidence interval, CI 0.00 to 0.83), however no risk 
reduction was observed for gestational hypertension[9]. In 
the second trial, rest of 30 minutes per day plus nutritional 
supplementation was associated with a reduction in the 
risk of pre-eclampsia (74 women; RR 0.13, 95% CI 0.03 to 
0.51) and also of gestational hypertension (RR 0.15, 95% 
CI 0.04 to 0.63)[10]. While these studies reflect a positive 
impact of bed rest on preventing preeclampsia, there is no 
information regarding perinatal or maternal outcome, as 
also bias in these studies cannot be completely ruled out.

While literature does not support bed rest as part of 
management protocol for preeclampsia, there appears to be 
a small but indefinite role in prevention of preeclampsia in 
women who are at moderate risk. 

Bed rest in multiple pregnancy
Women and infants of a multiple pregnancy are recognised 
to be at increased risk of adverse outcome when compared 
with singletons. The greatest risk to infants of a multiple 
pregnancy is being born preterm[11]. The preterm birth 
rate less than 37 weeks for women with a singleton 
pregnancy is 6.3% and 97% for women with a triplet 
pregnancy[12]. Multiple pregnancies account for 9% 
to 12% of all perinatal deaths[13]. In addition, multiple 
births are associated with maternal complications such as 
preeclampsia, gestational diabetes, caesarean delivery, and 
postpartum haemorrhage[14]. The common prescription of 
bed rest is justified with the assumption that it effectively 
prevents preterm birth by reducing uterine activity and 
that bed rest is safe for mother and infants[1]. A Cochrane 
review on bed rest published in 2010, identified seven trials 
involving 713 women with multiple pregnancy. It was 
reported that routine bed rest in hospital did not improve 
the rates of preterm birth or perinatal mortality. There was 
a suggestion of a decreased number of low birthweight 
infants (less than 2500 g) born to women in the routinely 
hospitalised group (RR 0.92; 95% CI 0.85 to 1.00)[15]. For 

women with an uncomplicated twin pregnancy the results 
of this review show no benefit from routine hospitalisation 
for bed rest. 

Evidence does not support routine prescription of bed rest 
in all women with multi fetal gestation, as it does not seem 
to improve preterm birth or perinatal mortality. There is no 
advantage in prevention of maternal complications as well. 
But with the slight advantage of improving birth weight 
of foetus, it may be beneficial in reducing the problems of 
preterm baby. Further trials are still warranted to accept or 
refute the small evidence.

Bed rest in preterm
Preterm birth can be due to a multitude of factors including 
chronic maternal illness, vaginal infections, stress, socio 
economic factors etc. Extremely few trials have been 
conducted evaluating bed rest in prevention of preterm 
birth. Elliot JP et al[16] conducted a randomised trial 
assessing the efficacy of activity restriction (AR) in 
preventing preterm birth in women who were negative for 
fetal fibronectin (fFN). A total of 73 women with negative 
fFN were randomised (36 with AR, 37 without AR). The 
overall preterm birth rate was 40%, with 44.4% of patients 
with AR and 35.1% of patients without AR delivering 
preterm, p=0.47816. In an earlier study by Hobel CJ et 
al bed rest was addressed as a secondary outcome and no 
benefit was reported. However this study lacked in proper 
randomisation information and several important details 
like characteristics of women included in the study[17].

Thus evidence does not support activity restriction or bed 
rest as a valid intervention in preterm birth prevention. 
Again a safe conclusion is fugitive in the absence of trials. 
Hence though not evidenced, it cannot yet be refuted with 
a certainty. 

Bed rest in impaired fetal growth and 
reduced AFI
Bed rest during pregnancy is one of the numerous 
approaches apart from nutritional supplementation, 
oxygen therapy, plasma volume expansion, beta mimetic 
drugs suggested to treat impaired fetal growth. We came 
across a single trial by Laurin in 1987, comparing birth 
weight among women on bed rest with ambulant but off 
work women. It was a small study involving 107 pregnant 
women, which reported that no differences were detected 
between bed rest and ambulatory management for fetal 
growth parameters (relative risk 0.43, 95% confidence 
interval: 0.15 to 1.27) and neonatal outcomes[18]. The 
study was too small to be accepted as concrete evidence 
for medical advice.
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In a prospective study conducted in 2011, maternal rest in 
the left lateral decubitus position was shown to increase 
the estimated fetal urine production rate and the estimated 
amniotic fluid volume[19]. In another publication 2012, the 
principle finding reported was that the estimated amniotic 
fluid volume increase with maternal rest in the left lateral 
decubitus position follows the pattern of a saturation 
curve. The increase is maximal at the beginning; however, 
it is saturated as the position is maintained. Finally, the 
amniotic fluid volume increase stops at approximately at 
the second hour of rest. The maximum increase is in the 
first fifteen minutes[20]. It may be because the maternal left 
lateral position, having the least disturbing effect on fetal 
hemodynamics compared with any other position,[21,22] 
may increase uterine and placental blood flow. Therefore 
an apt prescription of bed rest in low AFI must include the 
instructions for rest in left lateral with rest limited to a short 
periods. Longer durations of rest is neither warranted nor 
effective. 

Bed rest after ART
Women who have conceived with artificial reproductive 
techniques come tagged with an indefinite prescription 
for best rest, lest the ‘precious’ pregnancy be lost. While 
those who have undergone IUI (intra uterine insemination) 
may be less prone to resign to complete bed rest, those 
who have undergone IVF (in vitro fertilisation) are usually 
greatly stressed and resort to bed rest almost during the 
entire duration of gestation. Psychological it gives them 
a leverage in fighting the odds to a successful pregnancy 
outcome. Clinically it is one aspect that is still not well 
established; whether or not there are ways to decrease 
the movement or expulsion of embryos from the uterus 
following transfer. There are several studies evaluating 
effectiveness of post-ET (embryo transfer) techniques 
for women undergoing IVF and intracytoplasmic sperm 
injection (ICSI). The ongoing pregnancy rate was reported 
in one trial that compared immediate ambulation after 
embryo transfer to 30-minute bed rest. The results showed 
no evidence of an effect of bed rest in improving the rate of 
ongoing pregnancies (OR 1.00; 95% CI 0.54 to 1.85)[23]. 

Adverse effects of bed rest
Prolonged bed rest is fraught with potential problems. Bed rest 
may increase the likelihood of thromboembolic events[24], 
muscle atrophy and symptoms of musculoskeletal and 
cardiovascular de conditioning[25,26] may be stressful 
and costly for women and their family[27], may induce 
self blame feelings in case of failure to comply with the 
prescription[28] and may increase costs for the health 
services[29]. A study, conducted under highly standardised 
conditions, provides prospective evidence that 60 days 

of bed rest accelerated fat accumulation in the vertebral 
bone marrow of 24 healthy premenopausal women. The 
accumulation was not reversed 1 yr after a return to normal 
activities and was associated with normalised haemoglobin 
with decreased erythropoietin levels and with persistently 
elevated leukocyte numbers[30]. 

Conclusion
Bed rest even though is the most popular and maximally 
used prescription, lacks evidence to its utility. While 
women with moderate risk to preeclampsia, low AFI 
or multiple gestation may demonstrate some beneficial 
effects, it largely remains a tool for enforcing psychological 
benefit. However it demands to be practised with caution 
and appropriate titration as prolonged bed rest can lead to 
several complications. 
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