PRIORITY BRIEFING
The purpose of this briefing paper is to aid Stakeholders in prioritising topics to
be taken further by PenCLAHRC as the basis for a specific evaluation or
implementation research project. They were complied in 2-3 days.
What are the facilitators and barriers to enabling Midwives to address the
issue of obesity and weight gain in pregnancy, such that that there will be
improved maternal understanding of the impact of excessive weight gain in
pregnancy?
Question ID: 9
Question type: Intervention
Question: What are the facilitators and barriers to enabling midwives to address
the issue of obesity and weight gain in pregnancy, such that that there will be
improved maternal understanding of the impact of excessive weight gain in
pregnancy?
Population: Midwives.
Intervention: An educational intervention aimed at Midwives to enable them to
identify and address obesity in pregnancy in both the short term (pregnancy) and
in the longer term (early childhood).
Control: Midwives’ knowledge, attitude and beliefs will be assessed before and
after the study.
Outcome: Post intervention, Midwives will routinely document discussions and
ongoing support provided to the overweight and obese mothers in their caseload.
Healthy lifestyle conversations may become a routine aspect of a midwife’s care
for all pregnancies.
BMI:
The Body Mass Index (BMI) is a widely used to indicate how healthy an
individuals’ weight is for their height. It is calculated by dividing weight (kgs) by
height (m) and then dividing the answer by height again (kg/m2). The Index has
four main areas that indicate where an individual is on the spectrum of weight for
their height: below 18.5 on the index indicates the person is underweight;
between 18.5 and 24.9 indicates a healthy/ideal weight for height; between 25
and 29.9 indicates the person is over their ideal weight; and between 30 and 39.9
indicates the person is obese (over 40 indicates very obese). Index scores
towards the higher end of the BMI normally indicate a need to make rapid
lifestyle changes to avoid any further or future health complications. BMI is not an
accurate measure for children, the elderly, or individuals who are particularly
muscular or who have a long term health condition. Overweight and obesity in
pregnant mothers has health implications for the mothers and their child’s
immediate and future health.
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The Health Problem
In the UK it is estimated that 24% of the female population over the age of 16 are
obese (defined by the WHO as BMI over 30 kg/m2) and if current trends continue
the related healthcare costs to the economy could be £3.6b per year by 2010
(DOH 2007). In the period 2003-2005 the prevalence of obesity in the general
maternity population was 16-19%. Higher rates of babies who are small for
gestational age (19% of births) and of those who are large for gestational age
(13%) are born to overweight and obese pregnant mothers. Both small and large
for gestational age babies are more likely to be overweight and obese children.
The Centre for Maternal and Child Enquiries (CMACE) states that obesity in
pregnancy contributes to increased morbidity and mortality in mother and baby.
Their Perinatal Mortality Report 2005 found that 30% of mothers who had a still
birth or neonatal death were obese. CMACE also report that the costs of
antenatal care for obese mothers is increased five fold and for children born to
obese mothers there is a 3.5 fold increased likelihood of being admitted to a
Neonatal Intensive Care Unit
There are currently no clear data on the prevalence of over-weight/obesity in
pregnancy although CMACE are conducting an audit due to be published
2010/11. In Devon more than 52,000 adults on the GP registers are clinically
obese (Devon PCT). A study conducted in the North West of England found that
17.7% of women who had given birth in a hospital in 2006 were clinically obese.1
Adult and child obesity are reported to be at similar levels in Devon to the
national average, the Government’s Office for Science’s Foresight programme
suggests that, without clear action, obesity levels will rise to almost nine in ten
adults and two-thirds of children by 2050. The UK-wide Obstetric Surveillance
System (UKOSS) carried out a surveillance study of extreme obesity during
pregnancy between March 2007 and August 2008 which identified that nearly
one in every thousand women delivering in the UK has a BMI of at least 50kg/m2
or weighs more than 140kg. The Office for National Statistics recorded 708,711
births in England and Wales in 2008. Locally the number of births at the RD&E in
2008-2009 was 3425, details from 3039 of these births recorded that 40% of the
mothers had a BMI of 25 or more (16% BMI >30kg/m2). The estimated extra cost
for obesity in pregnancy based on 16% of pregnant mothers being obese is
£594,572 per year (only accounting for costs during pregnancy and not after child
birth) – this is on top of the standard costs of care during pregnancy.
Guidelines:
NICE are in the process of developing guidelines regarding the treatment or
support of obesity in pregnancy due to be published in July 2010. The draft
guidelines suggest there will be recommendations for health professionals: to
explain to women with a BMI over 30kg/m2 how this poses a risk, both to their
health and the health of the unborn baby, not recommend weight-loss during
pregnancy and offer a referral to a dietitian for assessment and personalised
advice on healthy eating and how to be physically active; to mothers to lose
weight after pregnancy; to have the skills to advise on the health risks of being

3

overweight or obese during pregnancy, after childbirth or after successive
pregnancies; can broach the subject of weight management in a sensitive
manner and can give practical advice on how to make positive changes to
improve their diet and become more physically active.
NICE guidelines (2006) on Obesity recommend that health practitioners should
talk to people about the health implications of their weight at times where
individuals are particularly likely to gain weight such as during and after
pregnancy and whilst giving up smoking but they do not discuss the barriers or
potential solutions to barriers that may prevent this from happening. They do,
however, recommend that further research needs to be undertaken to determine
how the effectiveness of interventions vary by population, setting and source of
delivery, and what elements make an intervention effective and sustainable and
what training staff need.
The Institute of Medicine (US) formed guidance on weight gain during pregnancy
in 1990 which was recently revised in 2009. The current guidelines recommend
that overweight and obese pregnant women should gain no more than between
11 and 25 pounds (5-11.5kgs) during their pregnancy. However, in terms of
services to inform /support women in this situation, they are mainly educational
and leave responsibility to any agencies involved with pregnant women and
women of child bearing age.
The Royal College of Obstetricians and Gynaecologists along with CMACE have
developed guidelines for the management of women with obesity in pregnancy.
These mainly comprise giving obese mothers as much information as possible (a
leaflet) regarding the potential impacts of their obesity on themselves and their
child.

NHS Priorities
Regional
SW SHA Priorities framework 2008-11
- have agreed plans in each local authority to reduce adult obesity
- reverse the trend in childhood obesity towards a downward trend by 2013
Local
Local perspective
- The NHS in Cornwall and the Isles of Scilly and Devon both have priorities
focusing on the delivery of flexible services that work to the needs of the
individual, especially women who have complex health or social care
needs. They are also both aiming towards a clear downward trend in
childhood obesity.
- Cornwall health weight strategy will be working specifically on the
following: raising awareness amongst women of the benefits of being a
healthy weight at pregnancy and preconception; having a pathway in
place for women identified as overweight or obese at ante-natal check to
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receive advice/support/ intervention; and developing a clear pathway into
services for women identified as having a high BMI at first book in
appointment with the midwife.
Existing Research
Published research
No research was retrieved that deals with the specific issues that might enable a
programme of intervention to be run for midwives to help them deal with weight
gain in pregnancy issues with overweight and obese mothers. A number of
studies (including case studies) were found that investigate the issues raised in
the current question.2-6,9,10-13 One study that was identified highlighted the ways
in which practitioners in the US were not providing care for obese pregnant
mothers in concordance with the guidelines created by the Institute of Medicine
(IOM). Factors affecting compliance with these guidelines included the
confidence and body satisfaction of the provider7 which suggests an intervention
with the provider (midwife) that works on these (as well as other aspects) may be
appropriate. A further study identified a number of areas that need to be further
researched to improve maternity services for obese mothers which include
developing services that will engage pregnant women to address their obesity8.
However, the study did not make any suggestions regarding what such
interventions might look like.
Many studies consider service implications for obese pregnant women
(BMI>29.9kg/m2) but few if any consider the implications for overweight pregnant
women (BMI >24.9kg/m2). Most agree that the midwife is in the best position to
deliver weight management education and support to mothers but fail to
acknowledge the barriers in initiating support without offending or isolating
overweight mothers. In one study investigating the experiences of obese and
overweight pregnant women10 mothers reported having experienced a range of
negative care from the midwives treating them (although there were some
positives) – this is a common theme in a number of studies11 and opinion
pieces6,12,13. This particular study seemed to highlight that many of the mothers
considered their weight only as a problem for themselves and not for their child
and indicated that ‘respectful and dignified treatment is of the utmost importance
for their wellbeing and quality of life’. They also noted that it is necessary to
individualise care for obese pregnant women, which involves taking time to give
the women an opportunity to tell their own story, that caregivers might have to
search for help from other professions in and outside the health-care boundaries,
and that midwives and physicians need to be conscious about, reflect upon and
verbalise their own attitudes.
In some studies11 looking at the clinicians view of the problem there is a concern
that obesity has been ‘normalised’ in society and that obese patients
(BMI>30kg/m2) are now not receiving the services they once were unless they
have an additional health problem such as diabetes or hypertension. The study
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also highlighted communication difficulties between clinicians and overweight
mothers and common concerns regarding broaching the topic of weight
management without victimizing the mothers and jeopardizing their relationship
especially if the clinicians considered themselves to be unsuitable role models if
they were also overweight or obese. Clinicians in the study also raised concerns
about the motivation of mothers to take action towards weight management 5,11
and the availability of appropriate equipment and facilities in caring for
overweight/obese pregnant women.
Ongoing Research:
There are a number of ongoing research projects in this area looking at specific
interventions to help maintain appropriate weight gain/loss during pregnancy for
overweight and obese mothers. However, no studies could be found on looking
at the barriers to midwives of discussing weight gain issues with overweight and
obese mothers, or on interventions specifically run by midwives.
Feasibility:
This proposed work has developed from a feasibility study looking at a specific
dietary intervention project for women with raised BMI in early pregnancy. This
study identified the reluctance on the part of midwives to discuss the issue of
excess weight and weight gain in pregnancy, a reluctance which the research
went on to show, was mostly due to them feeling that this information was highly
emotive and could be perceived as professionals making a ‘value judgment’.
Additional qualitative research with midwives and sonographers has shown that
additional support is required in order for them to feel able to raise and discuss
the issue of weight and weight gain in pregnancy. A similar support need was
identified to allow midwives to inquire about domestic violence and training was
given such that this is now a routine part of the booking process. Focus groups
with obese pregnant mums showed a reluctance to consider the issue to be ‘their
problem’ which could be because it is never raised during appointments. This
research was carried out by a local research team comprising a research
midwife, clinical obesity lead for the RD&E NHS Foundation Trust and a senior
research fellow in child health at the PCMD. It is hoped there will be support for
developing a funding proposal. The team also has the support of the local
maternity services and the lead midwife for community midwives has given her
undertaking that study time would be found for such an intervention.
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