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Introduction

The increasing prevalence of obesity is a major public
health concern worldwide, with significant consequences
for pregnant women.' In the United States, the prevalence
of obesity in pregnant women ranges from 18% to 34%,
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Background: Excessive gestational weight gain (GWG) in
overweight/obese pregnant women has multiple adverse outcomes
on maternal and neonatal health. A better understanding of
pregnant women’s perceptions and experiences regarding
barriers and facilitators of weight management during pregnancy
is necessary to develop interventions to prevent excessive GWG
among this group.

Methods: This qualitative study was conducted with 16 pregnant
women having a body mass index (BMI) over 25. Data were
collected through semi-structured in-depth interviews and
analyzed using conventional qualitative content analysis.
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during pregnancy. Barriers included six subcategories: overeating
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pregnancy, beliefs about weight management, physical activity
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factors, providing appropriate social and educational support
considering cultural and individual beliefs to ensure better
maternal and neonatal health outcomes.
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while in European countries it varies between 7% and
25%.2 In Iran, recent studies indicate that almost 30% of
pregnant women are classified as obese or overweight.?
Pregnant women significantly contribute to the “obesity
epidemic” due to excessive weight gain during pregnancy
and the inability to lose the extra weight post-pregnancy.*
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Pregnant women with high BMI (Body Mass
Index) are at risk for complications such as
gestational diabetes, preeclampsia, cesarean delivery,
postoperative infections, and prolonged hospital stays
postpartum.® Maternal obesity increases the risk of
slow labor progression and instrumental delivery.®’
Additionally, these women are less likely to initiate
and continue breastfeeding and may be at higher
risk for postpartum depression compared to women
with normal BMIL.5 In 2009, the Institute of Medicine
(IOM) published guidelines for weight gain based
on pre-pregnancy BMI.# Therefore, by keeping the
pregnancy weight gain within the IOM range or less,
obese women can reduce the health risks associated
with pregnancy and contribute to the health of
themselves and their fetus.”

National and international guidelines for weight
management during pregnancy focus on dietary and
exercise recommendations. However, studies indicate
that the current methods of weight management during
pregnancy are ineffective.’ Interventions limited to
diet and exercise are insufficient because excessive
weight gain during pregnancy is attributed to various
factors, including physiological, individual, social,
and environmental factors, with complex psychosocial
risks often overlooked in prenatal care.® Identifying
modifiable risk factors influencing the progression of
obesity is crucial.

While some research exists on women’s
experiences of weight gain during pregnancy, there
is a lack of deep understanding regarding the specific
experiences and perceptions of overweight and obese
pregnant women. Examining these perspectives
is essential for designing more effective weight
management interventions tailored to this population.’

Methods

This qualitative study used a conventional qualitative
content analysis approach to analyze data collected
through semi-structured in-depth interviews with 16
pregnant women. This approach involves systematically
organizing and interpreting textual data to uncover
patterns and themes without using specialized software
for analysis."”

The study utilized an interpretive paradigm to
explore the experiences and perceptions of overweight
and obese pregnant women regarding weight
management during pregnancy." The study included
16 pregnant women with a pre-pregnancy or early
pregnancy BMI over 25. Data were collected between
October and December 2022 at comprehensive health
care centers in Ahvaz, southwestern Iran. These
centers serve a diverse population, allowing for varied
sampling. Ethical approval was obtained from the
ethics committee of Ahvaz Jundishapur University

of Medical Sciences (IR.AJUMS.REC.1401.310).

Participants were selected using purposeful
sampling to ensure diverse representation. Inclusion
criteria were the ability to speak Persian, a healthy
singleton pregnancy, maternal age of 18 years or older,
and a BMI over 25 (pre-pregnancy or early pregnancy).
Exclusion criteria included bed rest as prescribed by a
doctor, self-reported psychological disorders such as
anxiety or depression under medical supervision, a
history of psychiatric hospitalization, alcohol or drug
use during pregnancy, a history of eating disorders,
multiple pregnancies, and pre-pregnancy diabetes.

Data Collection

Semi-structured interviews were conducted using a
guide designed to explore the participants’ experiences
in weight management. The interviews took place in a
private room at the healthcare center. The study was
conducted by a team of five researchers: EB conducted
the interviews, while coding and data analysis were
independently performed by two researchers (EB and
NJ). Discrepancies were resolved through discussion
and consensus with a third researcher (ZA). The
analysis process involved regular discussions among
NJ, EB, ZA, MK, and SG to ensure reliability and
minimize biases.

In the maternity clinic waiting room, before
prenatal care, the researcher introduced himself and
the study, answering the participants’ questions. Using
open-ended questions like “Please describe your
experience managing weight during pregnancy,” “How
did you feel and experience when trying to control
your weight?” and “What did you do to control your
weight?”, the researcher encouraged mothers to share
their weight control experiences during pregnancy.

Interviews lasted 45 minutes and were recorded
after obtaining informed consent, and field notes were
taken to ensure a deeper understanding of participants’
meanings. A total of 16 interviews were conducted until
data saturation, meaning no new themes emerged from
additional interviews. Audio recordings were made
using a digital voice recorder (Olympus VN-541PC).
Transcriptions were done manually, and handwritten
notes were taken during interviews to capture non-
verbal cues and immediate reflections.

Data Analysis

Data were analyzed manually without specialized
software. The analysis followed the method suggested
by Braun and Clarke, including:

1. Familiarization with the data: Transcripts were
reviewed multiple times for deep familiarity with the
content.

2. Generating initial codes: Initial codes were
developed by systematically highlighting and
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annotating interesting features of the data.

3. Identifying and reviewing themes: Codes were
collated into potential themes, which were reviewed
and refined by grouping related codes.

4. Defining and naming themes: Themes were
clearly defined and named to reflect their content and
significance.””

To ensure the trustworthiness of the study
findings, we employed several techniques throughout
the research process:

Triangulation: To enhance the credibility of the
findings, data triangulation was used. This involved
using multiple data sources, including in-depth semi-
structured interviews, field notes, and consultations
with other researchers. By comparing and cross-
referencing data from different sources, the researchers
were able to validate the findings and ensure a more
comprehensive understanding of the participants’
experiences.

Peer Debriefing: Regular discussions and
debriefings with research team members were
conducted throughout the study. These discussions
provided an opportunity to challenge assumptions,
address potential biases, and ensure that the data
analysis remained objective and grounded in the
participants’ experiences."

Reflexivity: The researchers engaged in reflexive
practices to acknowledge and mitigate any potential
biases or preconceptions that could influence the study.
Reflexivity involved maintaining detailed field notes
about the researchers’ perspectives and experiences
throughout the research process. These notes were
reviewed regularly to reflect on how personal biases
might have affected the data collection and analysis."

Audit Trail: An audit trail was maintained to

document the research process and decisions made
throughout the study. This included detailed records
of data collection procedures, analytical steps, and
decision-making processes. The audit trail provided
transparency and allowed for an external review of the
methodology and findings of the study.'

Code-Recode Procedure: The initial coding of the
data was conducted independently by two researchers
(EB and NJ). To ensure the consistency and reliability
of the coding process, we recoded the data after some
time, and any discrepancies were resolved through
discussion. This process helped to verify the accuracy
and consistency of the data analysis."

By implementing these techniques, the study
aimed to enhance the trustworthiness and rigor of
the qualitative research findings, ensuring that the
results are reliable and reflective of the participants’
true experiences."”

Results

Sixteen interviews were conducted with a diverse sample
of overweight/obese pregnant women. The participants’
age ranged from 19 to 42 years, with pre-pregnancy or
early pregnancy BMI ranging from 28.3 to 52.5. Most
participants had a history of miscarriage, cesarean
section, hypertension, or gestational diabetes (Table 1).
In this study, 9 themes were categorized into two general
classes of barriers and facilitators to weight control
during pregnancy (Table 2).

Barriers to Weight Control during Pregnancy

Participating mothers mentioned a wide range of
barriers, including overeating related to previous and
contextual habits, changes in eating habits related to
pregnancy, physical activity limitations, difficulty
following a diet, personal beliefs, attitudes, and

Table 1: Sociodemographic characteristics of the participants in the qualitative research

ID Age  History of Education Occupation Pre-pregnancy Ethnicity Gestational age at the Economic
pregnancies' level BMI time of interview status

1 33 G4P3L2abl Bachelor’s Housewife 35 Fars 36 W2 Moderate

2 25 G2PIL2 Primary school Housewife 40 Arab 35W+4D° Week

3 37 G3P2L2 Diploma Housewife 40 Fars 36 W+2D Moderate

4 19 PG* Diploma Housewife  29.3 Arab Postpartum Week

5 34 G4P3L3abl Middle school Housewife 40 Turk Postpartum Moderate

6 28 G4P4L4 Primary school Housewife  43.5 Arab Postpartum Week

7 26 G4P3L3 Middle school ~Housewife 39 Arab 32W+3D Week

8 27 G4P1Llab3 Middle school Housewife — 27.75 Arab Postpartum Moderate

9 40 G3P2L2 Middle school ~Housewife 35 Arab 33 W Week

10 37 G8P2D2ab5 Bachelor’s Housewife  43.5 Fars 34 W Good

11 32 G3P1L1abl Bachelor’s Housewife  42.45 Fars 33 W Moderate

12 36 G4ab3 Master’s Employed 52.5 Fars 36 W+2D Week

13 39 G5P4L4abl Primary school Housewife 32 Arab Postpartum Moderate

14 22 PG Diploma Housewife  28.3 Arab 33 W Moderate

15 42 G5P4L4abl Master’s Employed 41 Fars Postpartum Good

16 37 G5P21.2ab2 Diploma Housewife 48 Fars 34 W Moderate

G: Gravid; P: Parity; L: Live’s child; D: Died’s child; ab: Abortion; W: Week; D: Day; PG: Primigravid
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Table 2: Subcategories, categories, and themes related to experiences of weight management of pregnant women with overweight and

obesity

Themes

Categories

Subcategories

Obstacles to weight
control during
pregnancy

Facilitators of weight
control during
pregnancy

Overeating is related
to previous habits and
backgrounds

Changes in eating habits
related to pregnancy

Restriction of physical
activity

Difficulty in following a
diet
Beliefs

Employment of defense
mechanisms

Social support

Focus on weight control
motivations

Education and counseling

Eating unconsciously

Conscious overeating

Continuation of unhealthy dietary habits, since childhood and adolescence
Related to the fetus

Related to the mother

Infrastructures

Cultural

Physical problems

Failure to manage time

Climatic conditions and residence

Difficulty in obtaining food supplies

Difficulty in starting and maintaining a diet
Related to weight control

Related to body image

Searching for a culprit for the lack of success in weight control and making excuses
Postponing weight control until after childbirth
Physical support

Emotional support

Related to the mother

Related to the fetus-child

Education for the spouse

Internet and virtual spaces

Midwife and physician

perceptions about weight control and body image,
and the use of defense mechanisms.

1. Overeating related to previous habits and
background: This category includes subcategories
of unconscious eating, conscious overeating, and
continuation of unhealthy eating habits from early
life stages. Participants in this study reported that
unconscious eating, which involves eating quickly and
not paying attention to the amount of food consumed,
was influenced by their overeating related to previous
habits and background.

“When I'm upset, I eat a lot, I have a big appetite,
I don’t realize that I’m eating too much, and I’'m not
aware of it.” (Participant 5)

Mothers also referred to conscious overeating for
reasons such as gaining a sense of calm and pleasure
from eating non-nutritious foods (snacks, fast foods)
and not understanding the feeling of fullness.

“When I'm upset or I get angry, I go and eat, that’s
how I deal with it. I eat more to calm myself down.”
(Participant 4)

Participants used conscious and unconscious
eating to control their stress. Additionally, they
believed their current overeating continued from
childhood and adolescence eating habits and family
eating patterns.

2. Changes in eating habits related to pregnancy:
Another barrier to weight control is the changes in
eating habits related to pregnancy, which can be linked

to the mother or the fetus.

Mother-related: Participating mothers cited
physiological changes due to pregnancy, such as nausea
and vomiting, pregnancy cravings, physiological
hunger, and the need for increased meals during
pregnancy as the barriers to weight management.

“I have a strong craving for snacks, I have to eat
snacks and pickles.” (Participant 12)

Fetus-related: Mothers believed that consuming
more food during pregnancy was essential for their
baby’s health and that increased hunger during
pregnancy reflected the unborn child’s nutritional
needs. They were concerned that insufficient weight
gain might harm the baby.

“I'was afraid that if I controlled my weight, it might
be a problem for the baby, or if my diet was wrong;
that’s why I didn’t follow a diet.” (Participant 1)

3. Limitations in Physical Activity: Mothers
attributed the limitations in physical activity to factors
such as lack of financial means and access to sports
facilities, cultural factors, inability to allocate time
for physical activity, physical problems related to the
mother or placenta, or fetus, and weather conditions.
Cultural beliefs and the lack of social acceptance
of women exercising in public were also significant
factors. Some believed that doing regular housework
could be a suitable and sufficient alternative to regular
physical activity. Others thought that overall physical
activity could harm the fetus. Additionally, societal
culture led to fears of stigmatization, being judged,
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and embarrassment, contributing to insufficient
physical activity.

“I can’t go for a walk because if my husband’s
family sees me outside, they will talk, so I can only go
to the gym.” (Participant 7)

“They told me to walk for twenty minutes a day. I
said it’s hot; the doctor told me to walk at home. Our
house was small, and I said, am I crazy to walk around
myself ?!” (Participant 5)

Mothers expressed concerns about the safety
of physical activity for their babies. Most women
reported that their physical activity was limited to
daily housework such as climbing stairs, cleaning,
playing with children, and walking. Some mothers
considered their physical problems, such as back pain,
or the risk of preterm delivery or placenta previa, as
unavoidable barriers to physical activity.

“I had a history of premature delivery, and my
placenta was down in this pregnancy, so I really
couldn’t do anything during pregnancy. I had no
mobility; that’s why I gained weight.” (Participant 13)

4. Difficulty in maintaining a diet: Weight control
and following a diet are a significant challenge for
overweight/obese pregnant women. These women
found it challenging to follow a diet mainly due to
the difficulty in obtaining food items and starting
and maintaining a diet. Preparation of two different
meals for themselves and their families, need to weigh
food items, underlying medical conditions requiring
specific diets (anemia, diabetes, etc.), and the high
cost of dietary foods made following a diet difficult.

“.., I had to prepare something different for
them and something diet-friendly for myself. It’s very
difficult.” (Participant 1)

Additionally, the monotony and lack of variety
in food, the long time to see the results (weight
control), and focus on unsuccessful past weight loss
experiences were challenges related to starting and
maintaining a diet during pregnancy.

“I did try to lose weight, and I repeatedly
approached a diet and exercise, but as soon as |
didn’t exercise or pay attention to my nutrition, if 1
had lost two kilograms, after a while, four kilograms
was gained.” (Participant 16)

5. Beliefs: Negative beliefs about weight control,
concerns about body image, and the inevitability
of weight gain were significant barriers. Mothers’
experiences showed that beliefs related to weight
control, such as the impossibility of weight control in
older pregnant women, the inevitability of getting fat
during pregnancy, and more weight gain being a sign
of a healthy fetus, negatively impacted their efforts
to control weight.

“I think if I were younger, maybe I could do it
but now, at 39 years of age, I really can’t control my
weight.” (Participant 13)

Beliefs like becoming ugly with weight loss, the
insignificance of body fitness after marriage, and the
preference for facial beauty over body fitness affected
weight control during pregnancy though these beliefs
are not necessarily related to pregnancy.

“My face and under my eyes would become dull
and dark with the diet, so I said forget about it; my face
is more important than my figure.” (Participant 12)

6. Deployment of defense mechanisms: The
study results showed that these mothers used defense
mechanisms such as making excuses and seeking
scapegoats for their failure to control weight and
comforting themselves by postponing weight loss
until after pregnancy to justify the lack of proper
weight management during pregnancy. Participants
often delayed weight control efforts, made excuses,
or blamed external factors.

“After childbirth, I breastfeed the baby; I want to
go to the gym with my sister, and I plan to lose weight
after childbirth.” (Participant 12)

Facilitators of Weight Control During Pregnancy

The experiences of mothers showed that significant
facilitators such as access to social support resources,
focus on weight control motivations, and education
and counseling are important and influential factors
in weight management during pregnancy.

1. Social Support Resources: Key social support
resources, including spouses, family, and friends, play
a crucial role in providing physical and emotional
support to mothers for weight control. Physical
support in the form of companionship in maintaining
a healthy lifestyle and helping create leisure time for
the mother is very important. According to these
mothers’ experiences, family support, especially
from the husband, in modifying dietary habits and
accompanying physical activity, had significant
positive effects on their weight control. Combining this
support with assistance in childcare and housework
doubled these positive effects. Participating mothers
emphasized the need for this support for weight
control.

“If [ wanted to eat more junk food, my family,
especially my spouse, would warn me.” (Participant 1)

According to the mothers’ experiences, receiving
emotional support such as continuous encouragement
to maintain the diet and control weight, receiving
repeated reminders of the benefits of weight control,
loving and attentive warnings, and considering the
mother’s weight control as a family goal had a great
impact on weight management.

J Health Sci Surveillance Sys July 2025; Vol 13; No 3
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“My family supported me; they didn’t bring things
into the house that I crave or like to eat, such as soft
drinks, desserts, or other things.” (Participant 1)

2. Identification and focus on weight control
motivations: Mothers’ experiences indicated that
personal and fetus-related motivations significantly
impacted weight management efforts.

Mothers considered focusing on motivations such
as improving body image, emphasizing physical
and emotional benefits, having a safer delivery, and
enhancing sexual relationships as effective in better
weight management during pregnancy. For some
mothers, having a body shape that matches social
norms, easily finding clothes, using previous clothes,
and appearing younger were strong motivations for
weight control. Some emphasized the physical benefits
of weight control, such as feeling more energetic,
reducing pregnancy and childbirth complications,
and avoiding adverse health outcomes related to being
overweight.

“Now that my weight is decreasing, 1 feel lighter.
Before, 1 used to suffer from back pain when walking;
now I feel good, lighter, and my knees and ankles don’t
hurt when walking.” (Participantl2)

“I will be upset if my child grows up and says,
“My friend’s mom is not fat, why are you fat? *“
(Participant 12)

“... I didn’t know that being overweight during
pregnancy would have so many complications, but
since I was hospitalized due to high blood pressure,
I wish I had taken care of it from the beginning. 1
should have controlled my weight before pregnancy.”
(Participantl6)

For the vast majority of mothers, fetus-centered
motivations were more important. According to
mothers’ experiences, using motivations such as the
impact of weight control on fetal health and successful
breastfeeding was highly effective in encouraging
them to control their weight during pregnancy.

“Before pregnancy, I liked snacks, but I didn’t eat
them much during pregnancy because they said it’s
harmful.” (Participant 4)

3. Education and Counseling: The study results
indicated that the role of education and counseling,
especially through healthcare providers such as
midwives, physicians, and nutritionists, was crucial
in facilitating weight management. This education
and counseling should cover various aspects of
weight control, including dietary recommendations,
exercise guidelines, and the risks associated with
being overweight during pregnancy. Continuous
follow-up and support by healthcare providers were
also considered beneficial.

“My spouse encouraged me by saying things like

your skin has become brighter, your sides have become
smaller. These comments increased my motivation to
lose more weight.” (Participantl)

Providing education and counseling via the
Internet and virtual platforms through the introduction
of reputable websites was emphasized by the
mothers as an appropriate and cost-effective method.
Many women identified the lack of knowledge as a
significant barrier to appropriate weight gain during
pregnancy. Women spoke about the lack of access to
reliable information regarding nutrition and weight
gain during pregnancy. Most participants reported
that midwives monitored their weight gain during
pregnancy but did not provide specific information
on whether their weight gain was appropriate or not.

“The recommendations of midwives and doctors
are valuable and reliable, but they didn’t give me any
specific advice for weight control. They just asked me to
be mindful of excessive weight gain.” (Participant 13)

Pregnant women with obesity experienced stigma
and social rejection, especially from midwives and
doctors. Empathy and awareness are essential traits
for healthcare providers who aim to advise or guide
individuals on how to change their lifestyle.

“The way they treat you is crucial. The behavior
of the healthcare staff, doctors; for example, when
I came to the delivery ward for a cesarean section,
one of the staff saw me and said, ‘Why are you so
overweight? Eat less.” One of the nurses treated me
that way.” (Participant 15)

Some women described not receiving
information in a suitable format, such as receiving
written information when they preferred verbal
communication during prenatal visits. Women
preferred group sessions over one-on-one services.

“It’s better to have group programs because when
there are multiple people, more questions are asked, you
hear more answers, and you learn.” (Participant 16)

Discussion

This qualitative study examines the experiences of
overweight and obese pregnant women regarding weight
management during pregnancy. Our findings highlight
a range of barriers and facilitators that impact effective
weight management. Understanding these factors is
crucial for developing targeted interventions.

A. Barriers to Weight Management

Previous Eating Habits: Participants indicated that
both unconscious and conscious overeating, shaped by
prior behaviors and emotional patterns, posed major
obstacles to effective weight control. Stress-related
eating and the persistence of unhealthy childhood
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dictary habits were commonly cited challenges.
Pregnant women with obesity often reported turning
to food for emotional comfort and continuing past
eating patterns, which increased the risk of weight
gain during pregnancy.'®-*°

Pregnancy-Related Changes: Eating behavior
during pregnancy was significantly influenced by
factors such as cravings, physiological hunger,
increased meal frequency, and concerns for fetal
health. These changes were described as key
impediments to weight management. Hormonal and
physiological alterations heightened appetite and
cravings, often resulting in unintentional overeating.?!
Cultural beliefs, such as the notion of “eating for two,”
further encouraged excessive intake.? Fear of harming
the fetus discouraged some women from limiting food
or exercising.’® While some perceived pregnancy as a
chance to adopt healthier habits, others experienced
internal conflict between promoting fetal health and
relaxing previous restrictions.?

Physical Activity Limitations: Barriers to
physical activity included cultural norms, limited
access to facilities, physical discomfort, and social
stigma. Concerns about judgment and inadequate
infrastructure were frequently mentioned. Financial
constraints, cultural misconceptions regarding
exercise safety, and lack of time also prevented many
from engaging in regular activity.> 18 19 21. 22,2426 Tpy
addition, pregnancy-related physical symptoms such
as back pain or a history of preterm labor further
restricted movement.'® ¥

Challenges in Following Dietary Plans:
Maintaining a healthy diet proved difficult due to
the complexity of meal preparation, accommodating
family food preferences, and the high cost of special
dietary items. A history of failed weight-loss
attempts contributed to feelings of discouragement.
Other challenges included limited food variety,
lack of nutritional awareness, and misinformation
about healthy eating.® 22?7 Cultural expectations,
particularly among certain ethnic groups, added
further complexity to dietary adherence.?

Beliefs and Attitudes: Beliefs surrounding body
image and the perceived controllability of weight gain
significantly influenced eating and lifestyle behaviors.
Some women viewed weight gain as unavoidable,
while others believed it could be managed, though
not always successfully.'”?* Negative attitudes—often
rooted in socio-cultural and economic contexts—
diminished motivation to control weight.!* 225 In
some cases, societal or familial norms reinforced
misconceptions about body size, with some women
believing that greater weight gain signifies a healthier
baby.!$: 242527 Negative experiences with healthcare
providers also contributed to discouragement in
pursuing weight management.®?

Defense Mechanisms: Several participants delayed
taking action on weight control, believing it was more
appropriate to address postpartum. Strategies such as
breastfeeding were viewed as future solutions, while
denial, blame, and excuses were used to rationalize
inaction.?’-?% 28 Weight gain was sometimes attributed
to uncontrollable factors, like genetics or hormones,
further limiting engagement in preventive behaviors.
Some women with higher weight viewed pregnancy
weight gain as natural, while others with lower weight
were more concerned about its consequences.'’

B. Facilitators of Weight Management

Social Support: Findings indicated that support from
spouses, family members, and friends played a vital
role in helping pregnant women manage their weight.
This support often takes the form of encouragement,
shared commitment to a healthy lifestyle, assistance in
creating leisure time, consistent motivation, reminders
of the benefits of weight control, caring warnings, and
even treating weight management as a family goal.
Social support has been shown to positively influence
adherence to weight-related recommendations
among pregnant women.'s- 2% 22 Furthermore, effective
communication and counseling with healthcare
providers can enhance women’s experiences and foster
greater engagement with weight control efforts.* 2

Weight Control Motivations: Motivations rooted in
concern for maternal and fetal health were found to
significantly influence weight management behaviors.
Women expressed a desire to improve their own health
and that of their unborn child, reduce pregnancy and
delivery complications, and boost self-confidence.
Personal motivation, social support, and access to
relevant information emerged as key facilitators.> -2
However, factors such as fatigue, nausea, and physical
discomfort may diminish women’s confidence in
managing diet and exercise. Tailored support that
addresses these barriers can enhance their ability to
maintain healthy behaviors during pregnancy.

Education and Counseling: The results
highlighted the crucial role of education, counseling,
and healthcare support in effective pregnancy weight
management. Women benefited from receiving
reliable, evidence-based information about nutrition
and appropriate weight gain.> ' 22 28 Positive
interactions with healthcare providers—especially
midwives and doctors—were cited as valuable in this
regard.®° Nonetheless, limited knowledge and poor
access to trustworthy information were mentioned
as potential barriers. In this study, the role of the
husband in supporting weight management was
considered important and influential, aligning with
some prior research? although contrasting views also
exist.?” Group counseling sessions were preferred over
individual consultations by many women, a finding
consistent with earlier studies.?
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Clinical Implications

The findings of this study revealed a general pattern
that can guide recommendations and interventions
related to pregnancy weight gain. Adhering to
pregnancy weight gain guidelines may reduce
adverse maternal and infant outcomes.* Intervention
strategies to achieve this include utilizing a woman-
centered program, using messages and materials
tailored to the woman’s weight status and literacy,
enhancing self-management skills such as controlling
eating in response to pregnancy cravings and reducing
stress eating, including physical activity counseling
and appropriate referrals such as to a psychologist
and nutritionist, consistently and delivering messages
about the risks of obesity and overweight during
pregnancy, and providing continuous support for
weight management during pregnancy.? 3

Strengths and Limitations

This study provides an in-depth analysis of the
experiences of overweight/obese pregnant women
regarding weight management during pregnancy. As
a qualitative research study, the results are specific
to the population studied in a particular context.
However, our sample included mothers of various
ages, numbers of pregnancies, and body mass index
ranges within the overweight/obese category, allowing
for the identification of diverse perspectives on
pregnancy weight gain.*?

The use of a conventional content analysis approach
for analyzing the interviews was a strength of this
study, as it revealed the nuances and experiences of
overweight/obese pregnant women concerning eating
behaviors and weight management. Additionally,
continuous observation by two researchers during
the extraction of the codes and themes was done.
Transcripts were read multiple times, and the codes
were revised, reviewed, and validated. Continuous
group discussion during the analysis supported data
validity and confirmation.?*

Another strength of this study lies in the timing
of the interviews. The women in their third trimester
of pregnancy were allowed to reflect on their lifestyle
and feelings about their bodies during pregnancy.”
The data collected were likely more comprehensive
regarding pregnancy experiences than studies
interviewing women in early pregnancy or one year
post-pregnancy. There were no instances of refusal to
participate in this study, suggesting that selection and
participation bias did not occur, and the findings from
this sample could represent the target population.’

A key limitation of this study is that pre-pregnancy
or early pregnancy weight was determined based on
the women’s self-reported information, which may not
be accurate and could be subject to social desirability
and recall bias. However, previous research on

pregnancy weight gain has shown a strong correlation
between self-reported pre-pregnancy weight and
clinical weight.*

Conclusion

This qualitative study examined the challenges and
facilitators of weight management in overweight and
obese pregnant women. The findings indicate that weight
management during pregnancy is influenced by several
barriers, including prior eating habits, natural body
changes during pregnancy, physical activity limitations,
diet adherence issues, and cultural beliefs. These barriers,
especially when combined with defensive mechanisms
such as postponing weight management until postpartum,
add complexity to this process. Additionally, the study
identified the factors that facilitate successful weight
management, such as social support from family and
friends, motivations related to improving personal and
fetal health, and the role of education and specialized
counseling in enhancing the positive experience of
pregnant women in weight management.

These findings emphasize the importance of
designing comprehensive and targeted interventions
to assist pregnant women in managing their weight.
Such interventions should focus on identifying and
overcoming specified barriers and strengthening
facilitating factors. Moreover, addressing cultural and
individual beliefs and providing appropriate social and
educational support can help improve maternal and
infant health outcomes.
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