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Abstract

Background: Women with a BMI>30kg/m?2 typically report poor experiences with standard
antenatal care. Group antenatal care (GANC) has been shown to improve care experiences.
Positive care experiences are associated with safer clinical outcomes. Little is known about how
women with a raised BMI experience GANC. Utilising a critical feminist intersectional lens may
help us understand whether facets of the GANC model improve these women’s experiences of
antenatal care.

Methods: A multi-method qualitative study was undertaken nested within a large trial testing a
model of GANC (Pregnancy Circles) within the English NHS. Seven Pregnancy Circle sessions were
observed. Twenty-two women with a BMI >30kg/m?2 allocated to Pregnancy Circles in the trial
were interviewed using a narrative approach. Semi-structured interviews were undertaken with
eight midwives who facilitated Pregnancy Circles. Data were analysed thematically with narrative
analysis overlaid on the women’s interviews, utilising cultural safety as a theoretical framework.

Findings: Three meta-themes were developed- Pregnancy Circles as a site of tension, the hospital
as a site of danger, and good motherhood in a pandemic. Facets of GANC such as peer support
and relational continuity support women with a raised BMI to have a positive care experience.
These facets normalised pregnancy, which mitigated the impact of increasing medicalisation
when complications developed. In principle, midwives support GANC but in practice were deeply
enmeshed in a risk-management paradigm and so found it difficult to utilise facets of the GANC
model to support a personalised care approach for women with a raised BMI. Absence of GANC
facets such as relational continuity and facilitative decision-making processes in the hospital
setting contributed to a poor experience of labour and birth for women with a raised BMI. The
COVID-19 pandemic aggravated this further. Facets such as peer support alleviated postnatal
isolation during the pandemic and supported the transition to motherhood. Women cited
various barriers to postpartum weight management but identified peer support as a strong
motivator.

Conclusion: This was the first study to explore the experiences of women with a raised BMI
receiving GANC qualitatively. Mapping a cultural safety paradigm onto GANC provision allows a
radical reimagining of maternity care provision for women with a raised BMI as woman-centred,
culturally safe and non-stigmatising. How safety is approached and delivered in maternity
services requires reconfiguration.

10



Acknowledgements

| am grateful to the University of East London, with whom [ initially commenced my PhD
candidacy, for granting me funding through an Excellence Studentship, which has allowed me to
undertake this research. | am also grateful to City, University of London, who agreed to take over
funding my studentship after | transferred my candidacy so that | could complete this work.

| am extremely grateful for my supervisory team. Thank you to Professor Angela Harden for her
continued gentle guiding support throughout the whole process. Thanks to Professor Christine
McCourt who kindly agreed to co-supervise me after | joined City. Her vast experience in
maternal health research has challenged my work in ways | am still exploring. | am also grateful
to Dr Anita Mehay for her early supervisory support in my first year. My supervisory team has
supported me with godly patience through three pregnancies and has always endeavoured to
give me the space to juggle many hats as researcher, midwife, and mother simultaneously.

Thank you to the wider REACH team for taking me under their wing — learning to work
collaboratively in a big clinical trial has been an education!

Thanks to the wider academic community at both UEL and City, who supported me whilst |
worked clinical shifts through a global pandemic, completed a short stint as a lecturer, juggled
maternity leave twice, and experienced matrescence in all its tiring and beautiful wonder.

| am grateful to the midwives and women who agreed to let me observe their Circles. Thank you
to the eight midwives who agreed to take time out of their busy schedules to take part in the
interviews, despite working in extremely difficult circumstances during the pandemic. Thank you
to the twenty-two women who very kindly took part in my research, many of whom were
simultaneously engaged in mothering work whilst our interviews took place.

Thank you to my “village” - it would have been impossible to complete this work without all the
support | received. Joe, Lottie, Jack, Jenny, Martin, Debbie, Mum and Dad — thank you for the
precious days of childcare whilst | continued to work. Asil —thank you for your editorial eye.
Miriam, Maura, Evette, Helen, Molly, Harriet, Felicity, Michael and Anna — thank you for your
ongoing emotional support, especially when | thought | would never finish this work! Angela-
thank you for all your wonderful midwifery care during my pregnancies, and for giving us a place
to get away from it all, a little haven for us and the children.

| am most grateful to my husband, Sam, whose unwavering support throughout these difficult
years has been unparalleled. This work would not have been completed were it not for your
continuous love and dedication to our family. My gratitude and love for you knows no bounds.
This thesis is dedicated to our children who arrived whilst | wrote this — Winifred, Mei and the
one that was lost in between.

11



COVID-19 Impact Statement

This statement is provided for the aid and benefit of future readers to summarise the impact of the
COVID-19 pandemic on the scope, methodology, and research activity associated with this thesis. The
academic standards for a research degree awarded by City, University of London and for which this thesis
is submitted remain the same regardless of this context.

Title of the research project: Understanding the experience of group antenatal care for women
with a raised body mass index: a multi-method study

1. Summary of how the research project, scope or methodology has been revised because of COVID-19
restrictions

The methodological approach was adapted after some of the data collection had already taken
place. Participant observations were completed in May 2019, prior to my maternity leave. The
Pregnancy Circles trial was paused in March 2020, so women were no longer attending the
circles in person. | had planned to collect both quantitative (trial outcome data) and qualitative
data (narrative interviews). However, the pause on trial recruitment meant there would be a
delay in collecting sufficient outcome data, and it was impossible to predict when the Pregnancy
Circles would be recommenced. The research questions and data collection methods were then
adapted to be solely qualitative. | also intended to conduct longitudinal narrative interviews with
women at two different time points- in the third trimester and in the postnatal period, using a
loosely structured topic guide for the antenatal interview and then use issues that emerged to
inform the postnatal interview. As women were no longer receiving the intervention during this
time, | could not interview women in the antenatal period. Instead, one postnatal interview was
conducted at least 12 weeks after birth and up to a year after, as this would grant me a long
enough recruitment period and by 12 weeks, women would have had some time to adjust after
the newborn period. Hybrid data analysis techniques were introduced to maintain narrative
integrity to the thesis, as less interviews were conducted in a narrative style.

2. Summary of how research activity and/or data collection was impacted because of COVID-19
restrictions, and how any initially planned activity would have fitted within the thesis narrative

In March 2020, | was waiting for ethical approval to be granted. | switched to remote working for
my PhD but | was still on maternity leave from my job as a clinical midwife in the Trust | usually
work in. | was aware that midwives were being asked to return to work early from maternity
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leave to cover the shortfall in staff sickness/self isolation policy. | felt obliged to return to clinical
practice if required to do so but was aware that recruiting an adequate number of participants
would be difficult if | returned after a suspension in studies in September/October 2020, with
ethical approval still pending. In addition, the research design was adapted as described above
which necessitated significant changes to the patient information leaflet and topic guides. | was
advised by the wider research team to wait for the initial ethical approval to be granted and then
to resubmit substantial amendments to the Pregnancy Circles trial. My initial ethical approval
was not granted until June 2020, and then resubmission was not granted until July 2020 which
also contributed to a significant delay in recruitment.

3. Summary of actions or decisions taken to mitigate for the impact of data collection or research
activity that was prevented by COVID-19

It was not permissible to interview people in person but to understand women’s experiences of
Pregnancy Circles, interviews were considered an essential data collection method in order to be
able to answer the research questions. Therefore, interviews were conducted virtually. There
were numerous benefits to this — it was cost-effective to do this and more time-efficient to
conduct interviews in this way. | was able to be more flexible with my time and offer multiple
reorganisations of interviews. In total | rearranged interviews 18 times for participants. A more
rigorous recruitment strategy was discussed and followed to ensure that recruitment was not
drawn out and that information power would be sufficient with the interviews undertaken. Even
with a more proactive approach, recruitment for the interviews commenced in July 2020 and
was not completed until June 2021.

4. Summary of how any planned work might have changed the thesis narrative, including new research
guestions that have arisen from adjusting the scope of the research project

Research questions were adapted to consider midwives experience of facilitating groups with
women with a raised BMI. Although the narrative interviews with women are considered the
primary data source for my research questions, the interviews with midwives can be considered
a supportive dataset that expands understanding about the function and utility of the
intervention and the interactions with actors within. Utilising hybrid data analysis techniques to
enhance and protect the narrative integrity of the interviews was considered essential as fewer
narrative interviews were conducted as originally planned. Considering the pregnancy
continuum as a narrative itself, findings chapters have been separated into themes related to
Pregnancy, Labour and Birth, and the Postpartum period.

Date of statement: 21/09/2023
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Glossary of key terms

The table below defines a list of key terms used throughout the thesis. Many of these key terms

are medical in nature and therefore definitions have been included to clarify their importance

and contextualise their use in the main body of the thesis.

Table 1. Key terms and their definitions

Term Definition
Postpartum Blood loss equal to or over 500ml at the time of birth or after. Postpartum
haemorrhage haemorrhage is closely linked with maternal morbidity and mortality.

Booking appointment

The initial appointment a woman will have with a midwife in pregnancy. The
purpose is to obtain an accurate medical, social and psychological history, offer
and complete necessary risk assessments, take a baseline of clinical
measurements and complete referrals for additional care if required. This
appointment dictates the care pathway a pregnant woman is commenced on.

Major obstetric
haemorrhage

Blood loss equal to or over 1500ml at the time of birth or after. Major obstetric
haemorrhage is closely linked with maternal morbidity and mortality.

Induction

A process by which to artificially start labour either mechanically or with
medication. This is often a clinical decision to end the pregnancy when the
intrauterine environment is no longer considered safer than extrauterine life.

Obstetric cholestasis

Also known as intrahepatic cholestasis of pregnancy. A pregnancy condition
defined by itchy skin with abnormally high maternal bile acid concentrations.
This condition is linked with stillbirth.

Caesarean Section

Major abdominal surgery undertaken under anaesthesia to deliver a foetus
when it is considered unviable or undesirable to deliver vaginally. Caesarean
sections are either considered ‘elective’ when the procedure is chosen at a time
and date suitable to both parents and the service, or ‘emergency’ when the
decision is taken shortly before the procedure takes place.

Term pregnancy

A pregnancy gestation of between 37 and 42 weeks. This period of time is when
the foetus is considered neurologically and physiologically mature enough to
exist outside of intrauterine life without support.

Preterm

A pregnancy gestation of between 24 and 37 weeks. This period of time is when
the foetus is considered either neurologically or physiologically immature but
viable. Depending on the gestation, the foetus may require intensive
intervention to support the transition to extrauterine life. Prematurity is closely
linked to neonatal morbidity and mortality and is the leading contributing factor
of death in infants under the age of 5.

Gestational diabetes

A pregnancy condition defined by the development of abnormally high blood
glucose levels in the absence of pre-existing diabetes prior to pregnancy. Poorly
controlled gestational diabetes is linked with poor neonatal outcomes.
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Intra-uterine growth
restriction

A complication of pregnancy where the foetus does not grow as expected due
to maternal malnutrition or a chronically hypoxic uterine environment. This
condition is closely linked to neonatal morbidity and mortality.

Midwifery-led unit

A labour and birth facility either located in a hospital or a separate (free-
standing) unit, whereby midwives are the lead practitioner for the care
provision during labour and birth and assume responsibility for care decisions.

Consultant-led unit

A labour and birth facility located in a hospital where consultant obstetricians
assume overall responsibility for decisions and care plans made during labour
and birth. Midwives provide most of the care during labour and birth on these
wards.

Theatres A room in a hospital where surgical operations take place. Caesarean births
happen here under anaesthesia.
Meconium The first bowel movement of the baby. It may be passed during labour and can

be considered a sign of hypoxic stress. Meconium aspiration is considered a
potential complication when meconium is passed during labour and is
associated with neonatal morbidity and mortality

Third degree tear

Injury to the perineum that includes the anal sphincter complex

Polyhydramnios

Excessive amniotic fluid. A complication of pregnancy often associated with
gestational diabetes, genetic foetal abnormalities, or having a raised BMI.

Fibroid A benign uterine tumour. Can cause bleeding in pregnancy as well as abdominal
pain. Can cause labour complications if they cover the cervix.

Lockdown A period of time dictated by the UK government during the COVID-19 pandemic
when it became illegal to leave your home except for daily exercise and
emergency situations. This was implemented to slow the spread of the virus.

Furlough A government scheme that provided grants to employers in order to help them

pay their staff through the lockdown periods, in order to reduce transmission
rates of COVID-19.

Spontaneous Rupture
of Membranes

When the membranes around the baby break on their own without medical
intervention. Most of the time, active labour occurs within 24-48 hours of this
event happening.

Cardiotocography

A machine that enables the continuous monitoring of the foetal heart. This is
mostly used during labour, although this is sometimes used during pregnancy
to monitor foetal wellbeing.

Retained placenta

A placenta that does not detach spontaneously or with the use of medication.
This is a risk factor for haemorrhage and infection. The management of this
complication is a manual removal of the placenta from the uterus.

Neonatal jaundice

A condition where the baby develops a yellowish hue to the skin due to the
slow breakdown of bilirubin after birth. If untreated for a long time, this
condition can cause a type of brain damage known as kernicterus.

Postpartum
Depression

A type of depression experienced after having a baby. A medical condition
characterised by strong persistent feelings of sadness, anxiety, lack of energy
and in some cases, an inability to bond with the baby.
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Acronyms
The table below outlines acronyms that are used throughout the thesis.

Table 2. Acronyms

Acronym Phrase

BMI Body Mass Index

CTG Cardiotocography

GANC Group Antenatal Care

GDM Gestational Diabetes Mellitus

GWG Gestational Weight Gain

HSIB Healthcare Safety Investigation Branch

IOL Induction of Labour

IUGR Intra-uterine growth restriction

LMIC Low- and Middle-Income countries

MOH Major Obstetric Haemorrhage

MCOC Midwifery-led Continuity of Care

NHS National Health Service

NICE National Institute for Clinical and Health Excellence
NICU Neonatal Intensive Care Unit

NIHR National Institute for Health and Care Research
NMC Nursing and Midwifery Council

RCM Royal College of Midwives

RCOG Royal College of Obstetricians and Gynaecologists
PCOS Polycystic Ovary Syndrome

PPD Postpartum Depression

PPH Postpartum Haemorrhage

SROM Spontaneous Rupture of Membranes

VBAC Vaginal birth after caesarean

WHO World Health Organisation
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Chapter 1 — Thesis aims and rationale, key concepts and definitions

1.1 Introduction

This thesis is a critical exploration of the experiences of women with a raised body mass index
(BMI) who received GANC during their pregnancy. For this thesis, the term ‘women with a raised
BMI’ refers to women whose BMI is 30kg/m2 or above. Terminology used throughout this thesis
is discussed later in this chapter. Antenatal care is provided to pregnant women by a skilled
health professional to optimise health for both mother and baby during pregnancy. The
components of antenatal care include risk identification, health education and promotion, and
the prevention and/or management of pregnancy conditions or pre-existing health conditions
(WHO, 2016). It is widely considered a key public health intervention that supports women’s
health during pregnancy (WHO, 2016).

In the UK, most antenatal care provision is delivered by midwives. A standard antenatal care
pathway includes up to ten appointments, starting with the booking appointment, and ending
with the 41-week appointment, if the woman has not yet given birth (NICE, 2021a). Two scans at
12 and 20 weeks gestation are offered in addition to the antenatal appointments. Antenatal
appointments are conducted with one midwife and the appointment will contain various
assessments, both clinical and non-clinical, to ascertain the wellbeing of the mother and the
baby. The midwife will either be the lead professional for the pregnancy, or will be one of the
practitioners in a shared-care pathway if a woman requires additional care outside of the
midwife’s remit, such as growth scans, or appointments with an obstetric doctor (NICE, 2021a).
A recent national survey conducted by the Care Quality Commission (CQC) found that although
most women report having a good experience of antenatal care, experiences of care have
declined in the last 5 years (CQC, 2022). The most dramatic decline has been in the confidence
and trust in how staff deliver antenatal care. While the COVID-19 pandemic has exacerbated this

to some degree, there has been a steady deterioration in experiences of care since 2017.
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GANC is a newer model of midwifery care whereby a group of 8-12 women of a similar gestation
of pregnancy are cared for by the same two midwives throughout the antenatal period,
therefore it can be considered a continuity of care model. Continuity of care describes a care
model where women receive support and care from the same midwifery team throughout
pregnancy. This model of care has been shown to improve clinical outcomes for women and
babies, as well as improving care experiences (Sandall et al, 2016). Chapter 9 discusses
continuity of care models in the context of the current maternity landscape. The group sessions
replace standard antenatal appointments, and usually last around two hours, thereby increasing
the overall amount of time women spend with care providers over the course of a pregnancy.
The typical attributes of a usual antenatal appointment, such as clinical assessments, are
supplemented with woman-led discussions, information sharing and peer support (Wiggins et al,
2020). This model of care was developed to address women’s reports on poor care experiences.
There is a growing body of evidence demonstrating that group care may be a suitable way of
improving outcomes and satisfaction with care (Catling et al., 2015). This model of care and how

it is hypothesised to improve care experiences is discussed in more detail in Chapter 2.

This thesis is a nested qualitative study within a larger randomised controlled trial that seeks to
identify whether a bespoke package of GANC (called Pregnancy Circles) could be an effective and
cost-effective way of providing antenatal care in the UK National Health Service (NHS). This
introductory chapter provides an overview of the larger clinical trial that this study sits within
and details the thesis aims, objectives and rationale. It highlights the current gaps in the
literature and introduces the key concepts and theoretical frameworks, as well as the definitions
and terminology used in the study. Researcher reflexivity and positionality is discussed and the

chapters included in the thesis are outlined.

1.2 Aims and rationale

There is an established body of literature that demonstrates that women with a raised BMI
generally report a poor care experience during pregnancy, related to feeling stigmatised,

experiencing gatekeeping of choices and available resources, having a poor relationship with
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their healthcare providers as well as being subject to inadequate care (Jones and Jomeen, 2017;
Smith and Lavender, 2011). This is discussed in more detail in the literature review in Chapter 3.
In addition, this group of women are overrepresented in maternal mortality and morbidity
statistics (Knight et al, 2022). As noted above, there is a growing body of research that
demonstrates that group care can contribute to a positive experience of pregnancy and birth
(Catling et al, 2015; Andersson, et al., 2013; Liu et al., 2017; Hunter et al., 2018a). A scoping
review conducted by the World Health Organisation (WHO) identified that women desire and
expect their experience of pregnancy to be positive (WHO, 2016). WHO (2016) links having a
positive pregnancy experience with improving maternal outcomes by defining a positive
pregnancy experience under four main parameters — maintaining both sociocultural and physical
normality, sustaining a healthy pregnancy for mother and baby, having a positive labour and
birth, and being well supported in their transition to motherhood. The recommendations
advocate for woman-centred care, well-being of pregnant women and their families, as well as
for positive perinatal outcomes. The report recognises the provision of midwifery continuity of
care models, including GANC, as necessary health system interventions to impart a positive

experience of care, as well as improve the quality of care provision.

Obesity is considered a growing problem for women of childbearing age. Approximately 21% of
pregnant women in the UK have a BMI >30m2 (Public Health England, 2019). The most recent
confidential enquiries report demonstrates that obesity in pregnancy is correlated with a higher
incidence of maternal mortality (Knight et al, 2022). This report also highlights an association
between women living in the most deprived areas and increased mortality rates. In addition,
women from ethnic minority backgrounds are also overrepresented in the women who die
(Knight et al, 2022). The report highlights a lack of co-ordinated care for these women, many of
whom had additional or complex needs in pregnancy. Furthermore, most of the women who
died did not attend the full schedule of antenatal care, which is a risk factor for increased

maternal mortality (Knight et al, 2022).

Research on GANC is growing and demonstrating that it may have physical and social benefits for
certain groups of women who either occupy marginalised identities or have characteristics that
are associated with poorer maternal or neonatal outcomes. However, it is still unknown whether
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GANC improves the pregnancy experience for women with a raised BMI. A distinct gap in the
literature exists about the benefits (or otherwise) of GANC for women with a raised BMI. The
research reported in this thesis aims to explore the potential of GANC in improving the care
experiences of women with a raised BMI. It takes an intersectional approach and by doing so
attempts to redress the lack of such an approach within research on obesity and pregnancy. By
exploring what it means for women with a raised BMI whose reproductive experiences have
been perhaps neglected by medical professionals, this thesis also investigates the role inhabited

by midwives involved in providing antenatal care in a group model.

This work employs a critical feminist approach in discussing obesity and maternity care provision.
This concept will be introduced later in this chapter as well as discussed more fully in Chapter 4.
This includes criticality about the tools used to define risk in pregnancy, such as BMI, and how
care provision is constructed around standardisation and risk status, as opposed to providing an
individualised approach to care. Cultural safety has been utilised as a theoretical framework
within this thesis. This concept is briefly introduced later in this chapter as well as in detail in
Chapter 4. Cultural safety highlights how GANC approaches service provision in a very different
way, and how the potential for compassionate, individualised care for women with a raised BMI
within this model of care emerges. This has implications for challenging current working
practices within the NHS as well as demonstrating that national recommendations for safety in
pregnancy require a radical overhaul. A critical framework makes it possible to talk about the
continuation of the authoritative practice of intervention for particular groups of women and
enables a discussion about how women navigate spaces where their risk status is either

embodied or challenged.

1.3 Research gap

The literature reviewed for this thesis in Chapter three highlights that there is a significant body
of research about the pregnancy experiences of women with a raised BMI who receive standard
antenatal care. Many of the women report poor care experiences due to weight stigma, highly

medicalised care, and inconsistent advice from fragmented care provision. Weight stigma has
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been implicated in poorer clinical outcomes (Parker, 2017; Puhl and Heuer, 2010). Medicalised
care is often fragmented as more healthcare professionals input into the antenatal care
pathway, and poorly coordinated care is implicated in this process. Fragmented and
uncoordinated care provision has been documented as a contributing factor in cases of maternal
mortality (Knight et al, 2022). There is an urgent and ongoing need to prioritise individualised
healthcare provision with a trusted practitioner in order to improve outcomes (Sandall et al,
2016). Many of the recommendations for care of women with a raised BMI indicate increased
surveillant care with more interventions in the antenatal period, to ensure foetal wellbeing
(NICE, 2010; Denison et al, 2018). There is little in the way of recommendation for the
emotional, psychological, spiritual and mental wellbeing of the woman undergoing the
pregnancy, and how best to support her beyond increased medical surveillance. Some of the
core facets of GANC, such as supporting self-autonomy, peer support, and relational continuity,
have been shown to improve women’s experience of pregnancy, and in some cases, has been
shown to improve certain clinical outcomes (Byerley and Haas, 2017). Not much is known,
however, about the experiences of pregnant women with a raised BMI| who may have other
marginalised or intersectional identities. Furthermore, there is a paucity of studies that explore
the experiences of women with a raised BMI who received GANC as part of their maternity care

provision.

There are a few quantitative studies exploring the impact of GANC on gestational weight gain for
women with a raised BMI (Byerley and Haas, 2017). These are discussed in detail in Chapter 2.
However, there is, to our knowledge, currently no qualitative literature pertaining to women
with a raised BMI and their experience of GANC. This represents a gap in the knowledge base
about whether women with a raised BMI may find GANC beneficial for their experience of
pregnancy. This thesis aims to address this gap with original research. In addition, ethnic
minority and socially disadvantaged women are known to experience poor quality of antenatal
care, and inequity of care provision is heavily implicated in adverse pregnancy outcomes
(Lindquist et al., 2015; Knight et al., 2022). The intersection of obesity and other marginalised

identities highlight a myriad of systemic bias that results in worse outcomes for women
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(Hargrove, 2018). Moreover, women with marginalised identities are underrepresented in

research (Lovell et al, 2023; Lawson and Marsh, 2017).

This study aims to explore the care experiences of women with a raised BMI who have been
randomised to receive GANC during their pregnancy. As the eligible participants were recruited
from the Pregnancy Circles trial, which is recruiting a diverse population from deprived and
marginalised communities, a diverse sample for this study was expected. Therefore, this study
will contribute much needed evidence on the experiences of women whose voices have been
seldom heard within the literature. The experiences of women with a raised BMI are not being
explored specifically in the Pregnancy Circles trial so this PhD thesis represents “added value” to
the main trial outcomes. Some of the data (participant observations and interviews with
midwives) that | collect were shared with the wider Pregnancy Circles team for work on the
process evaluation of the main trial. The datasets were analysed differently by myself as my

research questions and methodological approach differ from the main study.

1.4 The Pregnancy Circles trial

The Pregnancy Circles trial is a randomised controlled trial (RCT) to evaluate the effectiveness
and cost-effectiveness of a bespoke group-based model of antenatal care, called Pregnancy
Circles, across several NHS settings across England, particularly those serving populations with
higher levels of social deprivation and cultural, linguistic and ethnic diversity (Wiggins et al.,
2020). The Pregnancy Circles trial is part of the larger NIHR funded REACH pregnancy
programme hosted by Barts Health NHS Trust with City, University of London as the lead

academic partner and UCL and Queen Mary, University of London as collaborating institutions.

Within the Pregnancy Circles trial, women are randomised to either receiving standard care, as
per what is already provided in the recruiting NHS trust site, or to the intervention, Pregnancy
Circles (GANC). A Pregnancy Circle is made up of between eight and twelve women who attend
the session together along with the two same midwives who facilitate each session, thereby

providing continuity of care. A third “buddy” midwife is recommended in order to cover periods
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of unforeseen absences or planned annual leave so that continuity of care across the midwifery
team is maintained. Midwives facilitating the Pregnancy Circles receive bespoke training on how
to facilitate GANC and are given a facilitator’s manual to help them structure the sessions. The
sessions are two hours long, compared to standard antenatal appointments, which can vary in
length between 15-30 minutes. All routine antenatal assessments are undertaken during the
group session. As well as increasing the total amount of time spent with a health professional,
the groups also involve additional information giving and peer support (Wiggins et al., 2020). The
first Circle session takes place around sixteen weeks gestation and the intervention follows the
usual antenatal pathway of care within the UK for primiparous women (NICE, 2021A). The
exception to this is the booking appointment and the potential 41-week appointment. If
required, the 41-week appointment is carried out by the facilitating midwives in the Circle, but
this is performed as an individual one-to-one appointment rather than as a group session
(Sawtell et al, 2023). The booking appointment is carried out as per the recruiting site’s usual
protocol and women are recruited to the study either at this appointment, which usually
happens in the first trimester or at their dating scan, colloquially known as the 12-week scan.
During randomisation, women are matched in the same Circle within a month of each other’s
due date. Pregnant women are eligible for inclusion to the trial if they are over sixteen years old,
are part of the geographical area that is covered by the team delivering the intervention, have an
estimated delivery date that aligns with those of the proposed group, and do not have a
documented learning disability (Wiggins et al, 2020). Women are not excluded based on their
“risk status” - women who have pre-existing complexities, such as having a raised BMI, are
considered eligible for participation in the study. One further eligibility criterion may be
employed during the recruitment period but may not be relevant for every trust — the pilot study
demonstrated that managing multiple language needs in the Pregnancy Circle was difficult for
facilitators and for this reason, the facilitators can decide to limit the number of different
languages spoken within a Circle where interpreter support is needed. Once recruiters have
reached the maximum amount of language needs in any one Circle, any subsequent pregnant
woman who meets all other inclusion criteria but requires interpreter support for a language

different from those already included in a Circle would be excluded (Wiggins et al, 2020).
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Typically, there are 8 antenatal sessions mapped across pregnancy as part of the intervention,
and one postnatal session planned 4-6 weeks after the latest expected due date of the women
who are randomised to the Circle. The four primary outcomes measured focus on a “healthy
baby” composite- the incidence of term birth, incidence of healthy birth weight for gestation, no
admission to a neonatal unit and incidence of live births. Secondary outcomes include but are
not limited to the incidence of spontaneous vaginal birth, maternal satisfaction and psychological
well-being, care provider satisfaction, as well as health economic factors (Wiggins et al., 2020).
The Pregnancy Circles trial aims to recruit 2190 women and has so far involved the maternity
services in 14 NHS Trusts. Recruitment and in person intervention activity was paused in March
2020 due to the COVID-19 pandemic. Recruitment and in-person intervention activities resumed
in May 2022. The work undertaken for this PhD is considered a nested study within the main

Pregnancy Circles trial and | have been embedded within the research team.

1.5 My background and interest

| am a clinical midwife by background and have been since 2014. Prior to becoming a midwife, |
had a long-standing interest in women’s health, having undertaken a bachelor's degree and
master's degree in Anthropology. These degrees allowed me to approach women’s health with a
level of criticality that continues to inform my current work and midwifery practice. In many

ways, | consider my midwifery praxis as a form of applied medical anthropology.

In considering maternal fatness as it is currently situated in medical literature (in that it is
significantly pathologised), within myself | feel a marked resistance to this dominant narrative. |
have previously explored fatness, body image, stigma and reproductive issues through an
anthropological lens and find the nature of BMI-related risk categorisation reductive and
unsatisfactory for the purpose of caring for women in a holistic way. The use of ‘objective’ tools
such as BMI within healthcare engender a narrow task focus and risk management orientation to
care provision that | find often at odds with the current discourse of individualised care,

discussed further in Chapter 2.
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As a clinical midwife | have been privy to and most likely have enacted forms of weight
discrimination against pregnant women. | mean that in the sense that | am aware of guidelines
and hospital protocols that restrict the choices of women with a raised BMI, and have found it
difficult to advocate for these women myself. Whilst attempting to champion their right to
choices, | have experienced larger systemic coercion through multidisciplinary working. This has
been mostly on consultant-led units where attempting to support choice has been met with
requests to introduce intervention earlier than guidelines dictate, and certainly much before we

III

would offer them to women with a “normal” BMI. | found that working this way over a long
period of time was affecting my practice- | was becoming more institutionalised and accepting of
intervention and medicalisation, unable to meet women’s needs in a holistic way. In addition, |
found the overwhelming acceptance and repetition of stigmatising rhetoric from other

healthcare professionals about “obese” women in our care difficult to listen to.

| am a fat woman. | have always been a fat woman, having been a fat child. My weight has
fluctuated over the years, and | have engaged in some form of weight management (to varying
degrees of success) for most of my adult life. | have experienced weight stigma in different types
of setting — both professionally and personally. For a number of years in my early adulthood, |
was very much engaged in the “good fatty” narrative, where | felt compelled to be performative
about my health behaviours, in order to demonstrate my commitment to the pursuit of thinness,
and to a lesser degree, health. | am at a point in my life where | approach fatness with neutrality
(as much as this is possible), and very much align my identity with that of fat liberation. |
continue to struggle with my self-worth and sense of self with regards to my body but | suspect
there are deeper layers regarding my womanhood and identity that are very pertinent to me,
but perhaps less so to my positionality and interest in this work. | have found my professional
identity as a midwife often transcends my fatness, where | am expected to agree and uncritically

accept the dominant rhetoric about obesity.

| reflected often on the pervasiveness of the biomedical language used to describe fat women’s
bodies and how little space it left to understand the experience of living in such a body. |
thought (and continue to think) about being an actor within an institution that ideologically
exists to support and help people with their healthcare needs but realistically does not meet
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people where their health is. | wondered whether women with a raised BMI thought | was kind,
empathetic and whether | had advocated for them sufficiently. As a community midwife, |
became even more cognisant of how early gatekeeping and expectation management happens
for women with a raised BMI, and how much | was complicitly engaged in this work. | began to
consider women in my care who occupied multiple characteristics, or marginalities- at the time |
wasn’t aware of intersectionality as a concept but had seen enough in my clinical practice to
know that a lot of biomedical literature did not and could not really encompass the complexity of
lived experience. As a community midwife, | became deeply unsatisfied with how | was providing
care- formulaic and task-oriented care in a time-efficient manner. In this role | began to start
thinking more deeply about how the current system of antenatal care provision could be
improved, and this continues to inform my questioning and exploration around this topic. |
wanted to conduct my own research around women’s experiences of maternity care in the UK
and came across an opportunity to undertake a nested PhD study within a larger RCT exploring
GANC in the NHS. | was intrigued to understand whether group care could be an alternative to
what was already offered in the NHS. | developed a research proposal around the experiences of
women with a raised BMI who had been randomised to the intervention arm of the trial and
commenced my Ph.D. in the autumn of 2018, with a scholarship from the University of East
London. My primary supervisor, Professor Angela Harden, was appointed to a new role at City,
University of London in July 2020 and | transferred to City with her during this time. City kindly
agreed to honour my prior funding agreement with University of East London. My prior
experiences and studies have led to the approach | have taken in my research topic and

questions. These are outlined in more detail in the next section.

1.6 Key perspectives and theoretical frameworks

Below | briefly introduce the main theoretical frameworks and key concepts used throughout the
thesis that frame my epistemological approach and give deeper meaning to the analysis of the

data. These are described in further detail in Chapter four.
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1.6.1. Strong objectivity

Throughout the thesis, | will be utilising the concept of “strong objectivity”, coined by Sandra
Harding (1991). Harding asserts that a researcher cannot remove their bias because their life
experiences will always influence their world view and research. She argues that to strive for
scientific objectivity and researcher neutrality actually produces “weak objectivity”. In
comparison, she argues that researcher reflexivity and how the researcher sits within their
research creates a type of “stronger” objectivity that researchers who claim to be neutral in
knowledge production. The concept of strong objectivity is grounded within feminist theory and
is particularly well suited to explore the lived experiences of women. In particular, | felt that
Harding’s approach aligned with my research aims and objectives, where the lived experience of
marginalised women can be amplified within another stigmatising/stigmatised identity of

obesity.

1.6.2 Critical Feminism

A feminist epistemology prioritises knowledge production from the perspective of women,
acknowledging that situated knowledge is central in this work (Anderson, 2005; Haraway, 1988).
The concept of situated knowledge acknowledges the contextual influences on actors and their
positionality on the impact of knowledge production. In this way, situated knowledge can be
argued to provide a rich understanding of individual experiences (Haraway, 1988). This approach
has applicability in qualitative research that seeks to amplify parallel discourses that challenge
dominant narratives. In this thesis, | critically assess the concept of obesity as biological fact and
the implications of the knowledge production and dissemination that has arisen from this
discourse. Further to this approach is a situatedness within the body, where more recent
feminist work illuminates women'’s collusions with patriarchal rhetoric whilst simultaneously
resisting them (Bordo, 1993; Orbach, 2006). | felt that this approach would be particularly useful
for attempting to understand whether women’s embodied experience affected their

perspectives on the care they received throughout pregnancy.
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1.6.3. Intersectionality

Intersectionality is a theoretical framework that explores how social and political identities, such
as gender, ethnicity, race, class, and sexuality, interact and reveal discrimination or privilege
(Crenshaw, 1991). This multidisciplinary approach to analyse identity and oppression challenges
and rejects the ‘single-axis framework’ that is used to understand experiences of marginalised
identities (Nash, 2008). For this thesis, this approach is central to understanding the experiences
of women with a raised BMI as obesity is known to intersect with other marginalised identities,
such as ethnicity and socioeconomic status. In the UK, the combination of these marginalities is
known to increase the risk of mortality and morbidity (Knight et al, 2022). Within the context of
maternity care provision, intersectionality provides a clear framework to understand how
women with a raised BMI with other marginalities experience their pregnancies. In order to
improve the representation of diversity in women’s experiences, it must be understood that
sexism, racism and classism are interconnected. Therefore, analyses that focus on a singular axis
of marginalisation arguably run the risk of having poor transferability and reliability (Rayment-

Jones et al, 2019).

1.6.4 Cultural safety

A novel approach in improving equitable healthcare for marginalised communities has been the
development of a concept of cultural safety (Curtis et al., 2019; Wong, Gishen & Lokugamage,
2021). There are various definitions and understandings of cultural safety and how best to
achieve this within an institution. This thesis uses the definition developed by Curtis and
colleagues (2019) as a framework in this thesis. . Following this definition, | understand cultural
safety as a critical consciousness of healthcare professionals and organisations where their
biases, attitudes and assumptions that may affect the quality of care provided is acknowledged
and addressed. These actors and institutions must be actively engaged in the processes of
reflexivity and accountability for providing culturally safe care, as defined by the service users
and their communities (Curtis et al., 2019). There are facets of GANC that align with the core

tenets of cultural safety, such as improving self-autonomy, redressing didactic information-giving
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with more facilitative midwifery practice as well as women-led discussions. Using cultural safety

as a theoretical framework might have relevance for understanding the significance and power

of group care for women with a raised BMI. This approach may also help healthcare providers

and educators to envision and embed forms of knowledge that centre patient experience to

improve outcomes and safety.

1.7 Research questions and objectives

The main research questions that this thesis attempts to answer are as follows:

How do women with a raised BMI experience group antenatal care?

How do intersecting identities have an impact on the way that women interact and make
use of group antenatal care?

What are midwives' experiences of group antenatal care facilitation for women with a

raised BMI?

The research objectives for this thesis are as follows:

Conduct a systematic literature review on women with a raised BMI and their
experiences of standard antenatal care

Observe Pregnancy Circles sessions in order to understand the group dynamics between
the women and the midwives

Conduct interviews with midwives who facilitated Pregnancy Circles in order to gain
understanding of their experiences of caring for women with a raised BMI under this
model of care

Conduct interviews with women who were recruited to the intervention arm of the
Pregnancy Circles trial in order to gain understanding of their experiences of the model of
care

Analyse the data and interpret the findings using a critical feminist approach, utilising an

intersectional lens and a cultural safety framework
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1.8 Research approach

In my research | used a multi-method qualitative approach encompassing an in-depth
interpretive analysis. Careful consideration of the research methods was undertaken before
adopting a particular methodology. Initially there was a discussion about whether a mixed
methods approach would be appropriate, whereby | would collect outcome data from the
Pregnancy Circles trial as a complementary dataset addressing interrelated questions regarding
women’s experiences. Some of the research design was adapted in response to the COVID-19
pandemic. These changes have been outlined in the COVID impact statement. The main purpose
of the study was to understand women’s experiences of group antenatal care; therefore, it was
necessary to adopt a methodological approach that would allow a deep understanding of their
experiences. In addition, my research questions also sought to understand the experiences of
midwives facilitating GANC to a specific group of women. The wider literature indicated that a
qualitative approach would be best to answer my research questions, as this is more suited to

exploring beliefs, experiences and perceptions.

Data were collected in three ways — participant observations, narrative interviews with women
and semi-structured interviews with midwives. Observations of the group sessions enabled me
to understand how the group sessions were conducted, what conversations took place over the
course of each of the sessions, how midwives worked together in a different model of care, and
how women and midwives interacted in group settings. The narrative interview structure
allowed women to speak openly and deeply about their experiences of group care as well as
other aspects of their pregnancy journey. A narrative approach helped to facilitate effective
engagement with the participants regarding their pregnancy experiences. Semi-structured
interviews with midwives were also conducted in order to understand the experiences of
facilitating GANC for this group of women, as well as glean information about midwives views on
including women with additional care needs, and any potential benefits or challenges of working
in a novel way for this group of women. Interviews with midwives were not part of the original
research design but rather a response to the limitations on my research design imposed by the
COVID-19 pandemic. As it was no longer feasible to conduct longitudinal narrative interviews,

there was a concern that the a richness of data would be lost. The decision to include interviews
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with facilitating midwives was taken in order to contextualise the narrative interviews, with the
hope that the juxtaposition of their experiences of facilitation would elicit a deeper analytical
process that answered the research questions fully. The interviews with women are the largest
data set, as the intention was to put the primary focus on their experiences with the other

datasets providing complementary data to enrich the findings.

Thematic analysis is a commonly used framework within qualitative research, which enables the
identification, analysis and reporting of themes within data. Braun and Clarke’s (2006)
comprehensive framework for thematic analysis is used for organising themes and making the
data meaningful. Additionally, in the tradition of Riessman (2008), a narrative analysis has been
overlaid in order to amplify the themes and create vignettes within each of the findings chapters.
This adds a richer layer of description and contextualises the women’s stories and their
experiences further within the themes explored. In practicality, this means that the experiences
of one or two women have been highlighted for each chapter, with examples from other women
and midwives as supporting statements within each theme. This approach also considers
Harding’s (1991) position on situated knowledge, in that | have sought to amplify marginalised
voices and recognise that their positionality offers a unique perspective on the experiences of

women who have received GANC.

1.9 Language, Terminologies and their implications

This section outlines and connects my positionality and perspective as a researcher with some of

the language and terminology used throughout the thesis.
1.9.1 Fat

Following the tradition of fat liberation scholarship, | reclaim the term “fat” as a neutral
descriptor and therefore the use of this word throughout the thesis is within this particular
context. Fat or fatness will not be used as an equivalent to obesity or BMI, but rather as a
descriptor of bodily variation. However, being aware that prevailing weight stigma around that

word is extremely prevalent and women may still be sensitive about the use of those words, |
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avoided using them during the interviews so as not to disrupt the flow of the interview, or
potentially risk ruining the rapport building during the interview. Some women did use these
words in reference to themselves or others, and it was used almost exclusively in a negative way,
reinforcing that fat/ness continues to be stigmatised and stigmatising. Bordo’s (1993) work on
how patriarchal structures are simultaneously resisted and re-enacted by women remains

relevant to this particular observation in this thesis.

1.9.2 Obesity

Throughout this body of work, | follow the footsteps of critical fat scholars whereby the term
“obesity” is approached critically, and an awareness of the stigma attached to the word is
evident throughout. However, “obesity” is used throughout in the background chapters in a
wider discussion of the medicalisation of fatness, and this term is normalised in biomedical
literature, and used regularly in national guidelines that healthcare professionals and NHS trusts
use. Within this thesis, | use the term “obesity” when discussing biomedical literature. This

means that going forth, the use of speech marks around the term is not used throughout.

The wider literature corpus indicates that women express an aversion to the term obesity
because of its association with ill health, preferring to construct their identities to align with
more socially acceptable embodiments (Ellis et al, 2014; Warin et al, 2008). This was reflected in
my interviews with both women and midwives. The non-usage of the word “obese” by

participants is explored in the main body of the thesis.

Given my situated context as a fat woman, | was aware that using this term uncritically risks
marginalising the lived and embodied experience of women, by prioritising the dominant
knowledge base around the intersection of identity and health. | was also aware that the use of
this term might reduce participation through recruitment. Aware of the stigma associated with
the word, | made a conscious decision to never use the word “obesity” with the participants to
avoid any potential emotional trauma or embarrassment. This was particularly important as |
wanted to ensure that | could build rapport with the participants, as per narrative interview

tradition.
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1.9.3 BMI

Body Mass Index (BMI) is a mathematical ratio that measures the relationship between weight
and height (weight in kilograms divided by height in metres squared). This is often applied by
healthcare professionals as a quick, cheap and accessible tool to determine an approximate
amount of body fat carried by an individual. Having a BMI > 30m2 is defined as obesity (WHO,
2020). Excessive body fat is recognised to have a negative impact on individual health. This tool
is used widely throughout the NHS, usually as the only way of “diagnosing” obesity. This is
somewhat complicated in pregnancy as weight gain is almost certainly inevitable, but there are

not specific pregnancy-related ranges for BMI.

Throughout this thesis | refer to my participants and to this group of women in general as
“women with a raised BMI”. For the purpose of this thesis, the term “women with a raised BMI”
will refer to women whose BMI at their booking appointment was >30kg/m?. | recognise that the
term “raised BMI” perhaps could be perceived as problematic because the phrase assumes there
is an average or norm from which you can be raised, thereby giving legitimacy to the tool used,
and the implications or assumptions of health and health behaviours arising from having a raised
BMI. However, it is used routinely in maternity care in the UK as a way of defining risk status and
organising care provision throughout pregnancy and beyond. Therefore, women with a raised
BMI have been and continue to be discretely categorised together as a distinct group of women,
whereby obesity is considered a factor that poses a risk to their health and the health of their
babies. Indeed, a national audit (MBRRACE) on maternal mortality and morbidity collects data on

this group of women and reports on it annually.

Different grades of obesity are stratified according to BMI and as part of my research approach, |
considered whether there was relevance in specifying the categorisation of obesity for these
women'’s experiences within the development of themes and findings. | have included it in the
demographic details in the methodology chapter, but throughout the analysis process, | could
not find a way to make the categorisation meaningful in the wider context of the women’s

experiences. The women | interviewed had their care across six different Trusts, therefore there

34



was no standardisation of care according to the BMI status that | could discern. For example,
there were some women with a BMI of 30 at booking who were referred to a consultant because
of their BMI, but others were just referred for additional blood tests and remained solely under
midwifery care. Some women with a higher BMI (35 or above) ended up becoming consultant-
led during the course of their pregnancies, but this was because they developed other pregnancy
conditions such as gestational diabetes. Some women who were not first-time mothers but had
a raised BMI were not referred to a consultant at all. | felt any credence given to the
stratification of obesity would potentially pull focus away from their experiences of GANC. For

this reason, the stratification of obesity has been excluded from the analysis.

1.9.4 High-risk

This term has been included here as a term both women and midwives used when discussing

raised BMI. This is explored more within the main body of the thesis.

Women undergo a number of risk assessments in pregnancy, indeed it is considered a
cornerstone of good and safe antenatal care (WHO, 2016). The Healthcare Safety Investigation
Branch (HSIB), a professional body within the UK government’s Department of Health and Social
Care, note that risk assessment should be considered a dynamic process whereby a woman’s risk
profile may change over the course of the pregnancy (HSIB, 2023). HSIB (2023) recognise no
singular definition of a “high-risk” pregnancy, or indeed a “low-risk” pregnancy. NICE (2021) in
the UK defines a “high-risk” pregnancy as when the likelihood of an adverse maternal or
neonatal outcome is more than that of the normal population. However, much of NICE guidance
avoids using “high risk” as a term to define women or their pregnancies. Instead, there is a more
nuanced approach acknowledging that complexity requires individualisation, and this is reflected

in the recommendations for maternity care provision.

Risk management is considered a pillar of antenatal care, whereby early identification and
appropriate referral by midwives to other healthcare professionals is considered necessary to
optimise the health of the pregnancy. The categorisation of risk is formally embedded within

maternity care provision, and this is reflected in the maternity tariff (funding to service per
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patient), where “risk” is coded by the intensity of care provided, based on clinical and social
characteristics, and previous pregnancies, where applicable (NHS England, 2020). For women
with a raised BMI, their pregnancies are considered ‘complicated by obesity’, and national
guidance recommends a shared care pathway whereby obstetricians, and possibly other
healthcare professionals, can also input into their care (NICE, 2010; RCOG, 2018). By virtue of
having multiple healthcare professionals' input into the pathway, therefore requiring additional
appointments, and recommendations for intensive surveillance of the pregnancy through
additional scans and tests, it may be that some of these pregnancies become medicalised.
However, the medicalisation of pregnancy is often considered to contribute to a poor experience

by women with a raised BMI (Lindhardt et al, 2013; Jarvie, 2017).

1.9.5 Acronyms and medical language

Medical language and acronyms for medical terms are used throughout the thesis, and are
prevalent in my field notes from the participant observations that were conducted. This reflects
my background as a clinical midwife, where such terms make up the daily vernacular in my
professional life. A glossary of terms and acronyms has been included at the beginning of the

thesis for readability.

1.10 Thesis structure

Including this first introductory chapter, this thesis contains nine chapters. The second chapter
situates the problem of obesity within the broader scope of public health as well as more
specifically the maternity landscape in the UK. This chapter also contains a critical discussion
about the legitimacy of biomedical knowledge, the tools used to uphold such knowledge, and
the implications for pregnancy and childbirth. This chapter also explores the role of public health,
and in particular, antenatal care provision as it currently exists in the UK, as well as national
recommendations around increasing the provision of continuity of care as well as individualised
care in order to reduce health inequalities. This chapter highlights the dominant biomedical
discourse that determines the content and recommendations of antenatal care policies in the UK
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and considers whether the intense preoccupation with risk management should be prioritised
over women’s experiences of pregnancy. GANC is introduced in this chapter, and the literature
around the observed and potential benefits of this model of care are discussed further. Whilst
there is a growing body of evidence of the effectiveness of GANC, including studies specifically
focused on women with a raised BMI, there is a lack of qualitative research on the experiences of

this model of care for this particular group of women.

The third chapter systematically reviews the existing literature around the experiences of
antenatal care by women who have a raised BMI, utilising an intersectional lens to critically
approach the existing body of literature. The literature review critically analyses the effects of
medicalised antenatal care provision on the overall experiences of women with a raised BMI, and
considers whether the current care provision addresses the holistic needs of women with a
raised BMI. The findings of the literature review highlight how GANC might improve the care

experiences of women with a raised BMI.

Chapter four outlines and describes the methodological approach taken in conducting the
research and considers my own situatedness within the research. The theoretical frameworks
being used are discussed in more detail and the chapter also describes the qualitative research
methods used. The sampling and recruitment approaches are discussed in detail, as well as my
analytical approach and a small introduction to the structure of the subsequent findings
chapters. In addition, participant biographies are included in this chapter, as a way of introducing

and contextualising the participants and their stories in the following findings chapters.

Chapters five, six and seven present and discuss the findings of the research. With respect to the
narrative tradition, the findings chapters each relate to a specific timepoint in matrescence, in a
chronological order; chapter five relates the findings to pregnancy, chapter six focuses on labour
and childbirth, and chapter seven explores the findings in relation to the postpartum period. In
each of the findings chapters, cultural safety has been adopted as a theoretical framework in
which to understand and explore the potential impact of Pregnancy Circles on women’s
experiences of pregnancy, birth and motherhood. However, a critical intersectional feminist lens

has been adopted throughout the thesis and is evident throughout- in the consideration of the
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background literature, the data collection and in the analysis of the data presented. Each of the

findings chapters are centred around one meta-theme with correlating and interrelated themes.

Chapter five discusses themes related to the meta-theme, ‘Pregnancy Circles as a site of
tension’. This chapter explores women’s experiences of GANC particularly in relation to other
women and their interactions with their primary healthcare professional, the midwives
facilitating the Circles. The key themes identified explore the impact of weight stigma, both real
and anticipated, as well as examine the normalisation of pregnancy. This chapter also explores
midwives experience of facilitation through consideration of clinical responsibility and the risk

management paradigm of care provision.

Chapter six discusses themes related to the meta-theme, ‘The hospital as a site of danger’. This
chapter explores how women’s expectations and experiences of labour and birth were shaped
by their experience of group care. In addition, it considers the impact of the COVID-19 pandemic
on these women’s labour and birth experiences. The key themes identified explore expectations
of care provision and how this varied across different clinical encounters, the prioritisation of

interventionist care during labour and birth and traumatic birth experiences.

Chapter seven discusses themes related to the meta-theme, ‘Good motherhood in a pandemic’.
This chapter explores the interaction between the potential impact of Pregnancy Circles on
women'’s perceptions of a ‘good mother’ identity in relation to the COVID-19 pandemic. The
chapter details experiences of isolation especially as it related to the lockdown periods, seeking
support from the Pregnancy Circles and elsewhere, and motherhood identity in relation to infant

feeding, body image and postpartum bodies.

Chapter eight discusses the findings chapters in turn and in relation to the wider literature. This
thesis references and extends the cultural safety framework in the context of GANC. Strengths

and limitations of this study, and final reflections are also discussed in this chapter.

Chapter nine discusses conclusions from the research and situates the research within the wider
existing literature. Recommendations for education, practice and research are also discussed in

this chapter.
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1.11 Chapter summary

This chapter has introduced the thesis aims and rationale, briefly described the key concepts and
theories used and identified the gap in the literature that this thesis aims to contribute to. It has
also outlined my own positionality in relation to the topic of interest (women with a raised BMI
and their experience of antenatal care). The next chapter will now turn to discussing the wider

literature on obesity, weight management and antenatal care.
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Chapter 2 - Contextualising obesity in the maternity landscape

2.1 Introduction

Obesity in pregnancy is associated with adverse outcomes for mothers and babies, and as such,
women with a BMI of over 30 are considered women with additional and complex needs in
pregnancy. Much of the existing health literature prioritises the medical safety of such
pregnancies which has led to the adoption of a national interventionist agenda to the exclusion
of other considerations that may improve the pregnancy experience or outcomes for women
with a raised BMI. To understand how best to support women with a raised BMI during their
pregnancy journey, we first need to consider how a sociocultural understanding of fatness
influences medical perspectives at the intersection of obesity and health, both at individual and

population level.

This chapter will discuss how obesity has been problematised in a global context and will then
look more closely at how obesity is conceptualised within an English societal context as well as
through maternity policy. | will discuss why BMI as a measurement tool for individual health is
problematic and why | am still using it for my research. It will move on to obesity in pregnancy,
exploring the concept of risk categorization and its implications for women with a raised BMI and
their experience of pregnancy. | will discuss how situating obesity as a solvable public health
challenge that requires individual behaviour change has been demonstrated to not be effective
for various reasons and renders the lived experiences of women with raised BMI invisible. This
can be particularly problematic for women of colour and other marginalized identities who
experience worse outcomes for themselves and their babies because they experience layers of
stigma due to their intersecting identities (Jarvie, 2017). This will be explored further in later
chapters. The interconnected nature of obesity with other marginalised identities requires
examination with diverse and critical frameworks, such as intersectionality, in literature
concerning obesity. How this might change healthcare practice, particularly within maternity

care in discussed further in this chapter.
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The chapter will then go on to address antenatal care as a globally accepted public health
initiative proven to benefit women’s health, and then explore English policy that mandates
antenatal care provision, including various models of care that are currently offered within
England. It will also explore the recommendations of the national maternity policy agendas
“Better Births” and the 3-year delivery plan, discussing the expansion of continuity of care and
personalised care as recognised national priorities to reduce health inequalities. It will also
discuss GANC as a relatively unknown phenomenon in the UK and the possibilities of its benefits

for women with a raised BMI.

2.2 Obesity in a global context

The World Health Organisation defines obesity as an “abnormal or excessive fat accumulation
that presents a risk to health” (WHO, 2016). Obesity is predominantly diagnosed through a
measurement known as body mass index (BMI). This is calculated by dividing an individual’s
weight in kilograms by the square of their height in metres (kg/m2) (WHQO, 2020). Obesity is
defined as having a BMI equal or greater than 30kg/m2. The number of adults living with obesity
in the world has risen from two hundred million in 1995 to over six hundred and fifty million in
2016 (WHO, 2020). The prevalence of infant and childhood obesity is also increasing, and some
predictions based on current trends suggest that by 2025, seventy million infants and children in
the world will be overweight or obese (Wen et al., 2017). WHO (2020) estimate that 2.8 million

people die each year as a result of overweight or obesity.

It is important to distinguish between obesity as a condition that can have health consequences,
both on the individual and population level, and as a socially constructed view wherein obesity is
coded as stigmatised and socially undesirable, standing in opposition to the healthy ideal-
thinness (Gutin, 2018). Authors have pointed to the arbitrary cut-off points with BMI scales for
identifying health risks and that it lacks cultural generalisability (Burkhauser and Cawley, 2008).
The widespread use of BMI perhaps reflects its “gold standard” status as an empirical health
measurement, giving weight to support its use in analytic models and provide confidence in the

results (Timmermans and Berg, 2003). However, the concretism of BMI as objective and
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quantifiable reveals how statistical evidence in measuring and defining health has been
prioritised over other forms of health knowledge (Gutin, 2018). This praxis is particularly
prevalent in maternity care provision and continues to dominate interactions between
healthcare providers and women wherein BMI alone can change the trajectory of how
pregnancy is managed, the interventions offered, and the limitations in choices women face
(NICE, 2021A). There has been a call to cease using BMI as a measure of individual health, as its
use in healthcare settings is contributing to a lack of nuance regarding patient-centred care,
where health concerns are automatically diagnosed as related to weight and/or obesity and are

then subsequently not properly investigated (Women and Equalities Committee, 2021).

2.3 Obesity in England

In the UK, the prevalence of obesity has been steadily rising since the early 1990s (Agha and
Agha, 2017). There is a large body of biomedical literature that associates obesity with increased
risks of developing certain health conditions such as type two diabetes, hypertension,
cardiovascular disease, certain cancers and premature death (Ramachenderan et al., 2008; NICE,
2010; Denison et al., 2018). There is a relationship between those living in the most deprived
neighbourhoods and the incidence of obesity. In England, the prevalence of obesity in the most
deprived areas is 36%, compared to those living in affluent areas where the prevalence of

obesity is 20% (Lifestyles Team NHS Digital, 2019).

Concern has been levied over childhood obesity rates in the UK, where nearly a third of children
between the ages of two and fifteen are overweight or obese. From the poorest income groups,
children aged five are twice as likely to be obese than their counterparts from higher income
areas (Goisis et al., 2016). Women bear the brunt of public concern on childhood obesity, and
ultimately the future health of society, as obesity in pregnancy is considered a contributing
factor to childhood obesity (Lau et al., 2011). In addition, women are considered primarily
responsible for early infant nutrition (Murphy, 1998). Authors have noted that mothers with a
raised BMI are positioned as “risky” to their foetus/infant in the wider literature and this

translates to wider government policy (Keenan and Stapleton, 2010). It has even been suggested
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that women with a raised BMI can alter the intrauterine environment and potentially
“programme” the foetus to develop diabetes and obesity later in life (Lau et al., 2011). The
concern about obesity in the general population is also reflected in the pregnant population. This

is discussed further below.

2.4 Obesity in pregnancy

In the UK, obesity in pregnancy has doubled to almost 20% in the last thirty years (Denison et
al., 2018). It is projected that by 2050, 50% of the female population in England will be obese
(McPherson et al., 2007). Invariably, this raises further concerns about safeguarding the health
of women and children during pregnancy. In the triennial national report on maternal deaths in
the UK, obesity has been repeatedly and consistently identified as a risk factor for mortality in
pregnancy, birth and postpartum (Knight et al, 2020; Knight et al, 2021; Knight et al, 2022).
Within the NHS, BMlI is the quickest and often only measurement used by healthcare
professionals to identify individuals with obesity, and this practice continues in pregnancy. This is
particularly significant for maternity care provision as antenatal care pathways are determined
by risk factors, of which obesity is included (Denison et al., 2018). Within biomedical literature,
obesity is widely accepted as increasing the risk of certain adverse outcomes for mothers and
babies. Therefore, women with a raised BMI at their booking appointments are often
categorised as having a risk factor requiring further surveillance and this may change the
management of their pregnancy (Hunter et al., 2015; Denison et al., 2018). There are specific
guidelines mandating recommended care for women with a raised BMI by both the National
Institute for Clinical and Health Excellence (NICE) and the Royal College of Obstetricians and
Gynaecologists (RCOG). This indicates that from a healthcare provision point of view, these
women are considered a discrete group requiring additional care throughout pregnancy, labour
and the postpartum period to reduce the risk of poor outcomes for both themselves and for
their babies (NICE, 2010; Denison et al, 2018). In practice, this means women identified with a
BMI of 30kg/m2 or above should be offered additional interventions in order to identify

potential emerging pregnancy conditions, such as gestational diabetes or pre-eclampsia, and

43



ascertain foetal wellbeing, such as extra ultrasound scans, more frequent blood pressure
monitoring, and glucose tolerance tests (Denison et al., 2018). However, the RCOG guidelines
note that women with a raised BMI should be “integrated into all antenatal clinics”, indicating

that BMI alone is not a reason for consultant-led care (Denison et al, 2018).

Obesity in pregnancy has been associated with many adverse outcomes for both mothers and
babies, including but not limited to postpartum haemorrhage, gestational diabetes, increased
incidence of instrumental births, intra-uterine growth restriction, admission to NICU,

and macrosomic babies (Heslehurst et al., 2008; Denison et al., 2018). However, these adverse
outcomes are not exclusive to women with a BMI >30 and there is no consensus in the
biomedical literature as to how much of an increased risk each complication poses or how

confounding variables might affect risk status (Keenan and Stapleton, 2010).

2.5. Health behaviour interventions in pregnancy

The increasing rates of obesity in maternity care and its association with maternal mortality has
prompted national recommendations for the development of health interventions to improve
pregnancy outcomes for obese women (NICE, 2010; Thangaratinam et al., 2012). Professional
bodies such as NICE and the RCOG acknowledge that pregnancy is an inappropriate time to lose
weight, and that appropriate weight management is poorly understood and requires

further research (NICE, 2010; Denison et al., 2018). However, the obesity management literature
is vast and mostly dominated by intervention studies which are primarily centred around
preventing “excessive” gestational weight gain. The parameters for “excessive” gestational
weight gain have been exclusively defined by one large observational study carried out by the
Institute of Medicine (2009) in the United States. The study demonstrated that stratified weight
gain mapped to the standard BMI ranges resulted in better maternal and foetal outcomes (IOM,
2009). The study recommends that women with a BMI >30kg/m2 should only gain between 5
and 9kg of gestational weight in order to achieve these outcomes. There have been attempts to
replicate the findings from the IOM cohort study, which have found that the evidence is stronger

for certain outcomes, such as a reduction in caesarean section, when the IOM recommendations
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have been adhered to (Rogozinska et al, 2019). However, researchers have noted that pregnant
women rarely meet the IOM recommendations for gestational weight gain, especially women
who begin pregnancy overweight or obese (Rogozinska et al, 2019; Goldstein et al, 2017). This
may indicate that the IOM recommendations for gestational weight gain are unrealistic targets
for optimising health in pregnancy. It is important to note that NICE (2010) does not endorse the
IOM recommendations as the evidence base (retrospective population-based cohorts) was not
considered robust enough to guide clinical practice in the UK. In the UK there are currently no
formal evidence-based national guidelines that healthcare professionals can consult to advise
women about what constitutes appropriate weight gain in pregnancy (NICE, 2010; Denison et al.,
2018). Indeed, national guidelines recommend that women are supported to access trusted
sources of information regarding diet and exercise rather than focus on weight management

(NICE, 2010; Denison et al., 2018).

Lifestyle interventions during pregnancy have been recommended both nationally and
internationally to reduce obesity in early childhood (WHO, 2020). This has led to efforts to frame
pregnancy as a “teachable moment” for women to engage in healthy behaviours to improve
outcomes for babies (Phelan, 2010). In the context of pregnancy, it is more than convenient to
consider pregnancy as a teachable moment when considering the transition into motherhood
where pregnancy behaviours (or lack thereof) are often seen as responsible for how women are
conceptualised as “good” or “bad” mothers. Whether pregnancy can be considered a teachable
moment relies on whether women understand, accept or resist their own risk categorisation
during pregnancy, as well as their ability to access opportunities or motivations to change their
behaviour (Rockliffe et al, 2021). This is particularly pertinent for pregnant women with a raised
BMI who are subject to health advice that often focuses on managing their weight through diet
and exercise (NICE, 2021A). What is evident is that the experiences of maternity care are being
shaped by the prevalence and language of biomedical literature (Unnithan-Kumar, 2011). The
singular consideration of obesity as a medical condition that requires rectification burdens not
only women to understand their bodies as pathological that require correction, but also puts
health professionals at risk of missing the holistic element of caregiving that invariably improves

outcomes and experiences for their patients. Furthermore, the advocacy of obesity elimination
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by means of weight loss intervention programmes without consideration of mental health,
access to appropriate resources, local availability as well as personal barriers to health raises the

possibility that well intentioned health promotion interventions can worsen health inequalities.

Yet, as noted above, the obesity management literature is dominated by intervention studies
which are primarily centred around preventing excessive weight gain, mainly through restricted
or controlled dietary intake and increased physical exercise (Thangaratinam et al., 2012). Two
systematic reviews have been carried out examining the efficacy of dietary or lifestyle
interventions aimed at pregnant women, and both have demonstrated there were no significant
differences in outcomes between women who received dietary and lifestyle interventions and
those who did not (Dodd et al., 2010; Oteng-Ntim et al., 2012). These systematic reviews
demonstrate that behavioural change interventions aimed at pregnant women have limited
practical application yet large randomised controlled trials focussed on these kinds of
interventions continue to be commissioned and continually fail to demonstrate significant
effective weight loss with improved health outcomes for mothers and babies (see Markovic et

al., 2015; Poston et al., 2015; Olson et al., 2018; Al Wattar et al., 2019).

Olander et al. (2015) sought to understand whether interventions to limit excessive weight gain
in pregnancy utilised aspects of person-centred care and if so, whether they were effective.
Person-centred care is associated with higher care satisfaction but whether it is useful to support
women with obesity during pregnancy has not been established. Their systematic review found
that although some aspects of person-centred care were employed by interventions to limit
weight gain, none of the studies explicitly mention incorporating those tenets in their research
design. Person-centred care aspects had to be inferred from the descriptions of the
interventions by the review authors. They suggest that tailored health behaviour interventions
may be more effective in changing behaviour and that further research is required to explore
whether incorporating a person-centred care approach in maternity services and maternal
health interventions improve outcomes (Olander et al., 2015). This review also highlights a
criticism relevant to maternal obesity health interventions- namely that a person-centred
approach is feasible and aligns with national and international guidelines that place the woman
at the centre of her care (Olander et al., 2015).
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Individually focused obesity management programmes whereby the primary aim is the reduction
of obesity, often do not consider the social, emotional and economic barriers that contribute to
the development of lifestyle related disease (Penney and Kirk, 2015). However, it is not known
whether a person-centred approach will change how gestational weight intervention trials are
designed in the future. Currently, obesity/weight management interventions and prevention
programmes in pregnancy consistently fail to demonstrate effectiveness, thereby making it
impossible for stakeholders and healthcare providers to economically justify local initiatives
undertaken by NHS trusts (Padmanabhan et al., 2015). In practical terms, within the NHS, the
lack of evidence on the effectiveness of prevention programmes represents missed
opportunities to localise services that enable women with a raised BMI to experience equitable
outcomes for themselves and their babies. This lack of consensus on obesity management and
risk categorisation in pregnancy highlights broader issues around the dominant narrative of
obesity and its practical application in healthcare services (Warin et al., 2008). | will explore this

in the next section.

2.6 Beyond the dominant narrative of obesity

Due to the increasing prioritisation of obesity as an issue within public health policy, it is vital to
understand competing obesity narratives (Saguy and Riley, 2005). Much of the dominant
rhetoric surrounding obesity frames it as a global epidemic. Indeed, WHO (2020) ascertains that
controlling the “globesity” epidemic is a vital part of their activities. Situating obesity as a
solvable public health concern and an economic burden elevates concern and moral panic about
individual health. It also exacerbates pre-existing cultural fears about fat bodies (Warin and
Gunson, 2013; Parker, 2014; Unnithan-Kumar and Tremayne, 2011). Situating obesity within a
risky behaviour framework emphasises an ideology that weight status should be controlled, and
implies that those who live in larger bodies simply make poor choices about their health (Saguy
and Riley, 2005). Framing obesity as a preventable or treatable illness suggests that obese
individuals not actively engaged in weight loss are less deserving of tolerance and acceptance

(Saguy and Riley, 2005). A public narrative that constructs fat people as failed citizens who are
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lazy and simply neglect to take care of themselves emerges (Warin and Gunson, 2013). The
visibility of fatness allows it to be a symbol of immorality, thereby legitimising the discrimination
of fat people, who are constructed as failing to be responsible consumers (Gillborn et al, 2022).
Moreso when we consider that such discourse is sanctioned within government policy (Gillborn
et al, 2020). As researchers have noted, it is usually working-class and ethnic minority
populations who are situated as ‘disproportionately’ obese as compared to other communities
and therefore remain a threat to the nation’s health (Herndon, 2005; Gillborn et al, 2022). This is
particularly poignant given that the UK population health is subject to extreme inequality and
deprivation and this disparity is also reflected in the pregnant population (Marmot et al, 2010;
Knight et al, 2022). However, there is a growing critical body of work that resists the reflexive
connection between poor health and fatness which may contribute to reconceptualising how

health is approached and provisioned (Bordo, 2003; Gard and Wright, 2005).

Critical fat scholars maintain that medical institutions and funding bodies are embedded and
invested in the generation of authoritative knowledge of “objective science”, and it is this
powerful medical gaze that fat people are subject to, both from a clinical and moral perspective
(Warin and Gunson, 2013). While research and knowledge about obesity has been challenged,
the dominant discourse about obesity as an inherent danger to human health has become
established as a “regime of truth” (Foucault, 1988). The expectation that comes with that is
healthcare professionals, medical literature and to a larger extent, society iterates this as a
normative ideal that requires conformity in both social and cultural reproduction (Gillborn et al,
2022). Jordan (1997) argues that the creation and maintenance of authoritative knowledge is an
ongoing social process that builds and reflects power relationships within a community of
practice. She posits that the power of authoritative knowledge is not that it is objectively correct
but that it is considered the most legitimate way of knowing within a hierarchy of information.
Within the context of pregnancy and maternity services, this is particularly concerning because
the pregnant woman and their innate, bodily and experiential knowledge is usually positioned at
the bottom of this structured hierarchy (Jordan, 1997). Unnithan-Kumar (2011) suggests that in
the context of maternal obesity, the challenge for public health remains concerned with how to

address a population that does not identify with being a problem that requires a solution.
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However, this point of view continues to position obesity as one of an individual crisis and as
previously mentioned, interventions tend to individualise the “problem” of obesity rather than

using a wider societal approach, which may help to mitigate the social determinants of health.

Whilst “obesity as danger” persists as a dominant discourse, there are some welcome shifts in
this dominant narrative, in two contrasting ways. The first of these two lies in the body of work
that contests the utility of using weight alone as a measure of health (Bacon & Aphramor, 2011;
Flegal et al, 2005). The first argues that while obesity is recognised to be associated with
morbidity such as cardiovascular disease, diabetes and cancer, there is a large variation of
individual risk that cannot be explained simply by body mass alone (Bluher, 2020; Flegal et al,
2005). It can be argued that BMl is a technique of normalisation, wherein fat bodies fall outside
of the range of normality, thus are constructed as deviant. Furthermore, there are widely
acknowledged problems in solely using BMI to ascertain health risks associated with excess
adipose tissue as the BMI measurement does not distinguish fat from other body mass such as
bone and muscle. Furthermore, normal glucose and lipid metabolism levels with the absence of
hypertension (high blood pressure) demonstrates what Bluher describes as “metabolically
healthy obesity”. In these circumstances, individuals would not see health benefits from
attempting to lose weight. This challenges the most accepted and normalised notion of what
constitutes the primary pursuit of health within medical literature for people living with obesity-
first, that weight loss is a pragmatic goal that will prolong life, and second, it is the primary way
to improve health (Penney and Kirk, 2015). Flegal’s (2005) study demonstrated that overweight
was associated with a lower mortality than normal weight. This study was publicly and heavily
criticised for its findings despite only using data sourced from the CDC. The vitriol from the
scientific community at the time about the divergent findings demonstrates a particular
narrative about obesity as a “regime of truth”. She would later publish a systematic review and
meta-analysis exploring the association of obesity with mortality rates (Flegal et al, 2013).
Drawing on 97 studies and a sample of 2.88 million people, the review reflects similar findings
from the 2005 study, where overweight people had a lower mortality rate compared to people

of normal weight.
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Gibbins et al. (2023) argue that while there are many associations between having a raised BMI
and poor perinatal outcomes such as gestational diabetes, caesarean birth and macrosomic
babies, there are limitations to these associations. They contend that BMl is a poor predictor of
pregnancy outcomes, citing that odd ratios and risk ratios between BMI and adverse pregnancy
outcomes are usually too small to achieve moderate discrimination between BMI ranges. This
highlights an issue around much of the research around the risks of obesity in pregnancy —
namely that much of the recommendations around the use of BMI in pregnancy, and the
associated risks related to it, are based on observational studies that have not accounted for
confounding variables or causal inference analysis (Gibbins et al., 2023). The authors argue that
many women with a raised BMI will simply have normal, healthy pregnancies but that this is
often not conveyed well to women, thereby unnecessarily heightening anxieties about weight in

pregnancy.

One study has demonstrated that out of individuals categorised as “obese”, over a third of them
were metabolically healthy. Conversely, out of the individuals categorised as “normal weight”,
almost a quarter displayed features of abnormal metabolic function and a higher risk of
cardiovascular dysfunction (Wildman et al., 2008). This indicates that while there might be some
correlation between weight and metabolic health, the variations in the risks for metabolic and
cardiovascular disease demonstrate that the health risks associated with obesity are not
uniform. Furthermore, this demonstrates that it is necessary to personalise healthcare provision
to ensure the best outcomes for individuals (Wildman et al., 2008; Bluher, 2020). This aligns with
current national guidance and recommendations for maternity care that calls for individualised
care, especially when women have risk factors that may complicate pregnancy (Knight et al,
2022; NICE, 2021A). This might be of particular benefit for pregnant women with a raised BMI,
whose weight automatically mandates more intervention than the standard maternity provision.
However, the personalised care approach still situates obesity as a public health concern that

requires rectification (Parker, 2014).

Some authors argue that in understanding obesity, embedded power relations must be
examined and deconstructed in order to empower those who have been marginalised by their
pathologized and medicalised bodies (Warin and Gunson, 2013; Parker, 2014). The public health
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focus on obesity culminates in a praxis within healthcare systems that unconsciously enacts a
pervasive Westernised social and cultural understanding of health (Parker, 2014; Gard and
Wright, 2005). These are bolstered by media and public discourses on obesity that frame it as an
avoidable disease burden which then requires the facilitation and reorientation of healthcare to
a narrow focus on controlling body weight within standardised parameters unfit for
individualised care practice (Gard and Wright, 2005). There is also a growing number of feminist
scholars whose own bodies provide a tool for reflexivity, in order to challenge and unpack the
subjectivities and discursive framings of fatness. Some authors acknowledge competing
convictions in their own bodies and in theorising fat embodiment, highlighting ongoing
challenges and tensions in being critically engaged in a highly stigmatised identity (Bordo, 1993;
Lee, 2020).

The concept of “health at every size” (HAES) has been proposed to address weight bias and
stigmatisation for people living with obesity. More recently it has been considered a potential
public health approach, beyond the prevailing attention on weight loss as a desired health
outcome (Penney and Kirk, 2015). In a recent UK government report, a HAES approach was
recommended as a replacement for using BMI within healthcare practices (Women and
Equalities Committee, 2021). The three core concepts of HAES propose body acceptance,
supporting intuitive eating and active embodiment. Within an HAES framework, it is possible to
conceive of health promotion strategies for obesity whereby the primary objective is the
development of a healthy lifestyle. This may result in measuring outcomes to evaluate success
that are not limited to (or may entirely exclude) measuring body weight. However, it is unclear
whether the HAES approach can reduce weight stigma and bias without further efforts to change

societal norms and attitudes.

2.7 Weight stigma

Stigma is continuously produced and reproduced by individuals and structures, and often
highlights power imbalances within relationships. Socially, stigma enforces a hierarchy that

devalues certain kinds of people based on their social status and identity (Goffman, 1963). Whilst
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the word “fat” is synonymous with adipose tissue, it also carries social, cultural and visual
meanings that are socially constructed. Unnithan-Kumar (2011) invites us to question what
cultural work is required by large-bodied pregnant women to confront the stigma attached to
their condition. Westernised societies, obesity is culturally understood as crossing the “bodily
and moral boundaries of personhood” (Warin et al., 2011). In the context of understanding
obesity as a public health burden, there is a need to understand its racialized history within
medical literature. Strings (2019) argues that racial scientific literature dating back to the
eighteenth century aligns obesity with Blackness and ultimately, savagery. The Western cultural
desire for slimness was heralded and bolstered by scientific literature as a way of eliciting social
distinctions, marked by class and race. Fatness was considered evidence of racial inferiority
during the Enlightenment era. She suggests that despite overwhelming evidence to the contrary,
the contemporary concern about obesity is not about improving individual health, but rather
reproducing a historical and cultural narrative of fat phobia whereby the body validates race,
class and gender prejudice. By reducing the multidimensional phenomenon of health to personal
responsibility and associating health with thinness, the work of white supremacy is enacted
(Strings, 2019). She further argues that the original scale of the BMI measurement was based on
white European men, therefore it is not fit for purpose when considering other populations, such

as women or ethnic minorities.

There is evidence that weight bias ensues in all spheres of public life, such as in education,
employment, social and healthcare settings (Puhl and Heuer, 2010; Puhl and King, 2013). More
specifically, weight bias and stigma have a strong correlation to poorer health outcomes in
several ways — poor mental health, compromised cardiovascular health or deliberate avoidance
of healthcare due to discrimination (Ward and McPhail, 2019). One study compared weight
discrimination with other forms of discrimination such as age, race and sex to determine
whether they shared a similar association with the risk of mortality (Sutin et al, 2015). These
associations were tested using data from two large longitudinal studies in the US known as the
Health and Retirement Study (HRS) and Midlife in the US study (MIDUS). Completed
guestionnaires about everyday discrimination based on self-reported demographics such as race,

age, sex and weight were analysed in relation to rates of death in both datasets. The authors
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noted that weight discrimination was associated with an increase in mortality risk of nearly 60%
(Sutin et al., 2015). This increased risk could not be accounted for by other physical or
psychological risk factors. The authors also found that the association between mortality and
weight discrimination was stronger than other attributes for discrimination, such as sex, ethnicity
or age. The authors conclude that weight discrimination may be a risk factor for a shortened life
expectancy. Other authors have indicated that framing obesity as a lifestyle choice ignores
broader economic and social determinants (Egger and Dixon, 2014; Warin and Gunson, 2013).
Critics have suggested that a move toward eliminating such discrimination is not simply to seek
equity but an attempt to ensure that fat people are not compromised in their lives and in their

health (Ward and McPhail, 2019).

Within the context of pregnancy, weight stigma may compound adverse outcomes for women
with a raised BMI. These women often report a poor experience of antenatal care for a variety
of reasons, including but not limited to, a lack of evidence-based information, poor
communication about risk factors and management of conditions, and consistent exposure to
practitioner discomfort around a stigmatizing subject, all of which may contribute to poorer
outcomes and to a bad experience of pregnancy, labour and birth (Heslehurst et al., 2008; Warin
et al., 2008; Smith and Lavender, 2011; Jones and Jomeen, 2017). This is particularly important
as almost a third of women who die during pregnancy and in the postpartum period are
categorised as obese during their pregnancy (Knight et al., 2022). In previous MBRRACE reports,
there has been some consideration of obesity as a mortality risk as a factor of systemic bias,
alongside ethnicity, deprivation, and other social and physical vulnerabilities (Knight et al., 2020).
The report acknowledges that disadvantaged women are grossly over-represented amongst the
women who die as a result of pregnancy. Black women are almost four times more likely to die
than their White counterparts. Asian women are almost twice as likely to die compared to White
women. Women living in the most deprived areas are two and a half times more likely to die
than women living in the least deprived areas. The report recognizes that women with multiple
risk factors such as ethnicity, age and BMI are more likely to die as a result of pregnancy and the
care they receive during that time. This highlights an urgent need to utilize an intersectional lens

when collecting knowledge around women’s lived experiences of maternity care to understand
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the “constellation of bias” that prevents health equity in maternity care provision (Knight et al.,

2020).

2.8 The role of the midwife in public health

The usual ethos of midwifery care is to provide woman-centred care and to promote normal
birth. The role of the midwife is also acknowledged to encompass public health, with a particular
focus on reducing health inequalities (Hunter et al., 2015). The public health agenda of
optimising physical health is reflected in an expanded midwifery role, highlighted by an increase
in the complexities and sheer number of public health initiatives that have been incorporated
into maternity care pathways (Hunter et al.,, 2015; Rayment-Jones et al., 2019). Within the UK,
midwives are particularly well placed to support and encourage public health given that they
have the most contact with women over the course of a pregnancy. Continued access to women
gives midwives the opportunity to approach and enquire about different facets of health, such as
smoking, diet and exercise, as well as ensure that referrals are made to other relevant healthcare
services, such as dieticians and physiotherapists. However, due to a lack of specialised training
and heavy focus on risk management, in the face of complicating factors such as

obesity, midwives and other healthcare professionals often deem medicalisation to be the safest
course of action (Kerrigan et al., 2015; Denison et al., 2018). Furthermore, systemic and
organisational problems are barriers to discussing obesity management with women, which
often contributes to women with a raised BMI dissatisfied with the care they receive and are
factors in poor standards of antenatal care (Foster and Hirst, 2014; McCann et al., 2018).
Women with a raised BMI are often subject to fragmented care as more specialists input into
their antenatal care pathways to ensure medical safety of the pregnancy and appropriate
provision of clinical care (Denison et al., 2018). Therefore, these women are much more likely to
miss opportunities to benefit from continuity of care and carer, which is considered the gold
standard of antenatal care provision in the UK, and has been shown to improve maternal and
neonatal outcomes (Sandall et al., 2016). There is also an emerging body of literature from the

UK that demonstrates when women with a raised BMI are cared for on midwifery-led units,
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adverse outcomes are largely comparable to women with a lower BMI (Hollowell et al., 2014;
Rowe et al., 2018). This demonstrates the potential power of midwifery-led care to provide
similarly good outcomes for women with complex needs and additionally challenges a pervasive
medical praxis that dictates larger pregnant bodies routinely require medicalisation in order to
improve maternal and neonatal outcomes. Undoubtedly some women with a raised BMI will
require medical care but this requires individualisation with their input and consent, and in cases
where medical care is required, these women should not forgo standard midwifery care to
receive it. This is particularly important because currently the national data being collected
reflects distinct clinical outcomes that indicate the pathological nature of having a raised BMI.
The most recent national maternity and perinatal audit on women with a raised BMI notes that
these women who have previously undergone a caesarean birth are more likely to undergo an
elective caesarean birth and less likely to attempt a vaginal birth but it remains unclear whether
this is due to complications or whether clinicians have a lower threshold for intervention (Relph
and NMPA Project team, 2021). Further data highlights higher risks for stillbirth, postpartum
haemorrhage, emergency caesarean birth, and higher rates of admission to a neonatal unit.
However, there is currently no available data on whether women with a raised BMI can access
hydrotherapy in labour, can use midwifery-led birth centres or have access to mental health
resources (Relph and NMPA Project team, 2021). This indicates clearly what national priorities
are regarding women with a raised BMI| and demonstrates that there is a clear hierarchy of
safety needs considered regarding this group of women. Arguably, the cultural, psychological or
emotional safety of this group of women using midwifery settings and interventions have not
and continue to not be registered as necessary or useful data points in recommendations of care

provision.

2.9 Antenatal care

2.9.1 Antenatal care as a public health initiative

Antenatal care (ANC) is the provision of care by a healthcare professional to women during the
course of a pregnancy. In the UK, the majority of healthcare professionals who offer this service
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provision are midwives (ten Hoope-Bender et al., 2014). Key components of antenatal care
include health education and health promotion, risk identification, and the prevention or
management of pre-existing health concerns and/or pregnancy-related conditions (WHO, 2016).
It is recognised globally as a key public health intervention that, when undertaken effectively,
can promote and protect women’s health during pregnancy, through the detection and
treatment of pregnancy-related conditions and appropriate referral to specialist services and
professionals (WHO, 2016). Additionally, indirect causes of maternal morbidity and mortality,
such as HIV and suicide, contribute around a quarter of total maternal deaths. Therefore,
antenatal care provision represents an opportunity to optimise women’s health through
integrated services and shared care between various healthcare professionals. Longitudinal
studies have shown that access to good quality antenatal care also has subsequent benefits for
women’s and children’s health beyond the pregnancy period (Raatikainen et al., 2007; Draper et
al., 2018). Furthermore, the provision of antenatal care provision by countries and states
demonstrates a commitment to international human rights law that state that women surviving
and enjoying pregnancy and childbirth serves as a fundamental part of their human rights to life
and dignity (WHO, 2016; Tuncalp et al., 2015). Conversely, poor outcomes such as premature
births, low birth weight, and neonatal and maternal mortality have all been associated with poor
engagement with antenatal care (Petrou et al., 2003; Raatikainen et al., 2007; Knight et al.,,

2020).

A scoping review conducted by WHO (2016) found that women prioritise a positive experience
during pregnancy. This was defined by the following parameters; maintenance of physical and
sociocultural norms, prevention and treatment of health condition thus ensuring a healthy
pregnancy for both mother and baby, experiencing a good labour and birth, and experiencing
motherhood positively. Evidence based strategies to improve maternity care include midwifery-
led care as a priority (Edmonds et al., 2020). Midwifery-led care is associated with improving
over fifty health-related outcomes in diverse public health areas such as tobacco cessation,
sexual and reproductive health and early childhood development (Renfrew et al., 2014). These
outcomes impacted by midwifery care are fundamental to global health initiatives such as

WHO'’S Global Strategy for Women'’s, Children’s and Adolescent’s Health 2016-2030, the

56



Sustainable Development Goals, and Universal Health Care Coverage by 2030 (WHO, 2015). In
countries where there is a midwifery service provision, research has demonstrated that
midwifery-led continuity of care models reduce the incidence of premature births, miscarriage,
stillbirth and neonatal death for all women (Sandall et al., 2016; WHO, 2016). Furthermore,
continuity of care has been shown to improve outcomes for ethnic minority women and women

living in the most deprived areas (Rayment-Jones et al., 2015; Homer et al., 2017).

2.9.2 Antenatal care provision in the UK

In the UK, pregnancy is recognised in policy and guidelines as a normal life event, and as a
physiological process, with the view that interventions offered during pregnancy must have
known benefits that are acceptable to women (NICE, 2021A). Currently, national maternity
policies recognise midwives as a crucial contribution to the provision of high quality and safe
maternity care. The guidance recognises that woman-centred care should be the normative
practice during pregnancy, with emphasis on treating women and their families with dignity,
respect and kindness and providing informed choice (NICE, 2021A; NHS England, 2023). A review
commissioned by NHS England was conducted to identify evidence-based strategies that would
improve pregnancy outcomes and experiences nationally (NHS England, 2016). Whilst the quality
of maternity care, and neonatal and maternal outcomes have improved over the last decade, the
review found significant variances of practice across the country and identified further

opportunities to improve the safety of care.

The ‘Better Births’ report, which was the product of that review, advocates for maternity care
provision that includes continuity of care and personalised caregiving, including informed choice
to safeguard the health of women and children (NHS England 2016). ‘Better Births’ is a chief
policy agenda for maternity services and, as a result, there has been a national drive to
implement the recommendations of this report across the NHS through local maternity services,
with a large focus on continuity of care as well as provision of individualised care. Midwifery-led

continuity of care (mCOC) models are recognised as an intervention that can improve the quality
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of antenatal care services where there is adequate midwifery provision (WHO, 2016). The UK
government has set a target to halve rates of stillbirths, maternal and neonatal deaths and brain
injuries occurring during or soon after birth and reducing preterm birth rates (O’Connor, 2016).
Deprivation and ethnicity are both noted to be risk factors for poorer outcomes, particularly for
babies (Draper et al., 2018; NHS England, 2023). A realist synthesis found that for women with
social risk factors, their experiences of maternity care were enhanced by a continual and trusting
relationship with a healthcare professional (Rayment-Jones et al., 2019). Relational continuity
was particularly important to these women as they often perceived interactions with healthcare
professionals to be one of surveillance rather than support. The authors of the review argued
that it was crucial to apply an intersectional lens to research design and services as many women
had multiple and overlapping risk factors that could be overlooked or disregarded when focusing
on a single risk factor. Furthermore, mCOC models have demonstrated good success in achieving
a positive and trusting relationship with women (WHO, 2016). This is bolstered by a strong body
of evidence that demonstrates midwife-led continuity of carer improves the experience and
outcomes of pregnant women, including lower rates of induction, augmentation of labour,
continuous electronic monitoring of the foetus, obstetric analgesia, instrumental delivery and

episiotomies (Waldenstrom and Turnbull, 1998; Sandall et al., 2016).

In addition, a more recent national health policy, known as the Three Year Delivery Plan, outlines
priorities for maternity care in response to the recent reports highlighting a poor working culture
across the NHS which has contributed to unacceptable outcomes for mothers and babies (NHS
England, 2023; Kirkup, 2022). Of these recommendations, personalised care has been
highlighted as a priority for improving care experiences of women. The report makes clear that
personalised care plans must account for the holistic nature of health needs and support
women'’s choice. The report also recognises that interrelated nature of personalised care with
continuity of care, advising that mCOC models should continue with adequate and appropriate

staffing.
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2.10 Group Antenatal Care

Group antenatal care (GANC) is recognised as a health system intervention that can improve the
utilisation and quality of antenatal care, but this is dependent on a well-resourced infrastructure
that can support this model of care (WHO, 2016). There is a growing body of evidence to
demonstrate that GANC may be a suitable way of increasing the provision and flexibility of care
continuity in the antenatal period and improving maternal and neonatal outcomes. Perhaps
more importantly, women find this model of care contributes to a positive experience of
pregnancy and birth (Catling et al., 2015; Andersson, et al., 2013; Liu et al., 2017; Hunter et al.,
2018a). A Cochrane review has also been conducted on GANC. Only four trials were included for
review and most of the studies were considered moderate strength evidence. Much of the
evidence, however, came from one trial (Catling et al., 2015). The review found that GANC is
acceptable to women, but no significant difference was found between routine antenatal care
and GANC with regards to reducing preterm birth (the primary outcome measured), lower birth
weight or breastfeeding rates. However, the authors noted that maternal satisfaction with care
provision was higher in the group care cohort. The review recommends further research to
determine whether GANC can reduce poor neonatal and maternal outcomes (Catling et al.,
2015). There are more recent systematic reviews addressing a number of questions around
GANC, such as a systematic review conducted in 2018 by Sharma and colleagues, which focussed
solely on models of GANC in low- and middle-income countries (LMICs). The reviewers note that
the purpose of the systematic review was to identify attributes that could increase the
acceptability and effectiveness of GANC in LMICs (Sharma et al, 2018). Nine studies were found,
and the authors also conducted interviews with key informants to identify common attributes
for group care models that were consistent. The authors mapped both flexible and standard
components for a “generic” model of group care that could be adapted and implemented in
LMIC settings. The authors hypothesise that such models could increase antenatal care
attendance and improve the quality of care provision in LMICs (Sharma et al, 2018). An updated
systematic review on the effectiveness of group care on clinical outcomes is pending (Molligaj et
al., forthcoming). A more recent systematic review focussing on midwives’ experiences of

facilitating GANC found that midwives’ experiences of facilitating GANC was mostly positive.
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Providers felt there were opportunities to deliver high quality care within a group care model
(Lazar et al, 2021). However, the authors note that concerns about workload and the structural

changes required to support the model warrant further investigation.

There is a smaller body of evidence that demonstrates GANC targeting specific groups of
women, such as teenagers or smokers, is successful in increasing maternal satisfaction and
improving outcomes such as self-efficacy, maternal empowerment, reducing incidence of
preterm birth and low birth weight babies (Ickovics et al., 2007; Byerley and Haas, 2017; Liu et
al., 2017). However, there is a distinct lack of research on GANC with an explicit intersectional
lens. Current studies have not shown whether it can be an effective model of care for separate
and distinct groups of women who may experience multiple vulnerabilities or occupy multiple

identities therefore this remains a knowledge gap in the current literature.

A systematic review and meta-analysis exploring whether GANC could help women meet
gestational weight goals was conducted (Kominiarek et al., 2019). Fourteen studies were
included for review and the authors note that the meta-analysis demonstrated that there were
no significant differences in gestational weight gain (GWG) between standard antenatal care and
GANC. With one exception, all of the studies used a CenteringPregnancy™ model of care. In this
review, the authors make the case that excessive GWG is implicated in developing medical
conditions that impact quality of life. Yet, they also recognise that one of the limitations of many
of the studies they included in their review is the failure to address the psychosocial factors that
may impact on gestational weight gain in the first instance (Kominiarek et al, 2019). Crucially the
authors note that the studies included for review were poor to fair quality, which highlights the
need for good quality research around this subject. For example, the authors note that many of
the studies did not account for confounding factors such as race, gravidity and gestational age at
the point of accessing antenatal care which they speculated could affect the relationship
between GANC and GWG. Ultimately, this review highlights the difficulty of attempting to
determine the efficacy of GANC on gestational weight gain due to small cohort sizes, the unclear
definition of appropriate weight gain due to gestational age differences at the start and end of
the intervention and poor definition of GWG in many of the studies involved (Kominiarek et al,
2019).

60



A systematic review focussed on GANC for high-risk women has identified a few quantitative
studies that focus attention on women with a raised BMI and GANC (Byerley and Haas, 2017).
Two of these studies were not identified in the Kominiarek et al (2019) review. Chwah et al.
(2016) examined whether a specialised group care programme focused on weight intervention in
pregnancy conducted in Australia improved outcomes for mothers and babies. The authors
found no significant difference in birth outcomes, except that the intervention group had a
higher instrumental delivery rate. Breastfeeding rates were higher in the intervention group. No
significant difference was found between the groups for neonatal outcomes. The authors also
noted that engagement with the intervention was poor, as has been observed with other health
intervention studies targeting pregnant women with a raised BMI (Chwah et al., 2016; see
Poston et al, 2015). The authors suggested that social stigma attached to specialist services for
BMI may account for low enrolment and poor recruitment. The generalisability of the results is
limited by the small sample size of the study and analysis was also limited due to incomplete
data sets (Chwah et al, 2016). Kominiarek et al. (2017) explored the association between GANC
and GWG amongst women eligible for Medicaid, using the Institute of Medicine’s (IOM)(2009)
definition of excessive GWG per BMI categorisation. This study, conducted in the US, found that
GANC was associated with a higher gestational weight gain and exceeding the IOM’s (2009) GWG
recommendations for normal weight and overweight women. There was no difference found
between the matched control group and the intervention group. Although the study included
participants with diverse characteristics, the study was limited by the considerate difference in
age, parity and risk status of the participants in the group prenatal care group and the control
groups. Additionally, the small mean weight gain of 4lbs in overweight women has limited clinical
significance (Kominiarek et al, 2017). A small quantitative study was conducted in Australia which
embedded a weight management programme with a GANC setting (Raymond et al., 2014). The
aim of the study was to deliver a programme of care to reduce excessive gestational weight gain
in raised BMI women. The study used the IOM’s (2009) parameters as country-specific guidelines
do not exist. The authors found that 27% of women were able to maintain the weight to the
IOM’s guideline of appropriate weight gain in pregnancy. The authors surmise that this result is

promising and compares favourably to other behaviour-led interventions. However, the study is
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limited by the absence of a control group and the small sample size of eighty-two women. In
addition, the compliance to the IOM’s recommendations for GWG in this study is actually worse
than other studies where women have received standard antenatal care (see Rogozinska et al,
2019; Goldstein et al, 2017), indicating that the relationship between GANC and appropriate

GWG may be tenuous.

Crucially, these quantitative studies that examine the effect of GANC on women with a raised
BMI frame the utility of this model solely in its potential to reduce GWG. None of these studies
measured whether weight management was correlated to improved maternal or neonatal
outcomes. Therefore, there is an implication that the pursuit of weight loss in and of itself during
pregnancy is a desirable goal. This demonstrates the pervasive attitude towards “solving” obesity
within medical research, even when it cannot be shown to benefit mother and baby. Whether
attributes of a group antenatal programme such as peer support, access to wider social
resources, promotion of women’s empowerment, and additional time and relational continuity
with a named midwife can benefit women with a raised BMI beyond weight management are
not well understood. It is hypothesised that a group approach to antenatal care can empower
women by supporting informed decision making and providing care tailored to their
requirements, as well as support them to be more active in their care (Wiggins et al, 2020). As
women are engaged in self-monitoring in this approach, there is a hope that their knowledge
and confidence around clinical assessments will improve (Hunter et al, 2019). Relational
continuity is known to improve women’s experiences of care, as well as improve clinical
outcomes (Sandall et al, 2016). More time with healthcare professionals and engaging in shared
decision-making processes around care have also been shown to improve women’s experience
of care (Vedam et al, 2017). In addition, increased autonomy and wider choice are linked to
feeling more in control during labour and birth, which can influence women’s satisfaction with
their birth experiences (Deherder et al, 2022). Higher satisfaction with birth experiences can
impact women’s wellbeing and how they bond with their babies in the postpartum period

(Doblin et al, 2023).
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2.11 Chapter Summary

This chapter has critically approached the problematisation of obesity both in a wider context
and within the maternity landscape, with a particular focus on how lifestyle interventions in
pregnancy targeting women with a raised BMI continue to demonstrate a lack of effectiveness of
reducing gestational weight gain. This continues to individualise the problem of obesity, and
indicates that obesity is the foremost issue that requires resolution in pregnancy. This chapter
has argued that instead of focussing on managing weight in pregnancy, a more woman-centred
approach with relational continuity may improve the care experiences of women with a raised
BMI. A growing body of evidence on group care models indicate that this may be a way of
improving care experiences for women with a raised BMI. The next chapter will review the
current literature on standard antenatal care for women with a raised BMI, in order to
understand what their current experiences of care are in the UK, and whether increasing the

choice of provision may be beneficial for this group of women.
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Chapter 3 - Literature Review

3.1 Introduction

As mentioned previously, the antenatal care experiences of women in the UK have been
deteriorating since 2017 (CQC, 2022). The care experiences of pregnant women with a raised
BMI must be understood before developing ways to improve care such as GANC. This chapter
focuses on the existing body of literature on the maternity experiences of women with a raised
BMI. The aim of this review is to highlight the pregnancy experiences of women with a raised
BMI who are accessing standard antenatal care. This will ascertain whether there is a need to
increase choice around antenatal care provision for this group of women to improve their
pregnancy experiences. A thorough search of the literature revealed no previous qualitative
research that has explored the experiences of women with a raised BMI engaged in GANC as a
health intervention. Quantitative research exploring the relationship between weight
management and GANC has been discussed in chapter 2 and demonstrates there is limited
knowledge about the applicability of a group care model for women with a raised BMI beyond
managing gestational weight gain. This represents a knowledge gap about this model and its

potential effects for women with a raised BMI regarding improving their pregnancy experiences.

This chapter begins by analysing existing systematic and scoping reviews of the research on the
maternity experiences of women with a raised BMI. The chapter raises challenges and limitations
of the previous reviews before presenting my own literature review of research on this topic.
Methods used in the review will be discussed in more detail later in this chapter but are briefly
outlined here. To ensure that the literature review was robust, the standard principles of
thematic synthesis as developed by Thomas and Harden (2008) were used throughout. A
structured approach to searching and study selection was conducted which found sixteen
articles suitable for review. A critical appraisal tool developed by Walsh and Downe (2005) for
use in systematic reviews of qualitative research was used to assess the quality of the articles
found. The NVIVO 12 software program was used to code the articles, and thematic analysis was

used to develop themes. Four overarching analytical themes were found, and the findings are
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discussed in detail below. A discussion of the themes found is linked to the wider literature and
will conclude this chapter. Having identified the strengths and limitations of the previous
research and the gaps in the current knowledge base, | demonstrate how the new research | am

undertaking for my PhD will add value to the current literature and generate new knowledge.

3.2 Existing systematic reviews of relevant research
To date, there have been three attempts to systematically and rigorously bring together and
synthesise the qualitative evidence around the maternity care experiences of women with a

raised BMI, and these are summarised below.

Smith and Lavender (2011) conducted a meta-synthesis to explore the maternity experiences of
pregnant women with BMI >30kg/m2. They begin by acknowledging maternal obesity as a key
area for public health intervention because of its association with adverse maternal and foetal
outcomes. They suggest that pregnancy represents a “teachable moment”, whereby the
frequency of care provision during pregnancy is an opportunity to intervene to reduce adult
obesity and prevent inter-generational obesity. They identified a lack of evidence regarding
interventions to improve the health of pregnant women with a BMI> 30kg/m2 and acknowledge
that there are no formal training or guidelines for healthcare professionals for discussing obesity
with women. The aim of this meta-synthesis was to create a body of knowledge that would
enable future design and delivery of accessible maternity services for women with a
BMI>30kg/m2. The authors utilized a quality appraisal tool developed by Walsh and Downe
(2005) to critically appraise the available literature. Six studies were identified as suitable for
review after this process. In total, Smith and Lavender (2011) developed and identified eight

themes which were summarized into three cluster themes, as documented below in table 3.
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Table 3. Summary of themes developed in the systematic review conducted by Smith and Lavender (2011)

Theme Summary

Acceptability and Being overweight as a woman in western society is stigmatizing. Stigma
inevitability of weight is alleviated in pregnancy because gestational weight gain is expected,
gain in pregnancy somewhat normalising obesity in pregnancy. Women report a tension

between eating to ensure foetal health but also not gaining excessive

weight in pregnancy.

Depersonalisation of If and when obesity was discussed, the risks were over-emphasised and
care due to this resulted in women feeling anxious about their babies health. These
medicalisation feelings were compounded when healthcare professionals did not

clearly communicate reasons for increased monitoring, further

interventions or referrals, leading to a poor experience of care.

Healthy lifestyle benefits | Women are aware of the benefits of a healthy lifestyle and view

for self and baby pregnancy as a time to adopt healthy behaviours. Many external and
internal barriers were identified, including low confidence, low
motivation, poor health in pregnancy, lack of information and advice

from healthcare professionals and lack of access to resources.

The authors found that women accepted weight gain as unavoidable in pregnancy, and therefore
were less motivated to change their habits during pregnancy, instead seeking support and
motivation to access health interventions in the postnatal period. They also found that women
experienced stigma in their encounters with healthcare professionals. Women understood that
they were being implicated for the sole responsibility of creating risk to their babies by existing in
a larger body. Women perceived medicalization as negative, and it was heavily associated with
depersonalized care. Their synthesis suggests women prefer resources and support for the
postnatal period, not during pregnancy. The authors note that only two of the papers included
focused on the maternity experiences of overweight pregnant women as their primary aim
(Nyman et al., 2010; Furber & McGowan, 2011). In each of the other studies, women’s maternity
experiences only comprised a small part of a larger study. The larger studies focused on women’s
beliefs about weight gain (Wiles 1998), women’s views on physical activity (Weir et al., 2010),
women’s conception of body image change in pregnancy (Fox and Yamaguchi, 1997) and
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women’s conceptions of good motherhood in relation to big babies (Keenan and Stapleton,
2010). The authors argued that their findings are significant for policymakers and demonstrate
the importance of centring the needs of women with a raised BMI when creating and
implementing specific maternity care pathways (Smith and Lavender, 2011). Contradictory to
their overall conclusion, they argue that pregnancy is an ideal time to introduce targeted
intervention because women with pre-existing obesity perceive their weight as acceptable in
pregnancy. This is even though they already acknowledge that there is limited evidence that
demonstrates that health interventions in pregnancy are effective. They suggest that this in turn
would improve satisfaction with maternity services and improve attendance and health. There
has been a variance in findings regarding this point — a study by Dencker and colleagues (2016)
found that in contrast, women were highly motivated in pregnancy to adopt healthy behaviours
but require collaborative working relationships with midwives in order to feel supported to
maintain these changes. The authors go on to recommend further training for healthcare
professionals to ensure personalised care does not over-emphasise the issue of weight, but this
finding is not supported by the evidence presented in the synthesis, indicating a conflation of the

needs of women with a raised BMI with the demands of national policy and regulatory bodies.

Jones and Jomeen (2017) conducted a meta-ethnography which identified twelve studies
suitable for review. Three of these studies (Nyman et al. 2010; Weir et al., 2010; Furber and
McGowan 2011) overlap with the thematic synthesis conducted by Smith and Lavender (2011)
(Nyman et al, 2010; Weir et al, 2010; Furber and McGowan 2011). Their review includes studies
that specifically mention the pregnancy experience of women with a raised BMI in relation to
their engagement with healthcare professionals. The authors note that their interests lay with
how women’s perceptions of weight status were negotiated between women and healthcare
professionals. The authors developed and identified four themes in total, as documented below

in table 4.
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Table 4. Summary of themes developed by Jones and Jomeen’s (2017) meta-ethnographic synthesis

Theme Summary
Initial Women expect weight to be discussed during the initial appointment, but found
encounters an absence of direct communication from healthcare professionals. However,

actions were taken in relation to perceived risk of obesity in pregnancy without

direct acknowledgement. Women found this offensive and embarrassing.

Negotiating Women perceive risk as “doing something wrong” and ascribing risk status due to
risk raised BMI is perceived as harm towards their babies. Having their risk status
addressed inconsiderately left women feeling upset. Some women reject the

concept of risk entirely.

Missing out Women feel like their weight status denied them a normative experience of
pregnancy. Women sensed that their consultations were different or that
interventions singled out their weight status. This heightened the sense of being

treated differently.

Positive Women who had positive encounters with healthcare professionals regarding
intervention weight status and management felt that they had better outcomes. For some
women, acknowledgement of risks was important but preferable if this was done

without judgement or blame.

The authors conclude that many women with a raised BMI are dissatisfied with how their weight
status and subsequent management is discussed and actioned during maternity encounters.
However, they note that women are also dissatisfied when weight is not mentioned at all. The
authors acknowledge that healthcare professionals have a difficult task in engaging women
about weight management during pregnancy but to do so in a sensitive way that does not
apportion blame on the woman. The studies demonstrated that healthcare professionals
engaged in avoidance tactics to be more diplomatic, but the authors argue that the absence of
clear discussions about weight denies women the opportunity of a normal pregnancy
experience, and the over-emphasis of the risks of obesity in pregnancy leaves women feeling
dissatisfied and disempowered to affect change and to have a positive pregnancy experience. As
with Smith and Lavender (2011), the authors argue that the findings of the studies demonstrate
that women are keen for lifestyle interventions during pregnancy and that if women were
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empowered to access accurate advice and resources to take control and enact change, this could
result in positive outcomes. The authors do not specify exactly what positive outcomes might
occur, making this recommendation too broad and vague to be utilized well. The authors
conclude that women need to perceive that they are in control for interventions to be effective
and that further research is required to understand the needs of different groups of women to
establish successful models of support including healthy lifestyle, diet and exercise for women
during pregnancy (Jones and Jomeen, 2017). As with the recommendations set out in Smith and
Lavender (2011), this approach rests on the assumptions that health behaviour change
interventions within clinical practice is the only effective way to improve pregnancy outcomes
for women with a raised BMI. However, as outlined in Chapter 2, there are systematic reviews
that demonstrate that behaviour change interventions carried out in pregnancy are not proven

to affect clinical outcomes (Dodd et al, 2010; Oteng-Ntim et al, 2012).

Alongside the two systematic reviews that have been published, there has also been a recent
scoping review published that explored the experiences of women with a high BMI receiving
antenatal care (Saw et al, 2021). Eight of the studies included for this review overlap with the
two previous systematic reviews (Knight-Agrawal et al, 2016; Lavender and Smith, 2016;
Lindhardt et al, 2013; Nyman et al, 2010; Mills et al, 2013; Heslehurst et al 2015; Furber and
McGowan, 2011; Furness et al, 2011). However, unlike the other two reviews, articles were
included if they contained experiences of women undergoing a particular health intervention
(such as a weight management programme) at the time of their pregnancy. The review was
conducted to inform development of a prospective qualitative study to explore the experiences
of women who have received their antenatal care in a specific bariatric clinic (Saw et al, 2021).
The authors included seventeen articles for review. Four major themes were developed from the

critical analysis which are tabled below.

69



Table 5. Summary of themes developed in Saw et at (2021) scoping review

Theme

Summary

Inconsistent or absent
information regarding

weight management

Women report not receiving information at all or inaccurate or
inconsistent advice that over-emphasises potential negative outcomes

due to obesity. This heightened women’s anxiety about their pregnancies

Stigma and
stereotyping with

obesity

Conversations around weight were not perceived as supportive or
practical but as encounters that further stigmatized them through

harmful assumptions and stereotyping.

Medicalisation and Many women were subject to excessive scrutiny about their lifestyle or

depersonalized care health behaviours, and had negative associations with increased

surveillance, despite this being in line with gold-standard care practices.

A want for information | Women expressed a desire for weight management advice as they

and a need for change | reported pregnancy was a big motivator to change their behaviour.

The authors acknowledge that current guidelines may have contributed to inconsistent advice
from healthcare workers. They observe that while current guidelines recommend that women
do not diet in pregnancy, many women want to lose weight during pregnancy. However, they do
not discuss the disconnect between women’s desires and what current guidelines recommend,
which may have compounded women’s disappointment about the advice given (or lack thereof).
The authors conclude that further education and training for healthcare professionals may help
to improve respectful communication skills which in turn may improve women’s experience of
pregnancy encounters. The authors also highlight a tension between the “gold-standard
practice” of routine increased surveillance for higher-risk pregnancies and women’s dislike of
surveillant care. They recommend that further research is undertaken to elicit a deeper
understanding of the tension between women’s desires and how best to achieve appropriate
care for women. Unlike the two previous systematic reviews, the authors suggest that women
need access to personalized care and suggest that this may be best facilitated through continuity

of care.
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There are two inherent problems with the recommendations laid out in the previous reviews.
Whilst sensitivity around communicating the risks of obesity has been recommended in all the
reviews, an underlying issue emerges in that women with a raised BMI are still positioned as
requiring to make efforts to take responsibility for obesity during pregnancy in the
recommendations laid out. All three reviews recommend that weight management interventions
may be useful for women in pregnancy. However, the current evidence does not support the use
of weight management interventions to improve safety outcomes for mothers and babies.
Systematic reviews of gestational weight management trials have identified that there is limited
applicability to clinical practice given that these interventions do not appear to aid significant
reduction in gestational weight gain or improve outcomes for mothers and babies (Campbell et
al, 2011; Oteng-Ntim et al, 2012). Furthermore, these reviews highlight that the interventions
trialled are not developed with input from women, which may explain why the interventions
have not been shown to be effective. In addition, the scope of midwifery practice does not
extend far into the postnatal period, thereby reducing the applicability for high quality postnatal
education and advice for midwifery practice. Support from a wider multidisciplinary health team,
such as health visitors and GPs could help women feel supported to make behaviour change
choices in the puerperium. The second problem reflects a fundamental paradigm shift in the
realization of high-quality maternity service provision. The reviews suggest that women are
amenable to weight advice therefore weight management programmes could be implemented
in the antenatal period. This links the improvement of women with a raised BMI’s experiences of
care almost exclusively to weight management, which could potentially increase the

stigmatisation of these women and their pregnancies.

WHO (2016) recognise a human rights-based approach in the delivery of antenatal care, which
promotes person-centred care and well-being, rather than just the prevention of mortality and
morbidity. A scoping review was conducted to inform guidelines and what was found that
overwhelmingly, women, from all types of resource setting, want and expect their antenatal care
to result in a “positive pregnancy experience” (WHO, 2016). The facets by which this is achieved

have already been discussed in Chapter 1. This approach is also legitimised through UK national
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agendas such as Better Births and the Three Year Delivery Plan which have advocated for
personalised care achieved through relational continuity with one or a small team of midwives
throughout pregnancy (National Maternity Review, 2016; NHS England, 2023). The
recommendations from the previous reviews do not consider how increasing women’s choices
around antenatal care provision may improve women’s experiences of care, and how
consideration of a more holistic approach using relational continuity and personalised care may
encompass weight management or effective communication about optimising health
behaviours. As discussed above, previous reviews of this literature are out of date and have a
different focus to the aims of my thesis. Previous reviews do not take a critical approach to the
concepts of obesity and BMI, nor do they apply an intersectional lens to better capture women's
experiences. The next section outlines the methods undertaken for a new review of the

qualitative research on the antenatal care experiences of women with a raised BMI.

3.3 Methods undertaken for a new thematic synthesis

In this section | review the primary qualitative studies | identified pertaining to the pregnancy
experience and care provision of women with a raised BMI. Antenatal care provision can be
varied depending on the country but generally is provided by midwives, obstetricians or a shared
care pathway whereby a woman sees a variety of healthcare professionals during pregnancy. In
order to understand whether increasing women’s choice around antenatal care provision
through GANC may be a beneficial model of care for women with a raised BMI, | felt it was
important to understand the experiences of women with a raised BMI accessing the current
provision of antenatal care to gain an understanding of their satisfaction levels, bodily autonomy,
choices, and interactions with healthcare professionals that influence their experience of
pregnancy. For this literature review, | wanted to know how the maternity experiences of
women with a raised BMI were affected by receiving standard antenatal care. As the link
between obesity and other marginalised identities has shown to worsen outcomes for women, it
will be vital to see whether experiences of these women have been included in the available

evidence and whether their experiences differ.
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3.3.1 Search strategy
The search terms used in the search strategy are detailed below:
1. High Body Mass Index OR Raised Body Mass Index OR Body Mass Index > 30 OR obes* OR
overweig*
2. antenatal OR pregnan™ OR prenatal OR “maternity care” OR “midwifery care” OR midwi*

3. experience* OR view* OR attitude* OR explor* OR understand*

Database searches were conducted in February 2019 and then updated in June 2020 and March
2022. Databases for this review were selected after recommendations from a specialist librarian
and supervisors. Six databases (CINAHL, Cochrane, Medline, MIDIRS, Psycinfo and SCOPUS) were
searched and Google Scholar was also utilised to find further relevant abstracts and titles. Please
see Appendix 1 for the tabulated results of database searches. As researchers have noted,
electronic databases cannot be relied on solely to find all studies so hand searching, checking
reference lists of relevant articles and emailing authors for further relevant titles were also
employed in the search strategy (Thomas and Harden, 2008; Walsh and Downe, 2005). Grey
literature was also searched. A PEO framework was utilised to develop the research question and

generate appropriate search terms.

Table 6. PEO framework

Population Pregnant women with a raised body mass
index

Exposure Routine Antenatal care

Outcome Pregnancy experience

3.3.2 Inclusion and exclusion criteria

The table below outlines the inclusion and exclusion criteria used as part of the search strategy.
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Table 7. Inclusion and exclusion criteria

Inclusion criteria Exclusion criteria
e English language papers e Non-English language papers
e Antenatal care experiences of e Antenatal care experiences of
women with BM| >30m/2 women with a BMI <30m/2
e Qualitative or mixed methods data e (Quantitative data collection
collection methods methods
e Women’s experience of a health
intervention in pregnancy

Please see appendix 2 for the PRISMA flow chart indicating the search strategy as well as
included and excluded studies. Studies were excluded if they did not have qualitative data
pertaining to women’s experience of routine maternity care experience. Full text articles were
sought, and all articles were rechecked for relevance. After removing duplicates, abstracts,
conference papers and irrelevant titles, sixteen articles were left for review. Ten studies (Nyman
et al., 2010; Furber and McGowan 2011; Mills et al, 2013; Knight-Agarwal et al. 2016; Lindhardt
et al, 2013; Keely et al, 2017; Keenan and Stapleton, 2010; Dinsdale et al, 2016; Dejoy et al,
2016; Atkinson and McNamara, 2016) overlap with the thematic syntheses already conducted by
Smith and Lavender (2011) and Jones and Jomeen (2017), and with the scoping review
conducted by Saw et al (2021). The other six studies included for review were published after the
review conducted by Jones and Jomeen (2017) with the exception of McPhail et al (2016).
Incidentally, this paper is the only one that was found through hand-searching reference lists
which may account for why it is not present in the review conducted by Jones and Jomeen
(2017). A total of eleven articles (Fox and Yamaguchi, 1997; Wiles, 1998; Weir et al., 2010;
Lavender and Smith, 2016; Patel et al., 2013; Heslehurst et al., 2015; Heslehurst et al., 2017;
Heslehurst et al, 2013; Holton et al, 2017; Atkinson et al, 2016; Furness et al, 2011) included in
the previous reviews by Smith and Lavender (2011), Jones and Jomeen (2017) and Saw et al

(2021) were excluded.

74



Some studies were excluded on the basis that women were reporting on their experience of a
health intervention, rather than their maternity care experience and therefore it was not
possible to distinguish whether their care experiences were from the health intervention or from
routine antenatal care (Patel et al., 2013; Furness et al., 2011; Lavender and Smith, 2016;
Heslehurst et al, 2015; Heslehurst et al, 2017; Atkinson et al, 2016). In one study, the maternity
experience comprised solely of a novel health intervention that was being introduced and it was
unclear whether women were receiving routine maternity care outside of the intervention
(Heslehurst et al., 2015). Women with a normal BMI was included in one study and it was not
possible to discern between the experiences of them and women with a raised BMI so this study
was excluded (Holton et al, 2017). In some cases, the studies focussed on women’s views on and
beliefs about their bodies, weight gain in pregnancy or physical activity (Wiles, 1998; Weir et al.,,
2010; Fox and Yamaguchi, 1997).

3.3.3. Quality Appraisal and study characteristics

A quality appraisal tool developed by Walsh and Downe (2005) was utilised to aid critical
appraisal of the studies included for review. Please see appendix 4 for the quality appraisal tool.
The authors developed the quality appraisal tool through mapping common characteristics
found in existing systematic frameworks. The quality appraisal tool contains seven dimensions to
assess the quality of articles and within each criterion, there are several prompts for reviewers to
utilize. The authors encourage the use of flexibility and imagination in the application of their

framework (Walsh and Downe, 2005).

All of the studies included were conducted in high-income countries — one from Ireland
(Atkinson and McNamara, 2017), seven from the UK (Furber and McGowan, 2011; Dinsdale et
al., 2016; Jarvie, 2017; Keely et al., 2017; Cunningham et al, 2018; Norris et al, 2020; Keenan and
Stapleton, 2010), three from Australia (Lee, 2020; Knight-Agarwal et al., 2016; Mills et al., 2013),
one from the US (Dejoy et al., 2016), two from Denmark (Lindhardt et al., 2013; Lauridsen et al.,
2018), one from Sweden (Nyman et al., 2010) and one from Canada (McPhail et al., 2016). All the

included studies reported qualitative design and all used interviews as the data collection

75



method. Most of the articles explicitly describe women’s interactions with midwives and their
experience of midwifery care with the exception of four (Keely et al., 2017; Knight-Agarwal et al.,
2016; Lee, 2020; Norris et al, 2020). Please see appendix 3 for the results of the critically

appraisal process for each included study.

3.3.4 Synthesis methods

In order to ensure that my synthesis preserved the context of the primary studies as well as
generate abstract themes, | utilised methods developed by Thomas and Harden (2008). The
articles were coded using NVIVO 12 ‘line by line’ to develop a bank of codes. This process
generated eighty-four codes in total at this stage. Codes were read through again, checked for
similarities and then clustered together which resulted in twenty-four codes that could be
grouped together to create six descriptive themes. They are as follows: advice, communication
between women and healthcare professionals, identity, risk categorisation, care provision, and
stigma. As noted in Thomas and Harden’s (2008) seminal work, the transition from generating
descriptive themes to synthesising analytical themes is subjective and difficult to describe. Four
analytical themes were developed through abstraction, referring back to my research question
and ensuring that the analytical themes were sufficiently abstract to explain the initial
descriptive themes. The themes related to the antenatal care experiences of women with a
raised BMI are surmised as follows: spectrum of disordered communication, negotiating risk and
stigma, power inequality, and women want relational and collaborative care. Please see table 8

below for examples of codes, themes and quotes related to the overarching themes generated.
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Table 8. Codes, themes and indicative quotes

Examples of codes Themes Indicative Quotes
Inappropriate communication, | Spectrum of “you don’t want a dead baby do you?”
lack of communication, disordered

desire for clear information overweight, or you know, the amount of weight | have put on in pregnancy.’

desire for postnatal advice

Women don’t identify as Negotiating Risk and “It's like, ‘this [GDM] is pretty much your fault because you are overweight’. It all
obese, challenging Stigma comes down to weight, not, ‘Oh it could be just that your body doesn’t sort out
medicalization of fatness, sugar enough’. | mean anybody could have it.”

comorbidity changes
“I'just think there are people out there that are fatter than me. Like big, big people

who are pregnant and waddling about...and | think, ‘If ’'m obese, then they have
got to be dead’.”

perception of obesity, over-
emphasis of risks of obesity,

Power dynamics, fatness is Power inequality “They look at you and say ‘you’re overweight’, bang you’re in. They make
medicalized, harmful assumptions...l think in some ways that is a little bit of discrimination you know?”
assumptions, gatekeeping,
intervention without consent “There was no sign of gestational diabetes in the 3-hour fasting test. But she
decided to go ahead and indicate that | was a gestational diabetic...| had to go to a
high-risk OB in additional to my regular OB to be monitored for gestational

diabetes.”
Fragmented care, accessibility, | Women want “It was amazing to work with medical professionals who didn’t judge me because
inappropriate clinical relational and of my size and really empowered me to believe in my body because they believed
equipment, personalized care | collaborative care in it. That was the first time | had ever had a medical professional uplift me in that
is empowering, women want way.”

midwifery led care
“The paper on the examination table does not go all the way to the edges of the

table, so while the table is sufficient, | don’t believe the paper is.”
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3.4 Themes identified

The table below maps the themes across each of the articles, demonstrating how each study

contributed findings to the analytical themes developed.

Table 9. Articles and themes

Articles Theme 1: Theme 2: Theme 3: Theme 4:
Spectrum of Negotiating Power Women want
disordered risk and stigma | inequality relational and
communication collaborative care

Atkinson and V4 N4

McNamara (2017)

Cunningham et al v v v

(2018)

Dejoy et al. (2016) v v v v

Dinsdale et al. V4 v v

(2016)

Furber and v N4

McGowan (2011)

Jarvie (2017) Vv Vv Vv v

Keely et al. (2017) V4 Vv

Keenan & Stapleton V4 V4 v v

(2010)

Knight-Agarwal et V4 V4

al. (2016)

Lauridsen et al. V4 v v

(2018)

Lee (2020) v v N

Lindhardt et al. N4 v v

(2013)

McPhail et al. N4 v v

(2016)

Mills et al. (2013) v Vv v v

Norris et al (2020) N4 v

Nyman et al. (2010) v v v
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3.4.1 Spectrum of disordered communication

Across the studies reviewed, the most common issue experienced was the lack of appropriate
communication around the risks of obesity during pregnancy. NICE (2021) guidelines state that
maintaining good communication between healthcare professionals and women is paramount to
ensuring woman-centred care. The literature suggests that this is not being achieved in practice.
Atkinson and McNamara (2017) suggest that women and healthcare professionals engage in
unconscious collusion, a behaviour whereby difficult or sensitive topics, such as obesity, are
avoided to potentially reduce stigma or discomfort. Their study found that women were fully
cognizant of their weight and expected conversations with midwives about it and were therefore
surprised when such conversations did not happen. This was also echoed in Keely et al.’s (2017)
study, where obesity-related risks were vaguely alluded to in the form of specific advice, such as
wearing TED stockings, but were never spoken about outright. Women felt disrespected when
they were referred to specialist obesity services without their knowledge (Lindhardt et al., 2013).
Others felt embarrassed to be receiving care related to their BMI (Norris et al, 2020). Some
women reported that obesity management in pregnancy was not discussed with them and
consequently they were not aware they were receiving additional interventions beyond what is
offered in the routine course of pregnancy (Dinsdale et al., 2016; Atkinson and McNamara, 2017,
Lindhardt et al., 2013). This also posits uncomfortable and difficult questions about midwives’
practice as this highlights the prioritization of interventionist care with the aim of achieving
medical safety without the women’s knowledge or consent, let alone ensuring their

psychological or emotional safety around these issues.

For some women, the issue was not the lack of communication about the risks of obesity and
subsequent obesity management but rather the over-emphasis of risk, both imagined and real.
Some women were told by their healthcare professionals that their weight status was directly
responsible for causing complications in their pregnancies (Jarvie, 2017; Furber and McGowan,
2011; Knight-Agarwal et al., 2016; Mills et al., 2013; Lindhardt et al., 2013). Inappropriate

discussions about weight status were often initiated by healthcare professionals when they
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perceived poor adherence to their advice about weight gain in pregnancy (Jarvie, 2017; Dejoy et
al., 2016; Atkinson and McNamara, 2017; Lee, 2020). Women identified these interactions as
stigmatizing because the comments had no potentially therapeutic purpose (Dejoy et al., 2016).
In addition, interactions such as these highlight the unequal power dynamic within these types of
relationships. Women were often told that they have “risky bodies” whose very existence
threatens that of the foetus (McPhail et al., 2016; Dejoy et al., 2016; Jarvie, 2017; Lee, 2020;
Norris et al, 2020; Keenan and Stapleton, 2010). Women appeared to internalize feelings of
failure about their bodies when they were subject to constant reiteration about the

unacceptability of their weight status (Knight-Agarwal et al., 2016).

Women observed that conversations about obesity were on either end of the spectrum of
communication with their healthcare providers- either there was complete avoidance of
discussion or repetitive over-emphasis of the risks of obesity (Mills et al., 2013). These studies
demonstrate that pregnant women’s encounters with healthcare professionals who over-
emphasise the risk of obesity often result in high levels of emotional distress (Jarvie, 2017;
Cunningham et al, 2018). Women in several of the included studies recognised that
communication about obesity and associated risks in pregnancy were necessary and often spoke
of a desire for consistency of advice communicated sensitively and appropriately (Atkinson and
McNamara, 2017; Dejoy et al., 2016; Furber and McGowan, 2011; Knight-Agarwal et al., 2016;
Cunningham et al, 2018). Furthermore, while women in the studies were abundantly aware that
being labelled as obese carries stigma, they were not averse to risk management in pregnancy
and often welcomed advice to manage weight and introduce other lifestyle changes, either
during pregnancy or in the postnatal period (Dinsdale et al. 2016; Laurisden et al., 2018). This
demonstrates the continued need to improve the communication techniques of healthcare
professionals to ensure conversations about risk are discussed openly and sensitively in order to
improve the health of women and babies as well as improve the experiences of pregnancy for

women with a raised BMI.
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3.4.2. Negotiating risk and stigma

Some women identified themselves as healthy, in spite of their BMI status (Keely et al., 2017,
Cunningham et al, 2018). The authors consider this an attempt to normalise their weight in order
to relieve anxieties about their increased risk of poorer outcomes for themselves and their
babies. However, some women acknowledged and reproduced stigmatising rhetoric associated
with excess weight about other women whilst also simultaneously resisting the application of
that narrative to themselves (Keely et al., 2017; Jarvie, 2017; Cunningham et al, 2018; Norris et
al, 2020). Some women struggled with being stigmatised by friends and families which
reinforced their own internalised stigma about their bodies (Keenan and Stapleton, 2010;
Cunningham et al, 2018). For some women, this created hyper-awareness about the possibility
of being further stigmatised by healthcare professionals which led to a tension about whether
they wanted to receive information and advice about how to manage their weight or optimise
their health in pregnancy (Cunningham et al, 2018; McPhail et al, 2016; Knight-Agarwal et al,
2016). This is reflected in other studies, demonstrating that external identification as “high risk”
and “obese” does not necessarily correspond with how women self-identify, or indeed influence

their behaviour (Jarvie 2017; Lauridsen et al., 2018; Dinsdale et al., 2016; Nyman et al., 2010).

Consistent reiteration of the risks of obesity in pregnancy by multiple healthcare professionals
resulted in women internalising the idea that obesity and by extension, weight management, is a
personal responsibility (Dejoy et al., 2016; Atkinson and McNamara, 2017; Dinsdale et al. 2016;
Norris et al, 2020; Cunningham et al, 2018). For some women, this was also accompanied with
assumptions about how they lived their lives, such as eating fast foods and not exercising. These
assumptions were reflected in clinical appointments with healthcare professionals as well as
socially with friends and family (Jarvie, 2017). In one instance, a doctor accused a woman of lying
about her food intake and recommended that her husband manage her food diary in order to
increase data reliability (Dejoy et al., 2016). This anecdote highlights an attitude within maternity
care, whereby the anxieties held by healthcare professionals about risk, real or potential, are
prioritised over the dignity and humanity of the women they are providing care for. For some
women, the categorization of obesity as a risk factor in pregnancy compounded existing financial
constraints, as they were now required to attend extra clinic and scan appointments (Jarvie,
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2017). The extra costs related to parking, transportation and additional childcare in order to
attend these appointments left some women unable to choose healthy eating and exercise
classes that were recommended to them during their course of their pregnancy. Non-
compliance to these recommendations resulted in reprimanding from both healthcare
professionals as well as family members. Jarvie (2017) surmises that these women experienced
layers of stigma due to their low socioeconomic status and weight status in pregnancy. Increased
medicalization of pregnancy appears to contribute to women perceiving increased stigmatisation

from healthcare professionals (Jarvie, 2017; Knight-Agarwal et al., 2016; Norris et al, 2020).

For women who had pre-existing conditions or developed complications, the nature of the
relationship with their healthcare professionals changed to one of surveillance. Women reported
hypervigilance from healthcare professionals about constant weighing and carrying out extra
interventions (Atkinson and McNamara, 2017). For some women, additional appointments and
interventions increased perceptions of stigmatization from healthcare professionals and women
felt more under scrutiny (Knight-Agarwal et al., 2016; Jarvie 2017). However, some women
found ways to navigate or challenge the medicalization of their pregnancies. One woman
reported that her excess weight gain was intentional, as a way of defying her doctor’s advice
(Atkinson and McNamara, 2017). Another woman discussed vomiting after conducting a glucose
tolerance test as a way of falsifying results (Jarvie 2017). Another simply expressed pride in
having experienced an uncomplicated vaginal delivery, having been told it would not be possible

because of obesity (Nyman et al., 2010).
3.4.3. Power inequality

Women were acutely aware of the power dynamic within their relationships with healthcare
providers. Women identified poor treatment often and were concerned that this would
negatively affect the care they received (Nyman et al., 2010). Some women did not disclose
specific concerns or problems because they thought their midwives did not have enough
knowledge or interest. Some women did not question their caregivers at all because they
believed the healthcare professional “knows best” (Nyman et al., 2010; Dejoy et al, 2016). Some

women reported that incorrect assumptions were made and maintained about their habits, such
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as eating junk food and lack of exercise. This led women to be less satisfied with their
relationship with their healthcare professionals, and in turn, have a negative pregnancy
experience (Dejoy et al., 2016; McPhail et al, 2016; Lee, 2020). Some women noted a
deterioration in the relationship between themselves and their midwives when it was insinuated
that their size hindered their abilities to provide for their babies, for example, that breastfeeding
would be difficult (Lindhardt et al., 2013). While some women noted that overall, healthcare
professionals were attempting a caring attitude, this was marred when receiving ambiguous

advice from various sources (Lindhardt et al., 2013).

These examples demonstrate that risk assessment was often prioritised to the detriment of
developing a trusting relationship with the woman. It was not made clear in any of the studies
that any of the participants were receiving continuity of care and in some instances, women
were seeing a variety of healthcare professionals and different midwives over the course of
pregnancy, which led to women feeling unsupported and confused about conflicting advice
(Lindhardt et al., 2013; Jarvie 2017). Deterioration in the midwife-mother relationship, usually
precipitated by insensitive care, led to increasing ambivalence from women about attending all
their antenatal appointments for fear of further stigmatisation (Dejoy et al., 2016; Jarvie, 2017).
The deterioration in this relationship was exacerbated when women realised that there were no
shared decision-making processes in the course of their pregnancy, due to being seen as “high-
risk” (McPhail et al, 2016; Dejoy et al, 2016; Keenan and Stapleton, 2010; Lee, 2020; Furber and
McGowan, 2011). For some women, their pregnancies were made more stressful by the
realisation that midwifery care could be taken away because they were not seen to be compliant
with interventions to monitor their pregnancies (McPhail et al, 2016). The lack of choice around
their pregnancies for some women was cemented early on in the denial of midwifery-led care
where women were routinely referred for obstetrician-led care without their consent (Mills et al,

2013; Dejoy et al, 2016).

Some women even considered foregoing antenatal care altogether and contemplated foregoing
care altogether for their labour and birth. Other women noted that insensitive treatment during
pregnancy would extend their abstention from other healthcare provisions beyond pregnancy,
such as postnatal checks, and cervical smear checks (Dejoy et al., 2016). Yet some women
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discussed having good relationships with their midwives, where they could discuss weight and
lifestyle issues (Jarvie, 2017; Nyman et al., 2010). Jarvie (2017) notes that midwives act as
“buffers”, preparing and supporting women in advance in case weight was discussed at other
appointments, to reduce stigmatisation. Some women who accessed midwifery care provision
reported good pregnancy experiences, noting that their perception of their bodies and birth had

been positively changed (Dejoy et al., 2016).

3.4.4 Women want relational and collaborative care

The theme of a desire for personalized care was evident throughout the literature. Many women
complained that the care they received was fragmented and often depersonalized due to the
focus on obesity management and pathways (Dinsdale et al. 2016; Dejoy et al., 2016). Some
participants requested midwifery care in part to receive individualized care but found they had
been transferred to obstetric care without discussion, even when there were no complicating
factors (Dejoy et al., 2016). Medicalised care was often relayed to women as the safest course of
action because of the assumption that complications would occur and with this was came the
expectation that women would be passive and accepting of this type of care. However, many
women found this paradigm of care disempowering (Furber and McGowan, 2011). In some
instances, many women requested and sought midwifery-led antenatal care, as midwives were
identified as being the most able to provide the personalized and individual care that was
strongly desired (Mills et al., 2013). Relationships with midwives were also identified as a source
of support and a “buffer” for stigmatizing behaviour from other healthcare professionals (Nyman

et al., 2010; Jarvie, 2017).

Some women experienced severe material deprivation and faced serious problems related to
appropriate housing and personal safety (Jarvie, 2017). Many of the participants in this study
found that due to their financial constraints, they were not able to follow dietetic advice closely,
demonstrating that standardized information about diet and exercise was not always necessarily
a priority in the context of these more acute issues. Furthermore, these women identified that
the standard recommendations were not realistic given their personal financial circumstances

and expressed a need for collaborative care with a trusted healthcare professional that
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recognized and addressed their individual lived experiences (Jarvie, 2017). While women
accepted that more intervention might be required for their pregnancies due to their higher
weight, they questioned the necessity of conducting those interventions at hospitals, expressing
a preference for more of their care to be carried out in the community with their named
midwives (Jarvie, 2017). Women perceived their community midwives as being effective support
for them. In countries where midwifery-based care is not the norm for “high-risk” pregnancies,
women still reported that they valued relational continuity with their main healthcare

professional (Lee, 2020; McPhail et al, 2016).

Women also spoke of the desire to be seen as an individual, with their behaviours and own
bodily knowledge acknowledged by the healthcare professionals caring for them (Dinsdale et al.,
2016). Sensitivity and personalized care may increase satisfaction with care as well as have
positive clinical implications (Dejoy et al., 2016). Keely et al. (2017) conclude that it is essential
that healthcare professionals engage women in non-stigmatising relationships to discuss issues
and provide public health support in a sensitive way, through the development of a relationship-
centred approach to pregnancy care, focused on individual needs and concerns rather than a

risk-focused approach to the pregnancy.

3.5 Discussion of key findings

This section will discuss the key findings from the four themes in more detail and link the themes

back to the wider literature.

Almost all the studies identified communication issues between women and their healthcare
professionals. Communication issues appeared at both ends of the spectrum with regards to
discussing weight in pregnancy where either the risks of obesity were not conveyed to women at
all, or the risks were overemphasised to the exclusion of other pregnancy concerns. The effects
of this may be compounded due to lack of relational continuity with one lead healthcare
professional. Women with a raised BMI may be more exposed to fragmented care as they are

considered to have additional or complex needs in pregnancy, requiring additional input from
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other healthcare professionals (Denison et al, 2018). In addition, frequent reiteration of the risks
of obesity in pregnancy emphasise a weight-centric approach to health, rather than a woman-
centred approach (Griffiths et al, 2023). Continuity of care models where the midwife remains
responsible for care co-ordination in more complex pregnancies could alleviate concerns around
inappropriate or excessive discussions around the risks of obesity by multiple healthcare

professionals.

Women were aware of the tension of being able to communicate risks regarding weight status in
pregnancy sensitively but were disappointed when weight was not discussed at all. Current NICE
guidelines require healthcare professionals to gauge a woman’s preferences and values (NICE,
2021A). However, others have noted that antenatal appointments can be dominated by clinical
framing and discussions of risk, which can obscure woman-centred experience (Nicholls et al.,
2021). Utilising language appropriately is a crucial component in reducing stigma in difficult or
sensitive conversations. Healthcare professionals risk delivering vague or incorrect public health
messages by using ambiguous language or avoiding the topic altogether. As previously discussed
in Chapter 2, the associated risks of BMI and adverse outcomes in pregnancy are mostly based
on observational studies and omit the fact that many women with a raised BMI will have healthy
pregnancies (Gibbins et al, 2023). Gibbins et al (2023) suggest that risk should be communicated
in a way where women with a raised BMI understand that most risk factors have weak
associations with the outcome and often are poor predictors of pregnancy outcomes. In
addition, the high likelihood of a healthy pregnancy should be emphasised, even in the presence

of risk factors.

In the context of pregnancy, weight management is often complicated by women’s conceptions
of themselves and their identity. Many of women identified themselves as healthy or normal
despite being categorised as “obese” by healthcare providers. This has been reflected in other
works indicating that women with a raised BMI do not identify as a problem requiring resolution
(Unnithan-Kumar, 2011). Warin et al. (2011) argue that women knowingly resist and reject the
medicalised definition of “obesity” because of its medical association with disease and death,
and its societal association with self-indulgence, laziness and deviance. In the context of
pregnancy, larger bodies perceived as being both at risk, and risky to the foetus, this rejection
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takes on a deeper meaning. Pregnant women’s refusal of being defined as obese can also be
seen as a rejection of a “bad motherhood” status (Warin and Gunson, 2013). For women in
these studies, normalising their weight in pregnancy enabled them to feel less anxious about
their increased risk of poorer outcomes, indicating that this may be a reflexive measure in
response to being stigmatised about their weight in pregnancy. In addition, it allowed them to
transcend normative ideas about bigger bodies (Keely et al., 2017; Dinsdale et al., 2016;
Lauridsen et al., 2018). This disparity between the clinical diagnosis of obesity and women’s self-
identification of their selves and bodies has been highlighted elsewhere (Warin et al., 2011;
Cordell and Ronai, 1999; De Brun et al, 2014). The disparity in self-identification and external
identification of obesity poses a challenge to healthcare professionals, often working within
healthcare systems that favour biomedical knowledge over other knowledge bases. Within the
specific context of obesity management, midwives may feel compelled to follow a risk-oriented
approach to care provision but often this is at odds with a woman-centred approach (Knox et al,

2018; Griffiths et al, 2023).

However, the intersection of mothering, identity and obesity is crucial for healthcare
practitioners to understand, in so much that reproducing certain discourses around the necessity
of managing weight, exercising more and dieting might be disempowering for women when
these instructions do not align with their own understanding of the correlation between weight
and health specifically in pregnancy, and crucially, how this affects their conceptions of “good
motherhood” (Warin et al., 2011). Healthcare practitioners need to consider whether pregnancy
really is a “teachable moment”. While authors have noted that women report foetal wellbeing is
a highly motivating factor to implement change in pregnancy (Olander et al, 2015), it also
appears that women often are not compliant with health intervention programmes in pregnancy
and cite many pregnancy-specific and pragmatic barriers to engagement (Poston et al, 2015;
Olander and Atkinson, 2013). In addition, authors have also noted that consideration of gender
roles is required when implementing health interventions in pregnancy. Namely women
continue to be the primary caregivers to children therefore health interventions adopted during
pregnancy may need to account for adapting family routines in order for women to be compliant

in that intervention (Lauridsen et al, 2018).
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A few of the studies identified that Western cultural ideas of body shape and size dominated
women’s conception of obesity as stigmatising (Nyman et al., 2010; Mills et al., 2013). Almost all
of the studies indicated that women’s experiences of weight stigma were also based on cultural,
social or familial norms as well as within medical encounters. Orbach (2006) notes that a
Western cultural norm for thinness continues to prevail, mostly in the guise of health. For some
participants who were from cultures where larger bodies were revered and normalised, the
women demonstrated ambivalence about their size. None of the studies identified that their
participants reproduce stigmatising rhetoric based on Western cultural ideals of the body and
thinness, indicating a possible homogeneity in sampling and recruitment. This highlights a need
for diversity in participant sampling when attempting to understand the breadth of women’s

experiences of maternity care.

Women were patently aware of the unequal power dynamic with their healthcare providers. The
inequality in power made women feel that their care would be affected if they spoke out. Much
of the power inequality related to the weight given to different knowledge bases. Some women
were aware of the power their healthcare professionals held in defining their health using a
biomedical paradigm, rather than by their lived experience. Being defined as “high risk” by their
healthcare professional because of weight status could limit women’s decision-making processes
such as access to midwifery care (McPhail et al., 2016). Jordan’s (1997) work on women in labour
highlighted that biomedical knowledge is often maintained at the top of the information
hierarchy, which legitimises the power inequality between a woman and the healthcare
professional, in that the healthcare professional is considered to be in possession of the most
legitimate form of knowledge in the context of that interaction, and this governs the interaction.
Women implied that the power inequality within these relationships contributed to a poorer
care experience. Whilst many of the women in these studies were White, power inequality in
healthcare provider relationships have been implicated in widening health inequalities for
marginalised women (Rayment-Jones et al, 2019; Wong, Gishen & Lokugamage, 2021). Other
authors have argued for decolonising medical practice and embracing medical pluralism to
dismantle uneven power dynamics between providers and patients (Wong, Gishen &

Lockugamage, 2021). Relational care through a mCOC model may also help to deconstruct
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unequal power dynamics between a woman and her midwife, as this model of care promotes
collaborative working practices between a woman and her healthcare providers (Sandall et al,
2016). Where an appropriate intervention or other options become available, the power

dynamic between the midwife and mother shifts, as the mother becomes the decision maker

and driver for change (Jones and Jomeen, 2017).

Midwives were identified as a source of support and a “buffer” for stigmatizing behaviour from
other healthcare professionals (Nyman et al., 2010; Jarvie, 2017). However, women noted that
midwives were not exempt from making harmful assumptions about health behaviours and
overemphasising the risks of obesity, which increased their ambivalence towards the
relationship. Researchers have noted that a failure to develop a trusting relationship with
women can shift the relationship from attentive to surveillant (Rayment-Jones et al., 2019). In
the context of obesity, researchers have noted that midwives find it challenging to care for this
group of women due to inadequate resources and confusing guidelines (Schmied et al, 2011;
Murray-Davis et al, 2022). Weight stigma has been cited as a reason that midwives find it difficult
to effectively communicate the risks of obesity (Christenson et al, 2018; Schmied et al, 2011. This
was reflected in some of the studies here where women observed their midwives were
embarrassed to raise the issue, even though women expected conversations about weight
management (Cunningham et al, 2018; Norris et al, 2020; Lauridsen et al, 2018). However,
women consistently spoke of the desire to be acknowledged beyond the classification of obesity
(Dinsdale et al., 2016; Mills et al., 2013; Jarvie 2017). Healthcare practitioners often conflated
the risks of obesity with the certainty of poor outcomes therefore women experienced increased
medicalization of their pregnancies, which worsened women’s experiences of care (Dejoy et al.,
2016; Furber and McGowan, 2011). Relational continuity may reduce what women perceive as
inappropriate communication about risks and help foster a sense of woman-centred care by
focussing on the holistic aspects of her care needs, which may very well encompass weight
management discussions. This has been found elsewhere in the wider body of literature on

positive midwife-mother relationships (see Sandall et al., 2016; Hunter, 2006).

Some of the women in these studies demonstrated resistance to social and cultural expectations
to engage in self-monitoring and self-regulating of their health behaviours to reduce risk to
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themselves and their babies. This has been found elsewhere in the literature (Lupton, 1999).
Others have noted that attempting to elicit women’s preferences and values can be challenging
for healthcare practitioners but failure to do so strips women of their autonomy in the decision-
making process (Nicholls et al., 2021). This may have the unfortunate consequence of increasing
the risks of poorer outcomes for these women as lack of routine antenatal care is associated
with adverse maternal and neonatal outcomes (Petrou et al., 2003; Knight et al, 2022).
Furthermore, the prevalence of authoritative biomedical knowledge within clinical practice
denies women the chance to understand and experience pregnancy holistically and enforces a
hierarchical relationship between women and their primary care providers (Jordan,

1997). Personalized care and relational continuity may increase satisfaction with care as well as
have positive clinical implications, which currently aligns with national maternity policy strategy

for maternity care in the UK (National Maternity Review, 2016; NHS England, 2023).

3.6. Strengths and Limitations

It is not entirely necessary to locate every available study if all concepts or themes have been
exhausted with initial findings, and conceptual saturation is a feasible and appropriate aim when
planning a search strategy (Thomas and Harden, 2008). This approach was considered in the
development of this review. The majority of the studies demonstrated some level of researcher
reflexivity, discussion of variant themes, evidence of researcher immersion within the data, and
how consensus was reached amongst the researchers. Limitations of the studies were
acknowledged by every study except one (Nyman et al., 2010). For several of the studies the
transparency of the research process was clear, thereby increasing trustworthiness of the work
(Jarvie, 2017; Dinsdale et al., 2016; Mills et al., 2013; Nyman et al., 2010; Knight-Agarwal et al.,
2016; Dejoy et al., 2016; Norris et al, 2020). This review has been strengthened using an
appropriate critical appraisal tool to assess the quality of articles reviewed and by using
systematic methods for thematic synthesis, as outlined by Thomas and Harden (2008). In
addition, it synthesises the relevant literature to date and utilises an intersectional feminist lens

to critique and identify gaps in the knowledge base.
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Many of the studies identified the homogeneity of their samples as a limitation, specifically that
racial and ethnic diversity was lacking (Dejoy et al., 2016; Keely et al., 2017; McPhail et al. 2016;
Jarvie 2017; Knight-Agarwal et al. 2016; Nyman et al. 2010). Please see Appendix 3 where details
of the characteristics of the samples in the studies have been included in the critical appraisal.
Yet some studies specifically excluded women who did not speak the native language, thereby
potentially increasing bias and reducing diversity amongst their sample. This was not addressed
by any of the studies as a limitation (see Nyman et al., 2010; Furber and McGowan, 2011,
Lindhardt et al., 2013; Dinsdale et al., 2016; Cunningham et al, 2018). Most of the
recommendations called for further research that included more diverse demographics to elicit a

better understanding of the social representation of obesity.

An intersectional lens is crucial to understanding and challenging processes of privilege,
marginalisation and discrimination that exist within healthcare systems that lead to poor
outcomes for certain women and babies (Rayment-Jone et al., 2019). Many of these studies
considered obesity as the singular lens into women’s lived experience of their pregnancy. Jarvie’s
(2017) work stood alone amongst the articles reviewed in acknowledging a clear link between
deprivation and obesity and how this impacted women’s experience of maternity care. Lee
(2020) acknowledged her multiple identities, but from the perspective of privilege, which she
found impacted her interactions with healthcare professionals. She theorises that the care she
received was less disrespectful because it was known to healthcare professionals that she had a
doctorate degree and therefore was assumed to have a high intelligence level. McPhail et al.
(2016) allude to the intersection of obesity with working class status and race, highlighting
harmful assumptions by healthcare professionals about the kind of women most likely to
mismanage their risk status in pregnancy (McPhail et al., 2016). Pre-existing longstanding
assumptions made by healthcare professionals about marginalized groups of women who access

maternity services have been found elsewhere in the literature (McCourt and Pearce, 2000).

None of the studies reviewed discussed whether women had access to a midwifery continuity of
care model. As previously mentioned in chapter one, several authors have demonstrated that
having relational continuity with healthcare professionals has been shown to have a positive
effect on women’s experience of pregnancy as well as clinical outcome (Hunter, 2006; Sandall et
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al., 2016; Saultz and Albedaiwi, 2004; Saultz and Lochner, 2005). This was also a
recommendation following the review by Saw et al (2021). Globally, midwives are recognised as
best placed to provide this level of care for women (WHO, 2016). This is also reflected in current
UK national maternity policy (National Maternity Review, 2016; NHS England, 2023). This is
particularly prudent for women of colour, who often experience worse outcomes for themselves
and their babies and experience a greater disparity in expectation and experience of care than

their white counterparts (Knight et al., 2020; Rayment et al., 2019; McCourt and Pearce, 2000).

3.7 Conclusion

In this literature review, | have explored the current evidence regarding the antenatal care
experiences of women with a raised BMI. Four themes developed upon reviewing the literature
are as follows: spectrum of disordered communication, negotiating risk and stigma, power
inequality, women want relational and collaborative care. Appraising the current evidence with
reference to the wider literature base has identified gaps in the evidence base regarding women

with a raised BMI and their experiences of antenatal care.

This literature review demonstrates that women with a raised BMI| who access standard
antenatal care overall have a poor maternity care experience. Much of this is due to weight
stigma and a narrow focus on medical safety rather than focussing on individualised care that
centre women'’s holistic experience of pregnancy. While the studies included in the review
reported in this chapter highlight the vital interrelatedness of stigma with maternity care
outcomes, across almost all the studies obesity is situated as a public health concern that
required action or resolution. Some of the recommendations were derived from this situated
context, with consistent recommendations about encouraging women to adopt health
behaviours to improve outcomes. However, systematic reviews have consistently shown limited
success in pregnancy interventions for women with a raised BMI (Oteng-Ntim et al, 2012; Dodd
et al, 2010). There is a clear need to expand the field of research that critically approaches
“obesity” whilst exploring the experiences of women with a raised BMI navigating interactions

and decision-making processes within antenatal care provision. There is also a clear need to
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explore alternative antenatal care provision to understand whether facets of these models can
improve the maternity care experience for women with a raised BMI. This PhD study represents
an opportunity to add to the knowledge base on maternity care provision as experienced by
women with a raised BMI by exploring whether GANC has the potential to improve their care
experiences. | will discuss how this may be achieved further in the next chapter by outlining the
methods used in order to obtain and analyse the relevant data, and the theoretical frameworks

used to govern the data analysis.

93



Chapter 4 — Methodology, Research Design and Methods

4.1 Introduction

This chapter outlines the epistemological underpinnings of my research and details specific
research design and methods choices. Deciding on the methodology and appropriate methods
was an ongoing and iterative process which has helped me to understand various
methodological approaches, and which best suited my research questions. This chapter starts by
considering the rationale for a multi-method qualitative design. | then describe the theoretical
approaches adopted in this study before discussing the use of each data collection method-
participant observations, semi-structured interviews, and in-depth semi-structured narrative
interviews. The methodological approach adopted with each method is described. Details of how
the research design, recruitment strategy and sampling were adapted because of the pandemic
have been discussed in the COVID-19 impact statement appended to the front of the thesis.
Sampling techniques and the recruitment strategy are then described. Study aims and rationale
are outlined and then the process of ethical approval for the project is discussed. | move on to
explain data analysis of the different datasets and how the datasets were synthesised to create
themes and meta-themes. The chapter concludes by summarising ethical considerations as well
as outlining participant demographics. Mini biographies of the women who agreed to be

interviewed have been provided.

4.2 Research Design

The literature review in the previous chapter identified gaps and limitations in the current
evidence base around the maternity experience of women with a raised BMI. In particular, the
literature highlights the dominance of white, middle-class women’s experience of maternity
care. Very little is known about the experience of women with a raised BMI with pre-existing
marginalised identities, and even less is known about GANC and whether it can be beneficial for
women with a raised BMI, beyond the focus of weight management. It has been suggested that

pregnancy and the puerperium is a significant time for many women in relation to their identity,
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body image and weight change and these can have implications for their health, as well as their
babies (Johnson, 2002; Warin et al., 2008). | am particularly interested in how women with a
raised BMI navigate pregnancy and interactions with healthcare professionals, and whether
facets of GANC support or hinders this. Much of the research to date positions services and
interventions for women with a raised BMI as supporting them to adopt of health behaviours,
despite there being little evidence of clinical effectiveness. This also assumes that women with a
raised BMI are not already engaged in healthy behaviours prior to pregnancy. This position
supports a cultural legacy of medical safety prioritisation often to the exclusion of other needs.
The Pregnancy Circles trial explores other ways of supporting women to have healthy
pregnancies through facets such as peer support, self-autonomy, and a comprehensive context-
dependent antenatal education (Wiggins et al, 2020). Therefore, this represents a rare
opportunity to engage with women with a raised BMI regarding their experiences of a novel
pregnancy intervention that is not focussed on weight management. Qualitative research is
concerned with exploring the meaning of phenomena and qualitative researchers seek to
understand the entirety of an experience (Aveyard, 2011). The research study was qualitative in
design as this was the most appropriate way to seek understanding of how women with a raised

BMI made sense of their lived experience of pregnancy whilst receiving GANC.

A primarily narrative approach focusing on women’s experiences in GANC was utilised, but | used
different qualitative methods to explore key areas of interest. | collected data through
participant observations of the intervention (Pregnancy Circles), semi-structured interviews with
midwives facilitating the intervention, and narrative interviews with women who have received
the intervention. Data collected from the participant observations informed the creation of the
topic guides for interviews with women and midwives and allowed me to observe interactions
between women and midwives, as well as observe interactions within the group dynamic.
Interviews with midwives contributed a different perspective on the experience of the
intervention. | was particularly interested in exploring the benefits and challenges in
accommodating and caring for women with a raised BMI using this model of care. Interviews

with women highlighted their lived experiences of pregnancy and of GANC.
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| combined various research methods as | intended to explore the interplay between lived
experiences of women as well as evaluate the functions of a health intervention that has a
political and social context of its own. Morse (2009) advocates for the use of a mixed methods
approach for qualitative inquiry alone. She argues that supplementary components that are
conducted simultaneously or sequentially can better address a single enquiry that cannot be
answered by one method alone. Further to her argument, using various methods can increase
the depth and scope of analysis as datasets may overlap but more likely would inform or
facilitate understanding of another facet (Morse, 2010). However, she argues that utilising multi-
methods approach sometimes requires researchers to analyse the data sets separately because
the data are from various sources and require various levels of abstraction and synthesis. This
hybrid analysis approach was adopted as some of the thematic analysis from the participant
observations informed the creation of the topic guides for the interviews with women and
midwives. This was also chosen for pragmatic reasons as | took maternity leave shortly after
conducting the participant observations, so analysis of the various datasets took place
asynchronously. Once themes were developed from each data collection method separately, the
themes were mapped for relevance and similarity, and eventually synthesised to develop the
final meta themes.

Data saturation is often used in qualitative research as the prevailing concept of determining the
sample size of a study (Malterud et al., 2016). This has had particular sway with proponents of
thematic analysis, defined as the point at which no new themes or codes “emerge” from the
data. However, the concept of data saturation is closely linked to grounded theory methodology
and as such, is often used haphazardly by qualitative researchers, demonstrating poor
transparency in their methods (Braun and Clarke; 2021). Information power has been suggested
as a more appropriate model of determining sample size for qualitative study, utilising five
impactful items that will affect the sample size- study aim, sample specificity, established theory
use, dialogue quality and analysis strategy (Malterud et al., 2016). | used information power to
determine my overall sample size for interviews with midwives and women, and this was done
iteratively throughout as | commenced analysis whilst carrying out some of the interviews. With

the midwife interviews, it became apparent that similar themes were arising in the interviews
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and of particular significance to me was the absence of speaking about women with a raised BMI
in our dialogue. This accentuated and confirmed some themes that | had developed from the
participant observations previously. Utilising critical feminist theory, | established that midwives
were uncomfortable discussing and reflecting on situated contexts, such as care of women with
a raised BMI within a group setting. They frequently spoke about women in a more general
sense and alluded to care being the same regardless of shape and size. Initially | found this
discouraging and considered that my questions were too generic and perhaps that midwives
were misinterpreting my questions but over time and speaking with more midwives, | concluded
that this was a relevant finding in and of itself and that this satisfied the criteria for both dialogue
quality and study aim. | felt information power was achieved despite the fact this topic was not

raised as | had expected.

For the interviews with women, | found it more challenging to determine sample size through
information power. Initially this was reluctance on my part to include women who had their
Circles interrupted. It soon became apparent that | would not be able to speak to enough eligible
women who had completed the full programme of GANC, and | would not achieve data
adequacy with this sample specificity. Invariably many of the participants wanted to discuss
COVID-19 as a disruptive presence in their lives, either in the provision of maternity services, or
in the loss of the anticipated postnatal period. It became a challenge for me to discern clearly
how to answer my research questions without COVID becoming a confounding factor. | felt more
interviews were required as the dialogue quality became less relevant for my study aims. During
the interviews, it became apparent that for two of the women, although they had been recruited
to Pregnancy Circles, did not attend a single Circle. Their interviews would have less relevance
than the other women’s so | continued to recruit, although | retained their interviews in the
sample as they still provided relevant understanding of the antenatal care experience of women

with a raised BMI who had been offered group care.
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4.3 Theoretical frameworks

4.3.1. Strong objectivity

| used Harding’s (1991) concept of “strong objectivity” to frame my epistemological approach to
the various datasets. Her work is grounded within feminist theory and can be considered
appropriate to explore the lived experiences of women. Her work focussed on the contrast of
scientific objectivity as she posited that researcher bias is an integral part of data collection,
shaping knowledge creation through the researcher’s lens (Harding, 1991). Her approach favours
three central claims; that knowledge is socially situated, marginalised groups have an advantage
in spotting biases that dominant groups cannot see because of their own influence and power,
and that knowledge production should be through marginalised perspectives (Harding, 1992).
Furthermore, this approach values researcher reflexivity and positionality and argues that this
creates “stronger objectivity” than researchers claiming neutrality (Saukko, 2003). Harding’s
framework also argues for rigorous and systematic methods including critical evaluation,
collection and assessing of different perspectives, especially those who are marginalised, which
creates research that is more scientifically comprehensive and allows the researcher to make
conclusions that encompass political and ethical implications (Harding, 1991; Saukko, 2003).
Harding’s work aligns with what Riessman (1993) recognises as the circularity of an
epistemological position that favours the researcher’s reflexivity and personal values thereby

situating the researcher within the construction and development of the work.

4.3.2. Critical Feminism

Anderson (2005) writes that a feminist epistemology seeks to produce knowledge from a
woman’s perspective and that the concept of situated knowledge is central to feminist
epistemology. Haraway's (1988) theory of “situated knowledges” suggests that knowledge is
contextual because it is produced by positioned actors working in various locations through
differing relationships. What can be known and the way it can be known is subject to the
situation and the perspective of the knower. Situated knowledge may be considered more
limited than theoretical objectivity but provides a richer and deeper understanding of individual

experiences (Haraway, 1988). However, she advocates that situated knowledge is about
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communities, rather than isolated individuals. Furthermore, she provides a critique of positivism,
in demonstrating that a rhetoric of truth is often used to delegitimise embodied accounts of
marginalised people’s experiences. The concept of situated knowledge is particularly poignant
for the discourse on obesity particularly in westernized cultures where “biological fact”
symbolizes the possession of a particular form of knowledge and therefore is posited and
legitimised as truth (Warin et al., 2011). This work has been expanded by Jordan (1997) in her
seminal work on authoritative knowledge and is particularly meaningful for maternal health
researchers and birth professionals. Jordan (1997) argues that medical knowledge supersedes
and delegitimises other potentially relevant sources of knowledge. In the context of Jordan’s
work, women’s ‘innate knowledge’ of their bodies during labour were problematised by the staff
caring for them. Her work highlighted the ongoing tension between women consciously
accepting medical knowledge as authoritative yet simultaneously experiencing their bodies
instinctively resisting the need to submit to authoritative knowledge that was being enacted by
healthcare professionals. Bordo (1993) argues for the situatedness of the body, for what she
refers to as “the authority of our own experiences”. A departure from early feminist critiques
that sought to classify binaries of oppressor/oppressed or victimizer/victim, Bordo’s work follows
a newer feminist perspective that seeks to highlight the tensions of women’s collusions with
patriarchal cultures whilst simultaneously resisting them. This has been observed in the wider
literature (Atkinson and McNamara, 2017). Therefore, | felt that this approach would be
particularly useful in understanding interactions between midwives facilitating group care and

women accessing care through this model.

4.3.3 Cultural safety

There is a growing recognition that cultural safety is a key feature of equitable healthcare,
shifting away from concepts of cultural competency or cultural awareness (Curtis et al, 2019;
Wong, Gishen & Lokugamage, 2021). Presuming biomedical knowledge to be acultural has led to
an absolution of responsibility and recognition in the role healthcare systems and institutions
have played in perpetuating systematic marginalisation of Black and ethnic minority populations
alongside other groups that have also been traditionally sidelined (Wong, Gishen & Lokugamage,
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2021). Furthermore, within medical research culture, quantitative research is considered more
rigorous than qualitative research, which has led to the prioritisation of objective knowledge

production to the neglect of subjectivised knowledge such as lived experience.

The key difference between concepts of cultural awareness and cultural competency and that of
cultural safety is the notion of power. In this way, cultural safety can be understood as a
paradigm shift, away from knowledge and towards power. Unlike cultural competency or
awareness, cultural safety shifts focus away from the individual but towards healthcare providers
and healthcare institutions (Wong, Gishen & Lokugamage, 2021). Cultural safety highlights the
power differentials within society and the job of the healthcare professional is to reflect on
interpersonal power differences and how the transfer of power can facilitate appropriate care
for marginalised individuals using healthcare resources. Cultural safety acknowledges that there
are barriers to clinical efficacy that arise from the inherent power imbalance between healthcare
providers and their clients. Cultural safety aims to achieve better care through five basic tenets-
being aware of differences, utilising decolonisation, consideration of power within relationships,
reflective practice implementation, and allowing the individual receiving care to determine
whether the clinical encounter was safe (Curtis et al, 2019). In the context of maternity care
provision, there are elements of cultural safety that align with core midwifery philosophy and
praxis- woman-centred care, respecting difference, shared decision-making processes and
reflective practice. Within the context of public health, achieving equity in healthcare remains a
core interest to midwives and the health service (NHS England, 2023). In addition, there are
facets of GANC, such as personalised care, relational continuity, collaborative and facilitative
dynamics, that can potentially support the core tenets of cultural safety. As women with a raised
BMI are often problematised in medical literature, with medical safety being highly prioritised to
the exclusion of women’s desires and needs, using cultural safety as a theoretical framework
might have relevance for understanding the significance and power of GANC for women with a
raised BMI. This approach may also help healthcare providers and educators to envision and

embed forms of knowledge that centre patient experience to improve outcomes and safety.
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4.3.4 Intersectionality

Intersectionality, a term coined by legal professor Kimberle Crenshaw, is a theoretical framework
that explores how an individual’s social and political identities, such as gender, ethnicity, race,
class, and sexuality, interact and create different modes of discrimination or privilege (Crenshaw,
1991). This notion has gained prominence within feminist and critical race studies, having been
dubbed “the most important theoretical contribution” to women’s studies (McCall, 2005). It is
considered a multidisciplinary approach for analysing the experiences of identity and oppression.
It challenges and rejects the ‘single-axis framework’ that is often used in studies that investigate
and reveal the experiences of marginalised identities (Nash, 2008). This is particularly useful
when considering the lives of women with a raised BMI during pregnancy as obesity intersects
with other marginalised identities, such as ethnicity and socioeconomic status, and when seen

together, this increases the risk of maternal mortality and morbidity (Knight et al, 2018).

Increasingly, intersectionality is emerging as an analytical tool for healthcare research and public
policy, especially that which aims to understand and respond to health inequalities (Hankivsky
and Cormier, 2010). An intersectional lens is particularly appropriate when attempting to make
sense of the power relations between multiple actors operating across different levels of a
healthcare system because intersectionality demands focus on understanding the interactions of
multiple factors or social categories, rather than considering each one in isolation. Therefore, an
intersectional approach can help promote understanding of the drivers of inequalities within
healthcare systems and the population served. Within the context of maternity care,
intersectionality provides a clear framework to understand how women with multiple identities
experience their pregnancies. If the purpose is to understand the diversity of women’s
experiences, it must be understood that sexism, racism and classism are interconnected and
therefore analyses that focus on a singular axis of marginalisation risk poor transferability and

reliability (Rayment-Jones et al, 2019).
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4.4 Overview of methods

4.4.1. Participant observations

Participant observations can be utilised to increase the validity of a study by adding layers of
meaning and depth to the context of the focus of study (DeWalt and DeWalt, 2010). In
conducting participant observations, | hoped to observe relationship-building between the
midwives and the women, the use of peer support by the women as well as decision-making
around risks and information gathering between women and midwives. In relation to women
with a raised BMI, | was particularly interested to observe conversations about behaviour change
and perceptions of their bodies in pregnancy. The existing literature on the maternity care
experiences of women with a raised BMI highlight factors such as incorrect equipment size,
difficulties in auscultating the foetal heart and communication difficulties as increasing the
likelihood of a poor experience. | was also interested to see whether some of these issues were

found in the group dynamic and if so, how the midwives and women dealt with this.

Prior to undertaking participant observations, | was aware that | would be embodying multiple
identities that would align with women in the Pregnancy Circles sessions. As a current practicing
midwife, | am familiar with routine maternity care provision therefore this gave me an advantage
in undertaking observations, in that | was aware of what was omitted, specific clinical care that is
offered at various antenatal appointments, what was considered normal or requiring further
investigation and/or referral, and conversations that could be reasonably expected during
pregnancy and at each session. Equally, as a pregnant woman having my first baby, | was
undergoing maternity care provision of my own so | could deeply empathise with the women in
the Pregnancy Circles, and would often consider their fears, concerns, and curiosities about
pregnancy and beyond. | am also a fat woman, and my own pregnancy was defined as “high risk”
because of my BMI. Therefore, | had personal as well as professional insight into the experience

of referrals, extra interventions, and additional surveillance during pregnancy.

| decided that my identity as a researcher took precedent over the other identities in this

particular context. | did not disclose that | was a midwife to the women in the Circles for a
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number of reasons. | did not want to undermine the developing relationships between the
women and the midwives as the mother-midwife relationship is one of trust (Kirkham, 2010). |,
therefore, did not want to appear as though | was undermining their knowledge or authority
when | was there specifically in a research capacity. In keeping with my regulatory body’s code of
conduct, it is also important to note that | was not registered to practice at this NHS trust or
region of England, therefore | could not give advice or counsel these women in a professional
manner (NMC, 2019). There are variances in practice and guidelines between various NHS trusts
therefore by not disclosing my profession, | did not risk women looking to me as a source of
information about trust-specific policies and practices (for example, | do not know what
gestation a woman with gestational diabetes might be offered an induction at this trust,
although | do at my own trust). This meant that | reduced the risk of
compromised/compromising care to these women because | was not offering advice or

recommendations outside of my professional remit.

During the course of the participant observations, | transitioned from the second to the third
trimester of pregnancy. No doubt the corporeality of my pregnancy contributed towards the
construction of my identity as a mother (Church, 2019). This mandated my approach to
conducting the participant observations, in that | positioned myself as observer-as-participant
(Kawulich, 2005). Upon arrival, I identified myself as a researcher to reduce confusion to either
the midwives or the women as to whether | was a participant in the trial. This was particularly
useful for the earlier sessions where women were still getting to know each other. On at least
one occasion, some of the women assumed | was a participant in their group but had simply not
attended the first few sessions. Women were given an opportunity to decline participation
within the participant observations prior to the start of each session. If the consensus was that if
one person was not happy to participate and be observed, | would not observe the session and
would attempt to observe another. Fortunately for every session | attended, | was able to
observe in its entirety. My intention was to engage in passive participation of the Circles, in that |
would observe the event and take notes without being immersed in the situation (Siegel, 2018).
However, this was not always possible to maintain as some midwives were keen to involve me in

some of the activities, especially when there were less women present than anticipated. In these
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situations, | would adopt moderate participation interchangeably but then revert to passive
participation when appropriate to do so. Although | sat in the Circle for all of the observations, |
did not take part in discussions as much as possible and did not join in discussions or activities as
there were often multiple things happening at the same time (one-on-one time in the corner,
repeat blood pressure readings, Circle time) and | felt that taking part in the Circle exclusively
would mean that | would miss out on what was happening in the room elsewhere. However,
sitting in the Circle was advantageous for multiple reasons — it was often placed in the middle of
the room so | would have a good vantage point of the whole room and of the different activities
taking place simultaneously. | was also able to see clearly what was happening in the Circle,

including the direction and flow of conversation.

4.4.2. Semi-structured interviews with midwives

Semi-structured interviews are a common data collection method used in qualitative research
(DeJonckheere and Vaughn, 2019). Data is collected through the creation of a dialogue between
the researcher and the participant. The research is guided by a topic guide or interview schedule,
which will contain follow up questions and prompts to enable the researcher to probe more and
allow the participant to explore their thoughts and feelings about a specific topic (DeJonckheere
and Vaughn, 2019). This is a particularly suitable data collection method in health research as a

tool to understand the thoughts and experiences of individuals.

GANC has been shown to increase job satisfaction amongst midwives and help midwives develop
good relationships with the women they cared for (Hunter et al., 2018a; Lazar et al, 2021).
Interviews with midwives who facilitated Pregnancy Circles gave an insight into their
communication strategies for discussing potentially sensitive topics in group settings, the
practical applicability of GANC for mixed risk women and exploring some of the challenges of
caring for women with diverse needs. In addition, the interviews explored midwives' perceptions
of acceptability and feasibility of GANC and identified potential factors that might support or

hinder the effectiveness of the model for women with a raised BMI. As mentioned previously,
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my original research design did not include interviews with midwives but instead was developed

as a responsive measure to the limitations imposed by the COVID-19 pandemic.

4.4.3. Narrative interviews with women

Narrative interviews are a data collection method that prioritises a relational mode of
interviewing over the typical effort to fragment lived experience into thematic categories as
found in semi-structured interviews (Riessman, 2008; Kartch, 2018). Narrative interviews allow
the participant to narrate their experience rather than emphasizing a question-answer format as
seen in semi-structured interviews. The roles of the researcher and participant are
reconceptualized in this way and shifts from interview-interviewee to narrator-listener (Kartch,
2018). This type of data collection was particularly suited to my research questions as | sought to
understand the lived experience of my participants who have been recruited to a midwifery-led
antenatal care intervention. As with the interviews with midwives, the interviews with women
are also guided by a topic guide although the style of interviewing varied —women were
encouraged to narrate their experience, with little interruption from the researcher. | prompted
when asked to do so and when it felt necessary during the interview. | remain keenly aware of
the challenges that arise from attempting to conduct narrative interviews. Squire et al (2014)
highlight that a common problem that can arise through narratives is the reinforcement of social
exclusion of marginalised individuals. Researchers risk romanticising their participants' stories
which can lead to overlooking omissions due to failures of memory and seeking to be seen as
socially desirable. | attempted to mitigate this through consistent supervision and immersing
myself in the data by listening back to the interviews multiple times and reading through the
interview transcripts. | also took notes and reflected on my interviewing style which evolved
during the period of recruitment. The narrative interviews were the largest dataset and to make
sense of women'’s experiences, they encompass the primary focus of my enquiry, whilst the
semi-structured interviews and the participant observations can be understood to be

complementary datasets.
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4.5 Sampling and Recruitment

4.5.1 Participant Observations

More than one in five women in the UK have a BMI >30kg/m2 during pregnancy (Denison et al.,
2018). | anticipated that many, if not all the Circles observed would have at least one pregnant
woman with a raised BMI. | chose one site in London to conduct participant observations. During
the time that participant observations were taken (February to May 2019), there were three
sites that were actively participating in the trial. | chose a site that was already well established,
had high recruitment to the Circles, and was running the most Circles at that time. This choice
was partly in anticipation of being able to observe a variety of sessions, midwives, and
participants. The site was also chosen for practical reasons, as | needed a site that | could travel
to regularly and easily during my third trimester, and this site was in the same city | was based in.
It became apparent to the research team that this site ran a specialist antenatal clinic, known as
“Pregnancy Plus”, for women with a raised BMI because of the local population served. Through
discussions with one of the midwives who runs this clinic, we were reassured those women with
a raised BMI were not being excluded from participating in the Pregnancy Circles trial and that
the clinic was an “add-on” service rather than a whole pathway. Therefore, | was confident that |
would be observing women with a raised BMI participating in Pregnancy Circles because of the
population served and that collecting this form of data would be useful for my analysis. The
Pregnancy Circles research team recognised and acknowledged that undertaking observations at
this site would be an opportunity for reciprocity, in that the researchers would be able to
provide synchronous feedback to the facilitating midwives and troubleshoot aspects of the

model that they found challenging or required slight modifications.

Observations were conducted between February 2019 to May 2019. | had originally intended to
observe 9 sessions, ideally every session of the Pregnancy Circles programme. Seven sessions,
with six different Circle groups, in total were observed. | made every effort to observe a variety
of sessions and Circles to see variance in midwifery practice, participant demographics and

determine model fidelity in the trial and its effects on the women. | was unable to observe
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session eight or nine of a pregnancy Circle as | was limited by the time constraint of my own
pregnancy. The facilitating midwives were contacted ahead of sessions and asked whether they
would be happy for a researcher to come and observe the Circles. The team leader was also
contacted and informed that | would be observing Circles once confirmed with the facilitating

midwives.
4.5.2 Interviews with midwives

Unlike the participant observations, which were conducted at one site, my intention was to
interview midwives delivering the Pregnancy Circles across a variety of participating sites. The
purpose of this was to illuminate variances in practices that would not tie midwives' experiences
of providing GANC to a particular localised context or a specific set of hospital guidelines and
policies. | had anticipated interviewing between five and ten midwives in total to understand
their perspective on facilitating group care and how this influences the care given to women with
a raised BMI. Suitable midwives were identified through the Pregnancy Circles trial. The details of
facilitating midwives who had undergone the bespoke training package to deliver Pregnancy
Circles were kept on a spreadsheet on a secure online drive which was regularly in use by the
Pregnancy Circles research team. Recruitment started in August 2020 and was completed in
September 2021. Thirty-seven midwives were approached from nine different participating sites.
Ten midwives agreed to be interviewed. One could not be interviewed as she did not respond to
any further follow up emails once she had agreed. Another one could not be interviewed as it
transpired that she had not facilitated any Circles, as her planned Circles had been cancelled due
to the COVID-19 pandemic. Eight midwives from six participating sites were interviewed in total.
Midwives were emailed first and then followed up with a phone call. Recruitment was
challenging as many midwives were redeployed over the last year due to COVID-19 pandemic
and were therefore less responsive as anticipated. | sought to be extremely flexible in obtaining
time to interview midwives- | would rearrange interviews as and when midwives required
changes. On occasion, when midwives did not attend their interviews, | would follow up with
emails and rearrange at another date and time suitable for them. Notably, all except one
midwife requested to be interviewed during their work hours. Two midwives asked to be
interviewed together, the rest were interviewed individually. Each midwife was given a number
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(Midwife 1, Midwife 2 etc) to protect their identity. None of the midwives recruited to be

interviewed were observed during the participant observations.
4.5.3 Interviews with women

The inclusion and exclusion criteria are as follows and aligns with the Pregnancy Circles trial

protocol, with one exception- the exclusion of women with a BMI < 30kg/m?2.

Inclusion criteria

e Women who registered for antenatal care with one of the participating NHS sites in the
Pregnancy Circles trial with a booking BMI > 30m?2
e Women who were randomised to the intervention arm of the Pregnancy Circles trial

Exclusion criteria

e Women registered for antenatal care at non-participating NHS sites

e Women randomised to standard care as part of the Pregnancy Circles trial

e Women with a BMI < 30m2 at booking

e Women who decline to take part

e Women under 16 years of age at the time of recruitment

e Women with a documented learning disability

e Women who experience a foetal demise during their pregnancy
As mentioned in Chapter one, BMI is the primary tool used within the NHS to identify pregnant
women with obesity, which defines them as “high risk” (Denison et al., 2018). Eligible
participants were identified and sourced through the Pregnancy Circles trial dataset. BMI was
included on the baseline data collection form used in the Pregnancy Circles trial. Liaising with
other researchers working on the trial led to the creation of a potential list of eligible women to
recruit. Gaining access to the PCTU (Pragmatic Clinical Trials Unit) REDCAP database through
permissions granted by our trial manager and the database manager allowed me to purposively
sample women through their demographic data, to ensure that a diverse range of women were
being approached to participate to reflect the populations of the hospitals and to capture a

range of statuses and identities. Ethnicity and IMD were two characteristics used to identify

women for my study as these are two characteristics that are overrepresented in women who
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die as a result of pregnancy and childbirth, and where there is the most overlap with BMI (Knight

et al., 2020).

Fifty-four women were identified as potential recruits for this study from baseline data forms
and the Pregnancy Circles REDCAP database. Nine women were excluded from participation for
the following reasons- five were not approached because although they had been recruited,
their first Circle session and all subsequent sessions had been cancelled because of lockdown,
meaning they did not receive any of the group care model. Another three were approached and
through the initial conversations, it became clear they did not attend a single session prior to the
Circles being cancelled due to lockdown. One woman was approached and through the initial
conversation, it became apparent that she had actually been randomised to standard care and
was therefore not eligible. The research team was informed of the error and her baseline data
were amended. Forty-five women were invited to take part in this study. Thirteen women did
not respond. Three women declined to take part. Two women did not respond to my email
invitation and could not be contacted further as their phone numbers were not in use. Twenty-
seven women agreed to take part. Two did not turn up for interview and then did not respond to
my calls or texts to rearrange the interview. Two withdrew their consent prior to the interview.
One had her interview rearranged four times and she did not turn up at any of the agreed times

and dates. In total, twenty-two women were interviewed.

Recruitment commenced in June 2020 and was completed in August 2021. As recruitment to
Pregnancy Circles was paused in March 2020, as per national HRA guidelines for active trials
during COVID-19 pandemic, the pool of eligible women to sample from was reduced. The
recruitment period was longer than anticipated and so the recruitment strategy was maximised
where possible. Initially, women were contacted first by email and then followed up with one
telephone call and invited to take part in the trial, with patient information leaflets made
available to them and a 24-hour period in which to decide whether they would like to take part.
Initially, if | did not receive a response either by email or on the first call, | did not follow up
again. Considering the normal challenges of new motherhood with the additional challenges of
the COVID-19 pandemic, | recognised that flexibility was key with increasing recruitment to the
study. Additionally, when speaking to some of the earliest recruited women on the phone after
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no answer via email, some informed me that they were overwhelmed with new motherhood to
respond, others informed me that they had not checked their email since the baby was born. |
refocused my efforts with calling women rather than using email as | found participants to be
more responsive. | would call women up to three times, leaving at least a day between calls and
also leave a text message explaining the study and leaving my contact details. If there was no
response after three calls and a text, | considered that non-response was indicative of disinterest
in participating in my study. In addition, | rescheduled interviews as many times as women
requested, if they were not able to attend for whatever reason- in some cases, interviews were
rearranged up to four times. | encouraged women to have their babies with them during the
interviews as this increased their enthusiasm to participate and many of them were primary
caregivers to their children and were not able to sequester themselves away for interviews.
None of the women interviewed were participants during the Pregnancy Circle sessions that |

observed.

4.6 Data Collection

4.6.1 Participant observations

Written notes were taken at the time of the observations in a notebook and then transcribed
and reordered onto a Word document on a computer later. Observations were carried out using
the observation guide from the Pregnancy Circles trial, with additional consideration for women
with a raised BMI. The observation guide is semi-structured, with a few considered aims. The
first participant observation was carried out with my secondary supervisor at the time, Dr Anita
Mehay, and after the session was over, we compared notes and discussed my observation
techniques and reflected on how best to collect data in this format. Observations of participant
interaction, inter-relational communication and model fidelity feature prominently within the

guide. Please see appendix 7 for a copy of the observation guide.

4.6.2 Semi-structured interviews with midwives
Interviews with midwives took place online as per HRA recommendations, as mentioned above.

Semi-structured interviews are considered appropriate for health research and are commonly
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employed by healthcare professionals for their research (Jamshed, 2014). Topic guides were
informed from the findings of the participant observations and were used as they allowed for an
effective and systematic process of data collection and assists in keeping interviews focussed
(DiCicco-Bloom and Crabtree, 2006). Please see appendix 8 for the topic guides. The topic guide
for midwives was adapted from the pre-existing topic guide already in use for the qualitative
process evaluation work in the Pregnancy Circles trial. Interviews commenced in August 2020
and were completed in September 2021. Recruitment was challenging, and this was partly due
to midwives' availability, long term sickness, and redeployment during the pandemic. To this
end, recruitment was paused between October 2020 and February 2021. As lockdown rules
were eased, recruitment was restarted again. Interviews took place in a virtual meeting space
where we could see each other's faces and they were recorded with a voice recorder. This
allowed me to concentrate on the interview content, maintain rapport with the participant, and
ensure “verbatim” transcript of the interview, instead of relying on written notes, which are
considered less reliable (Jamshed, 2014). This was particularly important as the interviews were
not conducted face to face and it was more difficult to build rapport with participants, especially
with ongoing challenges with internet connectivity. Length of interviews varied from eighteen

minutes to seventy-five minutes.

4.6.3 Narrative interviews with women

Interviews started in July 2020 and took place online, as per HRA recommendations during this
period to cease all face-to-face contact with participants. The topic guide for interviews with
women follows a narrative structure. The questions are open-ended and follow the chronology
of a pregnancy journey (conception, antenatal, labour, birth, and postnatal) although
participants discussed aspects of their pregnancy, labour, birth and postnatal period in random
orders. Each participant was interviewed once in the postnatal period, at least three months
after birth. Women were advised to find somewhere private and quiet so they could speak freely
and to increase the chances of a good audio recording. Women were also informed that
recordings could be paused at any time and the interview interrupted if required to do so. Many
of the interviews were interrupted by children and some of the sound quality was compromised
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by this. Interviews were recorded using an audio recording device. The length of interviews
varied between twenty-six minutes and seventy-seven minutes. As with the interviews with the
midwives, there were ongoing challenges with internet connectivity with many of the
participants and this did affect the sound quality and playback value of the interviews. In all the
interviews, | requested that videos were kept on so that | could see their faces and thereby act
on visual cues and build rapport (Chiumento et al, 2018). However, in some cases, the additional
pressure of using video meant that were there was poor internet connectivity resulting in audio
lag. | attempted to counter-act this by pausing for longer to allow for technical issues, by
reassuring women that | was not attempting to cut them off and encouraging them to speak
freely. Extra care and more time were given to transcription to ensure that verbatim recording of

the interview was achieved as much as was possible.

4.7 Data Analysis

4.7.1. Participant Observations

Handwritten notes taken during the observations were transcribed onto a computer and then
inputted into NVIVO 12 for further analysis to draw out themes. Thematic analysis has been used
for analysis of the participant observations following the six-phase guide set out in Braun and
Clarke’s (2006) work on thematic analysis. Thematic analysis is considered a “core skill” for
qualitative researchers, a flexible method that enables descriptive and interpretative analysis as
required by the researcher (Braun and Clarke, 2006). Themes developed from the participant
observations informed the creation and development of the topic guides for semi-structured
interviews with midwives and with the women. Preliminary themes generated from the
participant observations include inappropriate/lack of communication, peer support, risk

categorisation and management.
4.7.2 Interviews with Midwives

As with the participant observations, thematic analysis was used to analyse the interviews with
midwives. Audio files were uploaded from an audio recording device used to record the

interviews onto a computer, transcribed verbatim, and then inputted into NVIVO 12 for analysis.
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4.7.3 Interviews with Women

| used a hybrid model of analysis for the interview with women. Data were initially analysed
thematically and then a narrative analysis was superimposed using Riessman’s (2008) framework
for thematic narrative analysis. Her framework advocates for the marriage of thematic analysis
with narrative tradition, whereby the content of oral or written narrative data can be analysed
thematically. The distinct difference between conventional thematic analysis and thematic
narrative analysis is a commitment to keeping the story intact through theorising by case rather
than just from component themes across cases. | wanted to understand the findings within the
social context as well as provide a critical analysis of the context of their experience of care, so |
felt that a narrative approach was better suited to doing this than using a thematic analysis

approach.

Riessman’s (2008) work focuses on the significance of sense-making through narratives when
expectations of continuity have been ruptured. This stance has particular relevance for my work
as the data collection of the interviews spanned the COVID-19 pandemic and | found that many
women | interviewed sought to make sense of what had happened to them through the dialogue
we were creating. Narrative analysis reveals how we attempt to confine life events through a
supposedly rational and logical order in order to establish a coherent structure to the past,
present and future (Squire et al, 2014; Riessman, 2008; Riessman, 1993). Yet, narratives can
reveal deeply private constructions of personalised identity, and analysis allows us to be able to
contextualise these within a particular socialised circumstance. Riessman (1993) warns that the
challenge of narrative analysis comes from the researcher’s need to represent their participants
and in doing so, she problematises the researcher’s desire to “give voice” to marginalised
communities. She argues that it is not possible to be neutral and objective in representation,
that the researcher is engaged in constructing reality because of their own personal theoretical
interests and values. She highlights a five-step phase of representation that the researcher goes
through to interpret the narratives received — attending, telling, transcribing, analysing, and

reading (Reissman, 1993). In keeping with traditional thematic narrative analysis, | worked with a
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single interview at a time, isolating and ordering relevant episodes into a chronological
biographical account. After completing this, | identified the underlying assumptions in each
account and coded them. Particular cases were then selected to illustrate general patterns and

then underlying assumptions in different cases were compared (Riessman, 2008).
4.7.4 Analysis across data sets

Data were analysed separately and thematically. In keeping with Morse’s (2010) approach to
qual-qual mixed methods, the participant observations can be considered a supplementary
dataset, in that they alone cannot be considered sufficient to answer my research question. In
addition, this was the only dataset that was collected prior to the pandemic. As noted above,
women’s narratives were coded thematically, case by case. | decided | wanted the findings
chapters to mirror the journey of pregnancy, so these were defined chronologically (pregnancy,
labour and birth, postpartum) to help make sense of the women’s journeys chronologically as
well. This technique has been used elsewhere in women’s narratives of pregnancy (Johnson,
2002). Once each woman’s narrative had been coded, | examined the other datasets and
compared themes for similarity and divergence. Themes related to each chronological period in
the women’s narratives were mapped onto each findings section and then sorted through for
relevance related back to the research questions. Themes either became stronger through the
re-ordering and rearrangement of codes or were discarded (codes were removed) if they were
not relevant to the research questions. Another level of abstraction was achieved by the creation
of the meta-themes by ensuring that the themes developed interlinked and related to each

other. Each meta-theme relates to a different point in the pregnancy continuum.

4.8 Ethical considerations

4.8.1. Ethical Approval

Ethical approval for the Pregnancy Circles trial was granted through NRES (IRAS number 228894).
Ethical approval was gained in December 2018 via a minor amendment to the Pregnancy Circles

trial for me to undertake participant observations. Ethical approval was again granted on 30t
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June 2020 via a substantial amendment which enabled me to undertake interviews with women

and midwives. Please see appendix 5 for these approvals.

4.8.2 Consent

Please see appendix 6 for the consent form. For the participant observations, written consent
was taken for all women and midwives involved and is stored securely on City premises.
Participants were given 24 hours to consider participation and had the option to withdraw their
consent at any time. Prior to consent, participants were advised that their data would be
anonymised to maintain confidentiality. Consent to take part in the interview was taken via
audio recording as this was considered an acceptable way to gain consent when conducting
distance interviews, a change necessitated by the COVID-19 pandemic. Audio recordings of
verbal consent were taken separately from the interview recordings. The right to refuse
participation without giving reasons was respected. If a participant withdrew consent, the
Pregnancy Circles trial protocol dictates that any data that had been collected was to remain on
file to be included in the final data analysis unless participants specifically requested to withdraw
their information. There were two cases where participants withdrew their consent but this was

prior to any data collection.

4.8.3 Renumeration

In line with the Pregnancy Circles trial protocol, participants were offered a £10 voucher if they
agreed to be interviewed. This was to ensure equity amongst participants being recruited to my

study and to participants recruited to Pregnancy Circles.

4.8.4 Data Management

Data were stored securely in folders on the university One Drive linked to my university email
address, which was password protected and required two-factor authentication to access. The
University One Drive is backed up continuously. Transcription of the interviews were completed
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by me wherever possible. Where there have been time constraints (for example the transcripts
for the midwife interviews were requested by other researchers working on the process
evaluation for the main trial), the transcriber employed by the Pregnancy Circles trial research
team was given access to some of the transcripts in order to facilitate progressive workflow.
Data have been shared with other researchers working on the Pregnancy Circles trial but is being
analysed differently due to various methodological approaches, therefore minimising impact on
the originality of my study. Data pertaining to women with a raised BMI is not being analysed by
the wider research team as this is not related to outcomes being measured as part of the

Pregnancy Circle trial.

4.8.5 Confidentiality

Participants were pseudonymised throughout all the data collection. During participant
observations, in my handwritten notes, women were labelled as “Woman 17, “Woman 2”, and so
forth, and midwives were labelled as “MW1” and “MW?2”. It is important to note that “MW1”
and “MW2” who was interviewed as part of my study were not the same midwives who
conducted the Pregnancy Circle sessions, who are labelled as “MW1” and “MW?2” in my field
notes. Similarly, | have used the same label of “MW1” and “MW?2” in all my field notes even
though there were different midwives for almost all of the group sessions that | observed. Prior
to conducting interviews, | informed women that a pseudonym was required to protect their
identity and they were given the option to choose a pseudonym for themselves. If women
declined to offer a pseudonym, a name was chosen at random from the Office of National
Statistics (ONS) 2019 list of the most popular girl names (ONS, 2020). During interviews with
midwives, midwives were labelled as “Midwife 1” and so forth. Transcription was completed by
the researcher and transcribers working on the Pregnancy Circles trial. The transcripts have no
participant-identifiable data in them. There were a few instances where participants referred to
themselves by name during the course of the interview. When this happened, their names were
replaced in the transcript by their pseudonym. Similarly, where women have referred to their

hospitals by name, these have been omitted in the transcript and the use of [hospital] has been
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inserted instead. There are three interviews where women refer to their children by name. In
these transcripts, the children were also given pseudonyms in the transcripts. These are the only

instances where interview content has not been transcribed verbatim.

4.8.6 Researcher reflexivity

| considered Foucault’s (2023) approach in the doctor-patient relationship. He argues that
doctors are doctor-oriented, rather than patient-oriented, and thus medicine creates an abusive
power dynamic between the doctor and their patient. | was acutely aware that there was a
possibility of introducing a power imbalance in dialogue with participants, whereby they would
feel unable to disclose difficult or unsatisfactory experiences of care in their pregnancy, labour,
and birth, especially if these experiences had involved midwives. | wanted the participants to be
able to speak freely, without concern that | would be judging them in my capacity as a midwife,
rather than researcher. | took the decision to not disclose my identity as a clinical midwife to my
participants. | considered my multiple identities as a researcher, a midwife, a mother, and as a
mixed-race fat woman. As the interviews were conducted with video, | anticipated that it was
clear to the women that | live in a fat body and that | am mixed-race. Through our informal
conversations prior and after the interviews, it became apparent to participants that | was also a
mother. | considered that | was potentially being less transparent with my participants about the
level of knowledge | have regarding pregnancy, labour, and birth through my work as a midwife.
However, | felt that my other identities were more present and appropriate in the context of this
study, in that they did not risk introducing a potentially abusive power dynamic that would be
present in the narratives. | am a researcher whose background as a midwife informs the work
and approach. If | felt it was appropriate to do so, at the end of the interview, | would signpost
them to their GP for further support or make them aware of PALS if they felt they wanted to

make a formal complaint about the care they received.

Fat bodies are made indisputably problematic, and dangerous in the public consciousness,
through continued public health messages, themselves exerting and enacting a specific

authoritative knowledge about obesity (Warin and Gunson, 2013; Evans and Colls, 2009). Warin
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and Gunson (2013) argue that this is particularly significant when conducting research about
obesity, because whether or not the researcher is explicit about it, both they and the participant
commence the research relationship abundantly cognisant that the participant’s body has
already been categorised as problematic. This became apparent to me in the way women spoke
about themselves and their bodies. In line with the growing corpus of critical obesity literature, |
approach the term “obesity” and all its implications as a socially constructed problem that must
be contested rather than an objective biomedical classification (Gard and Wright, 2005; Evans
and Colls, 2009). | was mindful of the language | adopt when talking about larger bodies, both
with the participants and within the textual body of this work. At no point during any dialogue
with the participants did | use the words “obese” or “obesity”, as | was aware that use of these
words could be perceived as stigmatising and potentially affect recruitment and my relationship
with them. Words such as “BMI” and “weight” were used instead, as the wider literature notes
that participants find these terms more acceptable (Griffiths et al, 2023; Cunningham et al,

2018).

With the midwife interviews, | did not explicitly make clear to them that | was a midwife but
some of them may have already known | was a midwife, as | was introduced as one by other
researchers working on the Pregnancy Circles trial during introductory meetings and training
sessions. None of the midwives interviewed worked at my Trust, and | was not acquainted with
any of the midwives prior to interview. Again, | wanted my identity as a researcher to be
prominent in our interactions. | considered that revealing myself as a midwife may help to build
rapport quicker with the midwives interviewed but | was also (perhaps overly) concerned about
the “purity” of the data collection — would the language become technical, or shortcuts made
with exposition due to an assumed shared understanding of the issue, or perhaps too full or
jargon to use verbatim quotes? My clinical experience has shown me that many of my colleagues
approach the problem of obesity uncritically. My key concern with being candid about being a
midwife was that | was concerned that midwives would assume | also found obesity problematic
(because biomedical knowledge sets up obesity as an issue requiring resolution) and would tailor
their answers on their experiences of facilitating group care for this group of women based on

this assumption. In essence, | was concerned that | would potentially be introducing a level of
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bias by revealing my identity. Reflections regarding participant observations have been discussed

above in subsection 4.2.

4.9 Demographics of the women interviewed

4.9.1 Participant demographics

Participant demographic details are featured in the table below, with pseudonyms provided.
These particular demographics were highlighted as these certain characteristics are
overrepresented in the women that die during pregnancy or in the postpartum period. In
addition, the risk of maternal mortality and morbidity increases when women have one or more
of these characteristics (Knight et al, 2020). Furthermore, it highlights the need for an
intersectional lens when understanding women'’s experiences of healthcare provision in the UK.
The indices of multiple deprivation (IMD) quintiles are based on relative disadvantage within a
specific localised geographic area, where quintile 1 represents the most disadvantaged through

to 5 representing the least disadvantaged.

Table 10. Participant demographics

Name BMI Age Parity Ethnicity IMD
range Range Quintile
Florence 30-34.9 25-34 Primiparous | White British 3
Olivia 40-44.9 35-44 Primiparous | White British 1
Elsie 30-34.9 35-44 Primiparous | White British 2
Amelia 35-39.9 35-44 Multiparous | White British 3
Hana 30-34.9 18-25 Primiparous | Asian or Asian British - Bangladeshi 2
Isla 50-59.9 25-34 Multiparous | White British 1
Phoebe 40-49.9 35-44 Primiparous | Black British- African 3
Arana 30-34.9 18-25 Primiparous | Asian or Asian British - Bangladeshi 1
Jade 30-34.9 18-25 Primiparous | White British 1
Grace 30-34.9 35-44 Multiparous | Mixed-White and Asian 1
Ava 30-34.9 25-34 Primiparous | Black British - Caribbean 4
Mia 35-39.9 35-44 Multiparous | White British 3
Reb 30-34.9 35-44 Multiparous | Asian or Asian British - Bangladeshi 3
Sally 30-34.9 35-44 Multiparous | White British 5
Natalie 40-49.9 25-34 Primiparous | Mixed- White and Black Carribean 1
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Isabella 30-34.9 35-44 Primiparous | Asian or Asian British - Any other Asian 1
background
Sophia 35-39.9 25-34 Primiparous | White British 5
Lily 35-39.9 35-44 Multiparous | Black British - Caribbean 2
Polly 30-34.9 25-34 Multiparous | White British 2
Kayla 30-34.9 35-44 Primiparous | Black British - Caribbean 1
Pooja 30-34.9 25-34 Primiparous | Asian or British Asian - Indian 3
Freya 35-39.9 35-44 Multiparous | Black British 2

4.9.2. Mini biographies of the participants

This section details brief biographies for each of the women interviewed. In each of the findings
chapters, a narrative analysis method has been overlaid over a thematic analysis. Some of the
women are “followed through” each of the themes, therefore these biographies provide some
background knowledge about these women. When the UK entered lockdown in March 2020,
recruitment to the Pregnancy Circles trial was paused. Pregnant women were considered a
vulnerable population during the pandemic and therefore efforts were made by healthcare
services to avoid face to face contact where possible to reduce the risks of complications. The
nature of GANC means that sessions were reverted to one-to-one after the first lockdown was
announced. For the women interviewed, the pandemic is the only reason Pregnancy Circle
sessions were cancelled. Women who were recruited to the Pregnancy Circles trial were moved
back into routine antenatal care pathways. The mini biographies highlight how many sessions
were attended (if known), at which point women were moved back into standard care during
their pregnancies if their care was interrupted by the pandemic, and whether they continued to
receive continuity of care with one of the midwives who had been facilitating the Pregnancy
Circle sessions, as well as detailing any complications that may have arisen over the course of the

pregnancy, labour and birth, and the postpartum period.

Florence had an uncomplicated pregnancy and attended all the Pregnancy Circle sessions. Her
sessions were not interrupted by the COVID-19 pandemic. The pregnancy was spontaneously
conceived and was an unplanned pregnancy. Her labour was induced ten days after her due

date. Her labour resulted in a forceps birth in the operating theatre, and she developed a
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postpartum infection following birth. There were no complications with the baby following birth.
She was partnered during her pregnancy but had become single by the time of interview. She

had moved into rented accommodation with her son when he was born.

Olivia attended all the Pregnancy Circle sessions. Her sessions were not interrupted by the
COVID-19 pandemic. The pregnancy was spontaneously conceived and was a planned
pregnancy. Her labour was induced because of her age. She had a vaginal birth on the
consultant-led labour ward and experienced no postnatal complications. The baby was admitted
to NICU but this was anticipated because of a genetic condition. She was married at the time of

interview and owned her own home with her husband.

Elsie attended all the Pregnancy Circle sessions. Her sessions were not interrupted by COVID-19
pandemic. The pregnancy was conceived using IVF. She was diagnosed with prenatal depression
in the pregnancy. Her labour was induced because of her age, and she went on to have an
emergency caesarean section because her labour did not progress. She did not experience any
postnatal complications. She was married at the time of interview and owned her own home

with her husband.

Amelia attended all her Pregnancy Circle sessions before they were cancelled. The last two
sessions were cancelled, and she was transferred into standard antenatal care with a different
midwife. The pregnancy was spontaneously conceived and was a planned pregnancy. She
developed no complications in pregnancy and had an elective caesarean section at term because
it was a twin pregnancy. She experienced a major obstetric haemorrhage during surgery and the
twins were taken to NICU because of breathing problems. There were no further postnatal
complications following the birth. She was partnered at the time of the interview and was living

with her partner’s parents.

Hana could not remember how many Pregnancy Circles sessions she had attended in total.
Alongside the Pregnancy Circle, she was also seeing a community midwife at her GP clinic. The
Pregnancy Circles sessions were cancelled, and she continued to see her community midwife for
the rest of the pregnancy. The pregnancy was spontaneously conceived and was a planned

pregnancy. Hana developed gestational diabetes, which she managed with oral medication to
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control her blood glucose levels. Her labour was induced because it was suspected that the baby
was large. Hana had a vaginal birth following induction on the consultant-led labour ward. The
baby received antibiotics as the waters had been broken for a prolonged period during labour.

Hana was married at the time of the interview and owned her own home with her husband.

Isla attended seven of her Pregnancy Circle sessions in total. Her Pregnancy Circles sessions were
not interrupted by the COVID-19 pandemic. This was an unplanned pregnancy and was
conceived spontaneously. She developed gestational diabetes in pregnancy, and she was using
insulin to manage her blood glucose levels. Her labour was induced because of the gestational
diabetes and she had an emergency c-section as her labour was not progressing. The baby
received antibiotics after the birth as the membranes had been ruptured for a prolonged period,
and Isla was given medication to counteract the high blood pressure she developed during
labour and birth. Isla was partnered at the time of the interview and rented her home with her

partner.

Phoebe attended five of her Pregnancy Circle sessions. Her Pregnancy Circles sessions were
cancelled and she was transferred into standard care under a different midwife. Phoebe’s
pregnancy was complicated by the development of gestational diabetes but she managed her
blood glucose levels with diet alone. Her labour was induced because of her age, her BMI and
gestational diabetes. She had an emergency caesarean section because her labour was not
progressing. She experienced respiratory depression during the operation. She developed an
infection after surgery and the baby developed neonatal jaundice. Phoebe was married at the

time of interview and owned her own home with her husband.

Arana missed the first two Pregnancy Circles sessions. Her Pregnancy Circles sessions were then
cancelled so Arana did not attend any Pregnancy Circle sessions. She was then transferred to
standard antenatal care. This pregnancy was a spontaneous conception, and it was unplanned.
Her pregnancy was uncomplicated. She went into spontaneous labour and initially laboured in a
freestanding midwifery unit. The baby passed meconium during the labour and she was
transferred to the consultant-led labour ward for additional monitoring where she subsequently

had a vaginal birth. The baby was monitored for a short time after birth because of the
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meconium. She was married at the time of interviewing and was in private rented

accommodation with her husband.

Jade attended five of her Pregnancy Circle sessions in total. Her Pregnancy Circle sessions were
not interrupted by COVID-19 pandemic. She did not attend the rest of the sessions because the
baby was born prematurely. This was a planned pregnancy and was conceived spontaneously.
The pregnancy was complicated by intra-uterine growth restriction (IUGR) and was very closely
monitored throughout with multiple scans and appointments with consultants. Jade gave birth
early at 31 weeks via emergency caesarean section. She subsequently developed postnatal
depression and was diagnosed with PTSD. Jade was partnered at the time of interview and

owned her own home with her husband.

Grace attended three of her Pregnancy Circle sessions. The rest of the sessions were cancelled,
and she was transferred back to standard care under a different midwife. She then transferred
her care to the homebirth team within the hospital she was booked at. She was then transferred
back to standard care when the homebirth team paused their service as a result of pressures on
the wider maternity service during the pandemic. Her waters broke spontaneously and then her
labour was induced shortly after because Grace was a Hepatitis B carrier. She had a vaginal
delivery on the consultant-led labour ward. The baby received the Hepatitis B vaccine shortly
after birth and was monitored for a short while as the waters had been broken for a prolonged
period. There were no other postnatal complications. Grace was married at the time of interview

and owned her own home with her husband.

Ava could not remember how many Pregnancy Circle sessions she had attended. Her Pregnancy
Circle sessions were not interrupted by the COVID-19 pandemic. She developed obstetric
cholestasis later in the pregnancy and was more closely monitored because of this complication.
Her labour was induced because of the obstetric cholestasis but did not progress so she had an
emergency caesarean section. She experienced a seizure whilst in theatres prior to the surgery
but did not have any postnatal complications. Ava was married at the time of the interview and

owned her own home with her husband.
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Mia attended all of her Pregnancy Circle sessions. Her sessions were not interrupted by the
COVID-19 pandemic. This was a planned pregnancy and was conceived spontaneously. The
pregnancy was uncomplicated. Mia went into spontaneous labour and she had a vaginal birth on
the consultant-led labour ward. She experienced a retained placenta so was transferred to
theatres to have it manually removed. She also experienced a major obstetric haemorrhage and
required a blood transfusion. Mia was married at the time of the interview and owned her own

home with her husband.

Reb attended three of the Pregnancy Circle sessions. Her sessions were then cancelled and she
was subsequently transferred to routine antenatal care under a different midwife. This
pregnancy was planned and was conceived spontaneously. The pregnancy was uncomplicated.
Reb went into spontaneous labour and had a vaginal birth at the midwifery-led birth centre.
There were no postnatal complications. She was married at the time of the interview and owned

her own home with her husband.

Sally attended seven of the Pregnancy Circle sessions before they were cancelled. She was then
transferred to standard antenatal care under a different midwife. The pregnancy was planned
and spontaneously conceived. She developed gestational diabetes during the pregnancy and was
more closely monitored after the diagnosis. She was using insulin to control her blood glucose
levels. Sally had an elective caesarean section because her previous birth was an emergency
caesarean section. The baby was monitored for a short while afterwards because of the
gestational diabetes and then developed neonatal jaundice. Sally was married at the time of the

interview and owned her own home with her husband.

Natalie attended five of the Pregnancy Circle sessions before they were cancelled. She was then
transferred to standard antenatal care under a different midwife. The midwives from the
Pregnancy Circle kept the Circle going with virtual sessions but Natalie did not attend any of
these. This pregnancy was spontaneously conceived and was an unplanned pregnancy. She
developed polyhydramnios late in the pregnancy and had her labour induced because of this

complication. She had an emergency caesarean section as there were concerns about foetal
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wellbeing. There were no postnatal complications. Natalie was single at the time of the interview

and lived in council-owned accommodation.

Isabella missed the first two Pregnancy Circle sessions. She attended one Pregnancy Circle
session prior to the sessions being cancelled. She was then transferred to standard antenatal
care for the rest of her pregnancy with one of the midwives from her Pregnancy Circle. The
pregnancy was a spontaneous conception, and it was unplanned. The pregnancy was
uncomplicated. Isabella went into spontaneous labour prior to her planned induction and initially
laboured in a midwifery-led birth centre. She was transferred to theatres for a forceps birth
because of a prolonged second stage of labour. She experienced a third-degree tear and a
postpartum haemorrhage. She also received a blood transfusion following the birth. Isabella was

single at the time of the interview and lived with her parents.

Sophia attended five of the Pregnancy Circle sessions before they were cancelled. She was then
transferred back to standard care with one of the midwives from her Pregnancy Circle. The
pregnancy was a spontaneous conception, and it was a planned pregnancy. Her pregnancy was
uncomplicated. She went into spontaneous labour and had a forceps birth on the consultant-led
labour ward. Meconium was present during labour, so the baby was monitored for a short while
afterwards. She was married and was about to move into her own home with her husband, after

having previously lived in rental accommodation.

Lily attended six of her Pregnancy Circle sessions before they were cancelled. She was
transferred back to standard care with the midwife who undertook the initial booking
appointment. She was seen by both this midwife and one of the Pregnancy Circle midwives for
the rest of her pregnancy. The pregnancy was a spontaneous conception, and it was an
unplanned pregnancy. She developed COVID during her pregnancy but experienced mild
symptoms. She went into labour spontaneously and had a vaginal birth on the midwifery-led
birth centre. There were no postnatal complications. She was married at the time of interview

and owned her own home.

Polly attended one of her Pregnancy Circle sessions before they were cancelled. She was

transferred back to standard care with one of the midwives from her Pregnancy Circle. This
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pregnancy was spontaneously conceived and was unplanned. Her pregnancy was uncomplicated.
Her labour started spontaneously, and she had a vaginal birth on the consultant-led labour ward.
There were no postnatal complications. She was partnered at the time of the interview and was

in private rental accommodation.

Kayla did not attend any of the Pregnancy Circle sessions before they were cancelled. She
struggled with abdominal pain because of her fibroids and was frequently admitted to hospital in
early pregnancy and some of these admissions coincided with the Pregnancy Circle sessions. She
was transferred back to standard care with a different midwife. The pregnancy was
spontaneously conceived and was unplanned. Her pregnancy was complicated by the
development of gestational diabetes. The diabetes was managed with insulin. Kayla was booked
for an elective caesarean section but she went into spontaneous labour before her caesarean
section date. She ended up having an emergency caesarean section due to foetal distress. She

was partnered at the time of the interview and lived alone in council-owned accommodation.

Pooja attended four of the Pregnancy Circle sessions before the sessions were cancelled. She
was transferred into standard care and continued to see one of her midwives from the
Pregnancy Circles. The pregnancy was spontaneously conceived and was planned. Her pregnancy
was uncomplicated. Pooja had her labour induced after a few episodes of reduced foetal
movements at term. She laboured on the consultant-led labour ward and had a ventouse birth.
She had a postpartum haemorrhage following the birth and the baby developed neonatal
jaundice. Pooja was married at the time of interview and lived in privately rented

accommodation.

Freya attended two of the Pregnancy Circle sessions and missed one of the sessions before they
were cancelled. She was transferred into standard care back to the original midwife that
completed her booking appointment. The pregnancy was uncomplicated, and Freya had an
elective caesarean section because of her previous caesarean section. There were no postnatal
complications. She was married at the time of interview and lived in her own home with her

husband.
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4.10 Chapter Summary

This chapter has outlined the research design, theoretical concepts utilised and methodological
approach to the data. Recruitment and sampling strategies were discussed, and the study aims
and rationale were reiterated. Data analysis with attention to how the meta-themes and themes

were developed were also discussed.

The next three chapters will discuss findings related to each of the meta-themes in turn. Each
meta-theme reflects a chronological point in the pregnancy continuum (pregnancy, labour and
birth, postpartum) therefore each of the findings chapters will address different periods of the
pregnancy continuum in relation to women’s experiences with Pregnancy Circles. Chapter five
will focus on the themes drawn out from the antenatal period. Chapters six will focus on themes
drawn out from women'’s experiences of labour and birth. Chapter seven will focus on themes

drawn from women’s experiences of the postnatal period.
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Chapter 5 - Pregnancy Circles as a site of tension

5.1 Introduction

For this chapter, | sought to develop themes that illuminate the intersection of pregnancy care
interactions challenged by complexity (both real and assumed) as well as assumptions about
how women with a raised BMI need to be cared for during pregnancy and the tensions that
arose from this. | considered Pregnancy Circles as a site of tension in two main ways. There was a
difference of expectation in care provision, and of risk management, by both women with a
raised BMI and midwives because of the status these women were perceived to have in relation
to themselves and others. Midwives outwardly supported the group care model but in practice,
were deeply entrenched with a risk management paradigm that prevented them from
embracing and supporting elements of the group care model which could improve the care

experiences of women with a raised BMI.

Three themes were developed which will be discussed in turn during this chapter — weight
stigma, normalisation of pregnancy, and risk and responsibility. Pregnancy Circle sessions were
spaces where women with a raised BMI, on the whole, spoke fondly and positively about their
experiences of Pregnancy Circles. What became apparent was that the women identified the
Circles as a space where the commonality and ‘ordinariness’ of pregnancy were supported.
Facets of the group care model such as peer support, relational continuity and woman-led
discussions were key in establishing Pregnancy Circles as these kinds of spaces. This was
important in the context of their pregnancies, as many of them were receiving care outside of
the Circles, and were having to negotiate their risk status in these appointments. Women felt
affirmed and validated as “normal” within the group dynamic, which centred pregnancy as an
ordinary life event rather than as a medicalised process. Importantly, the Pregnancy Circles were

also spaces where they did not have to navigate their risk status.

Midwives categorised women with a raised BMI as a discrete group of women who often had
additional complex needs in pregnancy and were more likely to develop pregnancy

complications. Whilst midwives were generally supportive of the group care model, it was
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apparent that in interactions with women with a raised BMI, the midwives struggled to utilise
facets of the group care model to support a holistic and personalised approach to their care

needs. It appears that the midwives were still enmeshed in a risk management paradigm and
struggled to reconcile this with the responsibility of group facilitation for women with a raised

BMI.

As previously mentioned in chapter four, to protect participant confidentiality, the names of the
women that appear in quotations in each of the findings chapters have been pseudonymised.
The table below highlights the development of the meta theme through selected quotes, codes

and themes.
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Table 11. Themes, subthemes and indicative quotes

Pregnancy Circles
as a site of tension

Competitive comparison

Meta Theme Themes Sub Themes Quotes
Anticipated and “I mean, my belly is... just absolutely horrendous.”
internalised weight stigma
Weight stigma

“One of them was quite severely overweight anyway. Much more
than me.”

Normalisation
of pregnancy

Peer support and
experiential knowledge

Midwife as facilitator

Validation and
triangulation about care
experiences

“I feel like all the women had like, insecurities about their weight
and their stretch marks...| got a lot of advice from other women.”

“I wasn't fazed by the act of facilitating or teaching, but what it
was good for me was being able to sort of get back to grassroots
knowledge”

“If | didn’t have the Circle, | probably would have had a very
negative feeling about the care that | received.”

Risk and
responsibility

Medicalisation as priority

Perceptions of specialised
Pregnancy Circles

Fragmented care

“They didn't always make each circle, because it might have
clashed with an obstetrics appointment.”

“it's something that could be tweaked and actually could be
delivered specifically for the high BMI population, | think it would
be of benefit”

“every time | went into the hospital for something that | was
seeing somebody else. | don’t think | saw anybody twice.”
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5.2 Weight stigma

Throughout the interviews conducted with women, there was a common feeling expressed of
dissatisfaction with their bodies. Women were divided about whether pregnancy altered their
body image. For most of the women interviewed, weight management, dieting, and body image
were something of a lifelong struggle. These struggles persisted into pregnancy and there was
an understanding that having a raised BMI in pregnancy could be a continuation of

stigmatisation, as it was pre-pregnancy.

5.2.1. Anticipated and internalised weight stigma

Women spoke about the anticipation and expectation of encountering weight stigma in
Pregnancy Circles sessions and that this feeling contributed to their initial hesitation towards
being part of Pregnancy Circles. Overall, women did not refer to themselves as “obese”. Whilst
many women echoed my use of the phrase “raised BMI” or “BMI” throughout the interviews,
there were some women who did refer to themselves as fat or overweight in a negative way,
highlighting their own internalised stigma about weight. Women reflected on how they

perceived their bodies prior to becoming pregnant:

Always been a big girl, I've got big boobs, big belly, I'm overweight and | hate it and I'm

always very conscious about my body. (Mia, all Circles attended)

| kind of spent most of my adult life um, watching what | eat. I've been on some kind of
diet- Slimming World, Atkins, every fad diet I've tried, I'm constantly...I've never been sort

of happy with my body. (Elsie, all Circles attended)
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| think if anything | felt about my body, | don’t think it was unique to being pregnant. If
I've had issues with my body, it’s been before being pregnant. (Phoebe, 5 Circles

attended)

Goffman’s (1963) seminal work acknowledges three types of stigma, where stigma is defined as
a discrediting attribute that changes how an individual is regarded in society. The three types of
stigma he described focus on what he calls “abominations of the body”, “blemishes of individual
character”, and “racial and religious stigma”. Obesity can be regarded as falling into all three
categories of Goffman’s stigma types, if we use an intersectional lens to understand multitudes
of marginalisation. As excessive body weight has become a moral issue within society and
healthcare, stigma is expressed by others and through internalised perception of body image.
Some of the women interviewed commenced their pregnancy journey with internalised stigma
about their bodies. As some of the women were receiving care outside of the Circles because
they had a raised BMI, some of these care encounters reinforced ideas about their bodies being

abnormal, thereby inadvertently increasing weight stigma.

Participant: During the scans it was quite difficult because | was a big woman weren't I?

So erm, | think they found it difficult to do my scans.
Researcher: Mm

Participant: cos that scans were like, hard. They couldn't see baby under all that, you

know, flab (laughs). | do not know how to describe it but...
Researcher: Mmm

Participant: | just feel like, | just, | felt like they thought you know, big women are like kind

of hard to deal with and hard to scan. (Hana, Circles attendance unknown)

Participant: | looked, looked up a lot of things about pregnancy as well, and it said "the

ideal weight that you should really gain from being pregnant is only one stone".

Researcher: Mm...

132



Participant: But she said to me- | thought maybe because | was bigger, maybe- | just
thought it would be the same as everybody else. But she said "ideally, because of your
BMI, they only say -- they recommend only half a stone”. And | was like but what if it's all
baby weight that's the whole stone?, No, you can't really, you can't really say "oh, it's not
good to gain only half a stone and for the skinny people you can gain a whole stone”,

like...
Researcher: Yeah.

Participant: | felt like that was a bit discriminating in that sense. (Natalie, 5 Circles

attended)

Hana’s care encounter appears to increase her internalised shame as she imagines her body as
burdensome for the healthcare professionals. In contrast, Natalie’s encounter with her
consultant leaves her feeling discriminated against because the doctor suggests she is only
allowed to gain half of what a woman with a normal BMI is expected to gain. Natalie identifies

this as discrimination, but it also can be seen as a moment of stigmatisation.

For the women that were interviewed, there was the possible risk of additional stigma from
other women due to the nature of GANC, meaning that they would regularly encounter not only
healthcare professionals but other pregnant women who could be a potential source of
stigmatisation. One woman spoke about her hesitation around joining Pregnancy Circles for fear

of being stigmatised.

Yeah, because people tend to be judgy, don’t they? And you never know when you walk
into a room with nine other women you’ve never met before who are also pregnant and
full of hormones, well that can go one of many ways, can’t it? Because I'm not just a little
bit overweight, I’'m a lot overweight, and because I’'m outside of the sort of, usual range-
age range for falling pregnant with your first child...just thought | might be shunned by
them? Or that there would be unpleasant people in that group. | really couldn’t have
asked for a better group of people, they’re all really, really nice. (Olivia, all Circles

attended)
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Olivia identifies two features that potentially puts her at risk of stigmatisation — her weight and
age. Olivia notes that she is “a lot overweight”, indicating that she considers her body weight to
be so far beyond the “acceptable” BMI range that there is no possible way she can ‘pass’ for
normal (Goffman, 1963). In addition, Olivia was 40 at the time of her pregnancy and she notes
that her age is not usual for first-time mothers, thus rendering another aspect of her identity
abnormal, putting her at risk of further stigmatisation. As Olivia recalls, her fears of being
stigmatised do not materialise, as she indicates “they’re all really, really nice”. She described
having developed a very strong bond with the other women in her group and they stayed in
regular contact throughout the postnatal period. Fear of stigmatisation has been noted as a
barrier to inclusion, and self-exclusion has been identified as a social management strategy in
order to reduce stigma further (Thedinga et al, 2021). However, amongst the women
interviewed, there were no examples of feeling stigmatised by the midwives facilitating the
group sessions. There was one woman who experienced the opposite regarding weight stigma in

relation to her BMI within the Pregnancy Circles sessions.

Participant: What | had noticed in this pregnancy and also with the, the previous
pregnancy, my BMl is high. But I've- the midwives would often say, "oh I'm surprised your
BMl is high, because you don't- your body doesn't look like your BMI should be high. Erm,
what are you eating? Are you making sure- are we making sure we're drinking water?" All
this sort of um, basic nutritional talk.

Researcher: Mm

Participant: So that was spoken about, but we didn't really go in detail about um, what |
was eating and so on.

Researcher: Mm. And how did that make you feel when the midwives said that, like, "Oh
you don't look like someone whose BMI should be that high"?

Participant: Um...don't, | suppose | don't really think about it because |, | teach PE and |
teach dance as well so |, I- personally | feel like I'm a healthy person and | live quite well.
Researcher: Mm

Participant: But my BM- my BMI for some strange reason has just always been high so

um, | don't know. So even if they say that to me, I'm just always...| can brush it aside
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because | know that's not really the case. I, | did have comments along the lines of,
"Wow, you...you've got really good stomach muscles. They're really, really strong. And
the bump is really nice and round and firm", you know... “the baby is normally quite a big
baby, by now, you know some women would suffer with um, maybe their stomachs
splitting” and so on... but you know, at the time, when that was said to me, | just thought,
oh that's quite nice, lucky that's worked out. Um, | suppose in hindsight, maybe just don't
say anything. But at the time | didn't really think anything of it, and it didn't bother me.

(Freya, 2 Circles attended)

Freya’s experience was singular out of the participants interviewed, in being both simultaneously
unusual and similar amongst the women interviewed. It was similar because she considered
herself healthy, and felt that she took responsibility for her health through diet and exercise, like
some of the other women interviewed. It was distinct from the others because of the perception
of healthcare professionals about her body and the expectation of what her BMI should be.
Freya’s BMI was 38 at her booking appointment, which categorised her as having class 2 obesity.
It demonstrates clearly that there is a collective imagined idea of what obesity “looks like” and
consequently the midwives experience some kind of cognitive dissonance when encountering
Freya’s pregnant body. This is highlighted with their admiration of her stomach muscles and her
“round and firm” bump and their surprise that her BMl is high. In return, Freya observes that she
can ignore comments because she has not internalised ideas of her body being deemed
abnormal, unlike many of the other women who were interviewed. We will return to Freya in
later chapters as her experience overall varied from that of the other women who were

interviewed.

5.2.2 Competitive comparison

The Pregnancy Circles were a site of tension not only because there was the potential to be
exposed to weight stigma by other women but also because pregnancy itself upends Western

societal norms about weight gain in women. Current literature notes that weight gain in
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pregnancy is expected and desired within societal norms and national guidance, even for women

with a raised BMI (Padmanabhan et al, 2015; Keely et al, 2017; NICE 2010; Denison et al, 2019).

Some of the participants recalled a competitive comparison within the group dynamic, when
they or other women did not conform to the expected limits on pregnancy weight gain. Women
both identified and reproduced this kind of stigmatised thinking about their bodies and other

women’s bodies, highlighting that the pregnant body was under scrutiny in group sessions.

There was two people in my group who had gestational diabetes. So they were
constantly going on about what they could and couldn't eat. One of them was quite
severely overweight anyway. Much more than me. Erm, and we were a range of sizes. So
there's one of them that we were taking the mick out of sort of, obviously in jest. Like
"you're going to be one of those people that has your baby and has this perfect bump,
has your baby and is in your size 6 jeans like the day after". And she was like "yeah | am",
and “I'm telling you now that | hate you but | love you”. So we had a joke about it. So we
had her and the rest of us had been sort of struggling with our weight. One of the other
girls...I think she had lost a lot of weight to get pregnant, so she's been on the case, a lot
on social media and our group. She's confident. | think she's lost all her baby weight
already, so she's been great. But she's had...mental health issues. (Amelia, 7 Circles

attended)

In this excerpt, there are multiple accounts of comparison that are happening within the group
dynamic of the Circle. Amelia’s reflections on pregnancy weight gain serve two functions —they
reproduce social norms about appropriate pregnancy weight gain and affirm her pregnancy
identity as normal. She situates herself as succeeding in gaining an appropriate amount of weight
in comparison with the other women- she is “much more” smaller than the women who have
developed gestational diabetes but still has gained some weight, as is made obvious by her “jest”
of the smaller woman who has not gained much weight. Her comments indicate that this woman
is a target because she has stayed below the advised weight gain in pregnancy, thereby earning

the jealousy of the other women, highlighted when she says, “I’'m telling you now that | hate
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you”. This scene is particularly poignant when understanding that outside of the Pregnancy

Circle sessions, Amelia felt subject to weight stigma by one of the consultants caring for her:

Participant: | had one run in with a doctor...and she had a pop at me. | had to come in for
a special appointment because | used, to tell me | couldn't have ketamine. But | wasn't
planning on going into labour anyway because of procedures I've had in the past and she
had a real go at me for my weight and I'd put on...something like 2kg in my first four

weeks?
Researcher: Mm

Participant: And | didn't think that was bad with twins and she had a real pop at me. And |

was really pissed off about that, to be fair.
Researcher: Mm. Mm

Participant: Telling me | can't eat any pasta. I'm gluten intolerant so | don't eat pasta
anyway. And it's like she just judged me, and she wasn't particularly nice and yeah, that

was a horrible experience. (Amelia, 7 Circles attended)

Amelia was having additional scans in pregnancy and was under consultant care because she had
a twin pregnancy. In the above interaction with the doctor, Amelia is reminded that her body is
abnormal by medical and societal standards (Goffman, 1963). The doctor is described as
expressing disapproval at her weight gain and giving generic dietary advice that Amelia considers
not relevant to her. The doctor is characterised as imposing a medicalised idea of health on
Amelia. In comparison, Amelia’s recounting of the group session demonstrates how she uses the
social dynamic of the group session in order to shape and control the narrative about her own
pregnant body. Whilst Amelia’s initial vignette appears to be devoid of midwifery facilitation, its
absence conversely appears to be what aids Amelia in being empowered to own the narrative
about her body. Like Amelia, other women spoke openly about their observations of other

women’s bodies, highlighting the visibility of overweight pregnancies.
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| felt a little bit anxious because there were women who had these perfect bumps and
then there’s me there looking very fat and just more pushed out at the front than

normal. (Olivia, all Circles attended)

Participant: | mean, there was another lady who was...more overweight than | was. But

then it's like, "ooh"-
Researcher: Yeah?

Participant: -erm, | suppose when you are overweight sometimes, you always worry

about being the biggest in the room, (Lily, 6 Circles attended)

These comments highlight the vulnerability and visibility of existing in a larger body, as well as
the internalised stigmatised thinking about fatness. Researchers have noted that the visibility of
obesity makes women cognisant of the increased risk of stigmatisation (Lindhardt et al, 2013).
Lily’s comment implies that “being the biggest in the room” is an undesirable quality, indicating
that visual comparison against other women may increase her own internalised stigma about her
body. Visual comparison and discussions of growing bodies amongst women were also observed

during the participant observations, indicating the visibility of growing bodies.

W2 puts her hand on W3 abdomen in a familiar way and they share niceties about how
they are really showing now before W3 goes to the table to test her urine and do her BP

check. (Pregnancy Circle D, session 4)

The other midwife asks women in the circle to share their dreams and what they are
looking forward to in the last weeks of their pregnancies — women report stressors like

moving house, sleeping badly, losing their body shapes. (Pregnancy Circle A, session 6)
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Pregnancy is often perceived as a time to be less rigid about diet and physical activity, and
weight gain is expected during pregnancy. However, weight gain in pregnancy for women with a
raised BMI can be an anxious experience because of the social moral judgement about larger
bodies gaining even more weight (Padmanabhan et al, 2015; McPhail et al, 2016; Lee, 2020). For
women with a raised BMI, this can be a time of emotional conflict between limiting weight gain
for themselves but gaining enough weight for the growing baby (Padmanabhan et al, 2015). This

is reflected in Lily’s comments below.

| think we got together like, every six weeks. And I, | think that | was doing quite well like,
my, my clothes weren't becoming tight. Like one of the um, one of the other mums said
to me, "l feel like you're losing weight, not putting on weight." And | was like, “I know, but

I'm trying not to. But I'm also trying to not put on weight”. (Lily, 6 Circles attended)

Lily’s pleasure that she has not gained much weight in pregnancy is evident when she says she is
“doing quite well”, although later expresses that she is not consciously attempting to lose
weight. Throughout our interview, Lily expressed a frustration with the lack of information about
weight loss or weight maintenance in pregnancy. She had been diagnosed as prediabetic prior to
pregnancy and had made significant behaviour changes to lose weight prior to pregnancy. Lily’s
excerpt indicates an implied judgement from another mother, who notes that Lily is not
conforming to expected or imagined weight gain parameters. Lily was one of the only women
interviewed who expressed ambivalence about the group dynamic. Later in the postpartum
period, she made the decision to self-exclude and leave the group chat, feeling judged by the
other mothers due to difference in opinions. Lily’s comments demonstrate the fragility of
encounters between women in the group sessions, where there may be an implicit moral
judgement about their pregnancy identity. We will explore this in greater detail in another

chapter.

Weight stigma within the group dynamic raises questions about GANC as a culturally safe
encounter. Due to the collective nature of the sessions, women negotiated relationships outside

of the midwife-mother dynamic. Regarding Curtis et al’s (2019) cultural safety framework, the
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ability to feel empowered following a medical encounter relies on the healthcare practitioner
acknowledging the unequal power dynamic and resolving to diminish their own authority within
the encounter. This is particularly important because women spoke of the vulnerability of
visibility — their growing bodies under close scrutiny from other women as well as health
professionals and becoming instruments of comparison that they (un)consciously participated in.
Whilst midwives did not appear to enact weight stigma within Pregnancy Circles, the absence of
adequate midwifery facilitation within these interactions increased stigmatisation within these
spaces. In order to ensure that group sessions maintain cultural safety for all its members, the

role of the midwife-as-facilitator is likely to be vital.

5.3 Normalisation of pregnancy

The facets of GANC include autonomous care practices, peer support, women-led discussions,
and relational continuity with healthcare professionals (Wiggins et al, 2020). Some of the women
interviewed frequently described these facets working well within their group sessions. It
appears that when group sessions functioned as intended, the Pregnancy Circles provided a
space to remind participants that pregnancy was a normal life event and validated their feelings.
This appeared to be highly valued by women with a raised BMI because they were cognisant of
the stigma surrounding their pregnant bodies and many of them began their pregnancies with
internalised stigma about their own bodies. In addition, some of the women also spoke about
being informed at the booking appointment that their pregnancies were high-risk. It is important
to note here that women had their booking appointments outside of the Pregnancy Circles — the
first session was usually around 16 weeks’ gestation, aligning with NICE (2021) recommendations

for antenatal care schedule.

5.3.1 Peer Support and experiential knowledge

Peer support was a common discussion point for the women interviewed. Women spoke about

peer support as a strong positive experience within Pregnancy Circles, helping them to forge
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bonds with other women that lasted through to the postnatal period, long after the Circles were
over. For some women, the normalisation of pregnancy was promoted through peer support and

the group dynamics, as seen below.

There was a few things that | wasn't sure about, and the girls were discussing, and it
made me feel better, because there were certain things that | was like, "is this normal?"
and they would talk about it in the Circle, and | was like "oh okay, | feel a bit better now"
so... | suppose in that sense it, it helped me reassure myself in that sense, of certain

things | had anxiety about. (Natalie, 5 Circles attended)

Participant: | remember one of them, the girl sitting next to me, she was a first-time

mum.
Researcher: Yeah

Participant: So | thought that was good for her, because it was, | think the rest of them,
some of them, this was their third, | think one of them it was like their second child. So |

think the rest of us already had children and one of us was a first time.
Researcher: Yeah

Participant: So | thought that was good for her, because then she has got- like we've all
got experience of being mums so if she did have any worries, | thought, it was good for
her to have us there like, as a support group as well. Like, we could always, "yeah that's
normal" you know? "We've done that before, you know, that's normal to feel like that",

and stuff. (Polly, 1 Circle attended)

Natalie’s Pregnancy Circle was slightly unusual in that she was the only first-time mother in her
group. Most of the other women who were interviewed intimated that the women in their
Circles tended to be a more even mix of first-time and more experienced mothers. My field
notes indicate that this was also the case with the Circle sessions | observed. Natalie was able to
draw on the other mothers' previous experiences of pregnancy and motherhood to make sense
of and validate her own experiences of pregnancy. Polly notes that the group dynamic provides a
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function in providing advice and support, highlighting the value of experiential knowledge of
pregnancy and motherhood. Researchers have noted that experiential knowledge of pregnancy
is often considered to have “lower value” status in comparison to biomedical knowledge, but
that healthcare professionals and lay people alike use both knowledge bases interchangeably to
inform their decision-making processes and to influence others (Clancy et al, 2022). For Sophia,
the group dynamic provided a sense of normality about her pregnancy, which she discussed

below.

| feel like it wasn't - it wasn't a thing, and it didn't separate me this time. Which | think
was quite nice, you know, it wasn't particularly highlighted, it didn't make me feel scared
that, you know, | was in a separate group of women that, like, has a high-risk of
pregnancy because we just kind of spoke about it all the same. So, | can see what the
benefits [of a specialised group] would be, you know, you would probably know more
about BMIs and the risks and stuff, but | don't know whether you want to know, do you?
You know? | feel like I've benefitted not knowing a little bit, and just kind of getting on
like normal and, obviously still having the consultant to check things and stuff, but not

dwelling on it, you know? (Sophia, 5 Circles attended)

Sophia had been identified as “high-risk” by her booking midwife due to her BMI. She was
referred to a consultant because of this to discuss any additional care requirements and help
plan her labour and birth, as per RCOG (2018) guidelines. Sophia reflected that the role of the
consultant was to be responsible for the risks associated with her pregnancy. She indicated that
a targeted group care for women with a raised BMI would perhaps increase her awareness of
the risks of a raised BMI more. More importantly, she did not consider this to be beneficial. The
excerpt above highlights that the group dynamic promoted normality which she found
invaluable. In essence, the group dynamic helped to mitigate the “high-risk” status that she was

assigned at her booking appointment.
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Some women developed complications in their pregnancy requiring them to receive additional
care outside of the Circles. Phoebe recalls the frustrations associated with the fragmented care

she was receiving throughout her pregnancy after she was diagnosed with gestational diabetes.

Well [it was] very much like "okay, from now on you’re going to be coming to this clinic
every 2 weeks, you can no longer go to the Circles". Erm, "cancel- if you’ve got Circle
appointments on your app, ignore them, just come to these appointments." And then |
went to the appointments, at the appointment basically they go through your erm... what
your numbers have been based on your morning, after breakfast and evening erm,
readings. And they say, the doctor says if that’s okay or if that’s not okay and obviously
they check your blood pressure. But mine always was, it was okay, it was fine, no need
for concern. But | was quite keen to get back to the girls and like, let them know what
was going on. Erm, and then eventually they were like, "oh yes, yes you can still go to the
Circles", so | continued going to the Circles. In general- this is nothing to do with the
Circle- | think the only consistent people that | saw throughout my pregnancy was the
Circle. Like every time | went into the hospital for something that | was seeing somebody
else. | don’t think | saw anybody twice...Whereas when | went to the Circle it was nice
that they would follow up "okay you said that this happened", or "what’s going on with

that", or "how’s work?" (Phoebe, 5 Circles attended)

In the vignette, Phoebe recalls her frustration at being “unknown” within the hospital setting.
This stands in stark contrast to Pregnancy Circles where there was a familiarity that had
developed through continuity of practitioners and other women, demonstrated through their
enquiries about her life and ongoing pregnancy. Phoebe’s dissatisfaction with her care provision
in the hospital leads her to resist the request from hospital clinicians to cancel her Pregnancy
Circle appointments and she continues going until she gets confirmation that she can attend
both. This request suggests that the model of care may not have been well understood by other

clinicians not involved in the trial, as women who were identified as having higher needs in
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pregnancy were supposed to have additional appointments as needed but continue with the

usual pathway of antenatal care with the group (Wiggins et al, 2020).

This demonstrates that women have different priorities with regards to their care provision and
experience- in the case of higher-risk pregnancies, the emphasis from healthcare professionals
may be to prioritise medicalisation as the safest course for the pregnancy, through increased
surveillance and additional appointments with specialists but this risks ignoring other health
needs including psychological wellbeing. Moreover, increasing medicalisation also risks the care
interactions becoming more depersonalised and it is evident in the case of Phoebe that the
group dynamic helped her to feel normal, which she reports felt important to her as her
pregnancy became more complex. This highlights a tension between women’s embodied
experiences and an institutionalised approach to conceptualising safety in pregnancy. In
addition, it demonstrates that the normalisation of pregnancy through the facets of GANC may
be particularly valuable to women with a raised BMI if their pregnancies are exposed to
interventionist and surveillant care outside of these spaces where they feel the risks associated

with their pregnancies are overemphasised, or their other needs overlooked.

For both Sophia and Phoebe, the commonality of pregnancy is emphasised within the Pregnancy
Circles settings which engenders cultural safety because these are spaces where they are not
engaged in negotiating or resisting their risk status. This is unlike in appointments outside of the
Circle, where the risks associated with their pregnancies must be discussed and a plan to
mitigate them must emerge. What is important to note here is that neither Sophia nor Phoebe
are opposed to having the risks associated with their pregnancies managed. Although Phoebe
complains that the care she receives is fragmented, she continues to engage in the additional
surveillant care that has been offered to her because of her gestational diabetes. Sophia
considers the role of the consultant as someone who “holds” the risk for her. The women
recognised the utility and benefit of interventionist and surveillant care when it was deemed
necessary. There was not a single woman interviewed who declined to receive further care
associated with their risk status when it was offered. The issue for both Sophia and Phoebe
seems to lie in the potential absence of pregnancy-as-normality within their care experiences.
GANC appears to occupy an important place in women’s care experience where the
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(over)emphasis of risk can be mitigated by legitimising the ‘ordinariness’ of pregnancy with other

women.

The nature of the recruitment strategy to the Pregnancy Circles trial was such that diversity was
actively encouraged during the recruitment period, therefore women of all ethnicities, language
abilities, parity, risk status and age were invited to join (Wiggins et al, 2020). Consequently, the
Circles tended to be quite diverse. Midwives observed that women with a raised BMI benefited
from participating in diverse group sessions where the potential stigma attached to their weight

status could be somewhat ameliorated through the commonality of pregnancy.

The commonality they've all got is they're all pregnant. So we never -- we had quite a few
girls with raised BMI, they never, | don't feel - | mean, | may be -- maybe | was naive to it -
but they never felt that they were marginalised by their BMI. Because obviously, you

know, a lot of women have raised BMls at the moment, and | think they were more in the

majority than the minority, so | think a lot of women can relate to that. (Midwife 1)

I think being able to talk about it in a group setting and not -- and talking about health
and wellbeing in a group way so that it's relevant for everybody doesn't then single out a
person within the group, so it's making sure it's important for everybody. And actually if
they can see that some people are doing some things, or people are picking up certain
exercises during pregnancy, or they're meeting up for groups, or they're going for walks -
all of those sorts of things, that can really benefit women as well...in an individual
appointment people can feel as if they're the only one that's hearing this information,
even though we're saying it to everyone. So in a group setting that just validates that.

(Midwives 4 & 5)

One of the things that a lot of the ladies did kind of, you know, erm, bring up a lot was
about you know, the weight gain. Some had not gained that much, and some had gained

maybe a little bit more than the others, at, at that particular gestation. So | think it was
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something that, it wasn't like, oh you know, isolating somebody just to-because their BMI

was slightly higher. (Midwife 6)

The midwives tacitly acknowledge that women with a raised BMI may feel stigmatised about
discussing weight gain in pregnancy. Researchers have noted that fears around prejudice from
healthcare professionals are heightened during pregnancy for women with a raised BMI (Jones
and Jomeen, 2017, Smith and Lavender, 2011). Midwives appeared to understand the power of
the group dynamic as one that could reduce stigma and that this could be beneficial for women
with a raised BMI as the potential for these conversations to be interpreted as pointed or
targeted was reduced. Current research highlights that women with a raised BMI feel targeted
by health messaging in pregnancy, particularly as they begin to gain more weight (Lauridsen et
al, 2018). Midwives noted that the commonality of pregnancy concerns enabled women to bond
strongly within the group dynamic and facets of the group model like peer support could

encourage health-optimising behaviours outside of the Circle.

5.3.2. Midwife as facilitator

Facilitation was identified as a key factor in running the group care sessions well. There was
evidence of good facilitation by midwives across the interviews and the participant observations
that were undertaken. Midwives reflected on the importance of shifting the power dynamic
within groups so that women could develop stronger bonds through their pregnancies with

other women.

| think just chatting about diet, just chatting about the normal routine stuff, a safe space
to share what works for them, what -- you know, that shared experience often is a trigger
to life changes and longer lifestyle changes, and perhaps re-evaluating what's important.
And actually, during pregnancy is a perfect time for change, you know, and those
important messages to get through - often they don't wanna hear it from a midwife, you

know, it's a friend that said this, that and the other, what worked for them. (Midwife 2)
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As previously discussed, the cultural safety framework aligns with many of the facets of GANC. In
this situation, by acknowledging that the power dynamic makes women resistant to advice given
by healthcare professionals, the midwife acts through inaction. She observes that the group
dynamic fosters a sense of normalisation for the women - “chatting about the normal routine
stuff”, which allows them to direct vital information-sharing. The midwife’s facilitation appears
as silent observation and quiet reflection. By doing so, she removes the didactic element of usual
public health discourse and relinquishes her power as the authoritative individual in that space,
and subsequently she observes that the women became more relaxed and are empowered to
share information that is useful for them. In this instance, the transfer of power has facilitated
culturally safe and appropriate care for the women in this Circle (Curtis et al, 2019). Later in the
interview, she considered whether the Circles represented a space where health behaviour
changes could be discussed and received better by women because they had been given space

to develop and strengthen peer support outside of hierarchical knowledge distribution.

It also made me feel like | wasn’t running the show. It made me feel like “this is your
time, your important time”, so | wasn’t the person who had all the answers. In fact, often
the case -- you know, something would come up and it would be a shared experience of
someone in the group. It wasn’t necessarily me giving all the answers, it was -- you know,
| was empowering them to sort of be resourceful with what they could come up with.

(Midwife 2)

Here the midwife appears to imply that group antenatal sessions facilitate an environment
whereby women inherently promote normality through talking together about pregnancy. She
acknowledges that there might be an unequal power dynamic between women and midwives
that mean women may be resistant to public health messaging from midwives. She posits
instead that they can be influenced more easily by friends and family members, more than they

can be by midwives. This has been documented elsewhere in the literature (Padmanabhan et al,
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2015; Vogels-Broeke et al, 2022). Curtis et al (2019) note that systemic change is unlikely to
happen unless healthcare professionals are able to reflect on power dynamics that influence
encounters between themselves and their patients. The quotes from the midwife interview
above demonstrate the potential of good facilitation that has arisen from the midwife willing to
redress the balance of power within a shared space and being reflexive enough to understand
how the group dynamic may benefit the women outside of her sphere of influence. Later on in
this chapter, the theme, “risk and responsibility” sets out examples where midwives struggled

with their role in facilitating care for women with additional needs.

5.3.3 Validation and Triangulation about care experiences

As well as being part of the Pregnancy Circle, some of the women were also receiving care from
other healthcare professionals outside the Circle sessions to help them manage pre-existing
conditions or pregnancy complications. As the Circles were often quite diverse and fostered a
relaxing atmosphere, it encouraged some women to safely explore whether the care they were
receiving outside of the Circle sessions was clinically appropriate and culturally safe. |
conceptualised this pattern of behaviour as triangulation. Women used the Circles as spaces to
validate their concerns around maternity care provision and to gather more information in order
to make sense of their care encounters outside of the Circle. Phoebe noted that the diversity of
the Circle members allowed her to understand whether the care she received outside of the

Circles was discriminatory in any way.

Participant: | think it's good to encourage people to like, meet people they wouldn’t
ordinarily meet with. So, like, for example, the ladies that I've met in the Circle under
normal circumstances | can’t see where we would have ever come into contact with each

other, yet they were so there for me emotionally at a really key time.

Researcher: Yeah.
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Participant: So | think it’s nice to have that diversity in the group whether it’s racially,
religion... whatever it is... age, background people that have had C-Sections, people that
have had natural births. | think it’s nice to have that wide range. And then have some-
and it’s nice to have, to compare the treatment that you're getting. I'm not saying as a
way of like holding people to account but it’s...it's for you to know whether something is

normal or not. For me that was valuable. (Phoebe, 5 Circles attended)

For Phoebe, the concept of normality extended beyond usual concerns around pregnancy but
also to the care received during pregnancy. The consistency of the group care sessions helped to
alleviate her concerns that she was subject to different care because of her weight status and
her ethnic background. This is particularly important as Phoebe occupied multiple marginalised
identities. She and other women in her group were also receiving care outside of the Circle
because of their individual complex needs. This gave her an opportunity to understand whether
her care experience varied from what others experienced. This is particularly important because
for Phoebe and some of the other women that were interviewed, their racial identity was
another factor that featured heavily in their speculation about the quality of care provision they

received. We will return to Phoebe later and explore this point further in chapter 6.

The literature discussed in chapter 3 identifies that women with a raised BMI often feel that their
antenatal care is of a poor standard. Utilising facets such as peer support and relational
continuity within the group dynamic of the Circle to inform their decision-making is a potentially
powerful outcome of participating in GANC. The Circle also appeared to be a space where
women could share their care experiences from outside the Circle. In one of the Circles |
observed, for example, a woman with a raised BMI had been diagnosed with gestational

diabetes and used some of the Circle time to share her experiences of being diagnosed and her

care within the hospital.

One woman shares her experiences about being diagnosed with gestational diabetes and

how she found the encounter with the diabetes specialist midwife upsetting. She shares
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dietary advice with the group and her concerns about checking her blood sugar level
every hour- this led to her not eating for 2 days because she was scared about how high
her blood sugar levels were getting, almost ended up being hospitalised. Midwives
sympathise but also defend their colleagues’ practice. It transpires that everyone in the
group has had a glucose tolerance test because of one or more risk factor- no one else
has developed gestational diabetes in the group. The midwife brings it back to group-
advises a low sugar diet for everyone in the group- she opens up a discussion about tea,

sugary drinks and reminds everyone to stay hydrated. (Pregnancy Circle C, session 3)

Two significant things happen in the excerpt above. Firstly, the midwives simultaneously validate
her feelings but temper the woman’s concern about her poor care episode by defending their
colleague’s practice. Secondly, the group dynamic enables the realisation that everyone has had
a glucose tolerance test, which highlights commonality in the group. Although this woman is the
only one who has developed gestational diabetes, the midwife quickly makes this discussion
relevant for the entire group through a more generalised discussion about diet which everyone
can benefit from. Here, the midwife demonstrates the power of effective facilitation in GANC
whereby individual experiences can still have relative utility for others in how they consider and
practice health behaviours. In this situation, the midwife assumes responsibility for promoting
health behaviours that align with the current maternity guidelines (NICE, 2021A). Furthermore,
in doing so, she provides culturally safe care for the group, whereby recognising and respecting
differences with the women she is caring for empowers women through information
dissemination and discussion (Curtis et al, 2019). The midwives attempt to reframe the woman’s
experience with the hospital midwife also demonstrates the triangulation of information that

happens within Circle spaces.
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5.4 Risk and responsibility

This theme relates directly to midwives’ experiences of facilitating group care for women with a
raised BMI. As discussed previously, women with a raised BMI sought out a “normal” pregnant

identity and found validation in the group dynamic for this.

Midwives appeared to be deeply enmeshed in a risk management paradigm and this influenced
how they delivered care to women with a raised BMI. Midwives reported enjoying this way of
working, but in practice, they appeared to struggle with utilising facets of the group model to
support a personalised approach to care for women with a raised BMI. There seemed to be
ambiguity about responsibility towards care for women with a raised BMI when they received
care outside of the Circle, as a result of their pregnancies becoming more complex. There are
clear guidelines about the role and scope of midwifery practice that state midwives are
“accountable as the lead professional for the care and support of women and newborn infants,
and partners and families” (NMC, 2021). National guidance is usually unequivocal about
obstetricians being the lead professional for women with complex pregnancies (Chief Nursing
Officers of England, Northern Ireland, Scotland and Wales (CNO), 2010; RCOG, 2016). For
complex pregnancies, midwives often inhabit the role of care co-ordinator and are expected to
continue to provide usual midwifery care (NMC, 2019; RCM, 2014). However, current RCOG
(2018) guidelines recommend that women with a BMI>30kg/m2 are managed in all antenatal
clinics and obstetricians are not named in the guidance as the lead professional for this group of
women. Researchers have noted that midwives feel that current guidance remains unclear as to
who is the lead practitioner for pregnancies with obesity as a complicating factor (Murray-Davis
et al, 2022). The following subheadings highlight some of the tensions of facilitating group care
for women with a raised BMI, many of whom had additional and complex needs requiring care

outside of the Circles.
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5.4.1 Medicalisation as priority

There was evidence that within the Circles, the midwives made the appropriate referrals for
additional care as required, highlighting that risk management was consistently at the forefront
of care provision. This was particularly the case for women with a raised BMI, who were
sometimes categorised as “high risk” at their booking appointment. The midwives often
identified these women as requiring further intervention and care outside of the Circles, as
recommended by national guidance (RCOG, 2018). However, there were examples of
uncertainty from facilitating midwives about women’s suitability for Pregnancy Circles with the

amount of care required outside of the Circles.

Participant: |, | don't know if it's come up, but | was diagnosed with gestational diabetes.
Erm so that was then, there was a little bit of confusion because | was told about that at
one of the Circles. And then they said, "I'm not sure you're allowed to come to this
anymore." And | was a little bit gutted, like oof! Does that mean that I'm kind of
then....'cause I'd kind of, it was at 28 weeks so |, I'd met them all quite a few times and |
knew, like | said, | knew what the format of the- you know, when the next meetings were,
what was coming up, | knew the physio was coming, | knew the you know, the
breastfeeding specialist, | knew that was all coming up and | was a little bit gutted that |
potentially was not kicked out but you know, that | wasn't -

Researcher: Yeah

Participant: -that | was not going to be able to be invited back. So there was a little bit of
to-ing and fro-ing with that. And then the diabetes team said, "no you can, if it works for
you. You can go back there." And | did, I, | did carry on going there. (Sally, 7 Circles

attended)

Sally recalls that when her pregnancy became complicated by gestational diabetes, she felt that
the midwife was unclear about whether Sally was “allowed” to continue receiving routine
midwifery care. The midwife essentially shifts from a position of facilitator to gatekeeper. The

uncertainty the midwife portrays perhaps highlights her inexperience with this model of care.
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However, in this exchange, the medical safety of the pregnancy is prioritised to the exclusion of
midwifery care that is provided in the Pregnancy Circles which Sally indicates she values. Sally
clearly wants to keep attending the Pregnancy Circles and she eventually seeks clarification from
the diabetic team. It is an indication of the facets of the group care model such as relational
continuity and peer support were highly valuable to women in the face of the increasing
medicalisation of their pregnancies. In one session | observed, the preoccupation with risk

management prevented the midwives from facilitating the session as intended.

MW?2 speaks openly to MW1 about the women being out of the circle too long and
expresses her frustration with MW 1- says she has mentioned this to other midwives she
does other circles with- there’s no need to have women watching you write up notes,
they can be back in the circle participating whilst you write up and this is not how they’ve
been trained to run the circles and they are always going to overrun if the future sessions
are run like this- especially when they have to actually palpate and take bloods. MW1
shrugs her shoulders slowly and says slightly awkwardly to me that she is a 1-2-1 midwife,
and that women need the private time. MW1 also mentions that woman 1 is being case-
loaded in the “pregnancy plus” clinic (high BMI clinic) but she can see on her laptop that
none of the referrals have been done so it’s her responsibility to chase up everything and
ensure all the scans and referrals are done- this is stated as an explanation for why this
woman was out of the circle for so long. MW1 is unclear who is the lead midwife for this
woman- is it her as she is attending the circles or is it the midwife who runs the high BMI
clinic- she is usually considered the named midwife for high BMI women. (Pregnancy

Circle E, Session 2)

In this passage, the midwives disagreed with how care should be prioritised during the
Pregnancy Circle when a woman was identified as having additional care needs outside of the
Circle. Being deeply enmeshed in a risk paradigm, MW1 finds herself unable to practice as the
group model intended because the responsibility and care co-ordination for a woman with a
raised BMI is unclear. It becomes a barrier to effective working practices within the group, which

frustrates the other midwife. In one case, the risk management paradigm seemed to align with
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the midwives own personal biases which consequently contributed to the lack of discussion

around weight, diet or exercise, as observed during one session.

The midwives also discuss that they think it’s inappropriate that a woman with such a
high BMI (over 40) is in the pregnancy Circle — the language used “she knows she
shouldn’t be in here” (emphasis is the midwife’s). They talk about how they find
discussing diet awkward with her when the other women in the group are visibly not
obese. This woman particularly likes Chinese take-away food, but the midwives feel
uncomfortable discussing healthy eating with her especially in front of other women with
a low BMI who “can” eat these kinds of foods. One midwife is visibly blushing and is very
uncomfortable discussing this. The midwives also share that they think Pregnancy Circles
might not be a suitable place for high-risk women because things take longer and often
require further referrals that take more time. (Participant Observation, Circle A, session

6)

In this observation, both midwives position this woman’s presence in the group as the barrier to
effective discussion about diet and exercise, rather than their own discomfort about her weight.
In effect, the midwives shift the responsibility of discussions around diet and exercise onto this
woman, whereby her participation in the Circle now inhibits other women from receiving

information to optimise their health during pregnancy.

5.4.2 Perceptions of specialised Pregnancy Circles

One of the differences in how women and midwives perceived the utility and function of the
Circles was in how they responded to considering facilitating a Pregnancy Circle targeted at
women with a raised BMI. As midwives conceptualised these women as having additional care
needs, most of them intimated a preference for running specialised Circles just for women with a

raised BMI in the future.
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| think Pregnancy Circles for specialist groups would work really well, because you could
say "right, my specialist group today is raised BMI", or VBACs, or vulnerable women, or --
| dunno, whoever, alcoholics, whatever, whatever that is. And you think "right, today |
need to make sure that | can address all the stuff that's gonna be really relevant to this

group of women” (Midwife 1)

Having similar sort of risk factors, perhaps they would benefit from each other, having
that shared experience and having what works for them so that they could cross-
reference how their month went and how their weeks went, and looking at diet and
exercise and having the same sort of goals. So, | think it probably would work better in
the longer run if it was a shared aim for a shared problem, a shared goal. But yeah, it's
something that could be tweaked and actually could be delivered specifically for the high

BMI population, | think it would be of benefit. (Midwife 2)

Participant: If you were going to try and group your -- your bariatric ladies together,
actually if they took part, and did it as a Circle. That would be quite a nice... just, you
know, not that they did all their clinics like that, but you could have some of the

midwifery Circle and then you've got your obstetricians come in as a [clinician] -
Researcher: Mm

Participant: -because then yes, you'd get the two sides of the story, but then the midwife

also - 'cause we don't sit in on the obstetric consultant clinics usually, you know.
Researcher: Yeah.

Participant: So actually, you could see how skewed or not skewed information is and kind
of put it back in one way, and encourage women to ask questions. So that, that provision
of what are your choices and what are your options, that you don't normally get.

(Midwife 3)
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Midwives speculated that discussions around weight management or interventions could be
more effective in a group specifically for women with a raised BMI as they would not feel
stigmatised and could utilise the social support element within the group. However, this assumes
two things — first, that women with a raised BMI should be situated in the pathology of their
pregnancy, and two, that women with a raised BMI are or should be preoccupied with their
pregnancy weight gain, both reinforce the idea that a raised BMI during pregnancy is
problematic and requires resolution. In addition, these comments imply that the midwives were
aware that these sorts of discussions were not effective in the groups they had facilitated. In
recent years, there has been an increasing demand to make the NHS more efficient and boost
productivity (NHS England, 2021). The implication that running exclusive group care sessions that
specifically targets women with a raised BMI as a more effective way of delivering care highlights
a salient issue with the group care model. The demands of facilitating a group with diverse needs
appears to be difficult to balance for midwives, finding themselves unable to provide both
individualised care that is woman-centred but also advice that is inclusive enough to be
applicable to everyone in the group. This may be in part because the model was a novel
approach in delivering care, and the midwives were inexperienced with working in a facilitative
way. However, there were midwives who acknowledged that a targeted group for women with a

raised BMI could increase the risk of weight stigma.

| try not to separate people off for different things. | know that it probably might have
benefits in some ways, but | feel like we shouldn't be separating women into different
circles. | don't know, | feel like that's not keeping them together and making them feel
more normal. | feel like maybe that makes them feel like they have a risk factor that's a
concern and that we should be adapting our care for them to that circle. | don't know, if |
thought about it in different ways, or for people with diabetes, or people -- or black and
brown women because they're more at risk of different things; | wouldn't want to put the
circles into different things, | think a real mix of women is great because you can really

learn from one another (Midwives 4 & 5)
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These comments indicate that for a couple of the midwives interviewed, they understood the
Circles as a space to promote normality in pregnancy, rather than using the space to reinforce
and emphasise pathology and risk reduction. Women also viewed the concept of a Pregnancy

Circle targeted for women with a raised BMI as a potential space for stigmatisation.

Participant: | don’t think I'd like- | don’t think I'd like that to be done. For there to be a

Circle just for women with a raised BMI.
Researcher: Mm

Participant: No. There’s something about that that doesn’t sit right with me. | can’t quite

put my finger on it. No, | don’t think that would work. (Olivia, all Circles attended)

Participant: | don't know if singling out women because their BMI is high would be a nice

thing either, no -
Researcher: Yeah

Participant: | think it would've been a shock to having just the Pregnancy Circle and
everybody visibly has a higher BMI or is overweight, I'd feel like - “uh, oh - oh no! We're
in trouble!” (Sophia, 5 Circles attended)

As seen earlier, Olivia was already apprehensive about joining Pregnancy Circles as she
anticipated that it would be a potentially stigmatising space, highlighting that the embodied
experience of having a raised BMI is one of constant vigilance against stigma. Sophia also
identifies that it poses a risk of further stigmatisation. As previously seen, Sophia particularly
wanted to feel normal in pregnancy and not singled out for her weight. There is evidence that
suggests women’s perceptions of their bodies as healthy may determine how they perceive risk
in pregnancy and how much they want to engage in discussion around obesity as risky behaviour
(Relph et al, 2020). However, Lily was one mother who welcomed the idea of having a specific

group just for women with a raised BMI.
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Participant: Erm, and also you know, I...not...not to target people, but if you had said,
"okay we have got a pregnancy Circle but it's for people with a BMI of over whatever

BMI", the conversations may change?
Researcher: Yeah

Participant: So women may talk more openly about how they feel about their weight,
how they're feeling in terms of pregnancy, we may be able to say, "okay, you know what,
let's come half an hour early, we can you know, do a little bit of exercise or we can talk
about meal planning", and stuff like that. But that's not going to be important in a group

where it's not, there's not enough of it, so to say.
Researcher: Yeah

Participant: Know what | mean? Like, my voice is never going to be heard, as the Black
woman who's overweight, having my third baby, in a room of white women that are not

overweight and having their first child. (Lily, 6 Circles attended)

Although Lily’s comment initially advocates for a targeted Pregnancy Circle, it also captures
something about feeling marginalised within her Pregnancy Circle. She observes that most of the
women in her Circle are different to her and speculates whether this makes it difficult for her
needs to be met. In a way, Lily’s argument for a specific Pregnancy Circle may highlight a need to
have some similar characteristics with other women within the group dynamic. She was not
alone in this — about half the women identified a desire to be put with a similar ethnic or age
demographic and speculated that this may have helped them to bond further. Lily’s stance was
almost certainly informed by her perspective on holding multiple marginalised identities. In
addition, Lily is a nurse by profession, and throughout our interview, she espoused views that
aligned with a biomedical understanding of obesity. This may have also contributed to her
understanding of her body as pathological and requiring intervention in pregnancy. Lily was one
of the few women who attended many Circles and reported that she did not develop strong

bonds with other women in her group. Throughout our interview she reiterated the idea that the
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group dynamic did not serve her particular needs either as a Black woman, a woman with other
children, or a woman with a raised BMI. This vignette serves to remind us that understanding
divergent perspectives on care provision for women with a raised BMI can elucidate the ongoing
challenges in appropriate facilitation and ensuring that individual needs are not being subsumed
by a group dynamic. Furthermore, this suggests that further work needs to be undertaken to
understand how best to implement a health intervention specifically designed to be inclusive of

women with marginalities.

5.4.3 Fragmented care

Developing complexities in pregnancy often changes the antenatal pathway for women. Much of
the relevant guidance recommends increased surveillance to monitor for the risk of developing
further complications (NICE, 2021A; Denison et al, 2018). A shared care pathway is
recommended for women with a raised BMI, although RCOG guidance recommends this group
of women are managed across all antenatal clinics (Denison et al, 2018). Issues appear to arise in
substandard care co-ordination when complexity develops. As one midwife remarks, the
combination of lack of leadership, medicalisation and subsequent care fragmentation for women
with complex pregnancies increases the chance of having incomplete risk assessments at

appointments.

Participant: Yeah, | mean, the one bit you always notice with the -- when they're on an
obstetric pathway, is either people have forgotten to take bloods, or somebody's not
done, you know, so the blood pressure bit's always done, everybody always remembers

to do that.
Researcher: Yeah.

Participant: 'cause the healthcare assistants pounce on to them as soon as they get there,
but all of the things of -- even simple things, like, you know, has anyone checked the

rhesus negative status? Did anyone remember to order the Anti-D? Bits that you'd expect
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usually, because it's -- you've got too many cooks if you like, in -- in there, um, somebody
assumes somebody else has probably checked it, but nobody has, so yeah. So from that
point of view continuity means you haven't got those little gaps in the pathway,
definitely. | find that's always the usual thing where everyone -- when you look back at
history and they're like "ughh", you know, and then they go "she never saw a midwife!

What's going on?" (Midwife 3)

The midwife indicates that without good coordination of services and understanding of what
each healthcare professional is providing, conversely, women with complex pregnancies are
more at risk of complications being missed, thus increasing their chances of a poor outcome or
experience. The midwife implies that in cases with a poor outcome, the lack of continuous
midwifery care has been cited as an important contributing factor to poor care, suggesting that
midwives are at least considered to be central to care coordination for women with complex
pregnancies. Fragmented care is understood to be a lack of co-ordinated care, both within and
outside of the same healthcare system, and it is associated with poor quality of care, increased
healthcare cost, and poor patient satisfaction (Stange 2009). However, the rise and prevalence
of patients being seen with co-morbidities is often cited as a reason for the need for secondary
care specialisation and centralisation of services, in which care fragmentation is most likely to
occur (Kailasam et al, 2019). Often the personal cost to the patient of service centralisation is
often not considered in economic evaluations — for example, increased journey distance to the
hospital may reduce the utility of centralisation especially in vulnerable or marginalised groups

where access to transport is poor (Bhattarai et al, 2016).

One of the participating sites could not find an appropriate community location and so ran the
Pregnancy Circles in the hospitals parent education room. One of the midwives considered this
particular set up to be beneficial to women with additional complex needs because they were

able to have all their appointments at the same time.
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We came to an agreement that "okay, they might have one or two extra appointments
with their diabetic input, but they don't want to miss out on Pregnancy Circles, so can
you do this for them and we'll do that?" and we combined it on the same date, it was all
a one-stop-shop...and actually a couple of them had a consultant appointment during the
time of Pregnancy Circles, but we checked them in and then they'd -- do the Pregnancy
Circles and then admin staff would come around to collect them when the consultant
would be free. So it worked well, to be fair, it really worked well. | think it's having --
looking at the teams and joining things up from their -- from that kind of timelines, yeah.
And | think knowing your contacts, and knowing who to ask as well, helps. So having a bit
of wisdom in terms of when the appointments are run, "can we book it for this day?" or
"have it on that day, you can review that scan when you come back to Pregnancy Circles",

so having a sort of plan in place (Midwife 2)

This midwife was quite experienced and adapted to the group model well. She often spoke
about the need for flexibility when facilitating and this sentiment is echoed in the passage above.
She notes women did not want to miss out on their Pregnancy Circles session, yet they required
further care outside of the Circle sessions. She identifies that being situated in a hospital setting
allows her to co-ordinate all the appointments at the same time, meaning that the burden of
responsibility of attending multiple appointments has been removed from the women. She uses
facilitation in a different context, whereby women are not being excluded because of
organisational processes. Appropriate care coordination is a feature of midwifery continuity of
care models which she has managed to maintain well, and arguably has been easier to facilitate
because the intervention was held within hospital grounds, rather than in a community setting.
While this is an excellent example of the power of good facilitation, it also demonstrates that
further research is required to understand whether the utility of a community intervention could
translate well into tertiary settings for good care experiences when women require multiple and

varied care inputs.
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5.5 Conclusion

The group care sessions were spaces where women with a raised BMI, on the whole, spoke
fondly and positively about their experiences of Pregnancy Circles. Some women had a lot of
internalised stigma about their bodies therefore anticipated weight stigma from their care
providers. Tensions were present in how women engaged in competitive comparison with and
about other women in the group, highlighting the visibility and vulnerability of being a larger-
bodied woman. Facets of the group care model such as peer support and relational continuity
supported a positive experience of pregnancy and women identified the Circles as spaces where
the commonality and ordinariness of pregnancy were emphasised. This was particularly
important for women whose pregnancies became complex and they began to receive care
outside of the Circle. Women were not opposed to receiving additional surveillant care related
to their BMI but the group dynamic helped to mitigate the creeping medicalisation of their
pregnancies. The group dynamic also presented opportunities for women to compare their care
experiences if they were receiving care from outside of the Circle and so women were able to
triangulate information from different sources in order to determine whether their care
encounters were safe for them. Cultural safety was largely maintained in the Pregnancy Circles

through the group dynamic and with good midwifery facilitation.

Although there were examples of good facilitation within the Pregnancy Circles, midwives
continued to practice within a deeply entrenched risk management paradigm. This influenced
their perceptions of women with a raised BMI, often categorising them as a discrete group of
women who had “high-risk” pregnancies. This binary application of risk meant that midwives
often struggled to co-ordinate care for women with a raised BMI. In principle, midwives
supported and enjoyed working within a group care model but in practice, found it difficult to
embrace a different way of practicing when caring for women with a raised BMI due to a
preoccupation with risk management. They struggled to utilise the facets of GANC, such as
woman-led discussions, or a facilitative approach to care in order to optimise care for women
with a raised BMI. Midwives demonstrated that facilitating group care sessions where women

had diverse care needs was difficult, indicating that fidelity to the model was difficult to achieve.
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5.6. Chapter Summary

This chapter has introduced and explored the first meta-theme, Pregnancy Circles as a site of
tension, with its interrelated themes, Weight Stigma, Normalisation of Pregnancy, and Risk and
Responsibility. It has highlighted women’s experiences of antenatal care in relation to the facets
of the group care model and has also explored the experience of midwives facilitating Circles for
women with a raised BMI. The next chapter will now turn to discussing and exploring the second

meta-theme, The hospital as a site of danger.
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Chapter 6 — The hospital as a site of danger

6.1 Introduction

Following a narrative approach to pregnancy, this chapter discusses themes related to the labour
and childbirth period and considers the intersection of GANC experiences with high-risk status,
embodied identity, and expectations of birth choices and experiences. | conceptualised the
hospital as a site of danger from the point of view of the women interviewed. Healthcare
professionals understood risk to be inherent within the fat body, regardless of whether they
worked in a GANC model or not, and therefore reproduced ideas about the hospital as a place of
safety, where the risk inherent in women’s bodies could be managed by the institution. Being
deeply entrenched in this risk management paradigm meant that midwives did not utilise facets
of the group care model well, such as woman-led discussions, or facilitative practice, in order to
strengthen women’s decision-making processes around their birth and labour choices. In
addition, for many women, their Pregnancy Circles were cut short due to the pandemic, and with
it they lost a space that normalised their pregnancies. Absence of the facets of GANC such as
relational continuity and facilitative decision-making processes contributed to a poor experience

of labour and birth for women with a raised BMI.

During the COVID-19 pandemic, the hospital shifted in the public consciousness from a place of
safety to a place of danger, as the media was responsible for heavily influencing women’s
perceptions of hospitals and their risk of death (Karavadra et al, 2020). Rapid reviews conducted
at the time of the pandemic revealed that women who had a raised BMI or who were from
ethnic minority backgrounds were more likely to die because of COVID-19 or require the highest

level of interventionist support and care in hospitals (Knight et al, 2022).

| considered danger as it related to women’s experiences and expectations in the wider context
of GANC It appears that care at the hospital was often antithetical to expectations of labour and
birth, and experiences of group care. Women did not receive continuity of care, they reported

sometimes being at odds with their healthcare professionals and recalled a lack of autonomy in
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decisions about their care. For some women, their embodied risk status influenced some of
these actions and perceptions which in turn affected their experiences of their labours and birth.
Most of the women interviewed developed either a pregnancy or labour complication where
they were recommended to labour or give birth in obstetric settings. Although three of the
women gave birth on midwifery-led units, and one woman commenced her labour on a free-
standing midwifery unit, all of the women interviewed gave birth in hospital settings. Most of
them received some form of intervention during their labours and birth. Intrapartum care was
often medicalised because the women were considered to have risk factors that required
intervention to optimise clinical safety, which made women feel as though their needs (such as
comfort and mobilisation) became marginalised. For women with multiple marginalities,
racialised experiences within hospital settings solidified the hospital as a site of danger and
amplified the trauma around their birth experiences. Women also spoke quite literally of being
traumatised by their birth experiences therefore | consider the hospital as also a physical site of

danger.

Four themes are described throughout this chapter as follows — expectations of labour and birth
choices, COVID and the hospital, interventionist care prioritised, and birth trauma. The table

below highlights the development of the meta theme through the quotes, codes and subthemes.
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Table 12. Themes, subthemes and indicative quotes

Meta Theme

Themes

Sub Themes

Quotes

The Hospital as a site
of danger

Expectations of
birth choices and
labour

Within the Pregnancy
Circles

Outside the Pregnancy
Circles

W2 wants to try for the birth centre, low risk midwifery unit. MW1
asks what her BMI is exactly as this may be a contraindication for
using the birth centre.

she said "you're gonna give birth in the hospital. And you're gonna
have to do it there because you're high risk."

COVID and the
hospital

Perceptions of the
hospital during COVID

Medicalisation amplified

| was thinking, | need to leave. | just need to get out because actually,
| don't know where COVID, is. And it's much safer for me to be at
home.

it depended on the day of the week, depended on staffing levels, on
Coronavirus, on whether the birthing unit was open, and then | said

like "can | go to the birthing unit?" they said they haven't got enough
staff that day "you'll be on the labour ward"

Interventionist
care prioritised

Birth preferences denied

Maternal discomfort

they were like "okay, you're high risk." | didn't get to be in the
birthing centre, | didn't erm, like | really wanted to be in a birthing
centre but they didn't let me

| did tell the midwife look, | need to move. | need to do something. |
can't be on this monitor all the time, | have to do something, I'm, I'm
going through too much pain.

Birth trauma

Inadequate care

Racialised experiences

I'm waiting for an investigation but obviously COVID's put an end to
that. My treatment in the hospital was pretty shit

| still ended up in a situation here | was having to plead with them like
until I went into shock my body was like, the infection was getting
into my blood before they believed | was in as much pain as | was
supposed to be, that they said | was in.
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6.2 Expectations of birth choices and labour

Women’s expectations of their birth choices and labour were heavily influenced by both their
Pregnancy Circles sessions and by healthcare professionals seen in other appointments. Most of
the women interviewed were also receiving care outside of the Circles because of their BMI, or
because they had developed pregnancy conditions requiring further surveillance. These were
also spaces where expectations around labour and birth choices were shaped. Within the
Pregnancy Circles, conversations included, but were not limited to, topics such as how labour
might start, place of birth, and pain relief options. Facets of GANC such as peer support and
women-led discussions influenced women’s decision-making processes, sometimes outside of

the midwives’ influence.

Some facilitating midwives struggled to utilise facets of GANC such as woman-led discussions or
facilitative discussion to optimise shared decision-making processes, instead remaining deeply
enmeshed in a risk management paradigm. Therefore, they appeared to understand the Circles
as a space where their responsibility was to manage women’s expectations of labour and birth
within a risk management framework. This praxis was mirrored in appointments conducted
outside of the Circle with other healthcare professionals where women experienced gatekeeping
of choices and no shared decision-making processes. In discussions that took place in both the
Pregnancy Circles and other appointments, the hospital was conceived as the primary location
for birth, and there were both implicit and explicit discussions that reinforced the hospital as the

safest place for women with a raised BMI to labour and give birth.

6.2.1. Within the Pregnancy Circles

There was some evidence that Pregnancy Circles were spaces where women could explore
different choices available to them, regardless of their risk status. Some women, such as Grace,
spoke about how they realised certain birth choices were available to them through discussions

held in Pregnancy Circles spaces.
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| think it was also good to be able to hear and discuss um, you know, pregnancy again,
because I'd forgotten a lot of things as well, like birthing options. Also understanding
what was available through the hospital because | think first time around, home birth
wasn’t an option. And so, this time, the Pregnancy Circles- they brought in the lady from
the home birth team, and she talked us through that and that for me wasn’t something
that | had ever considered. And actually, | changed my mind, like | wanted a home birth,

(laughs) so that was kind of, you know, eye opening. (Grace, 3 Circles attended)

Despite being a second-time mother, Grace notes that the Pregnancy Circles sessions legitimised
her decision to opt for a home birth, a choice she notes was not made available in her first
pregnancy. By inviting another practitioner to discuss birth choices within the Circles, the
midwives simultaneously give up their power and empower Grace to make a different choice
about her place of birth. Grace would later transfer her care to the homebirth team after her
Pregnancy Circle sessions were cancelled. The decision to opt for a home birth is particularly
poignant as women with a raised BMI are often steered away from choices that promote
normality and considered only suitable for “low risk” pregnancies (Kerrigan et al, 2015; Rowe et
al, 2018). Being exposed to different ideas within the Pregnancy Circles expanded Grace’s

understanding of her choices and subsequently affected her birth planning.

As part of the randomised controlled trial, participating midwives facilitating the group care
sessions were given a manual to help guide each session. The manual followed the NICE (2021)
recommendations for individual antenatal care provision, self-care provision, alongside
suggested discussion points for various sessions, as well as reflection, documentation and
referrals. This was not intended as prescriptive but rather as a guide to aid midwives in how to
structure their sessions. The manual suggests that from the third session onwards (when women
are around 28 weeks pregnant), physiology of labour and coping mechanisms can be discussed.
Multiple considerations of labour and birth (for example: complications, place of birth, induction,
stages of labour) are suggested as topics of discussion in every subsequent antenatal session. My
field notes indicate that out of the seven sessions that | observed, six of them included

discussions about labour and birth planning. The passages below highlight some of the ways
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that midwives and women interacted during those discussions across different sessions and how

expectations of labour and birth were shaped.

MW?2 asks women whether they know anything about induction of labour (I0L)-
everyone is quiet and looks at her standing by the flipchart. MW2 briefly discusses
hospital policy re: IOL and going over 42 weeks requires daily monitoring (this is not
presented as a choice) and that induction is offered at 41+5 to avoid going over 42 weeks
although she does not explain why women would want to avoid going over 42 weeks. She
veers into didactic mode now as none of the women can contribute towards the IOL
discussion. MW?2 discusses a sweep as a first measure that midwives can undertake to aid
onset of labour. Woman 5 talks about her experience of sweeps but is not sure why it's
done and what exactly the process is except it is painful and the midwife uses her fingers.
MW?2 elaborates on the process of a sweep, describing physiology. MW1 holds up a
poster of female anatomy and cervical dilation whilst MW?2 talks about effacement and
dilation. Woman 5 shares her experience of her sweeps — said she had three in total, the
first and second didn’t do anything but were painful but the third definitely helped,
especially as the midwife recommended going walking after. She looks up at the ceiling
whilst she talks about this, the other women look at her and MW2 also looks at her whilst
she’s talking. MW2 waits for her to finish and then discusses what happens after if the
sweep doesn’t work- induction is only carried out as inpatient process- women need to
be admitted, she discusses CTG monitoring and different medications. Woman 4 asks
whether she can still go to birth centre with an induction- MW2 says yes if only one
application of the medication. MW?2 says to ask for pain relief if you require it and
continues to discuss the induction process further and directs most of her conversation
at woman 4, as woman 4 has interrupted to ask whether they can take their own
paracetamol in to the hospital and use it whilst they are there. MW?2 talks about breaking
the waters and that this needs to be done on the consultant led unit. (Pregnancy Circle B,

session 7)
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In this excerpt, there is evidence of good facilitation from the midwife within a discussion about
induction of labour. Although she initially leads the discussion didactically when there is a pause
in the discussion, after a short while, the women start to share their own experiences. By using
the lived experience of the woman and linking membrane sweeps to the process of induction,
this interaction demonstrates the narrative co-creation of labour and birth expectations
between the midwife and women. However, it is not made clear within this interaction that the
purpose of induction is for foetal wellbeing. The midwife indicates that women should avoid
going too far past their due date but does not explain the reasons why. Intervention is discussed
almost as an inevitability, and the “cascade of intervention” that the midwife describes
culminates in the consultant-led unit, implying it is the safest place to undergo labour and give
birth if interventionist care is required. The notion that the hospital was a place of safety for
women who had complex pregnancies was deeply entrenched in midwives’ praxis and this idea

was observed across multiple Pregnancy Circle sessions.

MW?2 asks the women where they had planned to give birth — she advises best place is on
the consultant led unit for woman 1 as she is planning a vaginal birth after c-section
(VBAC) and therefore will require continuous monitoring. Woman 2 wants to try for the
birth centre, the low-risk midwifery unit. MW1 asks what her BMI is exactly as this may
be a contraindication for using the birth centre. Woman 2 avoids saying the exact
number out loud and says her booking midwife said she was on the cusp but would be

fine to use it. (Pregnancy Circle G, session 1)

The midwife leading the discussion in the circle with the photos shares that she wants to
talk about low risk settings but is careful to make sure the information is quite general
and includes other places because she knows some women will not be eligible but she
doesn’t want those women to feel bad that they “won’t be allowed” to deliver their

babies there. (Pregnancy Circles C, session 3)
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Some of the photos are used to contrast and highlight different birth settings- some very
clinical and some low risk i.e. birth centre and home settings. Midwife empowers
women- every birth place is “good and fine” — every woman is different, some feel safe
on a consultant led unit and may prefer a more clinical setting. Women query about how
to book into the birth centre in time- reassurances given, midwife verbally checks who
hasn’t had a referral done yet and makes mental notes. Midwife reminds women of
exclusion criteria for low-risk settings- prematurity and induction of labour for post dates

are not allowed to be on a birth centre. (Pregnancy Circle C, session 3)

In these passages, there is discussion around various places of birth in the presence of women
who each have various complex needs in pregnancy. What is apparent is that risk management is
so deeply entrenched in these midwives practice therefore they uphold the consultant-led unit
as the safest place for birth, even when these women express a desire to consider other options.
In the first passage, the midwife leads by asking the women where they plan to give birth but she
doesn’t wait for their response before she advises the consultant-led unit. What is left unsaid but
is evident is that the midwife believes both these women occupy a high-risk status and therefore
require additional monitoring. Interventionist care is positioned as necessary without
involvement from the women regarding their choice or decision-making about how or if this may
be safer for themselves or their babies. In the second excerpt, the midwife positions the birth
centre as a place that requires gate-keeping from “high-risk” women. In the third excerpt, the
midwife mitigates negativity about “high-risk” birth settings by saying “every birth place is good
and fine” and then quickly follows by saying some women even prefer clinical settings. This
statement elevates the consultant-led unit as a desirable place, as well as the implication that it
is the safest place. Within the Pregnancy Circles, women made associations about place of birth

and the hierarchy of choice.

Women discuss birth plans and check with each other about attending a tour of the unit
and confirms details with the midwives. This leads to a conversation about “hierarchy of
birth place”. One woman identifies that homebirth is on the lowest rung of the hierarchy,

then birth centre and then delivery suite. Women agree amongst themselves that you
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cannot change place of birth if you choose to deliver on a labour ward. Midwives do not

contribute to this conversation. (Pregnancy Circle A, session 6)

Amongst the women, the delivery suite is identified at the top of the hierarchy. Interestingly, the
women identify rigidity in the way that birth place decisions are made, implying that although
you can move from home or the birth centre towards the delivery suite, you cannot choose to
move away from the delivery suite. The lack of midwifery facilitation in this conversation may
indicate the alignment of midwifery praxis within healthcare organisations. Midwives spoke of

the difficult of facilitation and approaching risk with women with a raised BMI, as seen below.

The difficulty is, with the raised BMI girls, is that - and we had a few of them- two of them
ended up with a caesarean section having laboured a long time...umm, and | fear,
because- you know, and I'm talking of quite raised BMIs now, maybe in the forties plus --
is that if the labour's not going too well, or let's say their labour's going very, very well
but there is a chance, a very small chance, that she could end up with a caesarean
section. But because of her BMI they prefer to do that at certain times of the day where
they wouldn't wanna be doing anything- you know, BMI of a lady of 44-50, to them it's
exceedingly high risk and to do an unplanned caesarean section is risky. So, | feel that
sometimes some of their choice is probably taken away from them. So | think they're
prepared well, but when they're in the situation | think some of that choice is eroded

n

away because of the situation, and | get both sides of that. | get it's "why can't | just
labour and see how | get on", you know, | think "well actually, that'll be really challenging
if we've got a baby whose heart rate is really low and we need to section you quickly",
that's a challenge for the team. So | get it, and some of the consultants would prefer to
do that in a less stressful environment, which is really difficult. But | can see the- both

sides of that story and both sides of that situation. (Midwife 1)

Participant: Guidelines for a home birth is always women with a BMI below 30. If it's over

30 then she's having a home birth out of guidelines, so she'd already- if she wanted that,
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we would have that discussed and a team leader would have to go and discuss that with
her out of guidelines, to make sure she was aware of the risks of having that baby,
because there's an extra risk of bleeding and things like that with a raised BMI too, and

difficult to cannulate and things
Researcher: Yeah, mmm... okay, alright

Participant: If she'd wanted to do that, I'd say "that's fine, you had a previous normal
delivery" or "you're low risk", "there's no guidelines", or I'd have to say if they did that
"well actually, because of your weight you're out of our guidelines for midwife-led care,
so it's your choice where you have your baby but I'll need to get my team leader to come

and speak to you" or something

Researcher: Did those conversations happen often?
Participant: No

Researcher: No, okay

Participant: Most women want to have their baby in hospital. If they want to have it at

home, they're gonna have it at home whether we're there or not. (Midwife 7)

These passages demonstrate how midwives felt that their duty was to manage women’s
expectations of their birth and labour choices. The first midwife insinuates that maternal choice
cannot take precedence over a perceived safety risk — indeed she considers that a doctor's
preference, and their comfort as a practitioner during the time of labour, is the primary concern
regarding women with a raised BMI. The second midwife acknowledges that women can choose
to labour anywhere, but that home birth is only really a choice for women with a BMI under 30.
Although she can parse an imagined yet appropriate scripted response for discussions with
women with a raised BMI, she admits that these conversations do not happen often, implying
that she does not actively encourage this group of women to explore their birth choices. The
excerpts demonstrate how these midwife facilitators struggled to balance the need for woman-
centred care with the “intensification of risk management” that still dominates maternity

healthcare provision for women with a raised BMI (Healy et al, 2016).
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6.2.2 Outside the Pregnancy Circles

Most of the women interviewed also received care outside of the Pregnancy Circles, in the form
of additional scans, dietician referrals, and most commonly, appointments with obstetricians. In
contrast to the group care sessions, women frequently reported that encounters outside of the
Pregnancy Circles were often where there were no shared decision-making processes. Risk
management was prioritised in these encounters, with women resisting their conferred “high-
risk” status to varying degrees. Phoebe was receiving consultant care outside of the Circles
because of her BMI. Below she recalls the difference between the care she received inside and

outside of the Circles.

Because the whole Covid thing happened now. And we wasn’t able to go to our Circles.
Even in that short time that they knew me, or | was there, | saw consistent people. So |
don’t know maybe it’s just, | don’t know, | don’t know. I’'ve never done this before, so |
don’t know what it's meant to be like. But | would have appreciated seeing a consistent
midwife because | was even considering having a birth centre birth or a home birth and
the Circle was the only place where they wasn’t like, "absolutely not". They were like
"okay you know what it’s not impossible, you know people had had, but you’ve got to see
how things go." But whenever I'd go to like, any of my appointments, it was like "yep,
that’s out of the question, you’ve going to have to have medical intervention in order for
you to have this baby". And like why, what’s the reasons for that? They’re like "Yeah, cos
things like blood pressure, pre-eclampsia..." and | was like, but I’'m not showing any signs

of any of those. "Yes, but you’ve got a higher BML." (Phoebe, 5 Circles attended)

Phoebe notes that midwifery-led birth settings were discussed as possibilities in the Circle
sessions. In contrast, she reflects that outside of the Circle sessions, she was informed by a
consultant that there was no choice as to the place of birth. It is apparent that Phoebe felt within

this encounter that there was no differentiation between the potential risk and actual risk having
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a raised BMI. Phoebe comment raises another significant factor - at the point where her
pregnancy was becoming complicated by gestational diabetes, her Pregnancy Circles were
cancelled because of the pandemic. As seen in Chapter 5, women perceived Pregnancy Circles as
spaces that mitigated the amplification of risk in their pregnancies. Without the Pregnancy
Circles, and its protective facets, Phoebe is exposed to this risk amplification which exacerbates
her negative care experience. For women with a raised BMI, this perspective does not
necessarily work to support their autonomy in decision-making processes. Isla reflected on one

such encounter with her obstetrician.

They sort of went over in the Consultant meeting, they went over what would happen,
and | got like a piece of paper with all the information on, but | think it's one of those
things that it says- it’s kind of like a flow chart on the paper- “we’ll start with this and if
this happens, we’ll do this, if this happens, we’ll do this. And if it doesn’t happen we’ll do
that.” And | think until you’re actually in it and it’s happening, you don’t actually realise

how much it does take out of you. (Isla, 7 Circles attended)

RCOG guidelines recommend that discussions should take place in the antenatal period with a
consultant obstetrician regarding place of birth, and that women with a raised BMI are informed
of the additional care that is available on a consultant led unit (Denison et al, 2018). The
interaction between Isla and her doctor indicates that there are no shared decision-making
processes about her labour and birth. Isla notes how disempowering the interaction is and that
this feeling persists throughout her experience of labour and birth. Isla agreed to an induction
that eventually ended up with an unplanned caesarean after many hours of labour. Later in the
interview, she would reflect on how disappointed she was in her birth experience. We will return
to Isla later in this chapter. Doctors were not the only healthcare professionals who made
unilateral decisions about place of birth. One woman recounts an appointment with her midwife
after the Pregnancy Circles had been cancelled and she had been moved into a standard

antenatal care pathway.
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When | told her | would really like to do it in the birthing centre, she straight away said
"no, you can't have it in the birthing centre because you can't control your blood sugars
and if anything happens to you, then we'll have to..." You know, she was just really
straightforward, but she made, | feel like she made my decisions for me. She just straight
up said "no, you can't. I'm not going to allow you to have it in the birth centre". So she
just wrote it down, and she said "you're gonna give birth in the erm, hospital. And you're

gonna have to do it there because you're high-risk." (Hana, Circles attendance unknown)

It is important to note here that the midwife here was not the same one that facilitated Hana’s
Circle. There is no evidence of shared decision-making processes within this interaction. Hana is
denied access to midwifery-led birth settings because the midwife seemingly positions the
development of gestational diabetes as Hana’s personal responsibility. The midwife also
positions herself as a gatekeeper to normality. It is important to note that midwives are also
working within a system that advocates for medicalised care for women with a raised BMI.
Researchers have noted that discussing risk factors as a way to invoke fear of a negative
outcome is a common feature of medicalised cultures of birth (Hall et al, 2012; Thachuk, 2007).
The midwife ascribing a “high-risk” status to Hana not only shifts perceptions of her pregnancy

identity, but affects her perception of the hospital, as seen below.
Participant: | had to do it in the hospital. And | was really scared.
Researcher: Mmm

Participant: | was really scared to give birth in, in the actual hospital. | know there was a
lot of midwives that help you and stuff but just the, | dunno, | dunno why | was so scared
actually. I dunno. (baby cries) | think it was because | was high risk and erm, | thought

anything could happen (Hana, Pregnancy Circles attendance unknown)

For Hana, being categorised as “high-risk” shifts the hospital into a site of danger, where
“anything could happen”. We will see later in this chapter, this changed Hana’s pregnant

identity as she began to embody a “high risk” status whilst simultaneously resisting it.
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The above passages highlight that both inside and outside of the Circles, women experience
intervention being positioned as necessary and inevitable by healthcare professionals. Although
there was evidence that some women were able to plan or negotiate alternative birth settings,
midwives on the whole struggled to use the group care dynamic effectively to support shared
decision-making processes. Consequently, the hospital is tacitly acknowledged and positioned as
the safest place to give birth for women with a raised BMI. There is little evidence of shared
decision-making processes, which leave the women feeling disempowered about their

expectations of labour and birth.

6.3. COVID and the hospital

Almost all the women interviewed experienced some disruption to their pregnancy or labour
care due to the COVID-19 pandemic. This meant that their Pregnancy Circles were cancelled and
they were transferred back to standard care. A few of the women remained with their midwives
from the Circles but the majority of them were transferred to different midwives, further
fragmenting the care they received. Women spoke frequently about their experiences in the

hospital during the pandemic, and how they felt their care had been impacted as a result.

6.3.1. Perceptions of the hospital during the pandemic

During this time, women’s perceptions of hospitals and their specific risk of death was heavily
influenced by daily media coverage of the pandemic (Karavadra et al, 2020). The public
perception was that hospitals were sites of infection transmission for COVID-19 (Campbell and
Bawden, 2021). Rapid reviews conducted during the early years of the pandemic revealed that
morbidity and mortality in pregnancy mirrored the general population, in that those with a
raised BMI, older people, or those from ethnic minority backgrounds were more likely to die
from coronavirus (Knight et al, 2020). Women in this study reflected on that time and their

perceptions of COVID within hospital settings.
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I've got- quite a few of my relatives are NHS workers so my- and at the time | was living
with my niece um, my sister was doing crazy shifts and we didn't, didn't know if for health
and safety, if she should stay with us. So | knew how bad it was... I'll be honest. | did
think, after | was on the postnatal ward, | was thinking, | need to leave. | just need to get
out because actually, | don't know where um, COVID, is. And it's much safer for me to be

at home. (Freya, 2 Circles attended)

Being a minority, yeah, in the beginning | did feel a little worried but then | was, um, you
know? What can you do? Like, just go with it, take care of yourself you know, of the
hygiene and everything and um...because we were not going out at all. (Pooja, 4 Circles

attended)

Both Freya and Pooja are women from ethnic minority backgrounds and were aware they were
more at risk of being severely unwell with a COVID-19 infection. Women from ethnic minority
backgrounds were identified as being more at risk of developing complications as a result of a
coronavirus infection (Knight et al, 2022). Freya’s comment highlights the fear of infection, and
particularly how the hospital was seen as a potential source of infection, and therefore was a site
of danger. Perceiving the hospital as a site of infection was particularly concerning for women
with a raised BMI because they had been deemed “high risk” and therefore had been advised

that they would require intervention, such as Sophia.

| was very conscious that | just didn't want to be induced. | didn't want to go hospital like,
especially with Coronavirus, without my partner, - my sister had been in hospital for
about three days for an induction, like three days without your partner, and then you go
into labour and you're still not allowed to be there. Um... so | was kind of really conscious
of that, and | think that really, like, was a lot of the conversation me and my partner were
having in the final days, um...and it was keeping me up at night. (Sophia, 5 Circles

attended)
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Sophia had been advised by her consultant to have an induction because of her BMI and had an
induction date booked. Current RCOG (2018) guidelines recommend offering induction of labour
at 39 weeks for women with a raised BMI to reduce the risk of poor clinical outcomes for either
mother or baby. However, for Sophia, the hospital is seemingly a place of potential infection, and
therefore represents a danger to herself and her pregnancy. In addition, she notes that
intervention under COVID restrictions introduces another layer of complication in that her
partner would not be permitted to stay with her, further isolating her during labour and birth.
There is an inherent tension between the recommendation of the hospital as a place of general
safety and Sophia’s perception of the hospital as a place of individual risk. The risk management
framework that is deeply entrenched in the medicalised rhetoric of the healthcare professionals
situates risk in Sophia’s body. The hospital is positioned as a place of safety, one where the risk
of Sophia’s body can be managed. However, the situated context of accessing healthcare during
a pandemic enables Sophia to resist this narrative, instead shifting risk away from her body and
into the institution. In essence, the pervasive biomedical narrative of the hospital as a place of

safety becomes upturned during the pandemic, where it becomes a site of danger.

6.3.2. Medicalisation amplified

Women reported that they felt that the pandemic was responsible for the amplification of
medicalisation they experienced in the hospital. For some of the women, they directly attributed
their restricted choices in the hospital to the COVID-19 pandemic. Natalie was one such

participant.

Um, | didn't want it. | did get a little bit upset. | wasn't like...I wasn't angry or nothing, it
was just that | really didn't want this. | really wanted to just be able to do it naturally, and
| think because of Covid, | wanted a water birth, and Covid took that away anyway. And
then- so | feel like my plan never went to plan. | know, like obviously everybody's
pregnancy doesn't go to plan anyway, but | feel like it's because of Covid why mine didn't
go to- how | wanted it. So, it wasn't even anything to do with my body. (Natalie, 5 Circles

attended)
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Natalie was induced because she had developed polyhydramnios during her pregnancy.
Polyhydramnios can sometimes be implicated in poor foetal health and development but also
presents a risk to the baby and mother during labour and birth through intrauterine death,
neonatal death and increased c-section rates (Golan et al, 1994). Natalie’s induction ended up in
an emergency caesarean section, which in the passage above she expresses disappointment in
experiencing. She recalls that waterbirth was no longer an option at the hospital she gave birth
in because of COVID restrictions. During the early period of the pandemic, there were concerns
that COVID could potentially be passed through waterbirth via particulate faecal matter as the
virus had been found in faeces in two studies, (RCM, 2021a). As a result of this, professional
bodies recommended a temporary ban on waterbirth in hospital settings as it was considered a
potential source of infection (RCM, 2021a). Natalie seems to imply that her c-section is directly
attributable to the lack of access to waterbirth, and that this situation is particular within the

context of the pandemic.

Natalie’s comment indicates that although women perhaps were cognisant that complications in
the hospital do occur outside of COVID, the pervasiveness of the pandemic in both the social
imagination and the physical location of the hospital indicates that Natalie could not separate
the two. In the case of Natalie, she attributes the failure to give birth vaginally due to COVID,
rather than to her body or the way care is typically managed. Natalie's comments reflecting on
COVID restrictions in the hospital allows her to shift the responsibility of “risk” away from her
body to the hospital as an institution, demonstrating how Natalie resists and challenges the
narrative of pathology of her body. In addition, it demonstrates how the pandemic exacerbated

feelings of the hospital being a place of danger for women with a raised BMI.

6.4. Interventionist care

One of the commonalities amongst the women interviewed was that most of them experienced

complications in their labour and birth. In fact, there were only three women who reported no
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complications in their labours and births, and they were all multiparous women and gave birth in
midwifery-led units. The rest of the women gave birth either on consultant-led units such as
labour ward, or theatres. Nine of the women developed pregnancy conditions that are known to
significantly increase the risk of labour and birth complications and they all subsequently went
on to experience labour and birth complications. AlImost all the women interviewed experienced
forms of interventionist care during their time in the hospital. Interventions were discussed in
detail during five of the seven observed Pregnancy Circles sessions. As seen above, healthcare
professionals both within and outside of the Pregnancy Circles identified the hospital, and by
extension, the consultant-led unit and interventionist care, as safest for women with a raised
BMI. Women reflected on how being treated as high risk informed their thinking and their access

to care in the hospital.

6.4.1 Birth preferences denied

Some women reported that their birth preferences were denied by their caregivers. For some
women, they interpreted the high-risk status that had been ascribed to their bodies as the
reason that labour and birth choices were limited for them. Hana was one such participant, and

in the passage below, she describes the feelings associated with being ascribed high-risk status.

Participant: | heard the birthing centre is much more relaxing, they give you...you know
the double bed for you and your husband, they give you the crib, you get, you get a
bathtub. And you can sit in the bathtub. You know, the water. You can sit and relax and
things like that. In the hospital you don't get that facility. You don't get the tub, and you
don't get this, and you don't get that, if you're high risk.

Researcher: Mm

Participant: Which | find really sad. Because | don't understand, yes you're high-risk but

why can you not go into the tub and relax? You know?

Researcher: Yeah
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Participant: | don't, | didn't, | did not, | did not understand why they did that to high-risk
people. Like, | don't understand why it was so different for us than people who weren't

high risk. (Hana, Circle attendance unknown)

It is clear from the passage above that Hana interprets the lack of choice in her labour and birth
as punitive. It is not clear to her why midwifery-led settings or hydrotherapy are not available as
options to her, even though she is “high-risk”. Current guidelines for intrapartum care
recommend that healthcare professionals should offer women the chance to labour in water for
pain relief (NICE, 2023). There is some evidence that many healthcare professionals recognise
the value of water immersion for women with a raised BMI (Kerrigan et al, 2015; Marshall 2019).
However, as Marshall (2019) notes, many women with a raised BMI are often excluded from this
option despite there being no evidence that water as analgesia is unsafe. Concerns around
hypothetical or potential risks of manual handling prevent it being offered during labour and
birth. This is indicative of a larger organisational safety culture, wherein women with a raised
BMI are recommended to opt into a more medicalised labour and birth pathway which
potentially excludes the use of pain relief and mobility that is often afforded to women who are
considered “low risk” (Rowe et al, 2018; Kerrigan et al, 2015). Women recounted discussions
with healthcare professionals about interventionist care, including potential outcomes should
the intervention not work as intended. Women recalled that these discussions did not invite

shared decision-making, as seen below.

Participant: They explained what the risks were, they were saying about blood pressure
being a problem, although my blood pressure was just fine all the way through and has
been. Yeah, they explained what the risks were and there was mention of the longer you
go over the more risk there is of stillbirth, so it just seemed like a no-brainer to be

induced.

Researcher: Yeah
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Participant: And just to follow what the doctors say. You don’t wanna go against the

doctors and then something ends up going wrong, do you? (Olivia, all Circles attended)

Olivia’s recollection of the discussion about induction demonstrates how the risks of expectant
management were positioned. The stillbirth rate increasing as the pregnancy continues
highlights how women’s bodies are situated as dangerous for the foetus past a certain point, and
that interventionist care, in this case induction of labour, is positioned as necessary to secure the
wellbeing of the foetus. Although she tries to resist the high-risk status that has been ascribed to
her, noting that her blood pressure has been normal throughout, she eventually acquiesces,
highlighting the difficulty of going against the dominance of a biomedical knowledge base when
a poor outcome is threatened. A few women openly discussed their disappointment with not
having a vaginal birth. Natalie was one such participant, and below she recounts the moment

when a decision to have a caesarean section was made.

Participant: When | did get to 10 centimetres, | think they -- you know the monitor thing
that they put on the baby's head? It kept coming off... and then they said that her
heartbeat was dropping, so because they couldn't monitor her, they said they might have
to take me to have a C-section, after | got all the way to 10 centimetres. | was not

impressed.
Researcher: Mm... no.

Participant: But yeah, obviously | had to do what's best, but yeah. (Natalie, 5 Circles

attended)

As seen previously, Natalie already felt as though her birth choices had been denied to her
because of COVID restrictions in place at the hospital. She had her labour induced because she
developed polyhydramnios. A recent meta-analysis has shown that IOL more than doubles the
risk of having a caesarean section for women with a raised BMI (Ellis et al, 2019). Here, she
recalls at the end of her labour that a decision for a c-section has been made because the clip
used to monitor the baby’s heartrate is not able to record an adequate foetal heart trace
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meaning that it is not possible to ascertain foetal wellbeing. Without maintaining continuous
foetal heart trace with cardiotocography- a tool heavily relied on to ascertain foetal wellbeing-
the intervention loses its relevancy. In this case, having a foetal scalp electrode in place has
increased the risks for morbidity and mortality for Natalie, rather than reduced them. As a result
of not being able to utilise technology efficiently, a decision for caesarean section is made to
ensure foetal wellbeing, even though the procedure itself is associated with increased maternal

morbidity.

In both cases, the women imply that they do not have a choice in labour because their needs
are, and should be, secondary to foetal wellbeing. Researchers have noted that women with a
raised BMI often feel stigmatisation from healthcare professionals which affects how they will be
viewed as mothers (Keenan and Stapleton, 2010; Parker, 2017). There is also deep-set cultural
messaging that positions women with a raised BMI as dangerous for their babies, as their bodies
are constructed as “bio-cultural anxieties, distilling biological and social causes into the one
embodied location” (Warin et al, 2012). Therefore, despite their obvious disappointment about
their (lack of) birth choices, Olivia and Natalie’s decision to agree with medical professionals can
be interpreted as an overwhelming desire to align themselves as being good mothers who make

good choices for their children. We will return to this point in Chapter 7.

6.4.2. Maternal discomfort

Most of the women experienced complications in pregnancy and during labour, and so
interventionist care provision was discussed frequently during the interviews, such as the use of
foetal scalp electrodes or continuous foetal monitoring during labour. Some of the women
interviewed spoke about their frustration around continuous foetal monitoring being prioritised
during their labour and birth experiences. Continuous foetal monitoring was a common
intervention that women discussed in the interviews, that appeared to increase maternal
discomfort. Foetal monitoring (both intermittent and continuous) is one of the cornerstones of
labour care in the UK (NICE, 2021a). Additionally, it is also recommended for induction of labour

because of the risk of potential foetal compromise through the induction process (NICE, 2021b).
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The use of continuous foetal monitoring for women with a raised BMI is common within the UK
although there is no specific guidance that mandates this practice (Kerrigan et al, 2015). The
evidence on the effectiveness of continuous foetal monitoring for women with a raised BMl is
equivocal, NICE (2019) recommend that foetal monitoring should be based on the woman’s
preference, with consideration to obstetric factors, with emphasis on shared decision-making

between a woman and her team.

As seen previously, an interaction between herself and her midwife ended with Hana being told
that she was “high risk” and that she would require intervention because she had gestational
diabetes. Here she describes the interactions between herself and the midwife during labour,

where she was attached to a cardiotocography (CTG) machine to ascertain foetal wellbeing.

Because | was high risk, they wouldn't let me move much because | had to be on the
monitor because they had to hear baby's heartbeat and they had to monitor baby's
heartbeat. Hence why | couldn't move and why they wouldn't let me move. But there
was that one point where | was like to the midwife, listen if you don't let me move, | will
scream my head off. Because you know when you're sitting down, you can feel the pain
even more. You're thinking about the pain even more aren't you? You're feeling every
pain, every way while you're sitting there and no one's there to help you get through the
pain or you know. So when, when | did tell the midwife look, | need to move. | need to do
something. | can't be on this monitor all the time, | have to do something, I'm, I'm going
through too much pain. They're like "alright, we'll let you move for a bit and then you
have to get back onto the monitor". | felt so attached, they attached me to that monitor
to the point where | couldn't even walk, | couldn't do anything to help you know, soothe
myself. So when | did get the chance to move when they did let me move, | was like
mum, whatever you can do, can you please just fill that bathtub. | need to be in that tub,
| need to have some sort of water. | need to sit in water.... | felt so much more better,
and just walking about and you know, squatting and getting on the bouncy ball and you
know, every time you have a pain and just holding the wall and supporting yourself by
standing was really good and my mum being there at the back and my husband being
there. And then |, you know, as soon as they attached me back into the monitor, it was

like a nightmare for me. | was just like, this pain is just getting worse and I'm just sitting
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here thinking about the pain and feeling every way of the pain while sitting down. Can

you imagine? (Hana, Circle attendance unknown)

Hana ended up having her labour induced because she did not go into active labour following a
spontaneous rupture of membranes. Induction of labour (IOL) is associated with oxytocin use to
enhance contraction strength and length in order to progress labour (NICE, 2021b). Oxytocin use
can also be associated with uterine hyperstimulation which can adversely affect the foetus, and
for this reason, continuous foetal monitoring is recommended during induced labour (NICE,
2021a). Hana appears to be frustrated by her limited mobility, reporting that she felt “so
attached”. In contrast, she recallls that when the midwife acquiesces and removes the
continuous monitoring, Hana feels more in control of her labour as she can utilise mobility and
non-pharmacological analgesia to good effect. Working within a risk paradigm positions
interventionist care as of the utmost priority for the purpose of safety and sometimes to the
exclusion of other needs. Researchers have noted that continuous foetal monitoring often leads
to women with a raised BMI becoming less mobile in labour and having more dysfunctional care
in labour due to practitioner concerns over foetal wellbeing (Kerrigan et al, 2015). This is seen
above where Hana’s discomfort is disregarded to the point where she feels that she must
threaten the midwife (“I will scream my head off”) in order to get her needs met during labour.
Although there is a semblance of shared decision-making processes in that the midwife agrees
for Hana to mobilise without the continuous CTG, and for her to utilise active birth aids such as
the birthing ball, the scene above is not the picture of respectful or woman-centred care that

should be the cornerstone of midwifery care.

Hana implicitly understands that her comfort and needs are secondary to the potential risks of
having a “high-risk” pregnancy, so much so that she internalises the medical language used,
referring to herself as a “high-risk” person. She implies that she feels discriminated against due
to the lack of choice in labour and birth because of her embodied status. This ultimately changes
her perception of her birth experience. This has been documented elsewhere in the literature,

whereby women with a raised BMI often feel as though the needs of their unborn baby are
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prioritised above their own needs (Relph et al, 2020). Relationships with healthcare providers are
vital in ensuring that women feel supported and have choices in labour and birth (Relph et al,
2020). Other women discussed the difficulty of labouring under the rigidity of interventionist

care. Sophia recounts her experience below:

| really struggled to be on my back, my body just wouldn't let me be on my back. And |
remember the midwives were really good; they said like "just do what your body says,
birth is very natural, your body will tell you". Um, but they were monitoring the baby at
this point, like they'd put something inside me, and there were straps around my belly
so...she wanted- the midwife wanted me on my back, and my body didn't want me on my
back. So every time a contraction came | had to get on all fours on the bed, and then she
would tell me to turn back around after which... was kind of quite a big deal, it was taking
a lot of my energy to do. Um... and | was just exhausted, | was just exhausted. (Sophia, 5

Circles attended)

Sophia’s membranes ruptured during labour and there was meconium noted in the amniotic
fluid. Meconium is associated with foetal distress and current guidelines recommend continuous
foetal monitoring (CFM) using cardiotocography when meconium is present during labour (NICE,
2022). CFM is associated with restrictions in mobility and midwives acknowledge that CFM draws
attention away from the woman and towards the machine, in order to achieve a good trace (Fox
et al, 2022). This is highlighted above where Sophia recounts that the baby is being monitored
and the position required is to be on her back even though this is exactly opposite to what
Sophia feels she needs during the contractions. The midwives appear to engage with different
knowledge bases— acknowledging the tacit knowledge that Sophia has of her own body in labour
(“your body will tell you”) but also the medicalised knowledge that prioritises the interventionist
care she is engaged in giving. The result of this is that Sophia becomes exhausted attempting to
balance her needs with that of her caregivers. In a sense, the notion that obesity is a burden of

personal responsibility is replicated within Sophia’s labour room, where she must bear the cost
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of the risks associated with her BMI — acquiescing to the midwife’s demands to ensure a good

foetal heart trace whilst also attempting to minimise her own pain in labour.

6.5 Birth Trauma

It was clear that for most of the women, they were subject to culturally unsafe encounters with
healthcare professionals within hospital settings, and in some cases, they felt that their care was
medically unsafe too. Whilst COVID exacerbated feelings that the hospital may be a place of
danger, women’s experiences of labour and birth consolidated the idea that the hospital was a
dangerous place for them. Women discussed their experiences of giving birth in the hospital in
the context of their interactions with care givers, receiving inadequate care and for some

women, navigating medical racism in addition to weight stigma.

6.5.1. Inadequate care

For some of the women interviewed, their encounters in hospital settings left them traumatised
as a result of the poor care they received. This further solidified the notion that the hospital was
a site of danger for some of the women. Researchers have noted that birth trauma is associated
with medical intervention during labour and birth and mode of delivery (Reed et al, 2017; Ayers
et al, 2016). However, studies have identified women’s interactions with their care providers as a
prominent contributing factor in developing birth trauma, more than experiencing medical
intervention or the type of birth (Thomson & Downe, 2010; Elmir et al, 2010). Amelia was one

participant who spoke openly about her birth experience as traumatic as a result of poor care.

| was having nightmares that um, | got paralysed. I've had a spinal block before but
there's something telling me | didn't want to do it. And on the morning, | was absolutely
petrified. Went through all the stuff and then | sat in the, in the...theatre...and they erm,
the anaesthetist couldn't get a cannula in my hand. I've still got a scar now from it. Erm,
and | freaked. So | forced them to give me a general anaesthetic. | refused to let them put
anyth-I thought, | just couldn't handle them putting anything in my back, so | forced them

to give me a general anaesthetic. And it's a good job because they cut an artery and | lost
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nearly, | lost over 3 litres of blood. If | had been ali-if | had been awake, | think I'd be dead
now. ‘Cause | would have panicked. And my blood would have pumped quicker, and |
think | would have bled out. Erm, so [George] was born first, [Saul] was born a minute
later and he was whipped out so quick he had bruising on the brain which fortunately
he's recovered from. Erm... but he was non-responsive, so he had to have CPR at birth
and George stopped breathing after 6 hours. So yeah. That's probably the first time I've

been able to tell that story without bursting into tears. (Amelia, seven Circles attended)

Amelia’s description of her birth experience is unusual amongst the participants interviewed in
that she could not recall it but rather constructed a narrative where she attempted to make
sense of what happened during the birth, during which she was given a general anaesthetic, at
her request. She notes that the anaesthetist’s failure to site a cannula concerned her and she
subsequently opted to have a general anaesthetic. For women with a raised BMI, this procedure
is associated with a higher risk of failed intubation, hypoxia and respiratory failure (Domi and
Laho, 2012). However, Amelia interprets this intervention as life-saving, indicating that being
awake whilst experience a major haemorrhage would have caused her to panic further. Later in
the interview, Amelia recalled that she shared her birth story with the other women in her Circle,
indicating that the group had bonded well and were able to support each other beyond the

scheduled antenatal Circle sessions.

The girl that had her [c-section], she had a bit of a rough time too. She didn't tell her
story. The last, none of us actually- any bad story, we didn't tell each other until after we
had all given birth so it wasn't...we'd carry on that support and not scaring anyone which

was really nice. (Amelia, seven Circles attended)

Amelia identifies her birth experience as a “bad story” and recognises its power to influence the
other women in her Circle. She notes that there was an implicit agreement between the women
to protect each other from their birth trauma, indicating that peer support from the Circle may
be beneficial in the postpartum period. Another woman, Phoebe, recalls a sequence of events

from her birth to the postnatal ward, where several interactions with healthcare providers
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indicate poor care provision.

Participant: | went into shock, it turned out that the pain | was feeling in my stomach,
wasn’t just my uterus contracting. | had an infection and they hadn’t given me any
antibiotics after they did the C-Section. So basically | passed out, | was on the phone to
my husband and he told me what he seen because | was on Facetime. He said | just
passed out and | started like, shaking and he said my eyes rolled into the back of my
head. And basically, | think | managed somehow to press the button to call the nurses
round, so they come round, then they put me into a separate room because they think |
have Covid. But it turns out that | had an infection, and they should have given me
antibiotics after | had my C-Section, apparently that is- | didn’t know that was meant to
be normal standard play. But | don’t know whether it’s because all the normal people
erm, had been taken off the ward to deal with Covid so maybe it was people that wasn’t
so used to the system and stuff like that, that was dealing with me. They were really
lovely, honestly | can’t fault their...their care but there was like so many things that went
wrong. Like when the person that was doing the epidural for the C Section, he ended up
by mistake giving me the amount for somebody that’s twice my weight, so then | passed
out from that (laughs). Then they had to deal with that, the midwife was furious, because
she was so furious that she was like, letting him have it, that even | could hear them in
the hallway.

Researcher: Mm.

Participant: She was like "I'm dealing with her pain thing from now on, blah, blah,

blah". Erm... so, yeah that happened, but on the whole to me | felt like it was still like, a
manageable... positive... experience on the main because I'm still here, I'm alive.

(Phoebe, 5 Circles attended)

What is evident from this larger passage is a series of events that has contributed to her poor
care experience. Phoebe speculates that COVID perhaps has contributed to her poor care- the
unfamiliarity of staff in theatres, and lack of staff in the postnatal ward perhaps contribute to the

failure of coordinated care. However, she also notes that during the caesarean section, the
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anaesthetist gives her twice the amount of medication for someone of her weight. Like Amelia,
the experience of undergoing high-level intervention demonstrates that the hospital is actually a
place of danger for Phoebe. Unlike Amelia, Phoebe is not invested in situating the hospital as a
place of safety, but she engages in reframing her birth trauma, noting that she “cannot fault
their care”, despite it being apparent that the lack of appropriate care during multiple sequential
events have put her at great risk of mortality and morbidity. Throughout our interview, Phoebe
made reference to the mortality rates of Black women in the UK. This is pertinent because whilst
the MBRRACE reports acknowledges and records ongoing racial disparities in maternal mortality,
its findings do not include near-misses or the resulting physical or psychological co-morbidities
that occur at a result of the poor care provision experienced by numerous Black women (Peter
and Wheeler, 2022). Phoebe would continue to espouse her gratitude to being alive at the end

of her birth experience. We will revisit this point later on.

6.5.2 Racialised experiences

Over half of the women who were interviewed identified as Black, mixed heritage, and minority
ethnic women. Although a couple of the women made reference to their ethnicity and
interrelated concerns about their health, racialised experiences of care were voiced solely by the
Black women interviewed. Some of the Black women interviewed were cognisant of the
inequalities that they face as part of the pregnancy and birth continuum and linked this to their
own experiences of hospital-based care. Not only were they attempting to navigate real or
potential weight bias as a result of their BMI status, this could possibly be exacerbated by other

marginalised identities they also possessed.

Participant: So | got in, they, they gave me a bed and then | was seen twenty minutes
after they've given me a bed. Um, and the nurse there that evening...she.... (sighs) | don't
know, don't know how to describe it. She wasn't- | would say, out of my whole pregnancy

journey, that was the only thing | would probably say...she was questionable.

Researcher: Mm
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Participant: Um, and for me at the time, | remember thinking...we, we get a lot of
information in the press about Black women being mistreated, in the press but...she was
a Black nurse so...l couldn't even...l couldn't... even think about her that way. | don't
know if that makes sense? 'Cause | thought to myself, well surely, she's going to back me

because well, we're the same. (Freya, 2 Circles attended)

Freya notes that her disappointment lies in the assumption that she would receive better care
with a Black midwife as they are “the same” and finds it difficult to reconcile with herself that
she has received poor care from this midwife. Implicit within this statement is the idea that
racially concordant care would allow Freya to experience better care. For Freya, this view is
influenced by her understanding of the ethnic disparity in maternal health outcomes in the UK.
Authors have noted that Black and ethnic minority women value concordant care but are also
aware that there are other factors, such as age, education and patient-centred communication
that contribute to health inequalities that concordant care alone cannot overcome (Nguyen et al,
2022). Returning to Phoebe, the passage below highlights her thoughts linking her poor care

experience to her ethnic identity.

At least my husband got to see the birth, at least we’re home, I'm alive. Some people
have died. Like I'm sure you know, Black women are very- much more likely to die in
pregnancy. So I’'m alive, I'm well. | have colleagues at work who have had their children
at [this hospital] and they were like "oh it was wonderful, it was great, it was really nice".
But none of those people look like me and I’'m the only person that’s had that experience
there, so | don’t know whether it’s because | look the way | look. | still ended up in a
situation where | was having to plead with them like until | went into shock- my body was
like- the infection was getting into my blood before they believed | was in as much pain

as | was supposed to be, that they said | was in. (Phoebe, 5 Circles attended)

Phoebe notes that her intersecting identities creates a situation in the hospital where her
requests are ignored until she is quite seriously ill. Researchers who study racial differences in
pain management by healthcare professionals have found that ethnic minority patients are less
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likely to receive adequate pain management (Staton et al, 2007). In addition, women of colour
are twice as likely as White women to report delayed treatment and being ignored by healthcare
professionals. This is concerning because maternal mortality is associated with a delayed clinical
response (Vedam et al, 2019). This is all too clear in the case of Phoebe where her pain is ignored

to the point where her body goes into shock, subsequently putting her life at danger.

Authors have suggested that midwifery care, and specifically GANC are possible ways to combat
the growing medicalised culture of birth for Black women (Davis, 2019; McClain 2019).
Intentional recruitment of marginalised women who are often underrepresented in research was
an ongoing concern for the research team on the Pregnancy Circles trial and there were frequent
drives by the research team to achieve representation across the recruiting sites. Despite this,

Lily reflects on how she felt marginalised within her Pregnancy Circle.

It would have been nice, | think, to have more...Afro-Caribbean erm, women as part of
the group, just because of um...the, you know, the research about there being-Afro-
Caribbean women being at higher risk of mortality, death and you know, complications
during, during maternity, during pregnancy. Erm, | think it would have been nice to have
more but | was, | was in one group, so | don't know what the make-up of the other
groups were. Like, you know, if there was Black women, Black Afro-Caribbean women,
mixed race, Asian even...women as part of the pregnancy Circle, then the narrative may
change a little bit. We may focus more on you know, you know, how to keep yourself
safe, kind of...what things to look out for. You know, because there's things that |
imagine, we could do to try and make sure we stay safe whilst being pregnant and getting
towards erm, giving birth. But that's never a...an issue. And it wouldn't be in a group
that's majority, that's made up majority of...Eastern European white people. (Lily, 6

Circles attended)

Like Phoebe, Lily identified that her racial identity put her at risk of increased mortality and
morbidity. Above, she observes that Pregnancy Circles could be a space where women like her

learn how to “stay safe” in their pregnancy and birth but that this was not utilised in her
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Pregnancy Circles. She identifies that she would value the experiential knowledge of other Black
women in order to help her navigate safety for her pregnancy. This comment highlights how the
full potential of Pregnancy Circles was perhaps not reached. Below, a session that was observed

highlights how women sought to use the group dynamic to explore unconscious bias in medicine.

Women 1 and 2 flick through the literature given whilst women 3 and 4 directly ask MW?2
about newborn rashes and how to assess this on Black skin (they are both Black and so is
MW?2). MW?2 reassures them that they should still be able to see rashes. Woman 4
continues to query whether meningitis sometimes gets missed because healthcare

professionals cannot assess Black skin properly. (Pregnancy Circle B, session 7)

Both women appear to be aware of misdiagnosis due to unconscious bias and are clearly
concerned that their children may be subject to poorer care. They seek clarity from the midwife
who is also Black, who then reassures them. This specific group dynamic allows these women to
seek concordant care from the midwife who is running the Circle. In contrast, the midwife does
not seem to validate their concerns about potential medical racism- she simply reassures them
that healthcare professionals “should” be able to recognise rashes on dark skin. However,
research has shown that healthcare providers are more likely to misdiagnose based on skin
colour (Dodd et al, 2023; Hutchison et al, 2023). Furthermore, a new review published by the
NHS Race and Health Observatory states that current tests and assessments used in the NHS to
indicate health in newborns are not fit for purpose for non-White babies and have
recommended that the criteria require urgent revision (Fair et al, 2023). Davis (2019) argues that
evasiveness from healthcare practitioners to discuss race within medical practice demonstrates
fidelity to an imagined ideal wherein medical care transcends colour. Henderson et al (2013)
note that minority ethnic women are less likely to feel that they have been spoken to in a way
they can understand, be treated with compassion by healthcare professionals, be involved in
decision-making processes or have confidence in the staff caring for them. Lily refers to this
when she talks about “how to keep yourself safe”, in relation to ethnic minority women,

illustrating the need for care to be individualised. However, what is clear from both vignettes is
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uncertainty about how effective GANC might be in providing cultural safety specifically to Black

women, who may feel marginalised in those spaces.

6.6 Conclusion

Healthcare professionals continue to work under a risk management model, understanding risk
as residing within the fat body, regardless of whether they worked in a GANC model or not. As a
result, the hospital was promoted as the ultimate place of safety, where the risk inherent in
women’s bodies could be managed by the institution. Interventionist care was situated as being
inevitable for some of the women with a raised BMI, and so the consultant-led unit was
positioned as a safest place for these women. Although there was evidence that the Pregnancy
Circles could be facilitative spaces for shared decision-making processes around labour and birth
choices, many of the midwives working in the Circles still employed gatekeeping techniques to
minimise women’s choices. Being deeply enmeshed in this risk management paradigm and
organisational safety culture meant that midwives missed opportunities to utilise facets of the
group care model effectively, such as woman-led discussions, or facilitative practice, to

strengthen women’s decision-making processes around their birth and labour choices.

Most of the women interviewed had their Pregnancy Circles cancelled because of the pandemic,
and subsequently lost a space that normalised their pregnancies. They became exposed to more
medicalised interpretations of their risk factors during pregnancy, without having Pregnancy
Circles to mitigate risk amplification, and found it difficult to challenge these narratives, both
prior and during labour. After these interactions women demonstrated internalised feelings
about their risk status, which would influence how they felt about their labour and birth
experiences. Absence of the facets of GANC such as relational continuity and facilitative decision-
making processes also contributed to a poor pregnancy care experience after the Circles were
cancelled, as well as labour and birth for women with a raised BMI. The pandemic also
reconceptualised the hospital as a place of danger, as it became a site of infection. Ethnic

minority women were particularly concerned about increased morbidity and mortality because
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of this. There was also evidence that being ascribed “high risk” status influenced women'’s

understanding of the hospital as a place of safety.

Interventionist care and embodied high-risk status contributed to poor labour experiences,
where women recalled their needs being ignored and disregarded and there were no shared
decision-making processes. Many of the interventions described are associated with increasing
morbidity in women, and that so many of the women interviewed experienced interventionist
care in order to safeguard the health of their babies yet reported poor care experiences
demonstrates that healthcare professionals are working in a system that continues to promote

fidelity to the ideals of interventionist care rather than the reality.

In addition, women recounted their birth experiences as traumatic, solidifying the hospital as a
place of danger. Some women experienced racialised encounters of care which amplified the
idea that the hospital was dangerous. Pregnancy Circles were identified by women as a potential
place where concordant care could be sought in order to alleviate health inequalities but in

reality, some participants did not feel this was achieved.
6.7 Chapter Summary

This chapter has introduced and explored the second meta-theme, The hospital as a site of
danger, with its interrelated themes, Expectations of birth choices and labour, COVID and the
hospital, interventionist care, and birth trauma. It has highlighted women’s experiences of
antenatal care after the Circles were cancelled, as well as labour and birth, in relation to the
facets of the group care model and birth place planning. It has also explored the working
practices of facilitating Circles regarding discussions around birth planning for women with a
raised BMI. The next chapter will now turn to discussing and exploring the final meta-theme,

Good motherhood in a pandemic.
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Chapter 7 — Good motherhood in a pandemic

7.1 Introduction

This chapter discusses themes related to the postnatal period following the Pregnancy Circles. All
the women interviewed experienced some form of mothering during the COVID-19 pandemic,
whether it was during more severe periods of lockdown or just during the pandemic period more
generally. The interviews followed a loose narrative style, led by the women, and were
conducted during the COVID-19 pandemic. What became apparent was that the pandemic
formed part of a contemporaneous discourse the women constructed about their perceptions
and experiences of expected/altered motherhood identity in the postnatal period following their
experiences with Pregnancy Circles. The meta-theme, “good motherhood in a pandemic”,
considers the impact of Pregnancy Circles on women’s experiences of motherhood and the
formation of a “good mother” identity within the context of the COVID-19 pandemic. Three
themes were developed in relation to the meta-theme- isolation and seeking support, forming

good motherhood, and the postpartum body (see Table 13).

Group care facets such as peer support appeared to have been utilised beyond the Circle
sessions and into the postpartum period. For women who developed strong bonds, the group
dynamic continued to be a source of support for them during the postnatal period. Women
reported that having this form of social support softened the loneliness of the mandated
lockdown periods. However, some of the women reported that their Circles had not bonded that
strongly, or their Circles were not established enough before they were cancelled, and therefore

the peer support from the Circle did not emerge for them.

Pregnancy Circles were an influential space for the formation of a “good mother” identity.
Women reinforced ideas of the “good mother” identity, informed by their previous experiences
of mothering. The lack of Pregnancy Circles input for some women denied them neutral and
balanced ideas about infant feeding. With the lack of public services available during the

pandemic, many women chose to formula feed their babies and internalised failure in their
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mother identity around breastfeeding their babies. Midwives missed opportunities to optimise
women’s health by discussing postpartum exercise in the Circles. In the absence of available
services, women utilised the group dynamic as a form of emotional and social support when
engaging in health change behaviours, although women also cited barriers such as anticipated
weight stigma or financial concerns that prevented them from utilising this fully. The table

below highlights the development of the meta theme through the quotes, codes and subthemes.
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Table 13. Themes, subthemes and indicative quotes

Meta Theme Themes Sub Themes Quotes
Lockdown “there was no “mum, can you please take him for a couple-” there was like
nobody.”
Isolation and

Good Motherhood

in a pandemic

seeking support

Support from Pregnancy
Circles

Disrupted Circles and lack of
support

“it was the best thing | ever done. It was amazing. | absolutely loved it. Like, I've
made just such a tight bond with all the mums”

“We had a whatsapp group created but no one really...kinda messaged on there
and no one really kind of, wanted to keep in touch.”

Forming good

motherhood

Motherhood identity in the
Pregnancy Circles

Infant feeding

All women discuss the joy of motherhood, how you will think your baby is the most
beautiful thing, when you become a mother, you will love staying up watching
your baby sleep.

“I felt like | failed as a mother. | felt horrible, especially because | was seeing so
many people going, "oh breast is best, this and that," | was seeing it everywhere.”

The postpartum
body

Postnatal diet

Body image

Postpartum weight
management

“I've had a year of basically eating what | wanted and not saying no to myself and
just being kind to myself | guess”

“I don’t feel overly happy with my body, I'm not as big as what | was when | was
pregnant obviously, but I'm still not where | want to be”

“I put more weight on in lockdown not being able to go anywhere than | did in my
entire pregnancy.”
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7.2 Isolation and seeking support

All the women interviewed experienced motherhood during the COVID-19 pandemic and found
that their expectations for postnatal support were drastically changed from what they had
imagined prior to the pandemic. Many expressed disappointment that they did not receive
support from family or friends and reported feelings of isolation throughout the pandemic.
Women spoke about the lack of access to health clinics, as well as mother and baby groups,
implying that there were possible ramifications for infant development. Women were actively
engaged in reducing their isolation by seeking support where they could and identified the peer
support from their Pregnancy Circles group as a good source of support that helped to reduce
their isolation and supported their transition into their new motherhood identities. However,
some women recalled a lack of Pregnancy Circle support either through a lack of ability to bond

or because of feeling marginalised within a group space.

7.2.1 Lockdown

Behavioural control guidelines were introduced in England in March 2020 to limit the spread of
the COVID-19 virus. There were severe restrictions on freedom of movement, including limiting
unnecessary social contact and non-essential shopping, offices were closed and working from
home was mandated where possible, schools and other educational facilities shut down and
moved their teaching online. Most notably, healthcare services underwent significant changes to
cope with the overwhelming pressure of demands of public health needs (Public Health England,
2020). Within maternity, changes such as shifting from face-to-face care to virtual appointments,
fewer appointments and changes to the maternity pathway regarding COVID-19 test results
were reported to affect women’s experience of care during this time (Flaherty et al, 2022).
Within England, these governmental guidelines were known colloquially as ‘lockdown’, and for a
brief time, it fundamentally changed how society functioned (O’Connor et al, 2020). Restrictions
began to ease in May 2020 but there was a continuous rise of COVID-19 cases which meant
restrictions were reinstated to control the spread of the virus. There were two subsequent

lockdowns in November 2020 and in January 2021. Some of these women were mothering
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during multiple lockdown periods, meaning that during those times it was not permitted to have
people who did not live in the same domicile in the same indoor vicinity. Below, Phoebe and

Pooja, both first-time mothers, recall feeling isolated during the periods of lockdown.

| felt alone, honestly. | know that my family were there on the Zoom, but you know when
you've- this is my first child and having a picture of what | thought it would be like. |
thought like, I’d have my family all around, I'd have people to do the laundry, I'd have
people to do- and my husband was honestly, he was really, really good. But he had to
still go back to work. | just felt like, when you have a baby you want your mum around,
you, you want like family around, my sisters and when, when they all had their babies-
I've even been a birth partner to them or I've been, or I've taken a couple of weeks off of
work and I've gone and been with them. And | kind of expected that that would happen
but because of the whole Covid thing, it was just such a like lonely... lonely time. There
was no one, there was no “mum, can you please take him for a couple-”, there was

nobody. (Phoebe, 5 Circles attended)

Because she was not latching on properly at that time, he was preparing formula and this
and that...so because of COVID, it was really difficult. Like, we had no one else's opinion,
you know? Come in and have- you know, do a change of shift...we are getting back into
the, you know, just things, slowly she's getting into a sleep schedule and it's getting
easier, but we still want people. Sometimes, what | do, | put my sister or my mother on
you know, um, Whatsapp video call? Put the phone there and then just do stuff around
the house, talking to them, and it feels like | have someone in the house. (Pooja, 4 Circles

attended)

These comments highlight how women’s expectations of support in the postpartum period were
upended in the pandemic. Pooja’s family lived abroad and were not able to provide physical
support during the postpartum period. In addition, her family resided in a country that were
considered by the UK government as a “red-list” country, where the spread of COVID-19 was
more prevalent. This meant that no travel was permitted from these countries to the UK during
the pandemic, ending the hope of possible support later on for Pooja. Gray and Barnett (2021)
suggest that the expected transition into motherhood was altered by the pandemic. In their
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study, they note that an inability to connect with family alongside limited healthcare support
were perceived to be detrimental by new mothers. Women who had other children recalled how
the lockdown compounded the difficulty of mothering children of different ages. Sally recounts
the added responsibility of teaching her older child whilst also caring for a newborn during

lockdown.

| did struggle to start with because [Kiki], my second, she did have reflux and she would
scream for hours in the day. Erm, and at the time, | didn't know it was reflux. Erm, and |
was trying to do homeschooling and | think | put a bit of pressure on myself for that, that
| needed to get that homeschooling done and- but at nighttime, she was an absolute
dream. She would- the baby would kind of sleep really nicely for three, four hours at a
time. But during the day, she, she would not be put down and it was really, really hard

and that's when | missed my mum, and my mother-in-law. (Sally, 7 Circles attended)

Dividing attention between a newborn and an older child who requires educational support
highlights the unique challenges that experienced mothers were facing during the pandemic.
Sally recalls that these moments warranted further assistance, citing her mother and mother-in-

law as functional supports that were missed during lockdown.

Women recalled that usual services were also not available during the pandemic which amplified
feelings of isolation. They spoke about not having access to mother and baby groups, where they
would have met other parents, or to clinics where they could have access to healthcare

professionals.

| saw there is a baby-mum group here in our area but like, they have so many limited
stuffs because of the COVID thing. They do meet outside of Zoom meeting but | have
been trying to get an appointment but because of the, the venue sometimes, or because

they don't have enough staff, I'm unable to meet. (Pooja, 4 Circles attended)

It all died down 'cause of lockdown. And 'cause normally you could go to like, there's like
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groups and you can- they normally have a weigh-in station, and they normally also have
midwives there and then if you have issues with breastfeeding, you can go and talk to
like, with somebody...I think, | haven't really spoke to anyone, | think | had like um, where
you know where it changes from the midwife to like, then a health visitor. | think | had

one phone call with the health visitor. And then that was it. (Polly, 1 Circle attended)

Women appeared to be keenly aware of what was lost during the pandemic in the context of
their mothering. Pooja recalls although some groups were running, organisational issues were
sometimes a barrier to accessing in-person services, which she infers a preference for. Polly’s
comment highlights that there was a clear lack of support from the usual services that could
support baby wellbeing, such as weigh-in clinics or breastfeeding support. This is despite national
recommendations during the pandemic advising for a minimum of three postnatal contacts and

a telephone call made prior to face-to-face appointments (Jardine et al, 2020).

7.2.2. Support from Pregnancy Circles

Some of the women interviewed had built up strong bonds during their time in Pregnancy Circles
that were maintained in the postpartum period. Women identified that a facet of the group care
model, peer support, provided much needed postnatal support in what was otherwise a lonely
time. Below, Sophia observes the difference between herself and her sister-in-law, who was

pregnant at the same time and did not receive group antenatal care.

We had a WhatsApp group anyway, that -- with all the women in it, so -- we still speak
with each other, we all meet up with our babies now, um... which is invaluable really...
Obviously there's a chance that you could do it this time and not get on with any of the
women, or anything like that, but my sister-in-law, um... she had a baby three weeks
before me, and her care was not done as part of Pregnancy Circle, and | feel like,
personally, she could've done with a Pregnancy Circle, um... she was a bit younger than
me, and she didn't really have a lot of friends with babies and, kind of like- | just

remember being up in the night, and she'd be, like, feeling very alone, whereas | know
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that | could just message in our Whatsapp group and other mums would be awake, and-
just kind of have that additional support as well, whereas she didn't have that. And | can't
actually imagine, with Covid, then as well, not of having that. Because | feel like even
though we was by ourselves, and we was really by ourselves, as you can imagine all
mums in lockdown...um, felt very isolated, but then | didn't because | had that WhatsApp

group. (Sophia, 5 Circles attended)

Sophia recalls the value of immediacy in an instant-group forum, reflecting that the lockdown
periods of the pandemic exacerbated feelings of loneliness on top of usual postpartum isolation.
Sophia’s group clearly bonded well but she recognises that there is the possibility the group
dynamic might not have worked well. Sophia was a first-time mother so had no other experience
of motherhood to compare the group care model against, but instead compares her experience
with her family member, who received routine antenatal care, reflecting that she seemed more
isolated. Outside of the lockdown periods, although restrictions were still in place, women spoke
about face-to-face social support from their Pregnancy Circle group. Below, Olivia speaks about

meeting up with some of the other women from her group.

Participant: But there were also people who were first time mums and had a raised BMI
who | could identify with so um, we’re all still, with the exception of one lady who’s just
moved away to um, up north, but the rest of us, the other nine- we are in contact daily,
we’ve got a WhatsApp group where we probably exchange a hundred messages a day,
sometimes more than that even. We meet up now that the social distancing rules have
been relaxed a little bit for the last couple of weeks with meeting up in a park. We just all
lay our blankets a couple of metres apart and sit and have a chat.

Researcher: Mm

Participant: It’s nice to see them, um, before all the situation with coronavirus started,
we would meet up probably once a week, going to a local pub restaurant, having
something to eat and drink in and just having a chat and let the babies socialise with each
other.

Researcher: Yeah

Participant: So it’s been great because...being my age, | don’t really...have any friends
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who have babies. (Olivia, all Circles attended)

For Olivia, the group dynamic with other women in her Pregnancy Circle have contributed to
blossoming friendships beyond pregnancy. For Olivia, this is important as she considers herself
isolated from her own friendship group as an older mother. While the age difference in the
group is not a barrier for developing deep meaningful bonds, Olivia recalled sharing similar
demographics with other women, such as being first-time mothers. Of significance, Olivia notes
that there are other women with a raised BMI in her group that she related to and bonded with,
indicating that having at least one similar demographic feature or aligned identity may help

women to bond further within group settings.

The potential utility of Pregnancy Circles in the postnatal period was also highlighted by the
midwives facilitating the Circles. Some of the midwives identified that the philosophy of group
care could potentially be extended further into the postnatal period to promote public health.
Barriers to effective implementation were also identified from their experiences of running and

|II

facilitating the postnatal “reunion” session during the Pregnancy Circles trial.

Well, we had a reunion, but the trouble is the women all delivered at different times and
one of the women went overdue two weeks, so by the time we had the reunion she had
only just had her baby and some of them were quite old. One lady had her baby pre-

term, and another one had it...she had it pre-term, and then another one had their baby

later, and another had them really early. (Midwife 7)

This midwife implies that it would be difficult to implement postpartum sessions effectively for
the same group of women as their postpartum needs would be too varied to manage in a group
session. Other midwives were more optimistic about the relevance of postpartum group sessions

and how it could feasibly be embedded with other health professionals, such as health visitors.

Midwife 5: | think postnatally we did -- well the Circles were set up that you would meet

postna- that you would meet, the day was already set for a postnatal meet
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Midwife 4: Yep. One reunion, wasn't it?

Midwife 5: One reunion, yeah. But absolutely you could -- it's very difficult, though,
'cause you don't know when people are gonna birth so that's a little bit more challenging,
because you -

Midwife 4: Like you could do a breastfeeding one, for example

Midwife 5: You could, yeah, yep

Midwife 4: Yeah, between like day 10 and day 20 potentially, you could do a -- you know,
once people have seen a health visitor you could do a session, umm... Yeah, | think you

could. (Midwife 4 and Midwife 5)

Definitely the conversation we've been having now is that we could run pregnancy-style
Circles... with seeing the midwife at certain touch points, when you might want to give her
the information for your parent education. Invite a health visitor for one of those session,
so at least they can say hi, make themselves known. If you can do it by the geographical
location that they're on now, then that would work, and then they would then take them

on and continue that postnatally. (Midwife 3)

The midwives indicate that facets such as relational continuity could be flexibly adapted to
include other healthcare providers, such as health visitors. Researchers have shown that
collaborative working processes between midwives and health visitors would be welcomed by
women, particularly from the point of view of receiving continuity of care (Aquino et al, 2018).
Supporting public health agendas such as breastfeeding highlight a potential holistic approach to

health that does not predominantly focus on weight management.

7.2.3 Disrupted Circles and lack of support

Fifteen out of the twenty-two women interviewed experienced some form of disruption to their
Pregnancy Circles sessions. Some of the women were only able to attend one or two sessions
prior to their Circles being cancelled. During the Pregnancy Circles trial, women were
encouraged by midwives to set up a private group through WhatsApp, an instant messaging app,

where they could keep in touch outside of the Circle, and independent of the midwives. Some
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women reported that this did not happen for them because too few Circles had been attended

before lockdown was implemented.

Participant: So | probably could have only gone twice and the first time round it was
basically- the second session they were having and everyone was still getting to know
each other and then they said, "oh we suggest you make a WhatsApp group", and it just

never happened.
Researcher: Mmm

Participant: It was, it was never done. So | wasn't, | wasn't able to have a, a WhatsApp

group or anything. (Isabella, 1 Circle attended)

Researcher: Were you able to set up a WhatsApp group in your, in your Circle? Or had

that not happened yet?
Participant: No, 'cause we was gonna wait until the next week-
Researcher: Right

Participant: -but then it went like, straight into lockdown, yeah, so we didn't set up a, a

WhatsApp group or anything. (Polly, 1 Circle attended)

Both Isabella and Polly were only able to attend one Circle each before lockdown was enforced
and their Circles cancelled. Isabella’s comment that the women were “still getting to know each
other” implies that a certain level of familiarity was required before a virtual messaging group
could be established. Research has shown that social support is key in promoting maternal and
baby wellbeing in the postpartum period (Razurel et al, 2012; De Sousa et al, 2020). Structural
social support refers to the existence and amount of support available through both formal and
informal social relationships (Leahy-Warren et al, 2012). Pregnancy Circles can be seen as a form

of structural support in that the development of peer bonding and support is a key element of
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the model of care. What is evident is that for women whose experiences of the Circles were
severely truncated, they also lost the ability to utilise the social bonds that the Circle potentially
could have provided because the support network was not established during the antenatal
period. However, some women had been in more established Circles but still felt that they did
not have support from their groups during lockdown. Below, Sally and Lily note the lack of
support from their Circles in the postnatal period.

We haven't kept in contact. And | think that would have been nice if, if maybe we'd had

similar backgrounds. That we might have- | say similar backgrounds, | mean, just our

circumstances, kind of age erm, you know, other children. (Sally, 7 Circles attended)

Sally was an older mother who already had children. Sally speculates that the lack of similarities
between herself and the other women as the reason why the group dynamic has not continued
in the postnatal period. Lily also spoke about the lack of support from her Circle, highlighting the

potential difficulty of holding multiple identities simultaneously within a space.

I've kind of stepped back a bit. Just because you know, at one point it was...things got a
bit heated. Because there was myself, who was a nurse, there was another lady who was
a er, a student midwife. Erm, and then other mums from other fields that because erm,
of you know, like the Internet and stuff you know, people would just be coming with
opinions and yeah, there, there was often like, heated discussions and one of the mums,
the, the, the student midwife, she left the group. Erm, just because you know, | said to
them, it's hard because if you're saying something that's incorrect, as a nurse, I'm going
to correct you. And as a student midwife, she's also going to correct you. But also... there
was, there was times when people were asking for advice and you know, it would be like,
I'm, I'm here in the capacity of a mum, not of a nurse, kind of thing? (Lily, 6 Circles

attended).

Lily was alone among the women interviewed in having made a conscious decision to exclude
herself from her Pregnancy Circle group during the postnatal period. Here, she seems to struggle

with multiple identities. As previously seen in Chapter 5, Lily felt marginalised within the group
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dynamic and observed a lack of similar demographics within the group amplified marginalisation
for her. Here, she acknowledges that the group dynamic is meant to be a space where she is
permitted to be a mother, and seek support herself, and therefore should be able to perform her
private identity outside of her professional identity. Her frustration appears to lie in the overlay
of the two, when she identifies the group dynamic as somewhere that is not safe for her to

express these two identities simultaneously.

7.3 Forming good motherhood

Pregnancy Circles appeared to be highly influential spaces that informed the development of a
“good mother” identity. Recent conceptualisations of the “good mother” commonly characterise
the act of mothering as instinctual. Women are positioned as having an intrinsic capacity and a
natural, nurturing desire for childrearing (Hall, 1998). This was seen in some of the group
interactions during the participant observations where there was evidence of reproducing
certain motherhood ideals. Some of the women interviewed had managed to maintain strong
peer bonds beyond the Pregnancy Circles sessions, and spoke about how these ideas continued
to be reproduced in the postpartum period within their groups. In addition, infant feeding was a
common theme that was discussed among the women interviewed. Women’s perceptions of

formula feeding articulated ideas about internalised failure in their motherhood identity.

7.3.1 Motherhood identity in the Pregnancy Circles

The experiential knowledge of women who were already mothers appeared to be highly valued
in the Pregnancy Circles session. The trial was designed to be as inclusive as possible, meaning
that women who already had other children were invited to participate (Wiggins et al, 2020).
Women-led discussions around new parenthood were observed where women produced ideas

around good motherhood, as seen below.

Woman 4 asks whether your relationship with your partner changes. Woman 5 opens up

and addresses the whole group, stating how challenging she found the new dynamic with
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her husband. She talks about how she recognises how controlling she had become and
was self-aware enough to know she was being ‘difficult’ but felt resentful of her husband
because she felt the responsibility of parenthood fell more on her- gives the example of
him sleeping through their baby coughing whilst she stayed up listening to their baby
cough. When he woke up, she was so angry with him and was upset that he did not
approach parenthood in the same way. Woman 3 agrees and shares that her and her
husband had different parenting styles and she found it challenging accommodating his
style, she wanted him to conform to how she had decided to parent. Woman 1 offers a
contrasting narrative- she shares that her husband did most of the baby caring- he did all
the night feeds and nappies, stating that “you did the birth, now | do the rest”, so she

was able to rest at night. (Pregnancy Circle B, session 7)

Within the discussion, multiple styles of parenting are offered with alternate views of how
parenting works. One woman recounts how she was resentful of her husband sleeping soundly.
The implicit assumption is that any concerns around the baby’s wellbeing was her responsibility.
In this interaction, the frustration for this woman is clear because her perception of “good
parenthood” does not align with that of her husband’s. Simultaneously, she reinforces a “good
mother” narrative in the Circle by recounting that she stayed awake all night monitoring the
baby. Another woman admits that she finds it difficult to accommodate her husband’s parenting
style, implying that her parenting style is superior to her husbands. The last woman offers a
different narrative — her “good mother” identity is performed in being able to rest, and the
parenthood style appears to be more collaborative. There were other examples of motherhood

identity formation within the Pregnancy Circles space, as seen below.

All women discuss the joy of motherhood, loving your baby, woman 3 talks about how
you will think your baby is the most beautiful thing, breastfeeding, woman 3 and 5 talk
about how you sound crazy saying you will love to watch your baby sleep but when you
become a mother, you will love staying up watching your baby sleep. Woman 4 goes back
to breastfeeding and asks whether breastfeeding is joyful. Woman 5 and 3 say no, not
joyful exactly. Woman 5 says you’re not used to having your nipples sucked so the

sensation is strange- the women laugh. Woman 3 and 5 dominate the conversation and
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direct a lot of their eye contact between themselves and woman 4. Woman 2 and 1 stay
mostly silent and look at the women talking without interjecting. Woman 5 talks about
skin to skin and how she did it all the time, whenever possible, it made her feel so good
with her baby. Woman 3 talks about maternity leave as a joy of parenthood. She also
mentions that smiles and laughter, seeing them make friends also contribute to the joys
of parenthood. The women look relaxed with each other, hands on bellies, rubbing their
bellies, wide sitting stances taken to accommodate for growing bellies. (Pregnancy Circle

B, session 7)

In this passage, it was clear that not only were multiparous women’s experiences valued by the
group but that this demographic could be very influential in shaping motherhood identity.
Women talk positively about parenthood and loving your baby — the implication being that these
traits confer “good mother” status. In both the above passages, these discussions took place
without midwife facilitation, however it appears that women found these kinds of discussions
useful in anticipation for motherhood and to manage their expectations of the postpartum
period. Both passages call attention to how good motherhood identity is reinforced and explored
in the Circle — the group dynamic invites a level of trust that gives women permission to be

candid about their motherhood experiences.

7.3.2. Infant feeding

Through the interviews, it was clear that some women felt that the way they fed their babies
informed their identity as mothers. Some of the mothers appeared to grapple with internalised
messages around exclusive breastfeeding as the superior way of infant feeding in relation to
good motherhood status, and spoke openly about how this affected their identities as mothers.
Arana was one participant who spoke at length about the difficulties she had with exclusive

breastfeeding.

| felt like | failed as a mother. | felt horrible, especially because | was seeing so many
people going, "oh breast is best, this and that," | was seeing it everywhere. And it was so

horrible, | remember taking my baby to A&E like on two different occasions after she was
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born, and the embarrassment of like "Yeah she’s combined fed, I'm feeding her breast

and bottle", but it was only the bottle that was feeding her. (Arana, no Circles attended)

Arana explicitly links her motherhood status to her ability to breastfeed her baby when she says
she has “failed as a mother”. Arana did not attend any of her Circles before they were cancelled,
so her views about infant feeding were not informed from within this space. Yet she recalls that
the message “breast is best” is pervasive, and she has internalised it in relation to how she
relates as a mother. She recalls that she lies to healthcare professionals about how she feeds her
baby, because the idea that the baby is exclusively formula fed is so shameful to her. Shame
around her inability to breastfeed was also intertwined in her perceptions of her body failing, as

seen below.

Participant: | would curse myself and my damn PCOS for putting me- | feel like, honestly, |
told my mum and she sort of laughed at me but my younger sisters they have, you know,
bigger boobs than me, if that makes sense. My cousins- all of them, none of them have

what | have.
Researcher: Mm

Participant: And all of them have what a girl is supposed to have, what a lady is supposed
to have, and | don’t. And I've cried to my mum, and she was like "What the hell? That’s so
silly, you know, why are you crying? Babies are used to getting nutrients from the
formula, this and that" But as a mother, the first time- | remember my sister called me
when | was pregnant and she was like, "oh, do you know how you are going to feed your
baby?" | was like, "Yeah, 100% breast milk." And | couldn’t even express my breast milk.

(Arana, no Circles attended)

Early on in our interview, Arana disclosed that she had been diagnosed with polycystic ovary
syndrome (PCOS) prior to pregnancy. She attributed “not feeling like a woman” to this condition

throughout the interview. For Arana, the lack of milk production confirms her fears that her body
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is abnormal — she associates her small breasts with the failure to produce milk, and this is a
source of shame for her. Other women spoke about their choice not to exclusively breastfeed
and how this impacted their identities as mothers. Reb was an experienced mother who had

breastfed her other children. Below she recounts her decision to not exclusively breastfeed.

Although | would have loved to exclusively breastfeed her, but the situation didn't allow
me and I'm okay with that...| think at first, | kind of beat myself up about it and | was
kinda disappointed almost? Oh, 'why didn't | do it', you know? She needs this. (Reb, 3

Circles attended)

Reb’s father had died suddenly and unexpectedly of COVID-19 during the late stages of her
pregnancy. She spent early postpartum in a prolonged mourning period, which aligned with her
family’s cultural values. During this mourning period, she spent a lot of time at her mother’s
house, away from her newborn because she was worried a baby would be disruptive- Reb
obliquely refers to this in the passage above. Above, her disappointment in not persisting with
exclusively breastfeeding her daughter situates the act of breastfeeding as necessary in the good
mother identity. Reb’s passage highlights how mothers self-regulate their good mother identity.
Freya was also an experienced mother, who discusses her decision not to breastfeed her son

below.

| also feel | put pressure on myself 'cause | thought, | breastfed my firstborn. | don't want
to not breastfeed him. And then spending the rest of my life, when he becomes a
criminal, saying, "l should have breastfed him, maybe he would have turned out to be a

good person". Just stupidness you say to yourself. (Freya, 2 Circles attended)

Freya identifies that she has internalised the pressure of performing good motherhood,
comparing her previous motherhood experience, where she breastfed her other child. This is
particularly poignant for women with a raised BMI, who are already positioned as bad mothers
through their inability to regulate their own bodies (Warin and Gunson, 2013). Although Freya

notes that these thoughts are “stupidness you say to yourself”, it highlights how pervasive public
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health messaging can be and how it interacts with women’s sense of identity and affects their
decision-making processes around infant feeding. An important thing to note here is that these
women not only did not have the support of the group dynamic of their Pregnancy Circles in the
postpartum period, but they also only attended six Circles between them. Arana did not go to
any Circles in the end and Freya’s Circles were not yet established enough to create a WhatsApp
group. Although Reb’s group did establish a WhatsApp group, the group dynamic itself was not
well established so the virtual messaging was less utilised in her group. The absence of social
support in the form of the group dynamic highlights that these women had less resources to use
in the postpartum period to support their decision-making processes as mothers. Anxieties
around infant feeding were also present in the Pregnancy Circles that were observed, as seen

below.

MW?2 asks woman 1 to contribute her thoughts. Woman 1 addresses the other women-
her concerns were largely about why her baby wouldn’t sleep and wouldn’t feed. Woman
3 interrupts and agrees that the baby not feeding was a large source of anxiety for her,
made her feel very hormonal and she cried all the time- she is looking and talking mainly
to MW1 whilst discussing this. The other women look at her whilst she shares this but
stay silent. MW1 uses this as an opportunity to discuss the differences between baby
blues and postnatal depression- discusses rates of PND (1 in 10 women develop this) and
support in the community. MW 2 reminds the women that they are a source of support

for each other. (Pregnancy Circle B, session 7)

The midwife uses this moment as an opportunity to link anxieties around infant feeding with
postnatal mental health, reminding women that the Circle is a form of social support, implying
that this may be useful in the postnatal period. This is an example of how the group dynamic
could work in balancing women’s knowledge with the midwives’ facilitation skills. Other sessions

were observed where neutral advice about infant feeding was offered.
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MW1 discusses importance of feeding frequency, does not differentiate between

breastfeeding or formula. (Pregnancy Circle B, session 7)

Midwife returns to the circle to discuss breastfeeding and breast anatomy- didactic
learning and teaching methods observed- visual cues and physical aids used to help with
teaching. Questions offered at the end. Non-judgmental advice given about formula.

(Pregnancy Circle A, session 6)

Although there is a national and global public health agenda about increasing rates of exclusive
breastfeeding, the neutrality with which these midwives approach infant feeding highlight how
midwives may have contextualised risk in a wider context, particularly as it related to maternal

mental health.

7.4 The postpartum body

Women spoke extensively about their postpartum bodies in relation to their motherhood
identity. The pandemic had also upended a lot of their expectations in the postpartum period in
relation to their bodies. Women had expected to be able to exercise and lose pregnancy weight
gain and lockdown was frequently cited as a reason for postpartum weight gain. Women also
spoke about body image as it related to their motherhood identity and diet. The presence or
absence of Pregnancy Circle peer support was apparent in how women navigated their new

embodied motherhood identities.

7.4.1 Postpartum diet

Some of the women discussed their diets in relation to their motherhood identities, as seen

below.
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| did try keto for a week. Um, | think a couple of months after my father passed away. But
it wasn't for me, | was lacking energy and the kids needed me to be like, a fully energised

mum. (Reb, three Circles attended)

When | was breastfeeding [Sufyan], erm | felt more hungry, | felt like | was craving a lot
more food, and you know like when | was pregnant with [Sufyan] I, | said to myself, look
when | breastfeed him, I'm gonna try and diet again. I'm gonna try and eat healthier and
I'm gonna try, gonna try and suck in the tummy again and go back to my- you know the
diet that | was on before and I'm gonna go back to my weight-losing routine and whatnot.
But oh my god, it was easy to say and hard to do. (Hana, Pregnancy Circles attendance

unknown)

Both women identify the postpartum period as a time to initiate health behaviour change. The
women appear to be motivated in the postpartum period although acknowledge that it is
difficult to maintain. This indicates that advice and support may be required to help women
achieve their postpartum weight loss goals. Other women found that their dieting was made

problematic in the context of their mothering, as seen below with Lily.

Participant: | kind of kept eating really healthily...after | had her. Drinking lots of water
etc. But she um, was losing weight. As | was losing weight, she was losing weight. Erm,
'cause | was breastfeeding so um, what happened was, it fully took her months to get
back to her birthweight and the midwife had basically said to me, "Look, you either need
to start eating or you need to stop breastfeeding and give her bottles". Obviously, |

wanted to keep breastfeeding her-
Researcher: Yeah

Participant: -so then | just kind of threw myself into eating everything and anything!
(laughs) Because | was eating healthy. | was eating a balanced diet. | was eating lots of

veg, having lots of fruit, drinking lots of water, but she just said to me that she can tell
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that she's latching on well and she's feeding but she's getting very watery feeds rather
than calorific needs, so she's wanting to feed constantly and actually, her weight is not
going up. Erm, so yeah, that was hard because | tried to do the best for myself and for

her, but didn't manage to. (Lily, 6 Circles attended)

Lily maintained a strict diet throughout her pregnancy including severely limiting her
carbohydrate intake, increasing her protein intake, eating a mostly vegan diet, and increasing her
water intake. She gained very little weight over the course of her pregnancy, much to the
pleasure of her obstetrician, dietician and herself, and she kept up her diet in the postpartum
period. However, she recalls that her baby was not gaining weight and her midwife surmised that
her diet was responsible, in that it was not calorific enough to sustain the baby’s growth. There is
little evidence to suggest that poor maternal diet relates to insufficient milk production except in
low-income and low-resource countries where severe malnutrition may be a contributing factor
(Piccolo et al, 2022). In this case, the midwife is mistaken but in the absence of other sources of
support such as the Pregnancy Circle and the experiential knowledge of the other mothers, Lily is
clearly more influenced and beholden to the advice of the midwife. As seen previously, Lily
removed herself from the Pregnancy Circle group because she felt marginalised and
unsupported. Research has shown that women are likely to need multiple sources of support in
the postpartum period and there is a risk of possible isolation for those who fear being
stigmatised and are unable to access culturally relevant support (Ni and Siew Lin, 2011; De Sousa

Machado et al, 2020).

As before with Natalie and Olivia in chapter six, the implication around good motherhood arises
around the choices that Lily makes as a woman with a raised BMI. Although Lily determines that
her diet is very good in the postpartum period, it is considered insufficient by the midwife. The
midwife gives Lily an ultimatum to “start eating” or “stop breastfeeding”. As seen in the previous
chapters, care outside of the Pregnancy Circles was often not culturally safe as was the case
here- the didactic approach of the midwife appears to limits the decision-making capabilities of
Lily as a mother, and as a result, Lily is totally disempowered and ultimately gives up eating

healthily for herself so she can continue breastfeeding her baby, as requested by the midwife. As
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Lily states “I tried to do the best for myself and for her, but didn't manage to”, indicating that she
has internalised the message that she is not only a bad mother but a bad woman, having failed in
both her attempts to lose weight in order to bring her BMI to an acceptable range, and to

breastfeed her daughter to ensure optimal growth.

7.4.2. Body Image

The vast majority of the women when interviewed, spoke about their relationship to their
postpartum body image with regard to their ongoing concern about appearance, rather than
fitness and health. Orbach’s (2006) seminal work observed that fatness is considered offensive
to Western ideas of beauty and therefore she posits that fat is a feminist concern, whereby the
interaction of fat women and normative ideas about beauty reveal oppressive patriarchal ideas
that women may either resist, reproduce or reinforce through their own identity formation. The
women interviewed recollected the changes that had happened to their body image over the
course of pregnancy, comparing how they used to feel along with some of the behaviours they
engaged in pre-pregnancy, as opposed to after the baby had been born. Some women discussed

good motherhood in the context of their changing bodies. Elsie was one such participant:

| kind of spent most of my adult life um, watching what | eat. I've been on some kind of
diet, slimming world, Atkins, every fad diet I've tried, I'm constantly...I've never been sort
of happy with my body. Um, and being pregnant kind of allowed me to just...that
knowing my body was just doing something amazing and what | looked like didn't matter
and you know, and what was going on inside was far more important. Erm, and yeabh,
yeah so it definitely, definitely changed. And after, after | gave birth, immediately after |
gave birth | think everything- cos | had a caesarean section as well- | don't think
everything had gone quite back into place. Everything was still pushed up so | was like
"oh my god my stomach looks really flat!". Now I've got this lovely mum-tum but | don't
mind it. Um, but yeah, yeah straight afterwards | was kind of rocking crop tops around
the house so (laughs) yeah. Yeah, as | say, | didn't even get stretch marks which really
surprised me as well considering my age. Um, | thought I'd even had stretch marks but,

but | didn't. (Elsie, all Circles attended)
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For women with a raised BMI, the life-long struggle to manage weight is imbued with a moralistic
judgement about personal autonomy over health behaviours that is legitimized largely by a
society that has adopted a medicalized approach to understanding the body (Warin and Gunson,
2013; Orbach, 2006). Elsie’s comment demonstrates that this kind of thinking is deeply
entrenched, even though pregnancy ends up being a catalyst of change for her in how she
perceives her body. She interprets her body as a source of positive productivity, rather than a
contested site of expected beauty standards (Orbach, 2006). However, later on in our interview,

she expressed conflicting feelings about her new body image.

So I've really embraced having my photo taken and this is a really new thing for me. And
actually I've looked at the photo and not hated them as well which is really interesting.
Erm, until yesterday. Someone- my husband took a picture of me and my first thought in

that was 'I'm starting to look fat again'. (Elsie, all Circles attended)

The above passage demonstrates how women with a raised BMI may feel compelled to reduce
their weight and in the case of Elsie, a motivating factor appears to be in improving her body
image. This may be particularly more stressful or poignant for women with a raised BMI, who,
like Elsie, have struggled with dieting and weight management throughout their adult lives.
Unlike Elsie, other women did not express feelings that pregnancy had transformed their body

image. Florence was one such participant.

Participant: | have put on...some weight since having...before | had a baby | was like in a
size 14 but now I’'m in like a size 18 and like...it is like...just like a big difference if that

makes sense?

Researcher: Can you tell me a bit about how you felt about your body in pregnancy?
Participant: Er, | hated it.

Researcher: And why’s that?
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Participant: Absolutely hated it. Erm because | was, when | was younger | was quite a big

child and then | managed to lose three and a half stone.
Researcher: Wow

Participant: And | got down to a size 10. Before | was pregnant. Like a year and half
before | was pregnant. Erm, and then erm, obviously as soon as | fell pregnant...all the
weight just piled on. Like....and now, I’'m just like “oh my goodness”, like I'm trying so

hard to lose all this weight-
Researcher: Mm

Participant: -and now to put it all back on | don’t know it’s like such a precious thing
that’s inside of me, but now | can’t get rid of it. Like literally | can’t get rid of it. It's more
frustrating than anything else, | think? Just because obviously... you want to

feel...good...once you’ve had a baby. (Florence, all Circles attended)

Like Elsie, Florence also demonstrated conflicted feelings about her body, noting that being
pregnant was “such a precious thing” but simultaneously struggled with gestational weight gain
when she had lost a significant amount of weight prior to falling pregnant. Current literature
notes that women with a raised BMI are less likely to lose gestational weight gain and return to
their pre-pregnancy weight (Nehring et al, 2014). We will return to Florence later in this chapter

to explore potential barriers to postpartum weight loss.

7.4.3. Postpartum weight management

Some of the women spoke about how they had gained weight over the pandemic, especially
because of the lockdown restrictions which severely limited the amount of time people were
allowed out, and how their expectations of weight loss over the postpartum period had not
materialised. Some of the women recalled that postpartum weight management was not a topic
that had been discussed in the Pregnancy Circles with the midwives but added that this was a

topic of interest within their groups.
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There was a couple of people who were trying to follow slimming world or follow an
eating plan while they were pregnant. But | don’t remember it being brought up. It
certainly wasn’t ever talked about as an issue, not within the group. | know some of the

girls did physiotherapy. (Olivia, all Circles attended)

| don't think that ever was conversation really that we had in the Circles. We had a lot of
that conversation even now, in the WhatsApp group...| think people were worrying once
Coronavirus happened, and they weren't at work on their feet: that's when they started
to worry a lot about weight gain and things, and exercise, and - kind of, we all started
doing, um, the same pre-pregnancy or pregnancy workouts, we all found on like Youtube
and stuff, we'd send them to each other and, um, we'd do them at the same time, and
sometimes we'd FaceTime each other and do them together. But | don't think we ever
got to that point in the Pregnancy Circles, | think - you know - they were giving us so

much information anyway... (Sophia, 5 Circles attended)

The comments from Olivia and Sophia indicate that weight management was a general concern
in the group, highlighting both the potential utility of Pregnancy Circles and the missed
opportunities to use the space to discuss health-optimising behaviours in the postpartum period.
Sophia recalls that even in the absence of midwifery facilitation, the peer support from the
Pregnancy Circle was established enough that the women were able to provide social and
emotional support after the Circles were cancelled. However, the role of the facilitator is likely to
play a vital role in ensuring that Pregnancy Circles can enhance facets such as peer support that
enables practices such as these to flourish. She recalls how the health optimising behaviours

that the group had commenced in the antenatal period continued after the babies were born.

A lot of the girls from Pregnancy Circle, they straight away, were like - did their home
gyms, and their runs straight away, within, within the six weeks because they were like
"Oh my God", they were wearing um...belts from like, | don't know, MotherCare or

something, but they were like tying up their bellies and stuff, which - it's just not how |
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personally am, like | - it's not that | don't worry about my weight, it was one of the most...

things | thought about sharing. (Sophia, 5 Circles attended)

As noted in her previous passage, Sophia’s group were quite proactive in sharing resources in the
pregnancy period, such as online workout videos, without much input from the midwives.
Although Sophia indicates she has concerns about her weight, she chooses not to participate.
This perhaps highlights the potential conflicting nature of a group dynamic for women with a
raised BMI—it is simultaneously a space of safety whereby motherhood identity could be
explored and reaffirmed through social support, but also a potentially stigmatising space.
Florence noted that additional marginalities were potential barriers to utilising the peer support

in the postnatal period.

Participant: Some of the mums after they gave birth, they went to erm, like pregnancy,
like mother and baby groups where they had like, exercise sessions with the babies. But
that was something you had to pay for and at the time, obviously me having a brand-new
baby and being by myself, not having a partner there, it was kind of a big impact...on my

financial side of things as well so-
Researcher: Yeah

Participant: -that was something | didn’t attend to. But maybe that could have benefit,

that could be a benefit like, for other mums-
Researcher: Mmm

Participant: -because the other Circles ladies did do it and they found that beneficial...and
they’ve managed to shift more baby weight than obviously what | have. (Florence, all

Circles attended)

Florence had become a single mother over the course of her pregnancy and indicates that her
financial difficulties were a barrier to her accessing peer-supported mother and baby group

physical activities. As noted previously, Florence expressed a lot of dissatisfaction with her
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postpartum body, and this passage highlights how economic barriers not only limits
opportunities for women to partake in health changing behaviours in the postpartum period but
also limits potential peer support opportunities in doing so. This reflects the wider literature
where researchers have noted that a lack of support, competing demands and limited resources
are cited as barriers to weight loss efforts for postpartum women, especially those with low-
income (Graham, Uesugi & Olson, 2016; Sterling et al, 2009: Thornton et al, 2006). The
intersection of raised BMI and socioeconomic factors such as low-income requires further
exploration to see whether health interventions in the postpartum period can be strengthened
for vulnerable or marginalized groups of women. Some scholars have noted that many women
with a raised BMI consider weight gain to be a natural consequence of pregnancy, and that they
expect to lose weight in the postpartum period (Lauridsen et al, 2018; Keely et al, 2017).
However, some of the women expressed frustration that they had gained weight and attributed

this to the multiple lockdown periods.

Participant: If COVID hadn't have happened, | was doing really well losing my baby
weight. I'd lost quite a lot of it. Okay, I'd had a bit of swelling where it all...but I'd lost a lot
of it and I'd probably only about a kilo or so to go. And then COVID hit and | put it all back

on again. So yeah, possibly if COVID hadn't have hit it might have been a different story-
Researcher: Mm

Participant: -but obviously not able to go out, not able to do anything, and obviously then
my in-laws moved in and they were cooking...and so yeah they use a lot of oil and a lot of
fried stuff... and obviously when someone's cooking a meal you're just gonna take it. So
yeah that's annoyed me a little bit. But thats more to do with COVID than my actual

pregnancy.
Researcher: Mm

Participant: But yeah...I'm not happy with my weight at all at the moment. But it's very
difficult when you've got two of them because they don't even sleep at the same time.

For me to even do a bit of exercise and, and getting them out of the house and park. | try
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and walk every day but I've also joined up for this thing that | can do, this exercise at
home but in my mind | can't even find time to do that. I'm gonna see what | can do

because | need to lose it. (Amelia, 7 Circles attended)

Obviously I've probably put on a lot more weight than well, | would have normally
because of like, lockdown. Because of lockdown you didn't, you wasn't doing your
normal- you was pretty- obviously you could go out and do your daily exercise but every
time | wanted, | would've wanted to go for a walk, it is like taking three kids out with you.
So it is a lot. Obviously I didn't do as much exercise as | would have done normally if, if
lockdown wasn't here...obviously with a newborn it's quite hard for me to be standing in
front of the telly you know, and do all like moves, like exercise things. | have put on a lot
more weight than what | ideally wanted to, if lockdown wasn't there. Obviously it's hard
when you're trying to lose it now, 'cause I'm in the hospitality industry. I've only like, just
gone back to work like in the summer. And then | was, then it was November we went
into another lockdown so | was only at work for a little bit and then we've only gone back
in April. So it's, it's hard, I've not been at work like, doing all that walking I'd normally do

on like, an eight-hour shift. (Polly, 1 Circle attended)

Amelia cites multiple barriers to postpartum weight loss. She recalls that although she had
support from her in-laws who had moved in with her family during lockdown, she felt she had to
be grateful for their support which sometimes came in the form of food that Amelia thought to
be unhealthy. The “busyness” of motherhood, alongside lack of motivation are also considered
barriers to postpartum weight management for Amelia. Polly identifies two barriers in her
weight management journey during lockdown — the ability to work and care for a baby.
Expectations of weight loss were tied to employment, which was physically quite demanding but
subsequent periods of lockdown have paused her work. Her comments also highlight the

difficulty of prioritising her needs over that of the baby.
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7.5. Conclusion

It appears that group care facets such as peer support were utilised well beyond the Circle
sessions. Women noted a distinct lack of services and other forms of social support during the
pandemic so for the women who were able to develop bonds within their Pregnancy Circle, the
group continued to be a source of emotional support in the postnatal period and helped to
mitigate feelings of isolation and loneliness. Women recalled that Pregnancy Circles were a space
that normalised pregnancy, and validated their pregnancy identity through sharing commonality
with other women who were also pregnant. In much the same way, the group dynamic that was
developed in the Pregnancy Circles helped the women to validate their motherhood identities in
the postpartum period. This is particularly important for women with a raised BMI, where the
visibility of their postpartum bodies codify them as “bad mothers” (Parker, 2014). Researchers
have noted the social support has been identified as key to reducing postnatal isolation and to
support the transition into motherhood (De Sousa Machado et al, 2020). Furthermore, peer
support has been identified as providing elements of validation, security and self-confidence for
new mothers (Darvill et al, 2010; Dennis and Chung-Lee, 2006). Other women noted that their
Circles were not well established and therefore had lost the potential for social support. Where
women were denied the ability to develop social supports in their groups, in addition to the lack
of services, the absence of different support systems were keenly felt by women when
attempting to navigate their motherhood identities in relation to their postpartum bodies, infant

feeding and body image.

Pregnancy Circles were an influential space for the formation of a “good mother” identity. Infant
feeding was a common theme for women that was also influenced within these spaces. For
women whose sessions were truncated, the lack of influence from Pregnancy Circles
demonstrated that women utilised less resources around their decisions on infant feeding.
Women in this study relayed frustration about their postpartum bodies and reproduced
internalised stigmatised thinking about their bodies as it related to their good mother identities.
One particular way this manifested was in discussions about infant feeding and the pervasive

public health messaging around breastfeeding. With the lack of public services available during
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the pandemic, many women chose to formula feed their babies and articulated ideas of
internalised failure in their mother identity around breastfeeding their babies. Women with a
raised BMI are less likely to be able to successfully breastfeed and are noted to have lower
breastfeeding rates at initiation and later on (Bever Babendure et al, 2015). There are several
psychosocial factors that reduce exclusive breastfeeding in women with a raised BMI. Women
with a raised BMI have been shown to have reduced confidence in their abilities to breastfeed
and have less social support to breastfeed (Hauff et al, 2014). An inability or lack of desire to
breastfeed puts further burden onto mothers as they are seen as key for the future health of the
nation, where formula feeding is seen as a risk factor for future obesity. Fat mothers are further
vilified by the literature wherein the potential risk of childhood obesity is the consequence of
their choice to formula feed (Amir and Donath, 2007). Fat motherhood has been identified as a
fraught experience heightened by societal anxieties around “good motherhood”, leading women

to internalise messages around failure (Lee, 2020).

Ideas of good motherhood were also articulated through the postpartum body, in discussions of
diet, body image and weight management. Researchers have suggested that good motherhood
continues to be defined by the maternal body, where thin and fit bodies are idealised and thus
are seen as examples of good motherhood, through neoliberal ideas of self-regulation and
personal responsibility (Warin and Gunson, 2013). Women frequently expressed dissatisfaction
with their postpartum bodies, with some indicating the postpartum period was ideal for
adopting health behaviours to feel better about themselves. Postpartum weight management
was a frequently discussed topic and women indicated that this was not discussed in the group
sessions. This suggests that midwives missed opportunities to utilise facets of the group care
model such as woman-led discussions and facilitative practice to optimise women’s health
through the postpartum period. For women whose groups were well established, they were able
to access the group dynamic as a form of emotional and social support when engaging in health
change behaviours in the postpartum period, although women also cited barriers such as
anticipated weight stigma or financial concerns that prevented them from utilising this fully.
Midwives identified the potential for collaborative working practices in the postnatal period by

utilising health visitors to provide relational continuity and public health promotion. However,

226



women are more likely to seek support from lay people rather than healthcare professionals,
demonstrating a particular preference for support from other women with children (Dennis and
Chung-Lee, 2006). This warrants further examination in the context of group care, and whether
the informal support that the group dynamic gives in the antenatal period can be meaningfully

translated into the postnatal period in a standardised way.

7.6 Chapter Summary

This chapter has introduced and explored the third and final meta-theme, good motherhood in a
pandemic, with its interrelated themes, isolation and seeking support, forming good
motherhood and the postpartum body. It has highlighted women’s experiences of postpartum in
relation to the facets of the group care model, particularly the use of peer support and its utility
in the absence of other services and resources. The next chapter will now turn to discussing all

three meta-themes in more detail and in relation to the wider literature.
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Chapter 8 — Discussion

8.1. Introduction

In this chapter | summarise and discuss the principal findings of the study within the context of
the existing literature. | outline a summary of the key findings and then discuss each of the meta
themes in turn, exploring each in greater detail. The implications of the thesis findings and how
they extend the current knowledge base are discussed further. The experiences of antenatal
care for women with a raised BMI from diverse backgrounds is poorly understood and not well
documented. Much of the current literature focusses on the experiences of white women with
medium or high socioeconomic statuses. This study attempted to redress this gap in the current
literature through the inclusion of women from diverse backgrounds. It also considered the
intersectionality of women who use the health service and whether facets of GANC can improve
their experience of pregnancy. The application of the theoretical framework, cultural safety, is
extended beyond its original definition and the implications of this are discussed below. | also
consider how GANC aligns with a cultural safety framework and what the impact of this might be
on women'’s experiences of pregnancy care. The limitations and strengths of this study are then

discussed. Final reflections on the work conducted are also discussed below.

8.2 Summary of key findings

The primary research undertaken for this thesis found that facets of GANC support women with
a raised BMI to have a positive experience of pregnancy. Many of the women were receiving
care outside of the Circles for various reasons and therefore were receiving additional care
related to their risk status. For women, the Pregnancy Circles represented a space where their
risk status did not have to be navigated. Facets like peer support and relational continuity
normalised the pregnancy experience for women, which helped mitigate the impact of

increasing medicalisation when pregnancy complications developed. Other facets such as
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woman-led discussions and facilitative discussions were powerful 