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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.
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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
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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
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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.

49



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
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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 gestat