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Abstract 
 

Background 

High Body Mass Index (BMI) during pregnancy is associated 

with an increased risk of adverse health outcomes. Making 

healthy change during pregnancy is beneficial, especially for 

overweight and obese women.   

Aims 

The aim of this study was to explore the barriers and 

enablers identified by overweight and obese women that 

preclude and facilitate making healthy change during 

pregnancy. 

Method 

Twenty six women who were overweight or obese during 

pregnancy were interviewed at 28 weeks gestational age. 

Interviews were transcribed verbatim and the analysis is 

based on the thematic analysis methodology.  

Results 

The core concept of “being pregnant” indicated women 

consider this specific time as both a reason not to make 

healthy change as well as a motivation for change. 

Overweight and obese women cited the following barriers 

to making healthy change during pregnancy: physiological 

(e.g. pregnancy complications and tiredness); emotional 

(e.g. preference and mood); cognitive (e.g. lack knowledge); 

interpersonal (e.g. lack support); and environmental (e.g. 

availability of healthy choice). Similar enablers were 

identified by overweight and obese women: physiological 

(e.g. relief of pregnancy symptoms); emotional (e.g. 

approval and commitment); cognitive (e.g. knowledge and 

belief); interpersonal (e.g. family support); and 

environmental (e.g. help from others). More barriers than 

enablers were given, indicating that women were more 

sensitive to barriers than the enablers for making healthy 

change. Factors viewed by some women as barriers were 

viewed as enablers by others.  

Conclusion 

When designing interventions to promote healthy eating 

and physical activity during pregnancy, individually focused 

interventions must be implemented in conjunction with 

environmental-level interventions to facilitate behaviour 

change.  
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What this study adds: 

1.  Interventions promoting healthy eating and physical 

activity among overweight and obese pregnant women 

require identification of barriers to and enablers of healthy 

change.  

2. We utilised mind -maps to highlight what is really 

happening in women’s minds and what can be practical for 

future interventions studies to target based on information 

provided from real life women.  

3. Future research and intervention should adapt an 

individual focus and test the effect of the involvement of 

family and friends.  
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Background 

Obesity is a significant contributor to chronic disease 

worldwide,
1
 with current estimates suggesting that nearly 

half of women of reproductive age in the United States have 

a Body Mass Index (BMI) ≥ 25kg/m
2
.
2
 Being overweight or 

obese during pregnancy has been well recognised with 

increased risks of adverse health outcomes for both women 

and their infants, including an increased risk of both 

gestational diabetes and hypertensive conditions for 

women, and for the infant, perinatal death, congenital 

anomalies, birth trauma, and high birth weight.
3-5

 

 

Observational studies suggest that among women who are 

overweight or obese, healthy diet and lifestyle during 

pregnancy has been associated with improved maternal 

cardiovascular function and reduced risk of their infant 

being born large for gestation.
6,7

 Furthermore, physical 

activity during pregnancy has been associated with a 

reduced risk of gestational diabetes, pre-eclampsia, preterm 

birth and operative birth.
8-11

 Pregnancy has been considered 

a “teachable moment”, which may motivate women to 

change their eating and exercise habits.
12

 While a number 

of interventions have been proposed for promoting healthy 

eating and physical activity among overweight and obese 

pregnant women, their success requires identification of 

barriers and enablers of healthy change. 

 

There is considerable information available in the literature 

describing determinants of healthy eating during pregnancy, 

including eating habits prior to pregnancy,
13

 knowledge of 

nutrition requirements during pregnancy,
14

 and family 

support.
15

 In contrast, pregnancy symptoms including 

nausea and vomiting, maternal depression, low 

socioeconomic status, and community factors such as the 

availability of healthy foods have all been identified to limit 

maternal diet quality during pregnancy.
16-19

 A number of 

quantitative studies have investigated enablers of being 

active during pregnancy, including positive psychological 

feelings, family influence, and receiving advice.
20-22

 The 

most notable barriers identified preventing women from 

being active during pregnancy include pregnancy symptoms 

lack of time and child care, and concerns about safety.
20,23-25

 

We have identified one qualitative study that has explored 

barriers to being physically active during pregnancy in 

overweight and obese women.  While it reported a wide 

range of internal (physical and psychological) and external 

(work, family, time and environmental) barriers,
26

 the study 

failed to supply information about enablers or how to 

overcome these barriers.  

 

While previous research has examined factors affecting 

healthy change in pregnancy, it has been primarily 

quantitative in nature and has been limited by small sample 

sizes and homogeneous samples. Furthermore, previous 

studies have focused on women of all BMI categories, with 

no distinct reporting for pregnant women who were 

overweight or obese. In order to devise health messages for 

overweight and obese pregnant women, qualitative 

research that comprehensively examines both barriers and 

enabling factors for change is required. Hence we proposed 

a qualitative study that asked the central question: What 

are the perceived barriers and enablers identified by 

overweight and obese women that preclude and facilitate 

making healthy change during pregnancy? This broad and 

open-ended question directed the research process and 

served as the focus around which all data were collected 

and analysed to ultimately allow a better understanding of 

the enablers and barriers for women who are overweight or 

obese to making healthy change during pregnancy.  

 

Method 

Theoretical basis: 

A qualitative study was conducted to explore the concept of 

perceived barriers and enablers of making healthy change 

during pregnancy in women who were overweight or 

obese.
27

 Perceived barriers and enablers affect people’s 

behaviour indirectly by impacting motivations.
27

 When 

women perceive barriers, they become frustrated, lower 

their motivation to make healthy change and reduce their 

effort.
28

 Perceived enablers have the opposite effect.
29

 

Because women believe that their efforts will be facilitated 

rather than hindered, they become more motivated. People 

act on the basis of those perceptions, regardless of whether 

those perceptions have any basis in reality.
27

 Therefore, it is 

important to have detailed descriptions about barriers and 

enablers in women who are overweight or obese so that 

future interventions promoting healthy change can be 

designed. Our research is based on the inductive thematic 

analysis methodology as it is not wedded to any pre-existing 

theoretical framework. This approach allows the freedom 

and flexibility of discovering all possible key features from a 

data set.
30

   

 

Participants and sampling: 

This study is nested within a randomised trial evaluating the 

effect of an antenatal intervention to limit weight gain 

among overweight and obese pregnant women on maternal 

and infant health outcomes (the LIMIT study).
31

 Recruitment 

to the LIMIT study was completed in January 2012 from 

three public maternity hospitals across the South Australian 

metropolitan area. The inclusion criteria were a booking 

BMI ≥25 kg/m
2
 at first antenatal visit between 10

+0
 and 20

+0
 

weeks’ gestation, and a singleton pregnancy. Women with 

previously diagnosed type 1 or 2 diabetes prior to 
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pregnancy were excluded. Baseline demographic details 

were collected at the time of study entry. A purposive 

sampling method was adapted for the recruitment of 

women to complete the interview.
32

 Participants were 

chosen from women recruited to the LIMIT study based on 

a selection matrix of BMI category (BMI<30 kg/m
2
 and ≥30 

kg/m
2
), and parity (Parity 0 and 1+). Women were then 

approached via telephone and the purpose and methods of 

the interview were explained. Women who agreed 

undertook a face-to-face interview at 28 weeks of gestation. 

 

The interview: 

The interviewer (ZS) was a female health science researcher 

with trained interviewing skills and knowledge of pregnancy 

health. The interviewer had no previous connection with 

any participant. The interview took place at the time of the 

women’s oral glucose tolerance test, in a private hospital 

clinic room. Recruitment for the interview began in July 

2011 and continued through to October 2011 when it was 

determined that data saturation had been achieved when 

no new insights were being gained.
33

  A semi-structured 

interview guide was developed to provide some direction to 

the researcher with a standard procedure to enable 

comparability, but during interviews women were invited to 

openly tell their stories to ensure their voices were heard 

and their experiences shared without a rigid adherence to 

the interview guide.
34

 

 

Each interview started with the broad opening question, “Is 

this your first baby?” which served as a port of entry into 

this significant experience in a woman’s life. Participants 

were then asked to respond to two structured questions.  

1. What makes it difficult to be physically active and what 

makes it easier to be physically active during pregnancy?  

2. What makes it difficult to eat healthily and what makes it 

easier to eat healthily during pregnancy?  

The interviewer then asked participants to give detailed 

explanations about their answers. Each interview lasted 

approximately 20-30 minutes. The interview procedure was 

piloted with an eligible woman and a psychological 

professional for feedback and corrections. All interviews 

were audio recorded and transcribed verbatim by the 

researcher to ensure further immersion in the data. Each 

interview transcription was addressed with a unique 

identifier (e.g. In01). Observational notes and journal 

reflections were maintained throughout data collection and 

analysis to supplement the in-depth interviews.
34

 The 

decision about data saturation was made via discussion 

between all authors. Approval to conduct this study was 

obtained from the following research and ethics committee 

and from the three hospitals where women were recruited: 

the CYWHS (Children, Youth and Women’s Health Service, 

Government of South Australia) Research Ethics Committee; 

Women's and Children's Hospital (Adelaide, South 

Australia); Flinders Medical Centre (Adelaide, South 

Australia); Lyell McEwin Health Service (Adelaide, South 

Australia). All participants signed a consent form and agreed 

to the researcher recording the interview. Participants were 

not offered financial incentives to participate in this study. 

 

Data analysis: 

Data analysis followed the six phases of thematic analysis 

procedure introduced by Braun and Clarke.
30

 After 

transcription, interviews were read and reviewed line by 

line, and each discreet idea or concept noted. Then initial 

codes were produced to identify all features of the data in a 

systematic fashion across the entire data set. All codes were 

further collated into potential themes. Themes were further 

reviewed to check if they worked in relation to the coded 

extracts and the entire data set. Mind-maps were created to 

represent the structures of themes and sub-themes.
35

 

Themes were then defined, named and further refined. 

Examples and extracts were selected and reviewed to 

ensure clear description of themes before reporting results. 

The computer software program NVivo9 (QSR International 

Pty Ltd.) was used to store and manage the data and 

construct mind-maps.  

 

Results 

Participants: 

All women who met the inclusion criteria were approached 

and agreed to participate in the study with no rejections. 

Twenty-six interviews were conducted to reach data 

saturation. The demographic characteristics of the 26 

women who participated in this study are summarised in 

Table 1. The mean age was 32.5 years with a standard 

deviation of 1.1 years. The mean BMI of the women at 

baseline was 32.8 kg/m
2
 (standard deviation 6.0 kg/m

2
).  

Most of the women were Caucasian and were not smoking 

during pregnancy.  

 

The core category: 

Following a protracted involvement with the data, the core 

category of “being pregnant” emerged to capture the 

experience of making healthy change during pregnancy and 

refers to a special period of life when women have different 

perceptions about weight and health. This is the 

terminology used by women to identify their weight, health 

status, eating habits, and exercise routine at this specific 

period of life. It provides a label for giving explanations to 

‘let go' and not to make healthy changes. At the same time, 

pregnancy was viewed as a time for rising health concerns 

and becoming motivated for making healthy change. As 

frequently referred to in the interviews, “all pregnant 
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women gain weight, there is nothing you can do about it… 

(I’m worried about) not being able to lose the gained weight 

after pregnancy.” It is suggested that this use of the label 

“being pregnant” provides safety for overweight and obese 

women in a society where the stigma around weight 

remains deeply entrenched and indicates they would rather 

make change after pregnancy.  

 

The 26 women interviewed also identified five main 

categories of barriers to and enablers of making healthy 

change while being pregnant: physiological, emotional, 

cognitive, interpersonal, and environmental. 

 

Barriers to make healthy change: 

All women provided key concepts and examples of barriers 

toward making healthy change during pregnancy. There was 

no obvious difference in the number of barriers in the 

conversations between overweight women and obese 

women (55 responses in overweight women vs. 54 in obese 

women), or between women with no other child at home 

and women with at least one child at home (60 responses in 

women with parity 0 vs. 49 in women with parity ≥1). The 

key concept of barriers to making healthy change is 

summarised in Table 2 with examples attached. The 

coverage of this topic in the interviews is shown in Figure 1 

which is the mind-map representing barriers as nested 

rectangular boxes. The larger the box, the more frequently 

this code was referred to in the interviews.   

 

The category of interpersonal barriers was the most 

frequently referred to concept in the interviews, 

representing a large range of personal barriers, which also 

appeared to be highly individualised. The relatively mutual 

code was “no time” as women mentioned family and work 

commitment to be priorities in life. Other factors including 

cost of healthy eating and exercise classes, lack of support 

(e.g. from family, friends, health professionals, and 

community), and no pre-pregnancy healthy eating and 

exercise routine were identified to be barriers in individual 

cases. Some examples are: 

…in between working, and picking up from child 

care, and cooking tea, there’s not much time left in 

the day. (In02, obese, parity 1) 

I'm studying, and working, and being pregnant, so, 

quite full on…and I’d like to join the gym, but 

you’ve just got to be realistic about affording it.  

(In05, obese, parity 0) 

I'm not used to eating healthy food. (In20, 

overweight, parity 0) 

 

The next most frequently referred concept was the category 

of physiological barriers, including tiredness, pregnancy 

complication, and other non-pregnancy-related health 

conditions. This concept was related to both healthy eating 

and physical activity during pregnancy: 

If I continue with walking after 30 minutes I get 

tired and I don't know why. (In20, overweight, 

parity 0) 

Before pregnancy I ate healthily. But now because 

I’m pregnant I think it's the change of the 

hormones and many other pregnancy symptoms 

that make me crave food more and just feeling 

hungry all the time. (In15, overweight, parity 0) 

…difficulty (with exercise) is when you’ve got a big 

belly and you just get really heavy and you can't do 

things as quickly as you used to do. (In14, obese, 

parity 1) 

 

The category of environment barriers represents external 

factors from either the physical environment or the facilities 

in the community, which may affect women’s healthy eating 

or exercise behaviour: 

…at work it (healthy eating) is really hard because 

the kind of food they serve there (is not healthy)… 

(In13, obese, parity 0) 

Obviously the weather at the moment makes it 

difficult to exercise, and getting dark very early. 

Those are things that stop you getting out and 

walking. (In24, overweight, parity 0) 

  

The category of cognitive barriers represents messages in 

the interviews with women speaking often about 

knowledge of healthy eating, safe exercise during 

pregnancy, and the necessity of making change. In addition, 

women also indicated worry about the safety of the baby 

while exercising during pregnancy.  

 

As a result of lack of knowledge about possible adverse 

health outcomes, nutrition, cooking skill, healthy choice, 

and safe exercise information, women identified it as a 

significant barrier to making healthy change during 

pregnancy. Example quotes are: 

I'm not the good cook. So, maybe it's just that we 

are eating the same over and over again. So in the 

end I will say 'let's go out.' (In03, overweight, parity 

0) 

There’s not a lot of information about what kind of 

exercise you can do. (In13, obese, parity 0) 

 

The category of emotional barriers refers to those related to 

personal preference and mood. Women also indicated that 

they use the concept of being pregnant to explain their 

preference of not cooking and exercising:  
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I think at the moment (being pregnant) it's my 

mind set. If I feel like doing that (healthy eating), I’ll 

do it. If I don't want to do it, I don't do it.  (In08, 

obese, parity 2) 

 

Enablers of making healthy change: 

Only 17 of the 26 women (65.4 per cent) interviewed 

provided concepts of enablers and examples of making 

healthy change during pregnancy. In women who provided 

no descriptions about enablers, three were overweight with 

no other children at home, two were overweight with at 

least one child at home, three were obese with no other 

children, and one was obese with parity greater than one. 

There was no obvious difference in the number of enablers 

referred to in the conversation between overweight (N=9) 

or obese women (N=8) (responses 19 vs. 22), or between 

women with no other child at home (N=8) and women with 

at least one child at home (N=9) (responses 18 vs. 23). Many 

concepts viewed by some women as barriers were seen as 

enablers by others. The key concept of enablers of making 

healthy change is summarised in Table 2 with examples 

attached. The coverage of this topic in the interviews is 

shown in Figure 2. 

 

The most frequently cited enablers were those in the 

interpersonal category. A commonly reported enabler was 

that of family support which includes family and friends’ 

encouragement of healthy eating and exercise, obligation to 

cook healthy meals for the family, and opportunity to 

exercise with children and pets. Less work and family 

commitment, having a healthy routine prior to pregnancy, 

and positive peer-pressure were also reported as 

contributing to healthy changes during pregnancy. Some 

examples are: 

The good thing is I do have him (the other child at 

home), so we can walk to the park. I chase after 

him. (In01, overweight, parity 1) 

I used to be around people who do cook and only 

make healthy choices. It is helpful. (In 21, 

overweight, parity 2) 

My husband is very supportive. He does heaps of 

cooking. Even if I don't have the energy, he'll cook 

the right food for me. (In22, obese, parity 0) 

 

The category of emotional enablers including wanting 

others’ approval, commitment to previously paid classes, 

and feelings attached to healthy eating and exercise were 

mentioned more frequently than other physical or cognitive 

enablers. 

(What makes exercise) easier...my yoga, I’ve 

already paid for the class so I need to go. (In12, 

overweight, parity 0) 

Exercise makes me feel better. The head space. 

You just feel good. (In21, overweight parity 2) 

I'm just trying to get into a routine to eat healthier. 

That's the real hard thing for me. But I know that I 

need to. I need to let them (family and friends) 

know I can do it. (In 24, obese, parity 0) 

 

The category of cognitive enablers represents women who 

indicate having knowledge about healthy eating and safe 

exercise, concern about maternal and neonatal health, 

belief in healthy eating and exercise, and having self-

efficacy to make changes. 

Because it's (healthy eating) good for the mother 

and the baby. (In05, obese, parity 0) 

Many people think eating a healthy diet costs more 

and needs more time. They don't realise that 

making a salad costs 5 minutes. If you eat seasonal, 

it's always cheaper. (In17, overweight, parity 1) 

You need to be confident about it. (I’m) confident 

enough. I've done a lot of changes. (In03, 

overweight, parity 0) 

 

The category of environmental enablers represents 

community support, e.g. arrangement to meet and share 

experience with other pregnant women, and other external 

help including information from health professionals. 

A constant external reinforcement (about healthy 

eating and exercise) from the hospital or other 

pregnant women may help. (In24, obese, parity 0) 

 

The category of physiological enablers was only briefly 

reported in the interviews and represents relief of 

symptoms and improving fitness after making changes. It is 

noted that physiological enablers only applied to exercise 

during pregnancy. 

That (exercise) helps a lot with the back pain. You 

can tell the difference. (In16, obese, parity 2) 

 

Discussion 

We report here for the first time a detailed qualitative 

investigation of barriers to and enablers of making healthy 

change during pregnancy in overweight and obese women. 

We found that women used the core concept of “being 

pregnant” to identify their health status, eating habits, and 

exercise routine at this specific period of life. While this 

label acts as an explanation for some women to let go and 

not make healthy changes, for others it represents a 

concern and a motivation for change. We identified 

physiological, emotional, cognitive, interpersonal, and 

environmental categories to be the main themes of barriers 

and enablers, with women providing more information 

about barriers than enablers. In addition, we found no 
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difference between overweight and obese women, and 

between women with no other child or women with at least 

one other child at home. 

 

As previously reported by women of all BMI categories, 

having a healthy routine prior to pregnancy, having 

knowledge, family support, receiving external help, and 

positive psychological feelings associated with healthy 

eating and exercise are all enablers of healthy eating and 

active lifestyle during pregnancy.
13,36

 These findings were 

also identified in the interviews in our study. We report for 

the first time interpersonal enablers including family 

support, having more time, having a previous healthy 

routine, and peer-pressure, to be the more frequently 

referred to concepts, which may have a greater impact on 

women than emotional, cognitive, environmental and 

physiological enablers.  

 

Research about barriers to making healthy change in 

women of all weight ranges shows that pregnancy 

symptoms, psychological feelings, low income, the 

environment, lack of time, and child care all negatively 

influence healthy eating and exercise during pregnancy, 

which is in consistent with our findings.
16-19,25

 In addition, 

Weir and colleagues’ investigation of barriers to physical 

activity during pregnancy in overweight and obese women 

found similar results but highlighted that lack of self-

confidence and motivation was of particular relevance as a 

barrier to change in overweight or obese women.
26

  In our 

study, when asking about factors that make it difficult to eat 

healthily or be more active during pregnancy, women did 

not raise weight as a particular concern. However, when 

asking about factors that make it easier to achieve healthy 

changes, women indicated self-efficacy to be an enabler 

under the cognitive theme. The slight difference in 

responses between the two studies may be explained by 

the different questions asked in the current research. 

 

Similar to the findings of Weir and colleagues, women 

interviewed in our study were unconcerned about weight 

gain during pregnancy, except in mentioning that increasing 

abdominal girth made it difficult to engage in exercise. This 

attitude may reflect the current absence of formal 

recommendations for pregnancy weight gain and activity 

levels in women who are overweight or obese as a part of 

routine antenatal health care.   

 

Although it has been suggested that pregnancy represents a 

timely opportunity to promote healthy change, most 

women in our study did not consider pregnancy a specific 

time to make change, although they did indicate a 

willingness to improve behaviours for the sake of maternal 

and neonatal health. In fact, women considered pregnancy 

as a particularly difficult time to make healthy change as 

they experienced pregnancy complications, tiredness, food 

craving, in addition to concerns about the safety of such 

changes on the pregnancy. In addition, women were more 

sensitive to barriers than enablers, indicating that future 

studies promoting healthy eating and physical activity 

should address barriers based on individual circumstances 

to enhance the effect of health promoting strategies. 

 

Of particular importance, help from health professionals 

was not identified as a significant enabler to making healthy 

change. In contrast, women did identify family support, 

peer-pressure, and knowledge to be enablers of healthy 

change, indicating the relative importance of advice 

received from family and friends in initiating behaviour 

change. These findings are consistent with the reports of 

other qualitative investigations, identifying advice and 

support from a woman’s partner and friends to be 

significant factors for facilitating behaviour change during 

pregnancy.
21,37

 Hence, future health promotion during 

pregnancy should attempt to increase the involvement of 

family and friends to enlarge the educational effect. 

 

Although not referred to as frequently as interpersonal 

factors, we identified environmental factors to be both 

barriers to and enablers of making healthy change during 

pregnancy. Previous research has recognised that food 

security and the availability of healthy food choices can limit 

healthy eating during pregnancy,
13

 while weather and the 

lack of a suitable exercise environment limit physical 

activity.
38

 Women interviewed in our study indicated that a 

community with knowledge and support of healthy eating 

and lifestyle could be a positive influence to pregnancy 

behaviours, raising the possibility of future studies to 

engage environment-level interventions rather than to 

consider this external influence as a barrier only. 

 

In this study, validity was maximised as data saturation was 

achieved with 26 interviews. In addition, there was a pilot 

interview with an eligible women and a psychological expert 

to test the face validity of the interview content. In 

interpreting the findings of this study, it is important to 

acknowledge its limitations. Although we attained data 

saturation, we did not consider this separately for 

overweight or obese women. At the same time, we did not 

identify a significant difference in responses based on 

maternal BMI. As most of our participants were Caucasian, 

the findings may not be generalisable to women from other 

ethnicities where cultural norms and different lifestyles may 

have a significant impact on pregnancy behaviours.
21
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Conclusion 

The detailed insights provided into the barriers and enablers 

which influence healthy behaviour change during pregnancy 

in women who were overweight or obese, may be targeted 

in future intervention studies. Although many of the themes 

from the current the study are similar to those reported 

from other settings, our study is the first comprehensive 

investigation of both barriers to and enablers of making 

both healthy eating and active lifestyle change in 

overweight and obese women. The confirmation of previous 

findings provides further confidence in the reliability of our 

results. We advise that when designing intervention studies 

during pregnancy to focus on healthy behaviour change, an 

individual focus must be adopted, addressing individual 

barriers to change. Future research should also test whether 

increased involvement of family and friends in health 

promotion during pregnancy can increase adherence to diet 

and lifestyle recommendations.   
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Table 1: Demographic characters of women interviewed 

Characters %(N) 

Age  

20-30 30.8(8) 

30-40 57.7(15) 

40+ 11.5(3) 

Parity  

0 50.0(13) 

1+ 50.0(13) 

Weight category  

Overweight 50.0(13) 

Obese 50.0(13) 

Smoker 7.7(2) 

Ethnicity  

Caucasian 88.5(23) 

Asian 11.5(3) 
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Table 2: Categories of barriers and enablers of making healthy change 

 

 

 

Concepts Barriers  Examples Enablers Examples 

Physiological -Pregnancy complications - Nausea, vomit, back pain, muscle cramps - Relief symptoms - Less  back ache, muscle cramps, constipation 

 - Health conditions - Chronic conditions - Being fit - More energy 

 - Tiredness - Too tired to prepare meals or exercise   

Emotional - Preference - Don’t like cooking/exercise - Approval - Want others approval 

 - Mood - Don’t feel like cooking/exercise 

- Pregnancy as an excuse 

- Commitment - Commit to previously paid exercise class 

   - Feeling - Feel good, enjoyment, fun 

Cognitive - Lack knowledge  - Lack knowledge about adverse health outcomes, cooking skill, 

healthy eating information, safe exercise information 

- Knowledge - Understand safe exercise 

- Have cooking skill and healthy eating information 

 - Concern of neonatal 

health 

- Worry about safety of the baby - Health concern - Want to improve maternal and neonatal health 

   - Belief - Believe it is important in life  

   - Self-efficacy - Be able to make the change 

Interpersonal -No time -Caring for other children 

- Family/work commitment 

- More time - Reduce work time 

- No other children, or have help for childcare 

 - Lack support - No help 

- Family don’t like healthy food 

- No one to exercise with 

- Family support - Preparing healthy food for/with family 

- Exercise with family 

 - No healthy habits - No pre-pregnancy healthy routine - Healthy routine - Pre-pregnancy routine 

 - Cost - Healthy food/gym is expensive - Peer-pressure - Feel pressure from others to do so 
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 Environmental  - Physical environment - Weather  - Community - Meet and share experience with other pregnant 

women 

 - Availability - Lack of healthy choices 

- No safe exercise space 

- External help - Health professionals, personal trainers  
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Figure 1: Mind map of codes in women’s perceived barriers of making healthy change during pregnancy. The mind man represents the barriers of making healthy change expressed 

in the interviews as nested rectangular boxes. The size of each box represents how many of the sentences are coded by the grouped barriers. The larger the box is, the more 

frequently this barrier has been reported in the interview. 
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Figure 2: Mind map of codes in women’s perceived enablers of making healthy change during pregnancy. The mind map represents the enablers of making healthy change 

expressed in the interviews as nested rectangular boxes. The size of each box represents how many of the sentences are coded by the grouped enablers. The larger the box is, the 

more frequently this enabler has been reported in the interview. 

 

 

 


