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Abstract
The management of obesity before a woman concevase of the most effective efforts
a woman can take in decreasing her risk of obeslgted complications during
pregnancy. Evidence supports the idea that matebeality influences maternal and fetal
outcomes, leading to maternal and fetal morbidifg/sicians acknowledge the
importance of screening women for obesity, but ma@myot refer patients for weight-
loss therapy. In this study, the health belief medes used to explore the associations
between participants’ obesity risk of complicatiahging pregnancy, the number of
weight-loss interventions they attempted to impletyior to pregnancy, and how they
viewed the success of their interventions. Pawitip were a random sample of 95 obese
pregnant women older than 19 years participatirnthensupplemental WIC program in
an urban community in Newark, New Jersey. A quatitié nonexperimental
correlational study using descriptive and infera@rgiatistics was used to analyze the
data. The results of this study indicated that elgegnant women did not perceive the
risks associated with obesity as a problem, northe® an association among the types
of weight-loss methods attempted, the overall ssEoé their weight-loss interventions,
and ethnicity. Women who tried exercise and dietasyrictions or exercise only were
more likely to experience success than those wed ather methods or combinations of
methods§ = 0.012). The data provided can lead to betteriméd strategies by health
care professionals to develop standards in hea#thparticularly obstetrics and
gynecology offices and clinics, to help obese wolnemore compliant with treatment

recommendations for reducing the risks of obestgted health problems.
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Chapter 1: Introduction to the Study
Background

According to the Centers for Disease Control are&mtion (CDC, 2012hb),
obesity rates in the United States have increagedthe past 20 years. The Surgeon
General (2010) reported several contributing fagteuch as genetics, metabolism, poor
dietary habits, cultural changes in food prepamatamd a lack of physical activity as
reasons for the increase in weight. Obesity rateslults have doubled since 1980
regardless of age, sex, race, ethnicity, socioeoonstatus, education, or geographic
region (CDC, 2011). According to the CDC (2006h)2002, approximately 50% of
women of childbearing age (between 18 and 44) wiher overweight or obese. The
2003-2004 National Health and Nutrition Examinatiurvey (CDC, 2005) reported that
non-Hispanic Black women were twice as likely todtese than non-Hispanic White
women (CDC, 2006a). NHANES 2005-2008 (CDC, 20009 @lso reported that higher
income women are less likely to be obese than fmeme women, but most obese
women are not low income (Ogden, Lamb, Carroll,I&gal, 2010). Obesity in
pregnancy affects women who had obesity prior egpancy and those who became
obese from an excessive amount of weight gain dytegnancy.

The Institute of Medicine (IOM, 2009) reported thia¢ recommended weight
women should gain during pregnancy is based on pineipregnancy body mass index
(BMI). The expected total weight gain based ongmegnancy BMI is divided into four
categories: underweight, normal weight, overweight] obese. Women who are

underweight are considered to have a BMI below d&dbare expected to gain between
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28 and 40 pounds; normal weight women are considerbave a BMI of 18.5-24.9 and
are expected to gain between 25 and 35 poundsyeigiit women are considered to
have a BMI of 25.0-29.9 and are expected to gaiwdsen 15 and 25 pounds; and obese
women are considered to have a BMI of over 30.0aaadcexpected to gain between 11
and 20 pounds.

These weight gain guidelines presented by the 12009) are the only known
guidelines specific to pregnant women during preggahat allow for normal fetal
growth and development and help reduce the rigkednancy complications. Siega-Riz
and King (2009) reported epidemiological evidensggesting that women are more
likely to gain weight within the IOM guidelinestifieir healthcare provider suggests
expected weight gain recommendations to them. A awowho exceeds the
recommended weight for her stated pre-pregnancghwer starts the pregnancy already
obese is at increased risk for maternal and fetaptications (Massiah & Kumar, 2008).

The March of Dimes (2001) and the American Collefj®bstetricians and
Gynecologists (ACOG, 2005) discussed ways for absi@ns and gynecologists
(OB/GYNSs) to screen and assess nonpregnant worrrsk’'®r obesity-related morbidity
and provide weight management guidelines. Accortbripe March of Dimes, the
management of obesity before a woman conceivaesa©bthe most effective efforts she
can take to decrease her risk of obesity-relatasptications during pregnancy. The
March of Dimes advises women to discuss with thealthcare providers what healthy
weight they should achieve before trying to coneelurgical interventions such as

gastric bypass and lap-band surgeries have beeessial for obese women of
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childbearing age, resulting in decreases in rdtgestational diabetes, macrosomia, and
cesarean delivery and maintenance of adequate igaghduring pregnancy (Siega-Riz,
Siega-Riz, & Laraia, 2006).

Cogswell, Power, Sharma, and Schulkin (2010) faimadiin 2005 and 2007, the
majority of OB/GYNs were screening adult womendbesity. These providers used
BMI as a tool to counsel their adult nonpregnariepés, mostly on weight control and
physical activity. Many doctors did not refer patefor behavioral weight loss therapy
or prescribe weight loss medications due to doabtait their ability to help their
patients lose weight or follow their advice on died physical activity. As a result, the
lack of confidence and reassurance of OB/GYNs tp bkese women lose weight may
affect how pregnant women perceive the severithef pregnancy risk (Cogswell et al.,
2010).

If healthcare providers do not aggressively takeoado give their patients advice
about weight loss, healthier eating habits, andsay activity, patients will be less
willing to work on these areas or make changeské&tax; Doescher, Saver, & Hart,
2005). Therefore, less reinforcement and reassemaay alter a patient’s perception that
the problem is not severe or that a great dealtefvention is not needed. The American
Dietetic Association and the American Society fartiNion recognized the need for
further research to fill knowledge gaps concernimgrole of maternal diet and physical
activity before and during pregnancy in metaboigodders before standards of clinical

and dietary care can be established (Siega-Rizr§g K2009).
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The goal of this study was to determine how obesgrant women perceive their
risk of complications due to obesity. These datadassist healthcare providers in better
caring for and managing obese women’s weight bgihglthem to reduce complications
associated with obesity. Even though data existdescribe what OB/GYNs are doing to
assess and manage obesity, there is a gap indregure regarding how receptive obese
women are to these efforts, how they view the miairon provided by their healthcare
providers, and how they perceive their obesity daking pregnancy.

Some people may be more receptive to behavioralgdsadue to their level of
motivation. For example, humanistic theorist CasbBrs contended that motivation
comes from a human need for enjoyment and satisfaathich lead to positive feelings
of efficacy (Kaplan, 2009). Most educational themrgludes not only educational
material but also encourages intrinsic motivatiwet inakes people feel as though the
decisions or actions they take determine theiréutln such scenarios, neither
punishment nor reward engages a person to thrive.

Behavioral theorist B. F. Skinner maintained thatiphments and rewards are
effective sources of extrinsic motivation (Kapl2009). He argued that motivation
comes from engagement that is promoted by thenat&t of tangible rewards or the
avoidance of tangible and intangible punishmentgp{&n, 2009). Subsequently, a
positive behavior results in a positive reward, mlas a negative behavior results in a
negative consequence. Some motivation can be geitadsically from knowing what

harm obesity can cause to oneself and one’s fetus.



Although this supposition regarding the connecbetween motivation and
knowledge may apply to some people, according tmik@rek, Vonderheid, and Endres
(2010), having knowledge does not necessarily feadgreater susceptibility to
intervention. Incorporating data into a larger tieical structure may offer a better
understanding of the progression of behavioral ghalbdnderstanding the perspective of
the population of obese women on this topic coadehan impact on the development of
patient-specific interventions by healthcare prsi@sals to better prepare women to have
healthier, more positive pregnancies and fetalaugs such as a decrease in congenital
malformations, macrosomia, and stillbirths.

To better understand the perceptions of obese woeagamding their knowledge
of obesity-related pregnancy complications, | usegiantitative, nonexperimental
methodology with a cross-sectional randomized sarapbbese women. Obtaining data
on pregnant women’s perceived risk of obesity dupregnancy from a WIC clinic was
crucial in generating insights that could haverapact on the expansion of client-
specific interventions by health care professianaktails referring to how data were
collected and measured are further described ipt&h& of this study.

Problem Statement

Maternal obesity during pregnancy is a public lrems$ue because it not only
affects women, but also can directly or indireétigd to childhood obesity and diabetes
in children (Bouret, 2010; Galtier-Dereure, Boeg@eBringer, 2000; Leddy, Power, &
Schulkin, 2008; Levin, 2009). Evidence supportsitlea that maternal obesity influences

maternal and fetal outcomes to a greater degreetiigsactual weight gain during



pregnancy itself (Catalano, 2007). This influertberefore, makes obesity during
pregnancy a common high-risk state because of gdtermal and fetal morbidities that
can occur.

During pregnancy, obese women are at increaseafisiaternal and fetal
complications, such as miscarriages and stillbiglestational diabetes mellitus,
hypertension, preeclampsia, congenital malformat{@specially neurological disorders;
as well as heart defects and multiple anomaliesjepm delivery, cesarean delivery,
macrosomia, birth trauma, and thromboembolic des@dChaung, Velott, & Weisman,
2009; Sarwer, Allison, Gibbons, Markowitz, & Nels@®06). Maternal obesity also
increases the risk for perinatal mortality and keegn complications, such as the
development of obesity in infants (Galtier-Dereeteal., 2000). Obesity in pregnancy is
also linked to a greater use of health care ses\aoel extended hospital stays (Galtier-
Dereure et al., 2000).

During pregnancy, most women agree that it is beiaéto make dietary and
lifestyle changes so that they can have a healdygnancy and newborn, but research
continues to indicate that maternal and fetal cdmdlities are increased among obese
women versus nonobese women (Galtier-Dereure,&Qf10; Leddy et al., 2008).
Because obesity is frequent for women of child-lbepage, members of this population
of patients may not see themselves as at riskdaltth complications. For example,
Kominiarek et al. (2010) revealed that about 51%lbparticipants (obese and nonobese

pregnant women) did not know that obesity increaisé&s of complications in



pregnancy. In addition, only a few women reportsgussing the risks of maternal
obesity with their provider prior to participatiamthe study.
Purpose of the Study

The purpose of this quantitative correlational gtués to determine the
perceived risk of pregnancy complications due tesitly among obese pregnant women.
By conducting this study, | wanted to evaluate digeaelated risks of complications
during pregnancy based on the success of partisiparight-loss interventions prior to
pregnancy, as obese women’s exposure to weightdesary, and exercise wellness
information was limited by healthcare providersisi$tudy was intended to aid in the
reduction of childhood and adult obesity, particyl@dy encouraging healthy behaviors
during pregnancy and beyond. Therefore, the reBeprestions described the concerns |
had regarding the weight-loss methods obese woradarmed before pregnancy as
related to their perceived risk of obesity-assetatomplications during pregnancy.

Nature of the Study

To better understand the perceptions of obese woeganding their perceived
risk of obesity-related pregnancy complicationgséd a quantitative, correlational
nonexperimental methodology, using a cross-sedtramalomized sample of obese
women. Data were gathered from an urban Specigdl®mgntal Nutrition Program for
pregnant, breastfeeding, and nonbreastfeeding gstp participants of the Women,
Infants and Children (WIC) up to age 5 who weraudtitional risk.

This quantitative, nonexperimental study examinigelse women’s perceived risk

of pregnancy complications due to obesity, therugetions performed prior to
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pregnancy to reduce their risk for complicationsmy pregnancy, and how they viewed
the overall success of their interventions. | usedirvey to measure the dependent
variables of BMI and interventions performed piti@ipregnancy, as well as the
independent variable of perceived risk. Descripéind inferential statistics were used to
analyze the data, which included features of cetgrmlencies and chi-square goodness-
of-fit test.
Resear ch Questions

The overarching question of this research was lasife: Do obese pregnant
women perform weight-loss interventions prior tegmancy to reduce the risk of
pregnancy-related complications due to obesity?sLibgjuestions were the following:

1. What is the association between obese pregnant mwermperception of the
risks associated with obesity in pregnancy andype of weight-loss
methods they attempted to implement prior to pragypa

2. What is the association between obese women’s p@voeof the risks
associated with obesity in pregnancy and theirguron of how successful
they were with their intervention efforts overall?

3. What is the association between the types of wdags interventions obese
women attempt to implement prior to pregnancy dait perception of how
successful they were with their intervention ef@rt

4. What is the association between the ethnicity aselpregnant women and

the number of weight-loss interventions attemptear po pregnancy?



Hypotheses

The following were the hypotheses of the study:

Hol: There is no association between obese pregnanews perception of the
risks associated with obesity during pregnancytaedypes of weight-loss methods
attempted.

Hal: There is a positive association between obesgnant women’s perception
of the risks associated with obesity during pregyaand the types of weight-loss
methods attempted.

Ho2: There is no association between obese pregnanews perception of the
risks associated with obesity during pregnancytaea perception of how successful
they were with their weight-loss intervention ovkra

Ha2: There is a positive association between obesgnant women's perception
of the risks associated with obesity in pregnamaytheir perception of how successful
they were with their weight-loss intervention ovkra

Ho3: There is no association between the type of htdass methods attempted
by obese women prior to pregnancy and their peiaeptf how successful they were
with their weight-loss efforts.

Ha3: There is a positive association between the ¢ypeeight-loss methods
attempted by obese women prior to pregnancy andpbeception of how successful
they were with their weight-loss efforts.

Ho4: There is no association between the ethnicigbafse pregnant women and

the type of weight-loss methods attempted prigragnancy.
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Ha4: There is a positive association between thei@tiirof obese pregnant

women and the type of weight-loss methods attemprtied to pregnancy.
Theoretical Framework

The theoretical construct used in this study washiéalth belief model. The
health belief model was originally developed asaymmmatic method to explain and
predict preventive health behavior (Ulin, Robins&nlolley, 2005). In later years, the
health belief model was reexamined to include gariexalth motivation for the purpose
of distinguishing behaviors associated with illressgom health behavior. The health
belief model was used to forecast health-relatéthbier in terms of certain belief
patterns (Ulin et al., 2005). Emphasis was plagedxplaining and forecasting
preventive health behavior. For example, a persawgvation to undertake a health
behavior can be divided into three main categomeBvidual perceptions, modifying
behaviors, and likelihood of action (Ulin et al00b).

By using the health belief model, | was able tolesgthe potential associations
between participants’ obesity risk of complicatiahsing pregnancy and the number of
weight-loss interventions they attempted to impletyior to pregnancy and how they
viewed the success of their interventions. By ping a survey, | was able to sample the
population and make a correlation that would suppodisprove the alternative
hypotheses that related to obese women’s behaviors.

Definitions of Terms
Body mass indeXccording to the CDG2012a),BMI is an indicator of body

fatness, although it does not directly measure lhatyt reflects one’s potential for



11

health risks associated with being overweight dmese. It is often used as a means to
measure one’s ratio of weight for height and thiacgoone into a category that indicates
risk of health problems and comorbid factors (sabkld 1). The formula for calculating
BMI is weight in kilograms divided by height in nee$ squared (weight in kg / height in

m2).
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Table 1

International Classification of Adult Underweigl@yerweight, and Obesity According to
BMI

Classification BMI (kg/m?)
Underweight <18.5
Severe thinness <16.0
Moderate thinness 16.0-16.99
Mild thinness 17.0-18.49
Normal range 18.5-24.99
Overweight >25.0
Pre-obese 25.0-29.99
Obese >30.0
Obese Class | 30.0-34.99
Obese Class Il 35.0-39.99
Obese Class Il >40.0

Note.Adapted from “BMI Classification,” by The World Hila Organization, 2004,
retrieved from http://apps.who.int/bmi/index.jsgPaPage=intro_3.html

Intervention A behavioral change (likely dietary or physicidat is done to
reduce an obese woman'’s risk of obesity-relatedptioations.

Perceived risksRisks understood to be associated with beingeotdasng
pregnancy. These risks include but are not limiteblirth defects, diabetes, high blood
pressure, cesarean delivery, infections, stilldmrths or miscarriages, and fetal growth
abnormalities.

Obesity According to the CDC (2010), obesity is a lalmlfanges of weight that
are greater than what is generally consideredIinedtr a given height, or a BMI of 30 or
greater. According to the World Health Organizati@@04), obesity can be further
categorized by BMI into Class 1 (30-34.9 kg/m2)as3 2 (35-39.9 kg/m?), and Class 3

(>40 kg/m?), also described a®rbid obesitysee Table 1).
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Perception The act of having insight, awareness, or undedstg about obesity
risks during pregnancy.

Pregnancy complicationd he conditions or pathological processes potentiall
associated with being obese and pregnant. Thesplications can range from minor
discomforts to serious diseases that require midiEaventions.

Assumptions

It was assumed that all participants had an ingéreng pregnancy that was
confirmed via a positive pregnancy test and rejgiottteir pre-pregnancy weight to the
best of their knowledge. | acknowledge that notrgyarticipant before conceiving may
have had annual check-ups with her doctor to beesed for obesity or told she needed
to make lifestyle changes. For that reason, if amawo performed any weight-loss
interventions, it might not have been due to hetaiotelling her that she was obese and
needed to make lifestyle changes but might have bedated to other motivating factors.

Several inferential statistical tests were use@$dthe proposed hypotheses.
Several assumptions related to the data and saAlpktatistical measures had the
assumption that the data were from a random sampiai-square goodness-of-fit test
assessed Hypotheses 1, 2, 3, and 4 and assumduktieatvere no outliers.

Limitations

| did not ask for medical documentation that theipigants were pregnant. Also,
if a participant was obese but was not aware ophepregnancy weight, then she
automatically did not meet the criteria for thedstul relied on participants’ self-reported

pre-pregnancy weight because the WIC nutritiordgdlsnot assess the participants prior
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to pregnancy. Participants’ self-reports of weightl height for the computation of BMI
may have affected their eligibility criteria forelstudy. Reliance on self-reported pre-
pregnancy weight therefore weakened the validitshefstudy. The cause of a
participant’s obesity may have been excessive icalaiake. It was not required for
participants to have nutrition counseling as péatheir participation in this study.
However, a requirement of the WIC program is thigpaticipants receive nutrition
education; therefore, nutrition guidelines wereegivo each participant during her
pregnancy.

The outcome of this study was limited to the resleaesign and analysis to
answer the research questions. Socioeconomic $qolayed a significant role in limiting
the generalizability of the results, because thmufagion of patients the WIC clinic
serves is mostly composed of low-income and mipevitmen. Therefore, the results of
this study are generalizable to populations of epksv-income, and minority women
who are over the age of 19 years.

A limitation of the health belief model is that fars other than health beliefs can
influence wellness practices, such as culturabfa¢tsocioeconomic status, race,
ethnicity, and previous experiences. According torthiarek et al. (2010), these factors
may influence the responses of participants becaegght and obesity can have a wide
variety of meanings in cultural and economic grolqms this reason, a questionnaire was
the instrument to gather data from participantserathan an interview. The
guestionnaire was limited to inquiring about spedajuestions and did not probe for

greater details.



15

Delimitations

The survey instrument used in this study was melighoice and thus did not
give the participants a chance to explain or elat@oon their answers. This design may
have resulted in missed information regarding tigpants’ perceptions. The design of
the survey only generalized about the overall ss&o¢ participants’ interventions and
did not specify which intervention methods partaifs were successful or unsuccessful
with. This study was limited to women receiving il care from a single WIC clinic
in an urban community in Newark, New Jersey.

Significance of the Study

The knowledge of obese pregnant women that emémasthis study may aid in
decreasing complications associated with obeskyto the mother during pregnancy.
Decreasing excessive weight gain and the prevaleinckesity during pregnancy may
reduce the incidence of obesity and obesity-relatedplications in children, which
could contribute to family wellness and healthiemenunities.

According to Chaung et al. (2009), some women wdmb riot been pregnant
before did not think a change in diet or behavianabification was needed before or
during pregnancy because they did not feel thettioad¢ condition required special
attention. Many women lacked significant understagaf the problem and motivation
to make preconception health changes. Severalrobsa, including Sarwer et al. (2006)
andKing (2006), examined maternal obesity and the eiskomplications to the mother
and fetus from different angles: preconceptionjrdupregnancy, and after delivery.

However, few researchers have examined whetheeabeihen understand the risks of
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obesity in pregnancy, and it appears that none Baamined the connection between

women’s knowledge and their perception of risk dgmgregnancy. It was not clear if

obese women lack knowledge regarding the riskgfahdt leads to unhealthy behaviors.
Filling theLiterature Gap

Several factors influence an individual’'s attitudenaking behavioral changes.
The results of this study add to the body of litera that could be advantageous in laying
the groundwork that would help pregnant women aglb@treatment recommendations
regarding obesity. Also, the outcome of this sthiphlights for health care providers the
additional roles they need to take to bring fortbrensuccessful weight loss and healthy
lifestyle changes that will promote improved heathong women.

Jackson et al. (2005) discussed the importancealfticare providers giving
counsel on weight loss and ways to improve dietea@dcise, as women are more apt to
work on these areas when their healthcare provgleesthem advice on weight loss.
Identifying women'’s perceptions and knowledge rdgay obesity and pregnancy
provided a basis for future studies aimed at desggand implementing ongoing
interventions and strategies to help obese womenowe their health.

Professional Applications

The goal of this study from a professional perdpgeavas to inform healthcare
providers about pregnant women’s perspective onvietge of obesity and its potential
threat to health and well-being for the mother enitd and the effect lack of knowledge
has on reproduction, fertility, and pregnancy oates amongst obese women. With

greater patient involvement and commitment to attnent plan, healthcare costs
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associated with obesity and related complicatioag decline. Ideally, the results of this
study indicated the benefits of healthcare prowgeoviding referrals for weight
management counseling.
Positive Social Change Implications

The implications for positive social change include possibility of generating
information valuable for healthcare professionalsr$es, public health educators,
doctors, and dietitians). This knowledge could eweaawareness of good nutritional
habits, weight loss, and physical activity befalering, and after pregnancy as a measure
to promote good maternal and fetal outcomes. Tégteeof this study could aid
healthcare providers in better understanding haeptve obese women may be to
receiving information provided to them from the@dfthcare providers and how they
perceive the severity of their obesity risk. Théadarovided could lead to better informed
strategies by researchers, policy makers, ancc@ims to create standards in healthcare,
particularly in obstetrics and gynecology officelnics, and programs.

Summary

A guantitative, nonexperimental study was the metloggoto investigate the
knowledge of pregnant women related to the perdeiiaks obesity poses during
pregnancy to mother and fetus. Approximately 9gpamt obese women were sampled
by using a homogeneous probability process. A rans@mpling method allowed the
participants to be selected based on shared ckasticts. All participants were pregnant

and enrolled in the WIC program.
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The use of the health belief model provided a bettelerstanding of the

perceptions that may have affected the knowleddeagtitudes of obese pregnant
women. Kominiarek et al. (2010) created a scalaerfeasuring pregnant women'’s
perceived risk associated with pregnancy and obéellitey used the instrument to
compare the perceptions of obese and nonobese wéimethis study, | used the
Kaminiarek et al. instrument in a novel way. Pamaats in the study were obese
patients. | asked obese patients about the nunflvegight-loss interventions they had
attempted. | then determined if there was a carogldetween perceived risk as
measured by the scale and number of weight-lossvetions as reported by the
participants.

In Chapter 2, a review of the literature providddiaonal insight on previous
research completed regarding this topic. Chappeo@ides details on the appropriateness
of the research design and methodology. Chapteclddes how the data were recorded
as well as the findings. Chapter 5 covers a bniefrpretation of the findings and the

implications they may have for positive for so@bhbnge.
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Chapter 2: Literature Review
Introduction

The purpose of this study was to determine how®pesgnant women perceive
their risk of complications due to obesity and valaate their perceptions based on the
overall success of their weight-loss interventiprisr to pregnancy. The literature
currently lacks significant input from obese pregnaomen on how they perceive their
risk of pregnancy complications due to obesity si¢hapter reviews the maternal and
fetal complications of obesity, knowledge and pptioas of perceived threat and
susceptibility by women and professionals, andviiglity of using the health belief
model as a tool to measure perceptions.

Resear ch Strategy

The literature review began with a review of seardthods and terms that used
specific words and phrases to obtain the backgrolatal for the research. The search
terms werananagement of obesity before pregnancy and duriegnancymaternal
obesity obesity riskpregnancyweight lossperception, self-efficacy, quantitative
studies andhealth belief modelThese terms were coupled in various combinations
organized around the concept of maternal obesity.

Professional journals, books, dissertations, gavent resources, and primary
and secondary source materials concerned with ledgel of obesity among women and
health care providers, obesity risk, and the hdzdtlef model provided the material for
the literature review. The research strategy ferrdview of the literature began with

Internet searches through the Walden Universitydriy the Rutgers George F. Smith
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Library of the Health Sciences, Academic Search fdeta, and ERIC. The chapter ends

with a summary of pertinent findings obtained frtma literature regarding the
perception of obesity risk by women and healthpaosiders.

In accordance with the research questions pos€tiapter 1, the literature
review includes a three-part discussion of (a) maleand fetal complications of obesity,
(b) perceived threat and susceptibility and howtheare professionals and women
perceive the health effects of obesity, and (c)aygropriateness of the research
methodologies and health belief model in studyhegtopic. Only relevant sources were
summarized that were pertinent to the researchtiques

Although the existing literature was extensive lo@ thanagement of obese
women from obstetricians’ and gynecologists’ powitsiew, minimal work has
addressed how women perceive their obesity risls 3éction presents a review of
current management and prevention practices faitybley obstetricians and
gynecologists, maternal and fetal complication®essed with obesity, women and
healthcare providers’ perceptions of obesity duprggnancy, motivation as a factor in
perceived barriers in making behavioral changed tha health belief model as the
research framework most commonly used to explosetdipic.

Mater nal and Fetal Complications of Obesity

Chapter 1 briefly reviews the complications asdedavith maternal obesity, but

Chapter 2 presents the severity of this problemrgweomen, their offspring, and

healthcare professionals based on previous reseéitoén obesity is not adequately
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managed prior to pregnancy, women are more vultetalcomplications once pregnant.
The cycle of obesity and its related complicatioresates a public health problem.

Evidence from the ACOG (2005) indicated that th¢amiy of OB/GYNSs did not
refer nonpregnant patients for weight-loss thempgrescribe weight-loss medications
because of doubt about their capability to heljir thatients lose weight or follow their
instructions on diet and physical activits a result, when a woman already obese
initiates pregnancy, she and the fetus were manskator complications during
pregnancy, during labor, and after birth (Grundydd¥fstock & Attwood, 2008; Sarwer
et al., 2006).

Obese pregnant and postpartum women require dliceca beyond that offered
to women of normal weight due to the wide rangeetlical and obstetric complications
they experience, including added costs and caresofurces from health care providers
(Grundy et al., 2008; Sarwer et al., 2006). Thes®litions include complications before,
during, and after pregnancy, including increaséesraf induction of labor, forceps
delivery, cesarean delivery, macrosomia, failedeyal of women attempting vaginal
delivery, wound infection and dehiscence, incregsed after delivery, hemorrhage,
postpartum endometritis, deep vein thrombosise@m®ed cost and inadequate resources,
and infant birth trauma and admission to the nednttensive care unit (Grundy et al.,
2008). In addition to the complications obesity faghe mother and fetus, increased
medical and surgical interventions are needed toaga the consequences of obesity in

pregnancy (Grundy, 2008, p. 2110).
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An overview of international and national studiekreowledged maternal obesity
to be a very important obstetric concern for thade Stothard, Tennant, Bell, and
Rankin (2009) examined articles on maternal obesityrisk of birth defects in the
offspring from a variety of studies from nine diéat countries, including the United
States, that indicated that obese mothers hadhach@nce of a pregnancy affected by a
neural tube defect, cardiovascular anomaly, andradgpseptal anomaly, cleft palate,
anorectal atresia, or hydrocephaly compared witthers of normal weight. These
complications are just some of the problems fetéses when a mother is obese.

In comparison to the ACOG (2005) findings on preggrancy women, Herring et
al. (2010) also reported that obstetric provideeseanot insistent in their treatment and
management of obesity. In addition, obstetricaljaters were not fully compliant with
clinical practice recommendations for pregnant wommedefining obesity correctly, or
recommending weight gain ranges consistent witH@M guidelines. To improve
obstetric-provider compliance with the managemémh@ir obese pregnant patients,
Herring et al. suggested a need for education ar&Ml definitions and weight gain
guidelines, as well as continuing education relateithe assessment and management of
obese pregnant patients. This was one recommendatimprove obstetric provider
knowledge and self-efficacy, but further work ided to determine whether such
provider interventions will lead to changes in géshal weight gain and related
behaviors resulting in better maternal and offgphealth (Herring et al., 2010).

Evidence from Jackson et al. (2005) showed thas@bpatients were less likely to

put the effort toward losing weight, improving diahd increasing exercise when they
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did not receive advice to do so from their healtbgaoviders. Therefore, these women
were not challenged or motivated to lose weighthee the problem was not considered
severe.
Fetal and Childhood Development of Obesity

In addition to the maternal and fetal complicatiohsbesity, physicians are
aware of the effects of nutrition in fetal develagamand the continued cycle of obesity.
Hales et al. explained that nutrition during pregnaplays an important role in the
health and wellbeing of the newborn, which caraesr into childhood and adulthood,
and possibly into the next generation (as citedinderson, 2001, p. 497).

Fetal Physiological Adaptations

Bouret (2010), King (2006), and Levin (2009) hawvaght to examine the link
between maternal obesity and the continued cyctiesity in offspring. Findings point
to physiological changes that occur during pregpdhat lead to obesity in children of
an obese mother. For example, adipose (fat) tisgieh is important in the storage of
fat-soluble steroids such as androgens, plays portant role in the regulation of the
availability of sex hormone.

As a result, estrogen production is directly cated with body fat percentage.
Fat cells are made as the fetus develops durinthiftetrimester of pregnancfuring
this time,fetal growth and development depend on maternahlmoét changes that are
driven by hormones of the placenta, such as estragach is affected by maternal

obesity (Leddy et al., 2008).
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Because obese women have higher basal metab@s; maternal fat gain is
lower, possibly due to altered leptin function amslulin resistance late in pregnancy.
This process causes postprandial increases inggutpids, and amino acids, thereby
increasing fetal size, fat stores, and risk fortpatal disease, including diabetes mellitus,
obesity, and hyperlipidemia (King, 2006). Becaustuses adapt to the supply of
nutrients crossing the placenta whether in dediciver abundance, and these
adaptations may permanently change their physicdoglymetabolism” (Leddy et al.,
2008, para. 23), maternal obesity can have a lasgplg effect. These programmed
changes that occur in utero, during infancy, areheduring early childhood can affect
body growth and body composition, resulting in $keert of different diseases, such as
heart disease, hypertension, obesity, and nonmdelpendent diabetes, which can
develop later in life (Leddy et al. 2008). Thesemarbidities are evidence of how
maternal obesity contributes to a cycle of obesityong families.

Although King (2006) presented one concept of haatamal obesity affects
obesity in the offspring, Bouret (2010) reportedtttihe developmental encoding of the
fetal brain pathways is another possible causelfesity. The hypothalamus is a region
of the brain that is responsible for feeding retialg maintaining energy balance (one’s
body weight), and glucose homeostasis throughfutThe hypothalamus is most
affected in utero and during infancy. These tiragquls are important for avoiding
exposure to metabolic abuse that may lead to akaddrygpothalamic development.

Studies involving animal models, particularly rdtaye shown that when high-fat

and high-carbohydrate diets are consumed througireghancy and lactation, they
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cause an increase in the production of leptin,ranbae produced in fat cells that
corresponds with the hypothalamus regarding howinfiaicis stored in the body. This
increase in leptin causes hunger, overeating, lwdraetabolism (Levin, 2009;
Srinivasan et al., 2008). As a result, the braiesdaot register the amount of leptin
hormone correctly, which causes an accumulatidsodi fat and a slower metabolism,
leading to obesity in the offspring.

When the link between obese mother rats and thelal@went of adult onset
obesity is examined, it appears that the likelgosafor this is adaptations at the cellular,
molecular, and biochemical levels that occur infétel hypothalamus. For example, this
occurs when the composition of the diet is altdngghysiological changes occurring
during important periods of organ development taat permanently change the
molecular structure of cells that prompt offspringlevelop adult obesity. Although
these studies were done with rats, there is retasbelieve that the mechanism is the
same in humans.

Childhood Obesity

Whitaker (2004) followed women enrolled in the Spke8upplemental Nutrition
Program for Women, Infants, And Children (WIC), wlere participants in the program
from the first trimester of pregnancy until thefmildren were 24-59 months of age.
Children whose mothers were obese in the firstasit@r of pregnancy (BMt 30 kg/m?)
had an increase prevalence of obesity at ages.2%53 (20.6%), and 4 (41.2%) years,
which was 2.4 to 2.7 times the prevalence of obesitong children born to normal-

weight mothers (BME 18.5 and < 25 kg/m?). In addition, children 2 @28), 3 (36.9%),
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and 4 (41.2%) years of age born to obese mothers paevalence of BMI for age at the

85th percentile based on pediatric growth charts.

After adjusting for all covariates, including binveight, the association between
the mother’'s BMI level in the first trimester ofggnancy and the child’s obesity at all
preschool ages was strong and increased with isiagganaternal BMI. Whitaker’s
(2004) study detailed children’s increased risbloysiologic obesity and highlighted
how early in life children born to obese mothergibeéo show their vulnerability for
obesity and expected risk for mortality in adulttoo

Therefore, more maternal and fetal complicatiorsioa obese mothers than
nonobese mothers, so the question turns to whateolemen need to do to reduce their
risk for complications during and after pregnanitlye topics identified in the headings
and subheadings in the rest of the chapter supg@t the current literature indicates
regarding women’s knowledge and motivation predgto change, as well as the theory
best used to understand individuals’ behaviorahgka.

Per celved Susceptibility

During pregnancy, most women make dietary andtlifechanges so that they
can have a healthy newborn, but Galtier-Dereuss. ¢2000), Leddy et al. (2008), and
Sarwer et al. (2006) found that maternal and fatatplications are higher among obese
women. Therefore, a closer examination of obeseewamd their healthcare providers
was needed to dissect how aware obese women Hreiobbesity-related risks. Chaung
et al. (2009) addressed the issue of how little kvessvn about whether women with

chronic medical conditions such as obesity, diaheted hypertension understood their
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pregnancy-related risks, how these conditions @mfaed intent for pregnancy, and how
conditions influenced pregnancy avoidance and/egmancy planning behaviors.
Chaung et al. found that some doctors seemed iy tioeir obese patients of
reproductive age about the risk of pregnancy-rdlatemplications due to obesity, but
these obese women did not perceive obesity ak,aes did it influence their pregnancy
intentions.

Some women who had never been pregnant beforeotlithink a need existed for
diet or lifestyle changes before or during pregyabecause they did not think that their
condition required concern (Chaung et al. 2008 women were aware of the
instructions their physicians were providing bukiad significant understanding of the
problem and motivation to make health changes. &puently, women were not fully
aware of potential reproductive health and pregpaatated dangers of their medical
condition, which may have led to uninformed decisiabout future pregnancy,
pregnancy avoidance, and preconception plannincalg® the sample size of the
Chaung et al. (2009) study was small, it limited ¢feneralizability of the results to all
women with obesity, diabetes, and hypertension wéie highly educated. These
limitations meant that even the limited knowleddpserved in regard to pregnancy risks
could be overestimated.

Moreover, Chaung et al. (2009) concluded by foaysin the need to address
these gaps in knowledge to achieve the goal ofdawpiunintended pregnancy and
adverse pregnancy outcomes. On the other handeliiets et al. (2007) concluded by

acknowledging that there is a normalization of gemerweight and obese, which may
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make some obese pregnant women not see obestyissua. Therefore, they may lack
awareness about the effects of being obese, thplwmations obesity causes, the
restrictions in caring for an obese patient, amdpbtential effects obesity has on
pregnancy outcomes.

Perceived Severity

In the United Kingdom, the prevalence of obesityhi@ general population is also
a major public health concern due to increasediméaingers (Helsehurst, Lang, Rankin,
Wilkinson, & Summerbell 2007). Helsehurst et aD@2) determined that mothers were
unaware of the issues and dangers of being obelspragnant. Healthcare professionals
understood the dangers of being obese and prednaritequently mothers were
unaware of these issues.

Further investigation focused on gaining a detailederstanding of healthcare
professionals’ perceptions of the impact of cafrgobese pregnant women on
maternity services. Because no policies or stamsdair@ractice were in place, the staff in
the maternity units did not know how to discussdhbject of obesity or how to offer
helpful information without the mothers having sokmed of negative or awkward
feelings about what was said (Helsehurst et a0720

The staff were uncomfortable initiating the conagians on the subject of how
obesity might affect a patient’s pregnancy. Wheayttlid address this sensitive subject,
the staff reported feeling blamed or victimizing tlmothers. Feelings of blame for
confronting the mothers became a vicious cycle,thadnessage of the complications of

obesity did not get across to the mothers (Helstlatral., 2007).
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Helsehurst et al. (2007) and Chaung et al. (208%9nted some sensitive feelings

of obese women as they were being approached tiytee professionals about the
subject of weight loss. Chaung et al. also reposteese women expressing hostility
toward their doctors regarding weight-loss coumgelPatients’ perception of the weight
of the doctor affected their reception of weighgada@ounseling. The doctor’s size
influenced the acceptability of weight-loss advietjch varied among obese women
(Chaung et al., 2009). Finally, Helsehurst et amdnstrated that pre-pregnancy
counseling increased favorable pregnancy outcoAresnportant factor in the desire to
lose weight may be an awareness or understanditing dfealth dangers associated with
being obese. Helsehurst et al. acknowledged the foedurther research to address the
issues healthcare professionals had with obesaanégromen and how to help patients
maintain a level of self-worth without feeling \iitized.
Per ceived Benefit

Although weight gain guidelines were available poegnant women, no
additional systematic guidelines were in placesiaforce how obese women could
decrease their chances of obesity-related comicabefore or during pregnancy. Since
it is not advised for pregnant women to lose wedyjiring pregnancy, the best pregnancy
plan for obese women was to work toward a healteigit making better dietary choices
and increasing physical activity. Artal, Cantanz&avard, Mostello, and Friganza
(2007), Oken et al. (2006), and Wolf, Legarth, Vegaard, Toubro, and Astrup (2008)
suggested that improvements in glucose metabolmhdealivery outcomes were

achievable for obese women who controlled theiighvegain and remained physically
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active in pregnancy. These improvements were likelglue to the frequent interactions
pregnant women had with the healthcare system,hwhit obstetrical providers in a
position to address the issues of weight gain aedcese with their obese pregnant
patients.

According to Power, Cogswell, and Schulkin (20@si)ly 58% of OB/GYNs
participating in a national survey reported couinggbregnant patients about weight gain
during pregnancy most of the time, and even fe®8r706) altered their
recommendations based on their patients pre-pregri2i| (as cited by Herring et al.,
2010). The perceived seriousness by OB/GYNs affidabev obese women followed
advice given by their healthcare providers. Cogkwe&lanlon, Fein, and Schieve (1999)
and Stotland et al. (2005) showed that women wbeived advice from their providers
regarding gestational weight gain were more likelgain weight within recommended
ranges. In addition, Cogswell et al. indicated tDBYGYNs were using BMI as a tool to
screen and determine obesity risk in their nonpeagpatients. They did not, however,
refer their patients for behavioral weight lossréips or prescribe weight loss
medications due to an increased doubt about théityao help their patients lose weight
or follow advice on diet and physical activity. $Hailure to actively address weight loss
needs with patients could have affected women’sgpeed susceptibility to obesity-
related complications during pregnancy. Herringle2010) confirmed that obese
women were less likely to make changes regardiegeese, diet, and weight loss when
their healthcare providers do not provide advicengoroving their health. According to

Herring et al. the majority (83%) of obstetriciansyse practitioners, and certified
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midwives agreed with the statement, “Obesity isnaportant health problem during
pregnancy,” and a similar proportion (84%) indicktieat once an obese woman is
pregnant, she still has the ability to change ilesrof pregnancy complications from
obesity (Herring et al., 2010, p. 67). Obstetrjwalviders were aware of the
disadvantages of obesity on health, especiallyndysregnancy (Ely, Befort, Banitt,
Gibson, & Sullivan, 2009; Thomas, Moseley, Stakinyichols-English, & Wagner,
2008).

Barriers Percelved by Women and Health Professionals

Several factors had contributed to the lack of doampe to treatment among
obese women. Race, ethnicity, and socioeconontigssitafluenced women’s perception
of weight and obesity because they have a varigtyeanings in cultural and economic
groups (Kominiarek et al., 2010). Weight perceptidifers by culture, with African
American women less likely to consider themselwesweight or obese compared to
White women (Stevens, Kumanyika & Keil, 1994). Avgy conducted with African
American and Caucasian women showed a lack of yasuapport, time, money, and
support from doctors as obstacles to weight-los®(fTas et al., 2008).

Many women reported physicians instructed thenose weight because it
contributes to medical conditions but did not pdavspecific guidelines, referrals, or
follow up for weight-loss. This finding is consistenith Cogswell et al. (2010) study
wherein many physicians were screening patientslfesity, but not referring them for
behavioral weight-loss therapy or weight-loss mations. When women were placed

into focus groups, Thomas et al. (2008) identitieel following themes common to
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African American women as barriers or issues rdladenveight-loss: (a) limited access to
exercise facilities and stores to purchase hedttbgs, (b) engaging in activities that
involve sweating or messing up their hair, (c)itiability to find attractive clothing that
fits, (d) disagreement with ideal body weights, &mdsatisfaction with larger size. The
most common issues found among Caucasian womenrelated to wanting weight-loss
support from other obese individuals (Thomas e2808, p. 178). The findings from
Thomas et al. study were consistent with otheristuthat suggested African American
women perceive larger body size as more attraativkereceive less social pressure for
thinness, which could reduce an individual's mdimato lose weight (Thomas et al.,
2008, p. 179).

Another study that linked the lack of support aeslources as a barrier to weight-
loss emerged from Ely et al. (2009) study on werghhagement among rural Kansas
women. The researchers explored weight controkfsglattitudes, knowledge, practices,
and the relationship of these women and their piyroare providers around weight
control using focus groups. Ely et al. identifieeefbroad themes that emerged from the
focus groups:

Lack of support from primary care providers.

Primary care offices as community resources.

Lack of resources for promoting dietary changeduaé&quate resources for

physical activity.

The importance of group support and togetherness.

A need for more intensive weight management treatsne
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The results included, but were not limited to, achéor more specific guidelines on
weight-loss treatment support groups, encouragemesuurces for dietary guidelines,
professional assistance, accountability, and neladations to commercial weight
control programs (Ely et al., 2009). Once agaiogrcern was raised regarding ways to
address environmental and behavioral barriers angé.

Although these themes were specific to women intevaKansas, women in
nonrural environments also experienced similar gihtsiand ideas regarding a lack of
support for weight control from health care provsléEly et al., 2009). These women
reported that accountability and guidance fromtheale providers were critical in
promoting weight control success. Moreover, anygpm that incorporated diet and
exercise must include a considerable amount of@tipp maintain weight-loss in the
long term. A person may lose weight initially, ahen subsequently regain weight, if
they do not adhere strictly to recommended guidslifractors such as motivation to
change and support from physicians played a saanifirole in how an individual
perceived the benefits of maintaining a healthygive(Ely et al., 2009).

In pursuing whether obese individuals have knowgeoligappropriate nutrition
and physical activity, O’Brien and Davies (2006Qridl a disconnection between
nutrition knowledge and BMI. They concluded thabwhedge about nutrition was not
sufficient to improve dietary behavior. Obese indinals compared to those with a
healthy weight had comparable levels of nutritimokledge, which suggested other

reasons existed why those who were overweight aedeohad higher BMIs. As a result,
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O’Brien and Davies’ recommendations included indtigg dietary behavior changes that
specially targeted personal, behavioral, and enuental barriers to change.

Healthcare professionals’ adherence to ACOG recamdateons about diet and
physical activity counseling for obese pregnant worwas more common than
compliance with recommendations regarding obesisgssment or referrals (Herring et
al., 2010). More nurses than physicians reportatltttey usually discussed diet and
physical activity with their obese pregnant paseiihese results were also consistent
with Cogswell et al. (2010) assessment of the prigme and management of obesity in
nonpregnant obese women. Barriers that kept OB/Givdws effectively counseling and
treating their obese patients’ risk for obesityatetl morbidities included a lack of time,
inadequate reimbursement, and pessimism aboutab#iy to help patients lose weight
or follow their advice on diet and physical actyviPre-pregnancy counseling is one of
the contributing factors for women achieving andntaning a healthy weight prior to
pregnancy. Yet, if a woman is obese and obesigtedlhealth issues were not addressed,
the issue of obesity became a problem during pregnas well (Cogswell et al., 2010).
Per ceived Self-Efficacy by Obese Women

Self-efficacy refers to belief in an individual'biity to carry out a task and
possession of the knowledge, skill, and abilitgtact a particular behavior. Women
perceive obesity and their ability to lose weigiftedently according to their ethnic
backgrounds. Therefore, compliance with weight-tosatments varied among women
for a range of reasons. Psychosocial factors ssicel&efficacy played an important role

in weight gain, and the success of weight-lossraathtenance. Elfhag and Rossner



35
(2007), Martin, Dutton, and Brantley (2004), andw8arzer and Fuchs (1995) have

proposed the use of the Weight Efficacy Lifestylge@ionnaire (WEL) to predict
weight-loss success with higher self-efficacy, ihicas associated with more weight-
loss during treatment.

Shin et al. (2011) revealed overweight and obestéhnpenopausal White women
with a BMI of 26-40 kg/ra revealed women with higher scores on the WEL saatk
higher scores on 4 of 5 self-efficacy subscaldmatline and over time lost more weight
during treatment and follow up. A limitation ofishstudy was that it could be
generalized for White women of relatively higheciseconomic status and educational
levels. The use of the WEL only captures the rastst of unhealthy eating choices and
not the inclusion of positive or healthy eating &ebrs.

On the other hand, when a culturally appropriat@ghtananagement program
was developed for overweight and obese African Acaerwomen, based on the health
belief model, James, Pobee, Oxidine, Brown, andiJ@812) showed women with high
levels of self-efficacy were likely to take the mesary actions to manage their weight.
Although prior dieting experiences, access to @ednformation, and having adequate
resources appeared to affect women'’s self-efficaages et al. acknowledged self-
efficacy to be an integral part of weight manageinseiscess, but noted a culturally
tailored program could help increase self-efficany therefore, increase the likelihood
to change. The health belief model in James et stiidy was useful in allowing the
researchers to use the themes generated fromtesmtetical construct to develop weight

management materials for African American women.
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Clark and Ogden (1999) examined self-efficacy mking at primigravid women
at 24-28 weeks gestation and nonpregnant womety. Sitmved that pregnant women
having decreased levels of dietary restraint wese tissatisfied with their body shape
and showed higher eating self-efficacy than nonpragwomen. Compared to months
prior to pregnancy, pregnant women reported halasg restraint in their eating behavior
and actually ate more. Pregnant women were sigmifig less hungry and had less
difficulty controlling their food intake than norggnant eaters (Clark & Ogden, 1999).

Resear ch Methods

This study used a quantitative survey research adetfQuantitative research
involves with testing a theory through hypotheses the collection of data to support or
refute those hypotheses (Creswell, 2003). The ddlected were gauged using an
instrument that measured attitudes or rates befsgthat was analyzed using statistical
procedures and hypotheses testing (Creswell, 28@8prding to Babbie (2007),
guantitative data offer the advantage of numbees aords as measures of some quality.
Numbers also carry a disadvantage, which is tredbsichness of meaning, but a
guantitative methodology best explains, verifieg] predicts individual behavior through
associative relationships.

Specifically, a correlational design using a surweg used to measure and look
for relationships between variables (Creswell, 20C®rrelational relationships can
either be positive or negative, and an intervalesshould be used for the measurement.
Surveys provide data to explain these relationsinipsrms of cause and effect

(Singleton & Straits, 2005). The advantages of gisjmantitative research include cost
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efficiency, greater objectivity, generalizabilind reliability of data (Weinreich, 2006).

A disadvantage of using a survey was susceptiltditgactivity, which may have
resulted in respondents’ lack of truthfulness giitihesponse to questions that were
limited to numerical descriptions rather than dethnarratives. Another disadvantage of
using a survey, beyond the association betweeablas, was the criteria for inferring
cause-and-effect relationships, which could no¢$tablished as easily as in experiments.
Therefore, casual inferences from survey reseagokrglly have less confidence than
inferences from experimental research (Singletdsti&its, 2005).

A number of studies have utilized quantitative agsk to examine health beliefs
and behaviors. For example, Cogswell et al. (2@ti0zed an exploratory study to
examine if OB/GYNs were using BMI as a resourcedi@en and determine obesity in
their nonpregnant patients and found that they wemeg BMI to screen and determine
obesity, but were not referring their patientsv@ight loss therapy. The exploratory
approach of Herring et al. (2010) involved a stoflpbstetric providers to determine
their knowledge, attitudes, and practice patteegsurding obesity in pregnancy. The
results revealed that the majority (83%) of ob&tgiroviders knew obesity was an
important health problem during pregnancy. A quatitie approach by Kominiarek et
al. (2010) revealed, regardless of BMI categoryiepés required more knowledge about
the dangers of obesity in pregnancy.

A variety of other methodologies have been useabs®ss obese pregnant
women'’s knowledge, attitudes, and risks of beingsaebduring pregnancy. Other

methods have also been utilized to study healtlavers. Helsehurst et al. (2007)
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designed a qualitative study using purposeful samg@nd face-to-face semistructured
interviews to gain a detailed understanding of theake professionals’ perceptions on
the affect of caring for obese pregnant women lmavmaternity services. An advantage
of this methodology is that it allowed healthcarefpssionals to emotionally identify the
difficulties faced with caring for obese pregnammen as it relates to the psychological
impact of maternal obesity. A limitation of thisidly suggested the potential for
participant bias because the recruitment of pasitis was carried out by a healthcare
professional working at the maternity unit. Helsehet al. (2007) acknowledged the
need for future quantifiable factors relating tovéme delivery, and the cost of additional
services needed. My study included data that coodove healthcare providers’
knowledge of the lifestyle interventions obese waormerformed prior to pregnancy in
efforts to decrease their risk of obesity-relatethplications during pregnancy.
Kominiarek et al. (2010) conducted a cross-sectiquantitative face-to-face
interview survey to evaluate obese and nonobesean@knowledge of the risks of
maternal obesity. An advantage of this methodolwgy that it allowed for data to be
compared numerically between obese and nonobesemvbatause of the known
differences in morbidity between the two groups als® potentially to identify
individuals with greater educational needs. Desegpstatistics (mean and standard
deviation), studentd-tests ang? tests were used to arrive at these results.Sthdy
was limited to a convenience sample based on theviawers’ availability. Kominiarek
et al. acknowledged that factors such as raceio#rand socioeconomic status may

influence responses because weight and obesitlgaandifferent meanings to members
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of cultural and economic groups. Kominiarek edad. not evaluate appropriate weight
gain during pregnancy, the risks of excessive waygin, or whether or not women have
the ability to lose and maintain weight.

Kominiarek et al. (2010) acknowledged that it wasrenchallenging to address
obesity during pregnancy, given the contraindicegiof losing weight and the lack of
exercise programs during pregnancy. The importahpeeconception counseling with
the goal of optimizing weight and nutrition befgneegnancy was ideal. Prior to
Kominiarek et al. study little was known about cb@gmen’s perception of risk during
pregnancy, but evidence from the study added tbdldy of literature whether how
obese women perceive obesity during pregnancy.

Chaung et al. (2009) conducted a qualitative stigiiyg focus group interviews
to explore the knowledge and attitudes of womei witronic medical conditions such
as obesity, diabetes, and hypertension and howpbegived their pregnancy-associated
risks, or make reproductive health decisions. Adfienf using a qualitative study was
exploring how women with chronic medical conditidred different influences on
pregnancy intention among reproductive age wong®veral limitations were associated
with Chaung et al. study. The focus group methagipknd small sample size limited
generalizability to all women with obesity, diab®tand hypertension and not all chronic
conditions that affect pregnancy risk. Chaung eaeknowledged the need for more
preconception health promotion in reproductive wgenen with chronic conditions in

order to achieve the goal of avoiding unintendexpancy and adverse pregnancy
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outcomes. The present study purposely added tdataeof information specific to obese
pregnant women.
Resear ch M ethodology Using the Health Belief M odel

According to Ulin et al. (2005), the health belebddel was useful in providing
guidance for understanding how individuals percéeepersonal benefits or value of
avoiding illness or getting well and their expeictas that a specific action can prevent
illness. In order to dissect the problem, the Ineladtlief model was the theoretical
framework used to investigate obese women’s peedaisk associated with obesity in
pregnancy as related to the number of weight latgsventions and their perceived
success of their interventions. Daddario (2007ppsed that the health belief model
provides a comprehensive framework for understanttie psychosocial factors
associated with the effects of beliefs on healtththie decision process in making
behavioral changes. According to Baranowski, CulMigklas, Thompson, and
Baranowski (as cited in Daddario, 2007), the heladtief model includes four key
components: perceived susceptibility, perceive@ssy perceived benefits, perceived
barriers, and self-efficacyperceived susceptibilitig a person’s perception of the risk for
becoming ill or developing a health conditiéterceived severitis a person’s perception
of the impact an illness or condition will ha\Rerceived benefis a person’s perception
of the good that might come from reducing threadiséase by initiating certain
behaviorsPerceived barrier@re a person’s perception of the difficulties @rfprming

the specific behaviors of interest and the negdtiregs that could happen from
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performing those behaviorSelf-efficacyis a person’s perception of his or her ability to
perform a behavior.

Daddario’s (2007) review of five studies found trealth belief model to be the
most effective and appropriate tool in successkigit management. These studies all
used portions of the health belief model to suppettavioral changes needed for weight
management. In addition to motivation to changesupgport from physicians, the more
other variables individuals have to stimulate thkeowledge of the dangers of a specific
condition, the greater the increase in their pgegbseriousness, susceptibility, or both
according to Baranowski et al. (as cited in Dadg&007, p. 364).

Nevertheless, Daddario (2007) highlighted the ingoaze of ensuring that the
patient understands the seriousness of obesititarelation to the comorbidities it can
cause. For example, in applying the health beliefl@hindividuals was willing to change
their behavior if they believe that their healthsved risk and their current behavior could
lead to detrimental consequences, according to kaneb al. (as cited in Daddario, 2007,
p. 365). Thus, the individuals must believe thathknefits of making positive behavior
changes outweigh the barriers they may face wihidemgting to make the changes. The
health belief model is still useful in to explaigiand predicting health behaviors by
focusing on the attitudes and beliefs of indivigual

In this study, | seeked to prove the null hypotbesut if the results were in favor
of the alternative hypothesis either result cowdipthealthcare providers as well as
myself to better understand the actions obese wdakento prevent or control an

obesity-related complication during pregnancy. ibalth belief model was used in this
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study to determine if obese women perceived theptioations of obesity during
pregnancy to (a) have serious consequences, (ilorpeinterventions to reduce their
susceptibility of complications, and (c) believeylwere successful in carrying out the
intervention they performed. The results of thesxdrs highlighted three out of five
components of the health belief model, which aregieed susceptibility, perceived
severity, and self-efficacy.

Summary

In summary, the literature reviewed in this chaptiéered insight into how
maternal obesity continues to be a problem, eskbhewrhen the role of physiological
adaptations was entered into the equation. As ae&lshowed, physiological adaptations
occurred in fetuses of obese mothers and causexytteof obesity to continue. |
highlighted the multifaceted aspects of obesityingothat was not just an issue of poor
nutritional intake, an overconsumption of calori@sa lack of exercise.

The problem of obesity is a public health issug ihaot affected by just
individual men, women, and children, but societyaaghole. The cost of healthcare
included additional care and services given to eliedividuals, which was a concern for
the health and well-being of the entire commurtitgalthcare providers bear the
responsibility of providing education and bettemaa@ness to patients about the dangers
associated with obesity. With the proper nutritieducation, and physical activity
awareness, society could make a significant changgositive direction in reducing the

incidence of obesity.
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Literature related to maternal obesity and pregpaoasistently indicated that
there was a relationship between maternal pre-pregnweight and increased
complications during pregnancy. Ultimately achigvand maintaining a healthy weight
should be the goal advocated by healthcare proyjided the findings of this study may
help healthcare workers in knowing how to bettevesand care for pregnant women.
The significance of the study concluded that olpgsgnant women might become better
educated about their risks of pregnancy-relatedptications. A quantitative
methodology was best to explain individuals’ bebawi If a relationship existed, a
correlation between variables appeared. To do plaiicipants answered specific
guestions in a structured format in an attemptév@ or disapprove the alternative
hypotheses.

In Chapter 3, the methodology, a description ofsting and sample,
instrumentation and materials was used for dateaadn, statistical methods, and data
analysis, and ethical measures to protect partitgpare identified. The research design
included details regarding how the sample was ifiedf recruited, and surveyed. The
research design also included how and when thewk@aanalyzed. The selection of the
research design tied into the chosen framework a&xplanatory approach used to look

at obese women'’s attitude and knowledge.
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Chapter 3: Research Method

Introduction

Chapter 3 includes a detailed description of tiseaech design to examine
women’s knowledge and perception of knowledge efribks associated with obesity
during pregnancy for themselves and their babyo Alsluded is a description of the
setting and sample that addresses the populatemacteristics, eligibility criteria, and
sampling method. Descriptions of the instrumentafiod materials used for data
collection, statistical methods, and data analgsesalso provided. Finally, measures to
ensure participants’ right and protection are idehi

Resear ch Design

The purpose of the study was to test hypothesas v population based on the
sample data by using a quantitative, correlatiomathodology. Leedy and Ormrod
(2001) defined quantitative methodologies as thekding to numeric and statistical
measurements so that the resulting data can bearechpy numerical format.
Quantitative research requires the researcheetdifgt and quantify variables of interest,
select or design a reliable and valid survey imsent, collect numeric data, and analyze
the data using the appropriate statistical proec@axwell, 1996). One of the most
frequently used quantitative research tools issthreey (Leedy & Ormrod, 2001). A
survey guestionnaire was used to gather data fregnant women regarding their
knowledge and perception of the risks associatéld ebesity during pregnancy for

themselves and their baby.
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Resear ch Questions
The overarching research question was as followsoliese pregnant women
perform weight-loss interventions prior to pregnatereduce the risk of pregnancy-
related complications due to obesity? The fourasdequestions were the following:

1. What is the association between obese pregnant mismperception of the
risks associated with obesity in pregnancy andype of weight-loss
methods they attempted to implement prior to pragya

2. What is the association between obese women’s pevoeof the risks
associated with obesity in pregnancy and theirguron of how successful
they were with their intervention efforts overall?

3. What is the association between the types of wdag# interventions obese
women attempt to implement prior to pregnancy e tperception of how
successful they were with their intervention ef@rt

4. What is the association between the ethnicity @selpregnant women and
the number of weight-loss interventions attempteolr o pregnancy?

Hypotheses

The following are hypotheses related to the study:

Hol: There is no association between obese pregnanews perception of the

risks associated with obesity during pregnancytaedypes of weight-loss methods

attempted.
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Hal: There is a positive association between obesgnant women’s perception
of the risks associated with obesity during pregyaand the types of weight-loss
methods attempted.

Ho2: There is no association between obese pregnanew's perception of the
risks associated with obesity during pregnancytaea perception of how successful
they were with their weight-loss intervention ovkra

Ha2: There is a positive association between obesgnant women's perception
of the risks associated with obesity in pregnamaytheir perception of how successful
they were with their weight-loss intervention ovkra

Ho3: There is no association between the type of htdass methods attempted
by obese women prior to pregnancy and their peiaeptf how successful they were
with their weight-loss efforts.

Ha3: There is a positive association between the ¢ypeeight-loss methods
attempted by obese women prior to pregnancy andpbeception of how successful
they were with their weight-loss efforts.

Ho4: There is no association between the ethnicigbafse pregnant women and
the type of weight-loss methods attempted prigragnancy.

Ha4: There is a positive association between thei@tiirof obese pregnant

women and the type of weight-loss methods attemprtied to pregnancy.
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Sample Selection

Population and Sampling Frame

The population of interest in this study was pregmweomen in the northeastern
United States who lived in New Jersey. The samgdliagne was from a single WIC
clinic in an urban community in Newark, New JersHyis clinic served women who
resided in three counties within New Jersey. A sainynof the prenatal care enrollment
data from January 2009 to December 2009 indicdtaidatmong these women, 58.9%
were Black non-Hispanic, 37.3% were Hispanic, 2wéte White, 0.7% were
Asian/Pacific Islander, and 0.7% were classifiedtasr.

Sample. The participants in this study were a random sarmppregnant women
older than 19 years. Participants were randomlgehat initial enroliment certification
or at recertification. One of the requirementsfarticipating in the WIC program was to
already have a confirmed positive pregnancy tdserdfore, | did not ask for medical
documentation that the participants were pregrsge, height, and pre-pregnancy
weight were self-reported to determine BMI prioptegnancy. Although pre-pregnancy
weight can be inaccurate, there was no way to atelyrknow a participant’s actual pre-
pregnancy weight because participants were nosssddy the WIC staff prior to
pregnancy. Height and weight were the basis tautatie the participants’ BMI, such that
the BMI was based on the participants’ reportegltent) and pre-pregnancy weight
(kg). If a participant did not know her height, shas taken to the lab area to be

measured.
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Participants were randomly selected to participatbe study. Randomization
allowed me to generalize about the population (@e#is2003). Once they registered
with the WIC clerk, obese and nonobese participaet® told the purpose of the study
and asked if they wanted to participate in thest@bese and nonobese women were
asked to participate to avoid any biases on mylbdParticipants were recruited 2-3
days per week for randomization. This randomizirag\done until 95 participants
meeting the criteria for the study were determined.

| explained to all patients that their consentadipipate would not affect their
services with WIC in any way. The clerk informed wieether the participant was
pregnant so that nonpregnant women did not getidged in the study. Once | was
notified which participants were pregnant, | byedkplained to them the purpose of the
study, the importance of reading the consent fa®e Appendix A), and the option to
not participate. In addition, | told patients thdtether they chose to participate in the
study or not would not have an effect on their VEZvices in any way. If a patient
consented to participate in the study, she conglite survey (see Appendix B). Once
the survey was completed, only women who met therz for the study were included.
Criteria for excluding a participant from the studgluded unknown pre-pregnancy
weight, BMI less than 30, and history of bariasizgery. Women who were less than 20
years old were excluded to avoid possible comptioatregarding consent with the
adolescent population.

Role of Resear cher
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My role as the researcher in this study was toarghe purpose of the study and
provide consent forms and surveys to WIC partidipah had been employed at the same
facility for 12 years as a registered dietitian king at the outpatient OB/GYN clinic.

The OB/GYN clinic and the WIC clinic are separatditees and departments within the
same facility. Because of my daily contact withgirant women, | designed the study
with the intention to draw out information from peipants in a nonthreatening way. In
addition, all Health Insurance Portability and Agotability Act (HIPPA) guidelines
regarding participants’ privacy and my access #theelated data were upheld. | had
already successfully completed a HIPPA review ecoprevided by the facility to
confirm my understanding and expected compliand¢ederal regulations. | obtained
permission from the WIC director as well as thedeus University institutional review
board (approval identification number: Pro 2013@J30ao conduct the study.
Sampling Size

| determined the sample size using the samplecsipalator at
http://www.surveysystem.com/sscalc.htm at 10% earml 95% confidence level.
Computing the sample size at a +/-10% and 95% dendie level, the sampling program
produced 95 participants to ensure a proper sasgee

Historical records revealed that an average of&/ distetric clients were enrolled
during a 12-month period. Data collection continuatil the suggested sample size of 95
was reached. Obtaining at a minimum of 95 obeseeminelped to ensure the validity of

the research and that there were enough obese wonest Hypotheses 1-4.
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Instrumentation and M aterials

The survey instrument for this study was similathiat used by Kominiarek et al.
(2010; see Appendix B), with questions added ttuohe the types of interventions
women performed and the success of their weiglstilterventions prior to pregnancy.
The survey instrument included questions aboup#rgcipant’'s age, knowledge about
obesity risk to mother and fetus, whether any ugertions were performed prior to
pregnancy, and whether the women perceived theverigon as successful.

The sample population Kominiarek et al. (2010) used very similar to the
sample | used as well. Kominiarek et al. reported the sample came from a prenatal
clinic from a Midwestern large hospital in an urlsatting that served primarily low-
income ethnic minority women with high-risk pregosas. The sample for the study
came from the WIC clinic, which was associated witimospital that served primarily
low-income and ethnic minority women with high- dod/-risk pregnancies.

Although a portion of the Kominiarek et al. (20Brvey did collect data, the
data were different from in their original study,which Kominiarek et al. surveyed two
groups of women (obese and nonobese) and then cedhieeir perceptions. For this
study, obese and nonobese women were surveyednlyutbese women with a BMI
>30 who met the criteria for the study were includethe data analysis. In addition to
completing the Kominiarek et al. survey, particifgawere provided information about
weight-loss interventions they used. The data detexd whether a correlation existed
between women’s perceptions regarding the effdatdesity during pregnancy and the

number of measures they took to lose weight.
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The survey included one question about whetherggaaihts were aware of the
general risks of obesity during pregnancy. Sevee/talse questions on the survey
measured patients’ knowledge of obesity-relatedmaacy risks, including the specific
risks of hypertension, diabetes, cesarean delivefggtious morbidity, fetal growth
problems, birth defects, and stillbirth. In additid included a question about the
appropriate caloric intake during pregnancy andlaraquestion about the effect of
obesity on infant gender. If the participant regpenh “don’t know,” the response was
recorded that way, but for the data analysisgth®t knowresponses were categorized as
incorrect answers (Kominiarek et al., 2010).

| used a previously administered survey. The imsént was already reportedly
valid. | chose to use already valid questions &uemn validity of the data collection tool.
Kominiarek et al. (2010) found that: content validvas supported as experts in
obstetrics reached consensus based on a revidw bfdrature regarding each risk factor
included in the survey. A professional expert invey design for low-literacy ethnic
minority and pregnant women also reviewed the wmgr items for structural and
content validity (Kominiarek et al., 2010, p. 45B).addition to this, a survey design
expert reviewed the data collection tool to conftira content validity of all additional
guestions.

Reliability of the tool was not reported by Komire& et al. (2010) but was
included in this study. The participants receittegl survey while they were in the
waiting room waiting to be seen by the nutritionigd assess the reliability of the

instrument, the Cronbach’s alpha coefficient wdsutated. Cronbach’s alpha coefficient
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is a measure of the reliability of an instrumeratttassesses whether the participants were
consistent in their responses to the survey questio

The final survey and consent form were offeredmglish and Spanish to
participants. The WIC office served clients who @&English and Spanish speaking;
therefore, | had Jacqueline Julio-Martinez, who atser in writing Spanish, to translate
the survey and consent form in Spanish. A backsteaed version provided by Google
Translate was also submitted to the Walden Unityehsstitutional Review Board for
approval.

Data Collection

Data collection began as soon as the Walden ltistitai Review Board and
Rutgers University Institutional Review Board applions received approval. Then |
explained to each participant the purpose of thdystData collection began upon
approval from the Walden and Rutgers Universityitngsonal Review Boards and
continued until the needed number of participards reached.

Participants completed tisairvey in the waiting room of the WIC office during
initial enroliment certification and recertificatioThe survey took approximately 4
minutes or less to complete. After completing thivsy, the participants gave me the
survey, which was kept in a locked office or in hgme in a locked security box.

Data Analysis

| inputted the data into SPSS version 21 for datdyais. The data analysis

included both descriptive and inferential statstithe descriptive statistics that were

reported included pre-pregnancy weight, height, @mat weight loss surgery. The
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dependent variables of the study were BMI, knowdedond interventions performed
prior to pregnancy, and the independent variablke peaiceived risk. Pre-pregnancy
weight according to BMI class had a value as a nahmeasurement, whereas
knowledge based on Questions 1, 2, 3, 5, 6, arid?@&n Il of the survey had a value as
an interval measurement, interventions performeat po pregnancy had a ordinal
measurement, and lastly how successful the obegmant women perceived their
weight-loss intervention efforts to have been hadminal measurement.

Descriptive Statistics: Central Tendency

In this study, | used descriptive statistics tolakpthe basic features of the data
in a sensible way. For examptentral tendencyefers to an estimate of the center of a
distribution of values (Trochim & Donnelly, 2000ne estimate of central tendency is
the mean. The mean describes the average numiberbakdding all the values and
dividing by the number of values. Features of @nandency were used mostly to
describe participants’ BMI and age, whereas ethnitad a nominal value.

Another description of central tendency is disperswhich refers to the spread
of values around the central tendency, resultingéasures of the range and standard
deviation.Rangerefers to the most frequently occurring valuehie $et of scores, and
standard deviatiomefers to the spread of scores around their aedrag single sample
(Trochim & Donnelly, 2007). Furthermore, the distriion was the summary of the
frequency of individual values or ranges of valt@sa variable (Trochim & Donnelly,
2007, p. 265).

Inferential Statistics: Hypotheses Analysis
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Hypothesis 1 analyses involved using a chi-squaceligess-of-fit test to assess
whether a significant association existed betweenrtominal or ordinal variables. The
first variable, an ordinal variable, was the typésveight-loss methods attempted by
obese pregnant women. The obese pregnant womepsnge to Question 9 was used to
determine the types of weight loss methods attetnteur options for the responses for
Question 9 weraone, exercise, dietary restrictiors)dweight loss medicatiohus,
the response range for type of weight-loss intergas attempted was from 0 to 3. The
second variable, a nominal variable, was the opssgnant women'’s perception of the
risks associated with obesity during pregnancyemeined by calculating the number of
correct answers for Survey Questions 1, 2, 3, &né,8 for each participant. If the
number of correct answers was three or less, tireamalid not be perceive obesity
during pregnancy to be a risk; however, if the nandf correct answers was greater than
three, the woman did perceive obesity during pragn#o be a risk category. Greater
than three responses correct indicated a greaer30% belief that these complications
can occur if a woman is obese.

Hypothesis 2 analyses involved a chi-square goadokst test used to assess
whether a significant association existed betweenrtominal or ordinal variables. The
first variable, a nominal variable, was how sucfigdghe obese pregnant women
perceived their weight-loss intervention effortetetmined by their response to Question
11. Four options for the responses to Questiondremo intervention taken, not

successful, somewhat successful, and succeshimho intervention takeresponses
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were excluded from the results, because they dithelp to prove or disprove the null
hypothesis.

The second variable, a nominal variable, was opesgnant women'’s perception
of the risks associated with obesity during preggawhich was determined by
calculating the number of correct answers for SyQaestions 1, 2, 3, 5, 6, and 8 for
each participant. If the number of correct answeas 3 or fewer, the woman was
categorized as not perceiving obesity during pragn&o be a risk; however, if the
number of correct answers was greater than 3, tmam was categorized as perceiving
obesity during pregnancy to be a risk.

Hypothesis 3 analyses involved using a chi-squacelgess-of-fit test to assess
whether a significant association existed betweandrdinal variables. The first
variable, an ordinal variable, was the types ofghtloss methods attempted by obese
pregnant women. The obese pregnant women'’s respoidgestion 9 determined the
types of weight-loss methods attempted with fourams: none, exercise, dietary
restrictions, and weight loss medicatighresponse afionewas excluded from the
analysis. Thus, the response range for the nunflstempted weight-loss interventions
was from 1 to 3.

The second variable, an ordinal variable, was wmtdrventions were obese
women most successful with, determined by thepaase to Question 10. The four
options for the responses werane, exercise, dietary restrictions, and weigkslo
medication Responses afonewere excluded from the analysis. Thus, the respons

range for the number of attempted weight-loss vsetions was from 1 to 3.
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Hypothesis 4 analyses involved a chi-square go@dokst test to assess whether
there was a significant association that existed/dsen two nominal or ordinal variables.
The first variable, an ordinal variable, was thenber of weight-loss interventions
attempted by obese pregnant women. The obese mtagamen’s response to Question
9 determined the number of attempted weight-lossentions with four optionsione,
exercise, dietary restrictionandweight loss medicatiofiResponses afonewere
excluded from the analysis. Thus, the responsesrorghumber of attempted weight-
loss interventions was from 1 to 3.

The second variable, a nominal variable, identiigzarticipant’s ethnicity
determined by her response to Question 5 of P&@aded on the WIC program’s
prenatal enrollment data, participants were categdras Black non-Hispanic, White,
Asian/Pacific Islander, and other.

Measures Taken for Protection of Participants

The option to decline participation was on the emi$orm. Participants were
instructed to leave their names off the surveyhsb ¢ach survey remained confidential
and anonymous. Participants had the option to ldsstudy, even after they consented
to be a participant without penalty.

Before the study was initiated, the Walden Uniugrkistitutional Review Board
approved the study, including the English and SgFanonsent forms and surveys
presented in appendices A and B. | brought all tatay home once collected. | was the
only person who had access to the data. | stoeeddta analysis on a separate flash

drive. The data will be kept for 6 years after thenpletion of the study. Results of the
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study will be shared as requested but not limitetthé participants, healthcare providers,
the administrator of the WIC clinic, and Rutgersivénsity.
Summary

IOM’s (2009) goal in working with obese pregnantmaen was to reduce the risk
of adverse pregnancy outcomes. The challenge aéssitig obesity during pregnancy
was greater due to contraindications to weight-&gs$limitations of exercise during
pregnancy. Therefore, this study examined theiogighip between women'’s knowledge
and their perception of risk during pregnancy. Xareine this relationship, | investigated
women’s knowledge and perception of knowledge diggrthe risk of obesity for
themselves and their babies, the types of intetmesibefore pregnancy to reduce the
risk for obese-related complications during pregiyaand how women perceived the
success of their interventions. The purpose ofdhapter was to explain the study’s
methods, including a description of the populat@rgibility criteria, sampling selection,
data collection, protection of participants, anthdaalysis techniques. After data
collection was completed, SPSS was used to andigzéata.

Chapter 4 includes a presentation of the findingese findings were presented
as whether the analyzed data indicated the hypeshed®ould be supported or rejected.

Additionally, Chapter 4 provides answers to theaesh questions based on the findings.
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Chapter 4: Results

Introduction

This chapter addresses the research questionbamesilts of the statistical
analyses described in the previous chapter. Thdtseéa Chapter 4 are divided into two
sections: preliminary analyses (including the deraplgic characteristics of the
participants and descriptive statistics for penoeyst of risk, weight-loss methods
attempted, and intervention success) and the sefsaih the inferential analyses
performed to answer the four research questiotiseo$tudy and tests of the hypotheses.
The Statistical Package for the Social ScienceS&®ersion 21.0 was used for all
descriptive and inferential analyses. The followiagearch questions were answered as
they pertained to the study participants:

1. What is the association between obese pregnant wsmperception of the

risks associated with obesity in pregnancy andytpe of weight-loss
methods they attempted to implement prior to pragypa

2. What is the association between obese women'syieneef the risks

associated with obesity in pregnancy and theirggran of how successful
they were with their intervention efforts overall?

3. What is the association between the types of wdags interventions obese

women attempt to implement prior to pregnancy &t tperception of how
successful they were with their intervention ef@rt

4. What is the association between the ethnicity @selpregnant women and
the number of weight-loss interventions attempteaor po pregnancy?
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Resear ch Design

Participants were recruited from one WIC officeNewark, New Jersey. Data
were collected 2-3 days per week for 4 months.s@ne days, anywhere from 0-6
participants were recruited who met the criteriathe study, with an average of six
participants each week. Once the surveys wereatetldrom a participant, the BMI was
computed, and Part | of the survey was revieweatktermine if she met the inclusion
criteria of the study. If she met the criterialoé tstudy, then her responses from the
survey were transferred to a spreadsheet and heeobform and survey were placed in
a separate envelope from those who did not meetrifegia of the study. The
information from the surveys was organized basedasticipants’ age, ethnicity, BMI,
perceived risk of obesity, types of interventioesfprmed, intervention success, and
overall success. Only numerical data were usedn@spond to each of the above
categories. The data were cross-referenced foastimassure that there were no
discrepancies between the data on the survey andftirmation inputted onto the
spreadsheet and SPSS.

Preliminary Analyses

A total of 293 surveys were completed; 95 partoiigs met the inclusion criteria,
and one participant withdrew from the study. Tingusion criteria required a participant
to be greater than 19 years of age, to have norfaief weight-loss surgery, and to have a
pre-pregnancy BMI of 30 or greater. Ninety-five g@pant surveys were used for this
study, with 20 participants (21%) choosing notdspond to the question about ethnicity.

Participants who did indicate their ethnicity w8& (52%) Black non-Hispanic, 30
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(40%) Hispanic, two (2.6%) White, two (2.6%) biracione (1.33%) Middle Eastern,

and one (1.33%) other. This sample of particip@ntsflective of the population, where
58.9% are Black non-Hispanic, 37.3% are Hispan&Y@are White, 0.7% are
Asian/Pacific Islander, and 0.7% are other. Themagge of the sample was 28 years
with a range of 20-39 years, difference of 19 yeansl standard deviation of 5.02. The
mean BMI was 35.733, with a range of 30.0 to 6diflerence of 31.0, and standard
deviation of 5.48. Table 2 summarizes informaabout the participants’ age and BMI
based on ethnicity.

Table 2

The Age and BMI Characteristics of the Sample lyiEity

Age BMI
N M SD Range M SD Range

Black nonHispanic 39 27.82 481 20to39 35.49 4.21 30.0t048.1

Hispanic 30 28.00 5.00 20to 38 36.04 6.19 30.2t061.0
Caucasian 2 29.007.07 24t034 34.05 346 31.6t036.5
Biracial 2 26.00 7.07 21to31 48.60 12.45 39.8t057.4
Middle Eastern 1 23.00 - - 30.20 - -
Other 1 3500 - - 33.90 - -

Note Overall,N = 75.M = mean;SD = standard deviation.

One unforeseen issue that needed clarificatiomduhe data collection phase
was with Questions 9, 10, and 11 on the survey.eSpanticipants did not respond to
these questions well, as their responses did moésqmond to one another. For example, a
participant may have indicated that she tried tluce her risk of obesity-related
complications through dietary restrictions and ebser but indicated that she was
successful with weight-loss medication, an optlwat she did not previously choose.

When those ambiguous surveys appeared, | simpidask clarification from the
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participant.

A Cronbach’s alpha was run on the instrument terdane its reliability in
measuring how closely related two or more variahlesto one another. Reliability for
all of the questions in Part Il of the survey, uihg the questions identified by
Kominiarek et al. (2010) and the last three questidesigned by myself, was 0.73. A
Cronbach’s alpha value of .70 or above was constbacceptable, thus revealing
adequate reliability for the entire instrument. Tr@nbach’s alpha for the last three
survey questions designed by myself indicatedttiatypes of weight-loss methods, the
success of these interventions, and the overatepayd success revealed an even higher
Cronbach’s alpha of 0.84. All constructs were t#bdor the instrument used in this
study.

Four variables were used in testing the null higpseés of this study: perception of
the risks associated with obesity in pregnancyesya weight-loss methods they
attempted to implement prior to pregnancy, peroepdif how successful they were with
their intervention efforts overall, and ethniciBescriptive statistics for ethnicity were
provided above, and Table 3 shows descriptivessizgifor the other three variables.
Most of the participants (63.2%) indicated thatthberceived obesity to carry risks for
pregnancy. Over one-third (34.7%) had not triedaright loss methods, while 32.6%
attempted exercise and 18.9% attempted exercisdiataty restrictions. The most
common response concerning the success of the talegghattempts was that they were

somewhat successful (34.7%).
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Descriptive Statistics for Perception of Risks, §keiLoss Methods Attempted, and

Success With Weight-Loss Methods

%

Perception of risk

No
Yes

Weight-loss methods attempted

None

Exercise only

Dietary restrictions only

Weight-loss medications only

Exercise and dietary restrictions

Exercise, dietary restriction, and weight-loss ioatibn
Exercise and weight-loss medication

Success with weight-loss methods

No intervention

Not successful
Somewhat successful
Successful

60
35

33
22

63.2
36.8

34.7
32.6
6.3

2.1
18.9
4.2
1.1

34.7

7.4
34.7

23.2

Inferential Analyses

The results from the analyses for the four reseguestions of this study are

included in this section, including testing of foer null hypotheses. The first research

guestion of this study was as follows: What isdalsociation between obese pregnant

women’s perception of the risks associated withsaipén pregnancy and the type of

weight-loss methods they attempted to implememtrpa pregnancy? The corresponding

null hypothesis was the following:

Hol: There is no association between obese pregnant weperception of the

risks associated with obesity during pregnancythedypes of weight-loss methods

attempted.
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Table 4 shows that the cross tabulation of peroepif risk and types of weight-

loss methods selected differed based on percegptinosks associated with pregnancy,

and phi coefficient was computed to indicate tlze sif the relationship between two

nominal variables. The chi-square test was noisilly significant,*(6) = 3.22,p =

.780, phi = .18. Therefore, the null hypothesis waisrejected. The answer to the first

research question of this study was thereforetiieae was no association between obese

pregnant women’s perception of the risks assocwattddobesity duringpregnancy and

the types of weight-loss methods attempted.

Table 4

Cross Tabulation of Perceived Risk and Weight-IMethods Attempted

Obesity is not a risk Obesity is a risk Total stemp
n % n % n %

None 21 35.0% 12 34.3% 33 34.7%
Exercise only 21 35.0% 10 28.6% 31 32.6%
Dietary restrictions only 3 5.0% 3 8.6% 6 6.3%
Weight-loss medications only 2 3.3% 0 0.0% 2 2.1%
Exercise and dietary restrictions 10 16.7% 8 22.9% 18 18.9%
Ex_erC|se, d|etary_ res_trlct|0n, and 5 3.3% > 5 704 4 4.2%
weight-loss medication
Exer_C|se_ and weight-loss 1 1.7% 0 0.0% 1 11%
medication
Total 60 100.0% 35 100.0% 95 100.0%

Note.Percentages sum to 100% for each column.
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The second research question of this study wamblogving: What is the

association between obese women’s perception afgke associated with obesity in
pregnancy and their perception of how successéy tere with their weight-loss
intervention overall? The null hypothesis for tresearch was the following:

Ho2: There is no association between obese pregnanews perception of the
risks associated with obesity during pregnancytaea perception of how successful
they were with their weight-loss intervention ovkra

The cross tabulation between perception of riskarmdess at weight-loss
methods is shown in Table 5. The chi-square testreh statistically significany,2 3) =
1.43,p =.701, phi =.12. The null hypothesis was natctgd. Therefore, the answer to
the second research question of this study waghbeg was no association between
obese pregnant women'’s perception of the riskscasted with obesity during pregnancy
and their perception of how successful they weté tieir weight-loss intervention

overall.
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Table 5

Cross Tabulation of Perceived Risk and Success Witight-Loss Methods

Obesity is not a risk Obesity is a risk Total stamp

Success with weight- n % n % n %
loss methods
No intervention 21 35.0% 12 34.3% 33 34.7%
Not successful 3 5.0% 4 11.4% 7 7.4%
Somewhat successful 22 36.7% 11 31.4% 33 34.7%
Successful 14 23.3% 8 22.9% 22 23.2%

60 100.0% 35 100.0% 95 100.0%

Note.Percentages sum to 100% for each column.

The third research question of this study was lavis: What is the association
between the types of weight-loss interventions elvesmen attempt to implement prior
to pregnancy and their perception of how succesiay were with their weight-loss
efforts? The corresponding null hypothesis wadahewing:

Ho3: There is no association between the type of htdass methods attempted
by obese women prior to pregnancy and their peimepf how successful they were
with their weight-loss efforts.

Table 6 shows the cross tabulation between typeeajht-loss methods
attempted and success with weight-loss efforts.chirsquare test was statistically
significant,y? (10) = 22.68p = .012, phi = .61. Based on the chi-square testntll
hypothesis was rejected, and the answer to the dguiestion was that there was an

association between the type of weight-loss metlattgsnpted by obese women prior to
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pregnancy and their perception of how successéy tere with their weight-loss
efforts. Examining the percentages in Table 6 shinasthose who tried exercise and
dietary restrictions (44.4%) and exercise only 924). were more likely to experience
success than those who tried other methods or e@tdins of methods for which the
success rates were between 0.0% and 25.0%.

Table 6

Cross Tabulation of Weight-Loss Methods Attempretiuccess With Weight-Loss
Methods: Cross Tabulation of Perceived Risk andgiitdioss Methods Attempted

Not Somewhat Total
successful successful Successful sample
n % n % n % n %
Exercise only 2 6.5% 16 51.6% 13 41.9% 31 100.0%
gr'ﬁ;/ary restrictions 4 16.7% 5 83.3% 0 0.0% 6 100.0%
Weight-loss 2 1000% 0 0.0% 0 0.0% 2 100.0%
medications only
Exercise and dietary 5.6% 9 50.0% 8 44.4% 18 100.0%
restrictions
Exercise, dietary
restriction, and 1 25.0% 2 50.0% 1 25.0% 4 100.0%
weight-loss
medication
Exercise and
weight-loss 0 0.0% 1 100.0% 0 0.0% 1 100.0%
medication
Total 7 11.3% 33 53.2% 22 35.5% 62 100.0%

Note.Individuals who attempted no weight-loss actidteere not included in this
analysis. Percentages sum to 100% for each row.
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The fourth and final research question of this gtwds the following: What is the
association between the ethnicity of obese pregmnanten and the number of weight-
loss interventions attempted prior to pregnancy® ddrresponding null hypothesis was
as follows:

Ho4: There is no association between the ethnicigbafse pregnant women and
the type of weight-loss methods attempted prigragnancy.

For this analysis, three ethnic groups were contpak&ican Americans (n = 39),
Hispanics (n = 30), and others (n = 26). Tableaghthe cross tabulation of ethnicity
and weight-loss methods attempted. The chi-sqestemas not statistically significant,
v*(12) = 11.63p = .476, phi = .35. Therefore, the null hypothesis not rejected, and it
was concluded that there was no relationship betweédmicity and weight-loss method
attempted.

Table 7

Cross Tabulation of Ethnicity and Weight-Loss Mdthattempted

African Hispanic Other Total

American sample
Weight-loss method attempted n % n % n % n %
None 14 359% 11 36.7% 8 30.8% 33 34.7%
Exercise only 12 30.8% 10 333% 9 346% 31 32.6%
Dietary restrictions only 4 10.3% 2 6.7% 0 0.0% 66.3%
Weight loss medications only 0 0.0% 0 0.0% 2 7.7%2 2.1%
Exercise and dietary restrictions 8 20.5% 5 16.7% 192% 18 18.9%

Exercise, dietary restriction, and weight

B 1 2.6% 2 6.7% 1 3.8% 4 4.2%
loss medication

Exercise and weight loss medication 0 0.0% 0 0.0% B.8% 1 1.1%

Total 39 100.0% 30 100.0% 26 100.0% 95 100.0%
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Note.Percentages sum to 100% for each column.

Summary

This study sought to determine whether obese wgreeteived obesity to be a

risk during pregnancy, what weight loss intervemsiovere preformed prior to pregnancy

to reduce the risk of pregnancy-related complicetidue to obesity, and the overall

perceived success of their weight loss effortsngy8PSS, this research acceptezinull

hypotheses that there were no association betwaesegregnant women’s perception of

the risks associated with obesity and the typeseifht loss methods attempted. The

results from the analyses performed for the foseaech questions of this study indicated

that:

. There was no association between obese pregnaném®iperception of the

risks associated with obesity during pregnancythedypes of weight-loss

methods attempted.

. There was no association between obese pregnaném®iperception of the

risks associated with obesity during pregnancythea perception of how

successful they were with their weight-loss intati@ns overall.

. There was an association between the type of wdgbtmethods attempted

by obese women prior to pregnancy and their peimepf how successful
they were with their weight-loss efforts, with tkeosho tried exercise and
dietary restrictions or exercise only being mokelly to experience success

than those who tried other methods or combinatiddmsethods.

. There was no relationship between ethnicity andjistdioss method

attempted.
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The next chapter summarized the study and drewlusinas for the data
presented in Chapter 4. Thus answering the reseaestions with the corresponding
hypothesis and compared the current study findivijs data from past research
presented in Chapter 2. Chapter 5 discussed tl@ shange aspect and provided
recommendations for action. Chapter 5 also reviethedimitations of the study, and the

possible implications for further study.
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Chapter 5: Discussion, Conclusions, and Recommigmsat
Introduction

A woman who initiates a pregnancy already obese ggeater risk for maternal
and fetal complications (Massiah & Kumar, 2008)e TOM (2009) presented the only
known guidelines that allow for normal fetal grovethd development to help reduce the
risk of pregnancy complications. These guidelimetude information on weight gain
guidelines recommended to all women despite BMiromoting a healthy pregnancy.

This chapter contains the results and analysesmditaamn the data and addresses
the research questions posed in this study. Ttapter also compares the literature
review with the research findings, identifies incgliions for social change, and explains
the limitations of the study.

The findings in this study represented a smalliporof the number of individuals
who were enrolled for WIC prenatal services atrttan office location associated with
the Rutgers WIC program. The purpose of this study to determine the perceived risk
of pregnancy complications due to obesity amongmaat women. The mission of the
study was to have a better understanding of theepépns of obese women regarding
their perceived risk of obesity-related pregnanayplications by evaluating if
perception of obesity, ethnicity, types of interirens, and overall success were
significant.

The sample was chosen because the WIC office edrplegnant women to
receive their prenatal services of nutrition colingeand food assistance as a service in

promoting optimum maternal and fetal outcomes.iépants were recruited from one
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WIC program in Newark, NJ. This WIC site also ha®é other satellite sites, but the

participants were recruited only from the maina#fiA total of 293 participants
completed the survey, but only 95 individuals nhet inclusion criteria for the study.
Two hundred and ninety-three consent forms andesgrwere given over a period of 4
months. After the surveys and consent forms welteated, BMI was computed, and
Part | of the survey was reviewed to determinanyf mdividuals had a history of weight-
loss surgery and an age of less than 20 yeargdftecipant did not meet the criteria of
the study, the consent form and survey were platad envelope with the intention to
be counted as a participant who volunteered taparin the study but did not meet the
criteria of the study.
Conclusionsand L iterature Review Comparisons

The overarching question of this research waslésafs: Do obese pregnant
women perform weight-loss interventions prior tegmancy to reduce the risk of
pregnancy-related complications due to obesity® fhestion was divided into four
research questions that examined obese women'sipedcrisk of pregnancy
complications due to obesity, the interventiondqrened prior to pregnancy, and how
they viewed the overall success of their intervaargi

Research Question 1: What is the association betaleese pregnant women'’s
perception of the risks associated with obesifygregnancy and the type of weight-loss
methods they attempted to implement prior to pragya

The null hypothesis was accepted, indicating thatet was no association

between obese pregnant women’s perception of $ke associated with obesity and the
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types of weight-loss methods attempted. The outcoiniee data indicated that there was

a negative association with a negligible chancehisfoccurring by chance.

These results are consistent with a study condumtéchaung et al. (2009),
which indicated that obese women had little knog&edbout how to properly manage
their weight prior to pregnancy. In fact, many wontkenied being overweight as a factor
that increased pregnancy-related risks. Althougktrabese women agreed that weight-
loss before pregnancy would be ideal, it was mdstlyvoid the discomfort of extra
weight gained during pregnancy. Receptivity to weigss counseling often depended
on how they perceived the weight of their doctdreif doctor’s size influenced the
acceptability of the weight-loss advice, which edramong obese women. Many obese
women also expressed hostility toward their docidien they failed to give them
adequate information on how to lose weight (Chaetreg., 2009). This hypothesis
supports the evidence provided in the literatuveere that obese women need additional
support and reinforcement from healthcare providemoviding them with the
resources needed to help them optimize their healdter maximize maternal and fetal
outcomes during pregnancy.

Research Question 2 was the following: What isasociation between obese
women'’s perception of the risks associated withsiipén pregnancy and their
perception of how successful they were with thetieivention efforts overall?

The null hypothesis was accepted, indicating thatet was not an association

between obese pregnant women’s perception of $ke associated with obesity and the
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overall success of their weight-loss interventioftse outcome of the data showed there
to be a negligible chance for there to be an aaonibetween these variables.

Chaung et al. (2009) concluded that obese womerkinadledge deficits about
pregnancy-related risks as they related to thésninto engage in preconception health
promotion. Many women did not perceive being ovegiveor obese to be a factor in
pregnancy because normal-weight women had pregratetyed complications as well.
On the other hand, evidence supported by Shin €@11) and James et al. (2012)
revealed that women who viewed themselves and #r&agement of their weight as
important also viewed the efficacy of their abilitylose weight even higher.
Subsequently, when obese women do not perceivétpbede a problem, it is not
expected for them to intentionally participate iaight-loss interventions or view their
efforts as successful.

Research Question 3 was as follows: What is theceestgson between the types of
weight-loss interventions obese women attempt f@ement prior to pregnancy and
their perception of how successful they were whirtintervention efforts?

The null hypothesis was rejected, indicating thate is positive association
between the type of weight-loss methods attempyeablese women prior to pregnancy
and their perception of how successful they weté tieir weight-loss efforts.

The more aware a woman was of her overweight cs@btatus, the more likely
she was to try weight-control behaviors (Duncaalet2011). Duncan et al. (2011)
indicated that men and women who were overweiglobesse who misperceived their

weight were less likely to report that they wantedbse weight and less likely to have
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tried to lose weight within the past year comparethose who accurately perceived
themselves as overweight. Therefore, those who axegaveight or obese who
misperceived their weight had less interest int@napts at weight-loss and less physical
activity.

Being able to address one’s weight status is a@hbhlth issue and medically
important to health care professionals, which caudance the effectiveness of weight-
loss and obesity-prevention efforts. As state@bygswell et al. (2010), many doctors
did not refer patients for behavioral weight-lassrapy or prescribe weight-loss
medications due to doubts about their ability tiphbeir patients lose weight or follow
their instructions on diet and physical activityig lack of confidence and reassurance
may affect how pregnant women perceive the sevefitlgeir pregnancy risk. Similarly,
Jackson et al. (2005) stated that when healtheareders did not aggressively take
action to give their patients advice about weiglssland strategies for improving diet and
exercise, patients were not challenged or motivadedork on these areas or make
changes.

According to Bowerman et al. (2001), advice fronygbians can heighten
patients’ awareness of health information; addaldraining of physicians in counseling
skills can increase their confidence and self-afficin believing that they can make a
difference in their patients’ health behaviors.@l#he initiation of weight-loss efforts by
physicians followed by a referral to a dietitiam follow-up counseling can help patients

achieve weight loss (Bowerman et al., 2001).
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Research Question 4 was the following: What isatbeociation between the
ethnicity of obese pregnant women and the numbeseajht-loss interventions
attempted prior to pregnancy?

The null hypothesis was accepted, indicating thatet was not an association
between ethnicity and weight-loss intervention perfed prior to pregnancy.

This finding is different than what was previouphgsented in Chapter 2. It is
understood that women perceive obesity, theirtgti lose weight, and be compliant to
weight-loss guidelines differently. Ethnic or culilinfluences play a vital role in
motivating how women perceive and participate imgleloss behaviors. Environmental
barriers such as family and work responsibilitis® affect women'’s ability to lose
weight and comply with weight-loss guidelines (WateMcQuigg, 2005). Kominiarek et
al. (2010) recognized that factors such as rabaj@ty, and socioeconomic status may
influence the responses of participants as weigtitadoesity can have a variety of
meanings within cultural and economic groups. THas®rs may be dependent on how
prevalent diseases are within certain ethnic groups

Recommendationsfor Action

Because obesity and weight takes on different mgarwithin cultural and
economics groups, more culturally appropriate wenganagement programs are needed
to support the health of communities. These prograeed to be financially reasonable
and accessible for the people that live within é¢hesmmunities. Informing pregnant
women about the health implications of obesity andouraging healthy behaviors is

important. However, the bigger challenge woulddeaddress obesity during pregnancy
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given contraindications to weight-loss and exerogstrictions at this time. Therefore,
addressing the issue of maternal obesity beforgnarecy to optimize weight, promote
healthier eating, and behavioral habits would baitant in helping to maximize a
woman’s future maternal and fetal outcomes durmsgpancy.

Professional organizations need to be held moporesble to provide resources
to their health care providers to make sure they ttan adequately counsel their patients
in promoting change. Health care professionals misglay a level of confidence and
self-efficacy in prompting women to be more moteditn making healthful changes. For
example, providing additional training to physi@amm improving their counseling skills
can increase their level of confidence and seltadly in believing they can make a
difference in their patient’s health behaviors.

Recommendationsfor Further Study

In this study, Blacks and Hispanics were the twgomethnic groups surveyed.
These two populations are the highest at risk f&sdy in the United States. Therefore,
future studies should address potential cultuféinces in attitudes toward weight and
obesity since cultural habits, personal, lifestgied environmental factors play a role in
one’s health belief practice. Clinics and healtredacilities need to recognize the types
of patients they serve, how they perceive theigiveand how to address wellness
related issues with them. Being aware of how a [adjoun perceives weight could be
important in the design of behavioral weight-laseiventions. Health behavior theories
such as the social cognitive theory could addmgsactions among personal and

environmental factors and healthful lifestyle babes/while, the health belief model
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could help explain why individuals change or mamtpecific health behaviors.
Assessing the perceived susceptibility to a givamddion is necessary in promoting
healthful behavior change, developing culturallp@priate weight-loss materials, and
intervention strategies for weight-loss.

This study was inclusive of women with planned andlanned pregnancies, but
additional research is needed to determine if tleeaeperceived difference in health
when a pregnancy is planned. According to FinerZoida (2011), in 2006 there were
49% unplanned pregnancies in the US. Obese womerplah a pregnancy may take
additional measures to have a more healthy pregrizased on how they perceive their
health and wellness in future pregnancies.

Implicationsfor Social Change

An integral part of providing resources is havihgm accessible to those who
need them most, with resources promoting healtiebaviors such as dietary changes
and physical activity. Reducing the prevalencelmssity could reduce the cyclic effect it
has on families and subsequently within communitie®rder for change to take place
there must be an emergent need from local, coanty state officials who see the need
for wellness within their communities. This shoblkela part of their political agenda to
improve their community. Political leaders and hezdre professionals must work
together in supporting one another in designingiamgementing interventions and
strategies in promoting women’s health. As previpgtated, identifying women’s
perceptions about weight is the best way to devsigiegies for effective weight loss.

Study Limitations
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The population of the study was limited to one V@Ifice in Newark, New
Jersey. | oftentimes needed to clarify the respphsé¢he last three questions of the
survey because some participants did not fully ssatirespond to the questions
accordingly. Participants did not understand thmet guestion was reflective of the
previous question, therefore requiring me to explhe survey. The survey tool and
consent form was checked using the SMOG readabsitywith an average of7a7
grade reading level. This was done because hiattyridd/IC participants are known to be
socioeconomically challenged financially, whichrcmdes with the Institute for
Women'’s Policy Research (2012) data that indicata®en with low literacy skills have
overall low income earnings.

Another limitation of the study was that the resalould not be generalized to be
reflective of all pregnant women but of women wvattower socioeconomic background
and women with planned and unplanned pregnancigs.obthe requirements for WIC is
to have a financial need due to limited incomedfae; the results presented therein can
only be reflective of women who are financiallyat$ed during pregnancy.

A third limitation of the study was that particigarself-reported their pre-
pregnancy height and weight, which could have &ftitheir eligibility requirements for
this study. The results of this study were limitedvomen who were Black non-Hispanic
and Hispanic, which matches 92% of the participamts indicated ethnicity on the
survey. In addition to this, ethnicity was self-oejed, which 75 out of 95 participants

responded to which would have lead to a Type Irevithh Hypothesis 4.
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The fourth limitation of the study was related tav@man’s perception of obesity
since several factors could potentially affect elrefs about weight and health practices.
This study did not probe a woman’s reasons forgoering or not performing weight loss
interventions.

The final limitation of the study was related te $tmall sample size. Chi-square
requires five or more responses per cell in whahes cells had less than five responses.
This may have lead to a type 2 error especiallyypotheses 1, 2, and 3.

Concluding Statement

Obesity is just one of many chronic disorders taat lead to comorbid conditions
and complicate an individual’'s quality of life. Elinating or reducing health disparities
among women is one of the goals presented andedok the Healthy People 2020
objectives. It is pivotal for health care providevde equipped with the knowledge and
resources needed to assess, implement and reiffeatthy behaviors amongst their
patients. Informing and motivating obese women whehinformation needed to make
healthier decisions to improve their health aidghmprocess towards behavioral change.

This study indicated that a person’s ethnicity dbplay a vital role in how an
individual perceives obesity complications duringgnancy. Contrary to this, evidence
from the literature supports how cultural viewsveeight are a factor that drives how an
individual will perceive weight. The negative asation between obese pregnant
women’s perception of the risks associated withstipeand the overall success of their
intervention efforts revealed women needed to beeraware of their obesity risk. The

literature presented offers a comprehensive vieth@imaternal and fetal complications
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that can occur during pregnancy when obesity isgire therefore making the
appropriate changes to improve health before, uand after pregnancy is warranted.
This study provided additional leading informatmm narrowing the literature
gap that existed in the current literature regaydire interventions obese women took
prior to pregnancy to reduce their risk of obesdlated complications during pregnancy.
This study revealed that there was no associattwden obese pregnant women’s
perception of the risks associated with obesitythedypes of weight-loss methods
implemented and their overall perception of howcssgsful they were. This knowledge
indicates healthcare professionals and policy nsakerst take additional measures to

help define the importance of health and wellnegté individual women they serve.
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Appendix A: Consent Form

¥ "™ UNIVERSITY HOSPITAL

T & Newark, New Jersey

Dear Volunteer,

You are invited to take part in a research studya¥ you perceive obesity during pregnar
Thetitle of this study is “Weiglt-Loss Intervention®erformed to Reduce the Risk of Obe-
Related Complications”. The goal of this studyoiptovide better health care before and du
pregnancy. Those who are 20 years and older, has had weight loss surgery, and w
overweight before the pregncy will be included in this study. A total of 98lunteers who met
these requirements will be selected for the stityase read this form and ask any ques
before agreeing to be part of the stL

This research study is given by Victoria Stewadtwuent at Walden University and Dietitiar
the University Hospital.

Background Information:

The purpose of this study is to look at what yoowrabout how obesity can affect pregn
women and theibabies, and determine the types of interventyansmay have tried befo
pregnancy to reduce your risk for obe-related problems during pregnancy.

Procedures:

If you agree to be in this study, you will be askedheck below that you have reind
understood this consent form and agree to answereadjuestions on the survey. You «change
your mind, quit, withdraw, or not reply to the gtiess after you have agreed to participThe
survey will need to be completed during your WIEitilt should take ~4 minutes to comple

Voluntary Nature of the Stud

Your participation is voluntary; you may quit atyaime. This means that everyone will resg
your choice of whether or not you want to be inghedy. No one at WIC will treat y:
differently if you decide not to be in the studyddilling out this survey will not affect yot
prenatal care or WIC services in any way. Thereisnoney reward for returning the sun

Risk and Benefits of Being in the Stu

There are no harmfuisks to participate in the study and no direct fiese you. The results «
this study can later assist health workers in betie@ng for women before and during pregnai
If you are concerned about how your weight mayaf§eur baby you will be ven a free
referral to speak to a healthcare worl

Privacy:

If you decide to participate, the information yawyide will be kept private. A number code v

be used on the survey and consent form insteaduwfryame and this information will onlhe

kept for 6 years then destroyed. Dwill not be used for any purposes outside of thhigquet.

The results of this study may be shared with tiséititional Review Board (a committee tl
Principal teaching hospital of Rutgers Biomediagad &lealthScience
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™ UNIVERSITY HOSPITAL

& Newark, New Jersey

reviews human subjects research studies), offiofa¥alden University, Rutgers, the St
University of New Jersey, the WIC program, andBlepartment of Health and Human Servic
Office for Human Research Protections (a reguladgsnc that oversees human subj
research).

Questions and Concerns:

If you have any questions you may call VictorieXXX-XXX-XXXX or e- mail her ai
XXXX@waldenu.edulf you have questions about your rights as a@péant, please call: IRI
Director at (XXX) XXX-XXXX . You will be given a copy of this form to kee

Statement of Consent:
I have read the above information. | have agkmdtions and received answers. | agre
be in research study.

Version # Code # Version Dae:

Principal teaching hospital of Rutgers Biomediaad &lealth Science
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¥ ™ UNIVERSITY HOSPITAL

& Newark, New Jersey

Queridos Voluntarios,

Usted estd invitada a participar en un estudiodestigacion deémo usted percibe
obesidad durante el embarazo. El titulo de esteliesse “La Pérdida de Pe
Intervenciéon Realiza Para Reducir el Riesgo de Ciocagiones Relacionadas con
Obesidad”. La meta de este estudio es para pravejer cuidado de saltantes y
durante el embarazo. Los que son mayores de 20Q @miiosa ha tenido una cirugia
pérdida de peso y tenian sobrepeso antes del exnlsgancluyeron en este estudio.
total de 95 voluntarios que cumplan con estos sépgi seran seleccionac para el
estudio. Por favor leer este formulario y preguntalquier pregunta antes de da
consentimiento para ser parte del estu

Este estudiale investigaci¢ esté viene dada por Victoria Stewarestudiante de
Universidad de Waldey un dietista en el Hospital Universitario.

Informacion General:

El objetivo de estestudio es en qué es lo que sabemos acerca ddadimesidad puec
afectar a las mujeres embarazadas y sus bebédeymiha los tipos de intervencion
es posible quedya intentado antes del embal para reduciel riesgo de problem
relacionadas con la obesic durante el embarazo.

Procedimientos:

Si usted acepta participar en este estudio, sediggpa consultar abajo que ha leic
entendido este consentimieiforma y de acuerdo a responder todas las pregdatkz
encuesta. Usted puede cambiar tu mente, dejagrretno responder a las pregur
después de que usted ha accedido a participandieesta debera ser completado dur
su visita WIC. Deberiaotmar ~ 4 minutos para comple

La naturaleza voluntaridel estudic

Su participacion es voluntaria; Usted puede reraureni cualquier momento. Es¢
significa que todos respetaran su opcion de siquieres estar en el estudio. Nadie
WIC tratara dferentemente si usted decide no participar esteldéo y llenar est
encuesta no afectara su atencion prenatal o sesWelC en cualquier forma. No h
ninguna recompensa de dinero por devolver la i@v.

Riesgos ybeneficios de est en el estudio:
No hay ningunos riesgos dafiosos de participar estetio y hay beneficios direct
para usted. Los resultados de este estudio pugdedaraa profesionales de la salud er
mejor cuidado. Si estas preocupado por como supesie afectar a su bete le dara
una remision gratis para hablar con profesionagda galuc

Principal teaching hospital of Rutgers Biomediaad &ealth Scienci
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¥ ™ UNIVERSITY HOSPITAL

& Newark, New Jersey

Privacidad:

Si usted decide participar, la informacién que digtie@porcione sera confidencial. |
namero de codigo se utilizara en el estudio y féamo de consentimiento en lugar de
nombre y la informacion sélo se mantuvo durant@dsa luego destruidos. Ne usaran
para fines fuera de este proyecto. Los resultad@ste estudio pueden ser compart
con La Junta de Revisidén Institucional (un comité cevisa los estudios de investigac
con sujetos humanos), funcionarios de Universiga@dlden, Rutgs, la Universidac
Estatal de Nueva Jersey, el programa de WIC, yepaBamento de Salud y Servicio
Humanos, Oficina de Proteccion de Estudios Huménasrganismo regulador gt
supervisa la investigacion con seres huma

Contactos y preguntas:

Preguntas e inquietudes: Si usted tiene algunaipteguede llamar Victoria XXX-
XXX-XXXX o correo electrénico XXXX @waldenu.edu. Si tiene preguntas sobre
derechos como participante, por favor lli a: Director de IRB en (XXX) XX-XXXX.
Se le entegara una copia de este formule

Declaraciéon de Consentimier:

| haber leido la informacion anteriiHe hecho preguntas y recibigspuestas.
Estoy de acuerdo en participar en el estudio desiigyacior

Version # El Cddigo Fecha dedasicn

Principal teaching hospital of Rutgers Biomediaad &ealth Scienci



AppendixB: Knowledge of Obesity Risk During Pregna

by

r & Newark, New Jersey

Part I. Please answer the following questi

¥ "™ UNIVERSITY HOSPITAL

1. Prepregnancy weight: 2. Height:
3. Have you ever had surgery for weight loss? Yes No
4. Age: 5. Ethnicity:
Part Il.
Check one answer only!
1) Obesity increases risk forrth defects
true false don’t knon
2) Obesity increases risk for diabe
true false don’t knov
3) Obesity increases risk for high blood pres
true false don’t knoy

4) Pregnant women shoulot double the amount of food they eat
true false

5) Obesity increases risk of having infectionsradteesares
true false

6) Obesity increases risk of having a stillk
true false

7) Obesity does not affect infant ger
true false

8) Obesity increases risk for fetal growth probl
true false

______don’t kno\

don’t knov

______don’t kno\

don’t knov

______don’t kno\

Principal teaching hospital of Rutgers Bicdical and Health Scienc
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Check all that apply!
9) What are the types of interventions you perform prior to pregnancy reduce your
risk of obesityrelated complications during pregnant

none exercis dietary restrictions wght loss medicatic

10) Which intervention(s) were you most successith?
none exercis dietary restrictions weight loss medicati

Check one answer only!

11) Overall, how successful were you with the interieam you trie?
no interventions tak not successful somewhat successfu
successful Code #

Principal teaching hospital of Rutgers Biomediaad &ealth Scienc
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¥ ™ UNIVERSITY HOSPITAL

& Newark, New Jersey

Conociendo los Riesgos de la ObesiDurante el Embara:

Part I. Por favor conteste las siguientes pregt
1. Peso antes del embarazo: 2. Altura:

3. ¢ Se ha realizado cirugia para perder peso? Si
No

4. Edad: 5. Raza:

Parta Il. jEscoja solo una respue
1) La obesidad aumenta el riesgo de los defectasagdanientc
verdadero falso no <

2) La obesidad aumenta eesgo de diabetes
verdadero falso no <

3) La obesidad aumenta el riesgo de presiol
verdadero falso no s

4) La mujer embaraza no bebe aumentar Itidad de comida que col
verdadero falso no <

5) La obesidad aumenta el riesgo de tener infeesidespués de una ces
verdadero falso no s

6) La otkesidad incrementa el riesgo de tener un bebe namiotc
verdadero falso no <

7) La obesidad no afecta el género (sexo) del ie
verdadero falso nse’

8) La obesidad incrementa el riesgo de problemasetgmiento del fel
verdadero falso no <

Principal teaching hospital of Rutgers Biomediaad &lealth Scienci
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¢ " UNIVERSITY HOSPITAL

& Newark, New Jersey

iMarque todas las que ague!

9) ¢ Cuales son las tipos de intervenciones qud tstgiera hecho antes del emba
para reducir los riesgos de la obes-relacionado con las complicaciones duran:
embarazo?

___ninguna ___ ejercicios __ dietaregidm  pérda de peso cc
medicamentos

10) ¢ Qué intervencion fue de mayor éxito para @«
ninguna ejercicios dieta regitiia pérdida de peso (
medicamentos

iEscoger solo una respue:

11) ¢ Que tanto logro de éxito tuvo usted estas intervenciones que tre
ninguna intervenciones tomado nirgyito algun logro
objetivé logrado El Cadigo

Principal teaching hospital Rutgers Biomedical and Health Scier
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Appendix C: Letter of Permission

Dear Dr. Kominiarek,

My name is Victoria Watson and | am a doctoral edaieg at Walden University. | am
currently in the process of designing a surveynigrstudy and | wanted to use a survey
that had reliability and validity already estabésh Looking through your article
“Maternal obesity: do patients understand the @8kaiblished in thdournal of
Perinatology | noticed that there are many questions on yowey that would coincide
with my survey. May | please have permission topm#ions of your survey for my
study’s survey? It would be greatly appreciateceréfore, you will receive full credit for
your part. If you have any questions or concercanl be reached at XXX-XXX-XXXX
or XXXX@waldenu.edu

Sincerely,

Victoria Watson, RD, MSPH
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Curriculum Vitae

VictoriaS. Sewart

SUMMARY

Healthcare leader proficient in patient care, destrated through the enhancement of
patient services, community outreach, health fenil@tions, and research initiatives.
Organized, efficient, and flexible team player coitbeal to executing challenging
assignments and excelling in diverse environments.

PROFESSIONAL EXPERIENCE

University Hospital-formerly UMDNJ NewarklJ
Registered Dietitian 2002- present
~ Performs nutrition assessment in the time franmesistent with the NJ State Health
Code and policy and procedure for designated stdyamd triages clients into the
appropriate level of care.

~ Evaluates and monitors clients’ progress condistéh policy and procedure, and
implements appropriate nutritional care collabaeli with primary care physician.

~ Counsels and educates patients and significaet®tn nutritional requirements and
therapy to prevent and treat disease.

~ Maintain accurate nutritional records and commaiieis appropriate nutrition care to
the primary physician.

~ Patrticipates in organizational performance improget activities to enhance the
quality of nutritional care delivered to clients.

~ Prepares special exhibits and activities for staff patients to promote healthy life

style management, such as but not limited to: Matidlutrition Month, UMDNJ’s
Biggest Loser etc...

~ Assists in the supervision of diet office proceziuto ensure accurate processing of diet
orders, menu modification and delivery of food awdkition services.

~ Participates in the training of dietetic interns.

Sodexho Marriot Services at Saint Barnabas Medeaiter Livingston, NJ
Diet Technician 2001

~ Performed patient assessments and follow up oareterate risk clients.

~ Educated patients and significant others on nortrinterventions and food medication
interactions.
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~ Conducted group diet instructions for cardiac,gbgtry, and maternity patients on a
weekly basis.

~ Collaborated with clinical dietitians and patieetvice managers in promoting patient
satisfaction.

~ Participated in National Nutrition Month activisien promoting healthy eating and
physical activity events.

~ Participated in community health promotions.

Sodexho Marriot Services at Clara Maass Medicaké&en Belleville, NJ
Diet Technician 1999-2001

~ Performed nutritional screening and limited assesgs on cardiac, maternity, and
orthopedic units.

~ Worked under the direction of the Registered D&etiin providing nutrition
intervention and obtaining customer satisfaction.

~ Conducted group diet instructions for psychiatayignts on a weekly basis.

~ Conducted menu modifications that were consistgthit the diet prescribed by the
physician.

~ Extensive use of computers to execute appropdiateorders and communicated with
the team members to assure meal efficiency.

EDUCATION

Walden University Minneapolis, MN
Ph.D, Community Health Education and Promotion 2/2014

Walden University Minneapolis, MN
M.S.P.H., Community Health Education and Promotion 5/2009

College of Saint Elizabeth Morristown, NJ
Dietetic Internship Program 5/2002

Montclair State University Upper Montclair, NJ
B.S. Human Ecology Food and Nutrition: Dietetics 12/1998
PROFESSIONAL HIGHLIGHTS

ServSafe Certified June 2014
Saint Mark’s Methodist Church- pre Mother’'s Day Hiedair 2013, 2014
Served on UMDNJ Dietetic Internship Admission Cortied, 2010 - 2012

“Importance of Good Nutrition”, Essex County Pragec’s Office Project | Can
Achieve 2007

“Eating Healthy for a Healthy Baby”, UMDNJ- OB/GYRAsociates October, 2006
“Nutrition: Eating for Optimum Health”, Kean Univaty March, 2004
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MEMBERSHIP
Academy of Nutrition and Dietetics- formerly Ameaait Dietetic Association, Associate
member (1999-2001, 2003-2004)

SPECIAL SKILLS
Microsoft Office specialist (Word, Access, ExcepwerPoint, Windows ME & MS)
Expertise in LOGICIAN, EPIC HYPERSPACE, and CBORD
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