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Abstract
The global burden of ‘maternal obesity’ 1 continues to receive worldwide attention,
with the dominating focus being the identification and management of the
perceived risks obesity poses to pregnancy. This focus, however, has neglected to
seek solutions and perspectives from the individuals themselves and those others
that may be best placed to understand the nuanced dynamics and realities. In
Aotearoa New Zealand (NZ) over 95% of women 2 choose a midwife as their Lead
Maternity Carer (LMC) (Ministry of Health [MOH], 2020) yet research exploring
midwives’ perspectives on the provision care to women with increased Body Mass
Index (BMI) is limited.

The aim for this thesis was to explore ‘the perspectives of midwives in NZ
regarding the provision of maternity care to women with an increased body mass
index (BMI).’ The research question driving this study was “What are midwives’
perspectives on the provision of maternity care to women with an increased BMI
in New Zealand?” To answer this question, this qualitative study utilised a
feminist standpoint theoretical lens to explore the experiences of seventeen
midwives who provide care to such women, in three separate geographical
locations in NZ. Data was collected using focus groups and semi-structured
interviews and Braun and Clark’s (2013) thematic analysis process was used to
identify four themes.

Midwives within this study perceived that the use of BMI as a single measure of
risk in maternity was flawed. They identified that hype exists around increased
BMI which leads to over medicalisation and unnecessary and potentially harmful
interventions taking place when women present with an increased BMI. Midwives

Maternal obesity is a term used often in literature to refer to women who are obese (≥ 30 kg/m2) in
pregnancy. The author acknowledges that this term has the potential to cause offense and is not one that
the author condones.
2
The words ‘women/woman/her/she/māmā are used throughout this thesis, yet the author would like to
acknowledge trans/nonbinary individuals within our communities and within the maternity space.
1
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are aware of and witness both discriminatory behaviour towards, and poor
treatment of women with increased BMI within their midwifery work. Midwives
desire change, yet often feel obstructed and powerless within the current
maternity system which is dominated by these practices. The study themes
presented are titled, a flawed approach, concern for womens’ experience, being stuck, and
sticking together.

This study suggests that systemic and structural barriers to equitable care exist
within the maternity system in NZ regarding the provision of care to women with
increased BMI. Viewing this situation from a feminist standpoint perspective has
enabled the articulation of a position that despite midwives feeling the system
hampers their ability to advocate for women and protect normal birth, their
expertise about how to most effectively work with obese women has the potential
to transform womens’ experience and improve maternity outcomes. Explicit
pathways for women who are obese require strengthening within our current
system to enable judgment-free informed choice regarding interventionist or noninterventionist care.

Keywords: body mass index, feminist standpoint theory, thematic analysis,
midwifery practice, health inequity.

iv

Acknowlegements
I would like to sincerely thank Dr Suzanne Miller for her unwavering support,
guidance, and patience throughout this long thesis journey. Thank you to
Associate Professor Jean Patterson as my secondary supervisor and Professor Sally
Baddock and Dr Christine Griffiths at Otago Polytechnic for providing flexibility
and support and patience for my research. A special thank you to Lesley and
Annie and the various members of The New Zealand College of Midwives
(NZCOM) who assisted me throughout the data collection journey. Thank you
also to the team at the Kaitohutohu office at Otago Polytechnic and Anna Seiuli for
Pasifika consultation. To my life partner, Steve, who has held my hand from the
beginning and never once complained, thank you.

Dedication
This thesis is dedicated to the memory of our dad, Neville Wratten whose creative
and gentle approach to life and love leave us with a treasured legacy to live by
and share. I know you would be proud dad, and I know you would love the
reference to ngāhere and ngā rākau taonga. They are for you.

He taonga tuku iho. Toku toa, he toa Rangatira.

v

Table of contents
Contents

Declaration ....................................................................................................................................... ii
Abstract ............................................................................................................................................ iii
Acknowlegements........................................................................................................................... v
Dedication ........................................................................................................................................ v
Table of contents ............................................................................................................................ vi
List of tables ..................................................................................................................................... x
List of figures ................................................................................................................................... x
Glossary of Māori words ............................................................................................................ xi
Introduction .....................................................................................................................................1
Personal Account ............................................................................................................................4
Chapter One: Background Kōwhai..............................................................................................5
Introduction ..................................................................................................................................5
Persecution of midwives .............................................................................................................5
The historical landscape of midwifery in NZ ..........................................................................6
Tūranga Kaupapa ........................................................................................................................9
Midwifery regulation ..................................................................................................................9
Gender inequity..........................................................................................................................10
NZ demography .........................................................................................................................11
Body Mass Index ........................................................................................................................12
Obesity guidelines and recommendations for maternity practitioners .............................12
Summary .....................................................................................................................................14
Chapter Two: Literature Review Mānuka ................................................................................16
Introduction ................................................................................................................................16
Search Strategy ...........................................................................................................................16
Medicalisation and the concern for women’s wellbeing ......................................................18
Concern regarding restrictions which create barriers for normal birth .............................18
Concern around tools used for surveillance ..........................................................................19
Midwifery perspectives on communicating obesity and risk .............................................20
Criticism of midwives and midwifery ....................................................................................21
Midwifery perspectives ignored ..............................................................................................22
Scrutiny of midwives in NZ .....................................................................................................22
vi

Judgement and stigma ..............................................................................................................24
Summary .....................................................................................................................................24
Justification for study ................................................................................................................25
Chapter Three: Methodology Mataī ..........................................................................................27
Introduction ................................................................................................................................27
Feminist Standpoint Theory .....................................................................................................28
The study design: data collection techniques ........................................................................30
Focus groups ...............................................................................................................................30
One-to-one interviews ...............................................................................................................31
Recruitment into the study .......................................................................................................31
Inclusion criteria .....................................................................................................................31
Collecting the data: conducting the interviews and focus groups......................................33
Recording and member checking ............................................................................................35
Challenges in data collection ....................................................................................................36
The challenge of separating LMC and Core midwives’ perspectives ................................37
Data analysis ...............................................................................................................................38
Coding .........................................................................................................................................39
Ethical considerations................................................................................................................41
Reflexivity in practice ................................................................................................................42
Summary .....................................................................................................................................43
Chapter Four: Findings Rimu .....................................................................................................45
The participants ..........................................................................................................................45
Theme summary ........................................................................................................................46
Theme 1: A flawed approach ..................................................................................................48
A problem with BMI ..............................................................................................................48
Routine medicalisation ..........................................................................................................50
Tools of surveillance ..............................................................................................................52
Obesity services ......................................................................................................................53
Theme 2 Concern for women’s experiences.........................................................................54
Negative experience of childbirth and high BMI being frightening ...............................54
Women’s disengagement ......................................................................................................56
The gendered nature of BMI.................................................................................................57
Derogatory remarks from health professionals .................................................................57
Theme 3: Being stuck ...............................................................................................................59
vii

Erosion of the essence of midwifery....................................................................................59
Vulnerability and getting in trouble....................................................................................61
Powerlessness .........................................................................................................................63
Theme 4 –Sticking together ....................................................................................................64
With women ...........................................................................................................................64
Confidence in communicating .............................................................................................66
Adapting practice ...................................................................................................................67
Experience counts ..................................................................................................................67
Summary .....................................................................................................................................69
Chapter Five: Discussion Tōtara ................................................................................................71
Introduction ................................................................................................................................71
The research question ............................................................................................................72
Unexpected findings ..............................................................................................................72
Dominant pathway is one of medicalisation .......................................................................73
Medicalisation of obesity ......................................................................................................74
The problem with BMI ..........................................................................................................76
Discrimination ...........................................................................................................................77
Women’s experiences ............................................................................................................78
Gendered discrimination ......................................................................................................78
Doing more harm than good ................................................................................................79
The marginalisation of midwifery.........................................................................................79
Midwives conforming ...........................................................................................................81
Women’s agency ....................................................................................................................82
The myth of agency................................................................................................................83
A midwifery approach .............................................................................................................84
Individual vs collective responsibility for obesity dichotomy ........................................85
Desire for new narratives ......................................................................................................87
Summary .....................................................................................................................................87
Study limitations ....................................................................................................................88
Strengths of the study ............................................................................................................89
Future research .......................................................................................................................89
Study recommendations .......................................................................................................89
Conclusion ..............................................................................................................................90
References.......................................................................................................................................93
viii

Appendices ...................................................................................................................................112
Appendix A – Evidence Table ................................................................................................112
Appendix B – Advertising poster ..........................................................................................118
Appendix C – Participant Information Sheet .......................................................................119
Appendix D – Participant Consent Form .............................................................................122
Appendix E – Question Guide ...............................................................................................123
Appendix F – Kaitohutohu consultation ..............................................................................124
Appendix G – HDEC approval ..............................................................................................125
Appendix H– Otago Polytechnic Ethics Committee ..........................................................127
Appendix I – Conflict of Interest Declaration ......................................................................128

ix

List of tables
Table 1. Demographic Profile of Study Participants as Compared to NZ Midwifery
Workforce ........................................................................................................................................46

List of figures
Figure 1. Midwives’ Perspectives on the Provision of Care to Women with Increased BMI
..........................................................................................................................................................47

x

Glossary of Māori words i
Ngā kupu Māori (Māori words) have been used throughout this thesis with the
meaning of the word translated into English provided below.

Aotearoa...........................................................................

New Zealand

Iho....................................................................................

Umbilical cord

Kaitiaki.............................................................................

Caregiver

Kawa................................................................................

Values

Kawakawa........................................................................

Pepper tree

Mana................................................................................

Prestige

Mauri...............................................................................

Life force

Mirimiri............................................................................

Massage

Oriori...............................................................................

Lullaby

Pākehā.............................................................................

English/foreign

Papatūānuku...................................................................

Earth mother

Pēpē.................................................................................

Baby

Rākau...............................................................................

Timber/Wood

Tangata whenua..............................................................

People of the land

Tangi................................................................................

Funeral/Cry

Taonga.............................................................................

Treasure

Te Ao Māori.....................................................................

Māori world view

Te whare tangata.............................................................

House of humanity/womb

Tika..................................................................................

Correct/accurate

Tikanga.............................................................................

Custom

Tino rangatiratanga.........................................................

Sovereignity
xi

Tiriti o Waitangi...............................................................

Treaty of Waitangi

Tohunga...........................................................................

Healer

Tūranga kaupapa.............................................................

Cultural guidelines

Wāhine............................................................................

Woman/Women

Waiata............................................................................

Song

Whakapapa....................................................................

Ancestory

Whānau..........................................................................

Family/group

Whakataukī...................................................................

Proverb

Whenua..........................................................................

Land/placenta

Moorfield, J.C. (2011). Te Aka Māori-English, English-Māori Dictionary (3rd edition).
Pearson.
i
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Introduction
A plethora of studies exist on maternal obesity and its association with
unfavourable fetal and maternal outcomes (Marchi et al., 2015; Ramachenderan et
al., 2008). Recent figures in Aotearoa New Zealand (NZ) show that over half of
women registering with a Lead Maternity Carer (LMC) in pregnancy were either
overweight or obese (Ministry of Health (MOH), 2020). The aim for this thesis was
to explore ‘the perspectives of midwives in NZ regarding the provision of
maternity care to women with an increased body mass index (BMI).’

Midwives are the main providers of maternity care in NZ with 94.5 % of women
choosing a midwife to be their LMC at first registration (MOH, 2020). LMC
midwives must recommend to a woman that a consultation is warranted with
obstetric services if her BMI is greater than 35 kg/m2 and must recommend a
transfer of care to an obstetrician if her BMI is greater than 40 kg/m2 (MOH, 2012).
Midwifery care takes place in partnership with women and is concerned with the
promotion of women’s health and in the provision of woman-centred care, (New
Zealand College of Midwives, (NZCOM) 2015) yet little is known about the
perspectives of midwives in NZ regarding the provision of care to women with
increased BMI.

Data was collected from midwives in three regions of NZ over the period of 2016
and 2017. Focus groups and one-to-one interviews using a semi structured
technique were undertaken. Feminist standpoint theory (FST) posits that the
standpoints of marginalised groups provide additional knowledge to that
produced by the dominant group, hence offering valuable insights (Harding,
2015). FST provided the theoretical framework for this study and it is hoped that
the findings will add value to the provision of maternity care to women with
increased BMI.
1

Each of the chapters within this thesis has been attributed to a NZ native tree,
grounding this study to our unique place here in NZ. Māori are the indigenous
people of NZ and Māori mythology tells of Papatūānuku our Earth Mother and
Rangi-nui our Sky Father being the creators of all things (Royal, 2010).
Connectedness between people and the land is the essence of Te Ao Māori with
one’s whakapapa being the story individuals share of their links to the land and
where connections to this land and to people are identified (Royal, 2010).

As a descendant of Ngāti Raukawa and Ngai Te Rangi the important connections
between land, people, and place are acknowledged as is the value of people above
all else. A Mānuka, a Tōtara, a Kōwhai, and a Rimu tree were the rākau selected by
my whānau to be the kaitiaki of our children’s whenua (placentae) in our family
garden in the Manawatū. My father Neville had a passion and talent for using
native rākau to create many beautiful taonga for our whānau. My dad passed
away suddenly during this thesis journey, with native NZ timber featuring
strongly as a theme throughout his tangi. The reference to native trees/rākau
within this thesis therefore, represents the strength, connection, respect, and
resilience of people here in our place NZ, yet set amongst an awareness that loss
exists and of the ever presenting threats that jeopardise harmony and growth 3.

Chapter One is represented by the Kōwhai tree. This attractive tree beckons birds,
and similarly the chapter is intended to lead the reader into my thesis. Current
guidelines for midwives regarding high BMI in pregnancy are presented along
with relevant background information intended to set the contextual landscape in
which midwives in NZ work.

Mānuka are relatively small rākau, but upon closer inspection produce a bright,
beautiful flower, symbolic to Chapter Two, the literature review. Eight
Images used throughout the thesis are those that have a creative commons licence for use and available
through Wikimedia commons.

3
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international studies and two NZ studies are explored, offering valuable insights
into the perspectives of not just midwives, but researchers of midwives in relation
to the research question.

The methodology, Chapter Three, is represented by the Mataī tree. Mataī produce
a quality wood; it is strong, and complex, resembling the qualitative nature of this
study’s methods and design. The use and the application of Feminist Standpoint
Theory (FST) as the theoretical perspective woven throughout this thesis is
introduced along with a detailed overview of the qualitative methodological
processes used.

The mighty Rimu tree is attributed to Chapter Four, the findings. The Rimu tree is
solid and strong but needs protection to thrive. Within this chapter the midwives’
voices are presented alongside an acompanying narrative to honour the
commitment of, and my responsibility to, the participants. Four significant themes
which stand uniquely yet are intertwined with each other are presented.

Chapter Five, is the discussion and is represented by the Tōtara tree. Many Māori
whakataukī refer to Tōtara and it is known that when a Tōtara falls it causes great
sadness to the people. A Tōtara tree represents the pillar of strength that was my
Dad and the immense grief our family had with his passing. Tōtara have been
threatened but are now regenerating, hence this chapter is a representation of a
new hope and a replenished focus for midwifery, and maternity practice
surrounding increased BMI in NZ.

He aha te mea nui o te ao? He tangata! He tangata! He tangata!
What is the most important thing in the world? It is people! It is people! It is
people!

3

Personal Account

Whilst working as a locum midwife, I met a young, pregnant māmā, nearing the
end of her pregnancy journey. I expected to be greeted by a woman excited and
eager to meet her baby, yet was confronted with an anxious mum. Through tears
she relayed to me how she was “high risk” due to her being “fat”. Supported by
her mother, she spoke of the birth plan put in place for her to present early in
labour for an epidural. Her mother consoled her, reassuring her that other family
members, also considered fat, had a history of being able to birth their babies
normally. Bewildered and unprepared to respond effectively, it was at this
moment that I questioned whether midwifery perspectives on the provision of care
to women with increased BMI were available. Midwives work in partnership with
women and protect and promote normal birth; so after being confronted with this
scenario I started this research journey on exploring the ‘perspectives of midwives
in NZ on the provision of maternity care to women with increased BMI?’

This introduction has presented a brief outline of each of the chapters within my
thesis with the symbolism of the NZ native trees explained. A presentation of the
historical and contemporary landscape for midwifery in NZ in which to position
this study is provided next within the first chapter, Kōwhai.

4

Chapter One: Background Kōwhai

Introduction
An exploration of individuals or groups would be incomplete without
acknowledgment of the societal context in which these groups exist. This
background chapter outlines historical events that have influenced the landscape
of midwifery practice in Aotearoa New Zealand (NZ). The persecution and
oppression of midwives throughout history, through to current assertions of
discrimination of midwives based on gender will be examined. Following this,
relevant legal and professional frameworks that guide midwifery practice today in
NZ are presented along with specific reference to guidelines for maternity
practitioners regarding maternal obesity during pregnancy.

Persecution of midwives
Midwifery is considered one of the oldest professions in the world, yet throughout
history there has always been opposition and challenge to midwives’ work with
no consistent challenge and a changing rhetoric. Campaigns against midwives
have existed throughout history with targeted persecution during the witch craze
that spanned the 15th to the 18th centuries (Ehrenreich & English, 1973; Horsley &
Horsley, 1986). Whilst midwives held specialist skills and knowledge related to
childbirth, this often was ridiculed to be that of ‘old wives’ (Ehrenreich & English,
1973, pg 20). The threat of midwives to patriarchial control of childbirth continued
after the establishment of modern medicine a career which women were banned
from entering (Litoff, 1982). A hierarchy of knowledge around childbirth was then

5

created with medicine’s claims of technological superiority (Ehrenreich & English,
1973; Menon, 2019).

The historical landscape of midwifery in NZ
Before the colonisation of NZ by European settlers, Māori incorporated what is
now termed Tikanga Māori into their birthing practices (Tupara, 2011). Tikanga
Māori refers to the incorporation of cultural practices such as the inclusion of
whānau during labour and birth (Kenney, 2011). Birth tikanga historically
included waiata, mirimiri, oriori, karakia and the use of herbs such as the native
kawakawa balm to assist and soothe childbirth (Donley, 1986; Tupara, 2017).

Wāhine in Te Ao Māori are viewed as the creators of all humanity; they are held in
high regard and afforded specific mana (Royal, 2010). A woman’s womb is
deemed “te whare tangata” or of being the “house of the people” which
showcases the significant connection and meaning between people and land. This
concept can be further illustrated with the Māori kupu “whenua” which is used to
refer to both the placenta and to land. Whenua is symbolic of the nuturing life
force both the placenta and the land represent, and hence it is common practice to
return the placenta to the land to preserve the mauri of the pēpē following the
birth (Tikao, 2013).

Te Tiriti o Waitangi, is a contract that was established between The British Crown
and Māori iwi signed on the grounds of Waitangi on February 6th, 1840 (Treaty of
Waitangi, 1840) and elsewhere later. The Treaty held the promise of a mutually
beneficial partnership between the two parties with over five-hundred Māori
chiefs signing the Māori version, and yet only thirty-eight to the English. Māori
were confident with the explicit reference to maintaining Tino Rangatiratanga
over their land and treasures (Durie, 1998; Kawharu, 1989). What ensued however,
was far from a promised partnership, with discrepancies in translation and
meaning over land sovereignty still debated today.
6

The colonisation of NZ and the deception that occurred following the signing of
Te Tiriti o Waitangi led to an almost total erosion of Māori culture, language,
autonomy, and mana and to the colonisation of birth (Durie, 1998; Kawharu, 1989;
Simmonds, 2011; Wepa & Te Huia, 2006). Legislation was created by the Crown
rapidly with one such law being The Tohunga Suppression Act of 1907 (New
Zealand Government, 1907; Stephens, 2001). Touted as a law that would protect
Māori from supernatural, superstitious, and risky health practices, the Tohunga
Suppression law was to be an act of political dominance ensuring suppression of
Māori healers and Māori spiritual practice (Simmonds, 2011; Stephens, 2001).
Māori birthing that incorporated tikanga Māori practices and traditional
knowledge was hence banned, with individuals being punished if found to be
using non-European medicine (Stephens, 2001).

Concurrently in NZ, The Midwives Act 1904, had been introduced which called
for skilled birth attendants and midwifery regulation, eventually leading to statefunded maternity hospitals (New Zealand Government, 1904). One of the
motivating factors for the establishment of this legislation was to increase the
European colony and produce more Pākehā offspring, with little regard for Māori
(Neill, 1961; Guilliland & Pairman, 2010). Figures show that by 1962, 95% of Māori
were giving birth in hospitals, where consideration of Māori custom was lacking.
In hospital, the placenta was incinerated or discarded, the family excluded,
birthing occurred on beds, and babies were removed from mothers to nurseries
(Donley, 1986; Tikao, 2013).

Legislation affecting maternity care in NZ despite its discriminatory roots
promised to improve education for midwives, and conditions for birthing women
in NZ, paving the way for midwives to provide care autonomously and within a
continuity of care setting (Guilliland & Pairman, 2010). Midwives who were
working autonomously and hence away from doctors were soon scrutinised and
in 1925 the Nurses and Midwives Act came into force which established Maternity
7

Nurses with the requirement that they were to be supervised by doctors
(Guilliland & Pairman, 2010). In 1971, Midwives in NZ completely lost their
autonomy, with birth thereafter becoming heavily medicalised (Guilliland &
Pairman, 2010). Twilight sleep, where women were rendered powerless and semiconscious as they gave birth occurred, with no accountability on outcomes or
experiences (Donley, 1986, Guilliland & Pairman, 2010). Amendments to the
Nurses Act in 1983 discontinued direct-entry midwifery and further restricted
community midwifery care outside of the hospital (Guilliland & Pairman, 2010).

The uniting of women as maternity consumers occurred with the establishment of
consumer groups from the 1950s onwards (Donley, 1986; Guilliland & Pairman,
2010). These women's groups formed further alliances with Plunket, La Leche
League, NZ Homebirth Association, Parents Centres, and the Save the Midwives
organisation which was mobilised in the 1980s (Donley, 1986; Guilliland &
Pairman, 2010). The voices of these groups challenged women’s lack of choice,
lack of continuity of care, medicalised birth, poor treatment and the loss of
midwives and midwifery care (Donley, 1986; Guilliland & Pairman, 2010). This
along with the development of political partnerships enabled the concerns of
mothers to be heard, and was pivotal in reinstating midwifery as an autonomous
profession in NZ with amendments to the Nurses Act in 1990 (Guilliland &
Pairman, 2010).

Founded in 1989, The New Zealand College of Midwives (NZCOM) acting as the
professional body for midwives in NZ, created foundational documents such as
the “Philosophy”, “Standards of Midwifery Practice” and the “The Scope of
Practice of the Midwife” (NZCOM, 2015). These frameworks are grounded in
woman centred care, where all women have their social and cultural context
recognised and respected, and where women are self-determining (NZCOM, 2015;
Pairman, & McAra-Couper, 2006).
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Tūranga Kaupapa
Cultural practice guidance or Tūranga Kaupapa was created to recognise the
importance of maternity care provision within Te Ao Māori. Midwife means “with
woman” stemming from middle English heritage (Guilliland & Pairman, 2010).
Despite the term being deliberately singular, the term did not initially extend to
whānau, which is integral to Māori in NZ. The term is now accepted to include all
of those that are significant to the woman. NZCOM and Te Tatao o te Whare Kahu
Midwifery Council (MCNZ) have both adopted the principles of Tūranga
Kaupapa, which were developed by what is now known as Nga Maia Māori
Midwives of Aotearoa, with additional guidelines for midwives provided by
MCNZ through a Statement of Cultural Competence (MCNZ, 2011; NZCOM,
2015). Whilst these frameworks provide guidance and expectations regarding
culturally appropriate care, cultural competence arguably remains inferior to
clinical competence within maternity care in NZ (Tupara & Tahere, 2020).

Midwifery regulation
Following the Health Practitioners Competence Assurance Act (2003) the MCNZ
was established with its primary purpose to protect members of the public by
ensuring midwives are regulated and competent to practice (Guilliland &
Pairman, 2010; MCNZ, 2004). The MCNZ developed “The Competencies for Entry
to the Register of Midwives” which demands midwives provide culturally
appropriate care in partnership with women (MCNZ, 2004).
The responsibility for co-ordinating maternity care throughout a woman’s
pregnancy and up until six weeks after the birth is contracted to the Lead
Maternity Carer (LMC) who can be a midwife, a general practitioner or an
obstetrician. LMCs receive payment through the Ministry of Health (MOH) under
the framework of Section 88 of the Public Health and Disability Act 2000,
maintaining a free maternity care service to eligible NZ residents (MOH, 2007).
The key feature of the LMC model is the provision of continuity of care for all
9

women regardless of place of birth or risk status (Grigg & Tracy, 2013). Midwives
continue to provide midwifery care in conjunction with specialist care when
complications arise, and women consent for referral. The interface between
primary and secondary care can be one of complexity with the midwife’s role
being negotiated via a three-way discussion between herself, the woman, and the
specialist (Grigg & Tracy, 2013; de Jonge & Sandall, 2016; MOH, 2012).

Midwives have further contractual and funding frameworks that articulate the
expectation of the provision of woman-centred care based on partnership,
information, privacy, and choice. Following the Cartwright Inquiry which exposed
discriminatory and unethical research practices related to cervical cancer care by a
reputable gynaecologist (Cartwright, 1988), the Health and Disability
Commissioner Act (1994) was established that saw the appointment of a
Commissioner and the establishment of The Code of Health and Disability
Services Consumers’ Rights (Health & Disability Commissioner, 1996; Paterson,
2002), giving all consumers of NZ the legal right to respectful care, and informed
consent from all health care providers.

Despite these additional consumer rights and NZ being one of the first countries
in the world to provide women with the right to vote, NZ has fallen in rankings of
gender-equal countries (World Economic Forum, 2017). Discrimination towards
women in NZ is increasing, with women more likely than men to experience
discrimination based on a health issue and their appearance (Yeung & Crothers,
2016).

Gender inequity
Despite overwhelming evidence of the benefit to women in childbirth, midwifery
as a woman-dominated profession is often undervalued and afforded low status
(Walsh et al., 2015; The Lancet, 2020). In NZ, lack of government prioritisation of
midwifery has led to untenable working conditions, and poor remuneration,
10

resulting in an extreme midwifery workforce shortage (Walsh et al., 2015; Radio
New Zealand, 2017). The situation, now at crisis point, led the NZCOM to place a
legal claim of discrimination against the midwifery profession in breach of section
19 of the New Zealand Bill of Rights Act 1990 to the High Court in NZ (NZCOM,
2019). The case, whilst eventually withdrawn, resulted in a commitment from the
government to the elimination of gender discrimination and an acknowledgment
of the current conditions for midwives being inadequate. Mediation occurred
between the Ministry of Health (MOH) and NZCOM with a Human Rights
Commission-appointed mediator working with the groups to formulate a codesign model of midwifery for NZ. Unfortunately, further stalling of processes
earnt the NZCOM a simple apology from the government and a reassurance that
the area of maternity was indeed a priority (NZCOM, 2019). This situation
continues to remain unresolved in 2021.

NZ demography
NZ is rated third highest among Organisation for Economic and Cooperative
Development (OECD) countries with regards to obesity, with one in three adults
over 15 years considered obese (2017). Obesity related pathologies have been
widely communicated and include premature morbidity and mortality, diabetes,
heart disease and hypertension (Blüher, 2019). In pregnancy obesity is associated
with poorer outcomes such as pre-eclampsia, gestational diabetes, hypertension,
preterm labour and large for gestational age infants (Marchi et al., 2019, MOH,
2019).

Māori women and babies remain over-represented in health and social
inequalities, and have poorer maternity outcomes, as do all colonised indigenous
populations in the world (MOH, 2019; Reid & Robson, 2000; Sherwood, 2013;
Tupara & Tahere, 2020). Wāhine Māori have much higher rates of obesity than
non-Māori with over 50% of the Māori population considered obese (MOH, 2019).
Māori women however, tend to have higher rates of choosing home or primary
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centre birth than non-Māori, perhaps attributed to the free incorporation of
whānau and tikanga Māori, which may not be as acceptable within NZ’s hospitals
(Hunter et al., 2011).

Whilst Māori women make up a quarter of the birthing population, only 11% of
the current midwifery workforce identify as Māori (MCNZ, 2021, MOH, 2019:
Tupara & Tahere, 2020). There are 3,283 midwives in NZ, and 48% of them are
employed by the District Health Board (DHB) as their main work type, comparied
to 39% case loading (MCNZ, 2021).

Body Mass Index
A Body Mass Index (BMI), created by mathmatician Adolphe Quetelet in the 19th
century, was intended to measure the degree of obesity at a population based level
(World Health Organisation (WHO), 2020). Since then international BMI
classifications have been widely used to categorise individuals as either
underweight, normal, overweight or obese. This measure is calcutated by dividing
weight by height in m2, with increased risk being attributed to those categories
further away from “normal”. BMI has known limitations and does not
differentiate between muscle, bone or fat mass, age or gender and does not
acknowledge mass distribution (WHO, 2020).

Obesity guidelines and recommendations for maternity practitioners
Several documents provide recommendations intended to guide and support
maternity care practitioners within the realm of maternal obesity. Often
international guidelines are created with little midwifery input and lack
acknowledgement of NZ’s unique maternity context and our professional and
legislative frameworks. An example of these international guidelines are The
Centre for Maternal and Child Enquiries (CMACE) along with the Royal College
of Obstetricians and Gynaecologists (RCOG) who produced a joint guideline on
“The Management of Women with Obesity in Pregnancy” in 2010
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(CMACE/RCOG, 2010). It includes the recommendation that BMI be established at
booking as a mandatory field to ensure 100% compliance from practitioners.
Idealistic recommendations such as women of childbearing age having the
opportunity to lose weight before pregnancy are also stipulated. A level D
classification is provided to the recommendation that practitioners should provide
information to pregnant women on the risks associated with obesity and how
these can be minimised. This level D classification is deemed a ‘good practice
point’ following joint consensus of a committee that includes two midwifery
representatives out of twenty-five strong member group that includes
physiotherapists, sonographers, manual handling experts, and obstetricians.

The Royal Australian and New Zealand College of Obstetricians and
Gynaecologists (RANZCOG) did publish adaptations for the NZ context (2013),
yet their committee had just one midwife representative. They recommend
maternity care providers “discuss the effect of maternal weight on fertility and
pregnancy outcomes” (p. 4). Furthermore it provides a consensus
recommendation that all “obese women should be referred for anaesthetic
assessment prior to delivery ”(p. 11) and finally, it stipulates that care providers
should be aware of mental health issues surrounding obesity and offer
psychological support and referral where appropriate (RANZCOG, 2013).

The MOH in NZ provides guidelines for maternity providers regarding
consultation and referral pathways. The “Guidelines for Consultation with
Obstetric and Related Medical Services” otherwise known as the “Referral
Guidelines” (MOH, 2012) stipulate LMC’s responsibilities around referral.
Midwives must recommend to a woman whose BMI is greater than 35 kg/m2 at
booking that a consultation to a specialist is warranted and, likewise midwives
must recommend a transfer of the woman’s care to a specialist obstetrician if their
BMI is greater than 40 kg/m2 at booking (MOH, 2012). Furthermore, publications
are available to midwives produced by the NZ MOH on aspects of nutrition in
pregnancy and breastfeeding and regarding healthy weight gain in pregnancy
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(MOH, 2014; 2017). The guides include an online BMI tool and poster, and a
record card for women to record and track Gestational Weight Gain (GWG)
according to their BMI (MOH, 2014). With regards to GWG, the MOH has adopted
and revised the guidelines created by the Institute of Medicine (IOM) (2009) which
state that obese women with a BMI greater than 30 kg/m2 should gain no more
than 5-9kgs throughout their pregnancy.

The Perinatal and Maternal Mortality Review Committee (PMMRC) reports to The
Health Quality and Safety Commission of New Zealand on perinatal and maternal
deaths (2018). The PMMRC reported that increased BMI at booking was an
independent risk factor for stillbirth resulting in the MOH adding high BMI as a
new Maternity Clinical Indicator in 2015. The expectation was that this would
support DHBs and maternity services to prioritise strategies in the area of care
provision for women with increased BMI (PMMRC, 2018). Reporting requirements
on BMI hence filter down to primary care providers such as midwives with the
expectation that BMI will be calculated at booking on every woman and available
during consultations or care episodes.

Summary
This chapter has provided insight into the history and contextual space in which
midwives in NZ work. The degradation of indigenous knowledge, language and
culture including that of birthing practices occurred following colonisation with
the impacts continuing to be visible today. Māori are disproportionately
represented in social and health inequities including that of increased rates of
obesity and obesity-related pathologies. Māori midwives only make up 11% of the
midwifery workforce.

Midwifery meaning ‘with woman’ is grounded in its relationships with women
and has threatened patriarchial practices and medicine over time. Both midwives
and women share oppressive histories and the joining of women as consumers of
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maternity services strengthened the profession and led to the establishment of
legislative and professional frameworks which support the midwifery profession
today. These frameworks require the provision of woman centred, culturally
competent care in which women are provided with information free of coercion
with which to make informed choices. Despite this solid foundation, it has been
reported that midwives in NZ face untenable working conditions and poor
remuneration and continue to demand recognition and value of their work, citing
discrimination on the basis of gender.

New Zealand has one of the highest rates of obesity among OECD countries and
whilst there are guidelines and recommendations which aim to support maternity
care practitioners within the realm of maternal obesity, these have been shown to
lack midwifery input and regard for NZ’s unique maternity system which
legislates for and centers care around women and upholds informed choice and
consent and is culturally appropriate.

The following chapter is Mānuka, which will present a review of the literature
available about midwives’ perspectives on the provision of care to women with
increased BMI.
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Chapter Two: Literature Review Mānuka

Introduction
Research into obesity in pregnancy has grown exponentially with over 50,000
articles in more than 5,000 journals dedicated to the science of understanding
obesity between the years of 1999 and 2017 (Zhao et al., 2019). The dominant focus
of research on maternal obesity appears to be centred on the negative outcomes
posed to pregnancy, producing a convincing argument of increased risk with
which to inform clinical practice (Marchi et al., 2015; Ramachenderan et al., 2008).

Research on midwives’ experiences and perspectives within the area of maternal
obesity appears sparse, despite midwives being the main providers of care to
pregnant women in NZ (MOH, 2020). The purpose of this chapter is to present the
literature I have selected as relevant to the topic and my research question. I aim to
point out specific perspectives of midwives from the literature and identify issues
and debates. The search strategy I adopted to identify relevant literature is
presented and the chapter is concluded by identifying the gaps in the literature in
which to position my study.

Search Strategy
Working as a midwife and a midwifery educator, plus being a member of the
NZCOM, alerted me to the literature on the topic of obesity in pregnancy. Email
subscriptions to fora such as Obesity News, Research Gate, MOH updates and the
NZCOM journal increased my awareness of the current literature, as did
attendance at national and international midwifery conferences. I performed a
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formal literature search to uncover studies specific and relevant to my research
area prior to conducting my research. Key words were identified as being
“midwives”, “obesity”, and “qualitative” with various Boolean operators selected
within the databases accessible via The Robertson’s Library including Pub Med,
CINAHL complete, EBSCO, Cochrane Library, Google Scholar and Proquest.
Citations within articles were further reviewed to search and select appropriate
titles for review. The following search of “midwi*” AND “obes*” within peer
reviewed articles, in title and in English within the years of 2000-2016 produced
129 articles. I selected titles which were specific to midwifery care and midwives’
experiences throughout the midwifery scope of practice. Exclusions were applied
to remove studies regarding specific initiatives or interventions within
organisations. Studies were also excluded if they focused on women’s perspectives
or reviewed the impact to neonates. Further adaptations to the initial search
strategy occurred by expanding the initial inclusion criteria of “midwi*” to OR
“health professionals” OR “clinicians” OR “LMC” OR “Lead Maternity Carers”
AND “obes*” to OR “BMI” OR “body mass index” OR “weight” OR “maternal
obesity”. A thorough review of studies occurred, and an evidence table created to
enable further evaluation and review (Appendix A). Attention to geographical
location of studies along with the study designs and methods used, were all
important aspects in selecting the studies to include.

Eight qualitative international studies which consist of two Australian studies, and
six studies from the United Kingdom were selected and will be discussed within
this chapter, alongside two further qualitative NZ studies, all of which explore
midwifery insights regarding care provision to women who were obese, and
where the data was collected between the years of 2007 – 2016. Immersion with
literature beyond these dates and through to the submission of this thesis in 2021
continued to occur. Additional literature that was located but not specifically
critqued within this literature review has been utilised to inform the discussion
chapter of this thesis.
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Medicalisation and the concern for women’s wellbeing
Noting that most studies about maternal obesity were quantitative Heslehurst et
al. (2007) sought to gain insight into humanistic aspects of care and hence
researched health care practitioners within multiple maternity units throughout
England. Whilst participants were not exclusively midwives, (only 24 out of 33
participants with obstetricians, nurses, dieticians, and physiotherapist making up
the other nine), the findings acknowledged their perceptions that services and
resources were significantly impacted by increasing rates of maternal obesity and
that participants held significant concern for the psychological health of mothers
who were obese.

Further concerns regarding the impact on women’s psychological wellbeing when
obese was reported by Singleton and Furber’s qualitative study (2014). This study
exclusively of employed midwives in England focused on the perspectives of the
provision of care during labour only. Midwives identified concern regarding the
practice of labelling pregnant women as high-risk based on their BMI and the
resulting intervention and medicalisation that occured due to this high-risk label.
This finding was reiterated by Kerrigan et al. (2015) who also explored labour
management. Whilst not a study exclusively about midwives, (16 midwives, eight
obstetricians, and one anaesthetist), it was reported that BMI was used to label
women “at-risk” resulting in decreased motivation for normal birth, and leading
to preemptive medicalised treatment and the assumption of labour abnormalities,
by health care practitioners.

Concern regarding restrictions which create barriers for normal birth
The routine application of restrictions placed on women who were obese and
pregnant appeared through several studies and caused concern for midwives
(Heslehurst et al., 2007; Kerrigan et al., 2015; Schmied et al., 2011; Singleton &
Furber, 2014). Restrictions around place of birth, where home birth and primary
centre birth was strongly discouraged, along with the restriction of hydrotherapy
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in labour and birth and restricted access to midwifery led care, were also provided
as examples of such restrictions. Concerns were raised that the use of mobilisation
and postitional techniques in labour, known to support normal birth, were instead
replaced by practices and guidelines that prioritised fetal surveillance (Kerrigan et
al., 2015; Singleton & Furber, 2014). The findings showed that midwives perceived
the restrictions placed on women ultimately led to restrictions on the midwifery
care they were able to offer women to promote normal birth (Heslehurst et al.,
2007; Kerrigan et al., 2015; Singleton & Furber, 2014).

A lack of visibility within clinical obesity guidelines to foster practices that
encouraged and promoted normal birth was identified in a multidisciplinary
study by Kerrigan et al. (2015). Whilst some participants within this study
identified practices where risk was negotiated to promote normal birth, conflicting
attitudes and lack of consensus between midwives, anaesthetists, and obstetric
participants existed as to the appropriate clinical management of labour when
women were obese. As with many other studies, midwives’ perspectives were not
reported on exclusively making it difficult to know what the specific viewpoints of
midwives were on the topic.

Concern around tools used for surveillance
The intense monitoring and screening applied to women who were obese in
pregnancy were also highlighted as a concern for midwives in several studies (see
for e.g. Hesslehurst et al., 2007; 2011; Kerrigan et al., 2015; Schmied et al., 2011).
The tools of survillance such as ultrasound scanning and fetal heart rate
monitoring used frequently when women were obese were deemed by midwives
to be not only inadequate for use but could in fact be causing harm. Harm could
occur by way of misdiagnosis, and by either inappropriate treatment, or by not
providing necessary and timely treatment when needed (Heslehurst et al., 2007).
Furthermore, Schmied et al. (2011) identified that midwives (and three other
health professions) were concerned about the guideline to perform regular
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scanning in the care of women who were obese in pregnancy, despite its known
lack of accuracy. Practitioners were left to explain how the tool that was
recommended to women due to their BMI was also limited due to high BMI,
leaving women feeling confused and stigmatized and practitioners feeling blamed
(Hesslehurst et al., 2011). The multidisciplinary participants within Kerrigan et al.
(2015) study, whilst not reaching consensus on labour management acknowledged
that continous electronic fetal monitoring was generally detrimental to the
promotion of normal birth.

Midwifery perspectives on communicating obesity and risk
Midwives have long debated the most appropriate approach in communicating
and working with risk in pregnancy (Annandale, 1988; Bryers & Van Teijlingen,
2010). The literature identified differing perspectives regarding the
communication of risk to women who have an increased BMI in pregnancy
(Heslehurst et al., 2007, 2011; Kerrigan et al., 2015; Knight-Agarwal et al., 2014).

Using pregnancy as a time to “capture” women who were obese in order to
communicate risk was challenged by some midwives in the Heslehurst et al.
(2007) study. Midwives in this study believed this practice was obstructing a
woman’s opportunity to experience a positive pregnancy. This finding was further
supported by Knight-Agarwal et al. (2014) whose focus group study of 28
midwives and five obstetricians in South-Eastern Australia, identified that
midwives were uncomfortable with the current approach of informing women of
risks when they themselves were not exempt from obesity realities. A midwifery
approach, more focused on partnership, was seen as an improved method of
communicating this sensitive topic rather than what was currently offered which
could disengage women further and ultimately cause them more harm.

In contrast, the view that women must be made aware of the risk posed by their
obesity in pregnancy was also reported (Heslehurst et al., 2011; Singleton &
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Furber, 2014). Participants in a multidisciplinary study by Smith et al. (2012)
believed pregnancy was a good time to capture women with increased BMI for
extra health promotion and initiatives to reduce risk to enable them to solve the
issue of their obesity. This study included midwives alongside sonographers,
anaesthetists and obstetricians hence it is not clear if this view is one held
exclusively by midwives.

Knight-Agarwal et al. (2014) found that both midwives and doctors were aware
that women could take offence when communicating maternal obesity risk in
pregnancy, and that the delivery of the communication was a critical factor in
women’s attitudes towards normal birth. Yet doctors were more likely to bring up
the issue regardless of psychological fall out (Kerrigan, 2015). Midwives were
cognisant of, and concerned with, the consequences of insensitive communication
directed at women who were obese, with one midwife highlighting “I have to deal
with the psychological fall out of it being addressed in the wrong way” (KnightAgarwal et al., 2014. p 140).

Midwives highlighted uncertainty regarding the best way to communicate in
order to protect and maintain the midwife/woman relationship, acknowledging
the sensitive nature of the topic in a study by Schmied et al. (2011). Viewing
weight as a sensitive topic and one where women were frequently victims of
weight stigma was also shown as a perspective of midwives in Kerrigan et al.
(2015). Midwives in this study made a claim for more sensitive and supportive
communication within continuity of care settings.

Criticism of midwives and midwifery
Further calls by midwives to protect women from insensitive communication
relating to their obesity were made in a study of seven midwives in England
(Furness et al., 2011).
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Midwives had an awareness of the negative impact on women from the language
frequently used when communicating about obesity, yet the authors saw this as
midwives having a reluctance to communicate openly with women regarding the
risk, instead positing that midwives complicated matters by giving vague
messages “skirting around” the issue. (p. 5).

Blame was attributed to midwives for not sufficiently informing women in labour
of the risks posed by their obesity (Singleton & Furber, 2014). This was seen by the
researchers as inhibiting women’s ability to make change, yet ignores the
perspectives that midwives shared and the opposing view they had regarding the
promotion of normality and the challenging of routine medicalised care. The
researchers went further to encourage midwives to change their current focus on
normal birth to one of “optimal birth” instead, clearly stipulating their belief that
antenatal education was key to women being made aware and hence solving their
obesity problem (p. 108).

Midwifery perspectives ignored
A midwifery perspective emerged where calls were made to address obesity and
its related risks outside of pregnancy (Heslehurst et al., 2007; Heslehurst et al.,
2011; Knight-Agawal et al., 2014). Midwives shared their belief that obesity in
pregnancy cannot be solved within a silo of midwifery and obstetrics alone and
were calling for general public health interventions rather than individually
focused ones in pregnancy.

Scrutiny of midwives in NZ
Two NZ studies are included in this literature review and whilst not directly
reporting midwives’ perspectives, offer specific insight (Fieldwick, et al., 2014; Pan
et al., 2015). Both studies are obstetric led and surveyed midwives in their practice
regarding their management of obesity in pregnancy. The existence of such studies
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provides further insight into the surveillance and critique of midwives, and
midwifery perspectives within the area of obesity in pregnancy.

It was reported that 70% of NZ women were unaware of the gestational weight
gain (GWG) recommendations in pregnancy and that midwives held GWG as a
“low priority” within their practice (Jeffs et al., 2012, p. 28). Fieldwick, et al. (2014)
hence aimed to investigate the knowledge base of midwives with regards to GWG.
11 midwives providing LMC care in the Otago region of NZ were studied
regarding their advice to women on weight management in pregnancy. The
authors found that despite midwives having an appropriate knowledge base
regarding risks, midwives demonstrated limited adherence to international and
current NZ guidelines and had inconsistent management approaches. Sensitivity
around the topic of weight was identified as being the barrier for midwives with
the authors calling for further education to improve communication skills for
LMCs to enable them to comply with guidelines.

Similarly, Pan et al. (2015) examined LMC midwives’ knowledge about obesity in
pregnancy in their obstetric led survey of 428 NZ midwives. The study showed
that midwives knew obesity was a sensitive topic, that continuity of care for
women who were obese was important and that midwives viewed obesity as only
one part of a woman’s holistic self. The midwives provided further insights about
the benefit for women receiving individualised care and concluded that working
with women in a culturally appropriate and woman-centred way with regards to
obesity was the best approach (Pan et al., 2015). It was highlighted that access to
appropriate maternity services to maintain adherence to guidelines was
problematic. For example, midwives reported occasions where obesity support
services would not accept referrals from midwives, where dietitians were
unavailable, or where dietitians would simply refer women on to their general
practitioners. Heslehurst et al. (2007) and Schmied et al. (2011) also highlighted
that preventative and treatment services such as dietitians were not available or
had untenable waiting times for women who were obese.
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Judgement and stigma
Midwives were aware of the negative attitudes held by maternity carers regarding
obesity (Kerrigan et al., 2015; Schmied et al., 2011; Singleton & Furber, 2014).
Midwives themselves were shown at times to be perpetrators of weight
stigmatising attitudes and beliefs. Some midwives in these small qualitative
studies held the perspective that a woman’s obesity is purely self-inflicted due to a
lack of knowledge, lack of motivation, and ultimately lack of will power. Whether
this perspective is commonly held by midwives or is the conditioned response to
the dominance of medicalised viewpoints is unknown. Evidence of the existence
of weight bias by health carers was found in an Australian study by Mulherin et
al. (2013) of pre-service maternity providers including midwifery students.
Participants were found to hold less positive attitudes for providing care to
women who were overweight or obese. Midwifery students in this study however,
only made up 33 of 248 participants, so whilst the evidence was clear regarding
the existence of weight stigma, it is less clear to what extent this stigma is held
between maternity provider groups.

Summary
Navigating the interventions and medicalised approach to obesity as a midwife
featured strongly throughout the literature reviewed, as did the concern that
midwives held for the wellbeing of women. Challenges were evident for midwives
in their provision of care to women with increased BMI specifically around
restrictions placed on care deemed to create barriers to normal birth. Issues were
also frequently raised regarding the use of ultrasound scanning and fetal
monitoring practices, along with the most appropriate approach to
communicating risk.

Critique, scepticism, and scrutiny of midwives was a thread throughout the
literature examined, where midwives’ knowledge base and level of conformity to
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guidelines were studied. Midwives were accused of not adhering to guidelines in
obstetric- led studies, although midwives identified barriers and lack of access to
supports to ensure adherence to these guidelines. Midwifery voices within the
multidisciplinary studies often appeared muted against the dominant viewpoints.
Furthermore, midwifery perspectives around the provision of care to women with
increased BMI were often discounted by researchers, with the dominant belief
being that women must be informed of the risks to solve their obesity problems.

The existence of weight stigma was evident within the studies, with midwives
shown to be aware of this within the maternity care system. At times midwives
themselves were reported to hold weight stigmatising attitudes, however, midwife
participants in studies, were merged with other health care providers thus
obstructing the attribution of the unique perspectives of midwives.

Justification for study
Many of the studies selected for this chapter were international and whilst they
offer valuable insight, the midwifery perspectives within the unique context of NZ
are largely unknown. The literature reviewed highlights that whilst midwives’
perspectives are sought and included in all these selected studies, midwives’
voices are often presented jointly alongside the perspectives of obstetricians,
sonographers, and dietitians. Additionally, some of the selected studies were
limited in their focus to one aspect of maternity care such as that of the antenatal
or labour care and often represented midwives working in one employment type
only.

The research question was ‘What are the perspectives of midwives on the
provision of care to women with increased BMI in NZ?’ This study hence explored
perspectives from midwives over the entire maternity continuum from pregnancy
throughout the postnatal period and included both LMC and core 4 midwives. The
“Core midwives” work rostered shifts to provide 24 hour care while women are inpatients. (NZCOM.
(2021). About Midwives. http:// https://www.midwife.org.nz/women/about-midwives/).

4
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use of in-depth qualitative methods gained perspectives from midwives that are
exclusively theirs and exclusively from within NZ.

The following chapter is Chapter Three, Methodology. It is represented by the
Mataī tree where the theoretical frameworks, study design, and methodology will
be outlined.
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Chapter Three: Methodology Mataī

Introduction
Previous chapters have set the background and context for midwives in New
Zealand (NZ), highlighting how critique of midwives and midwifery work has
occurred both historically and during contemporary times. The literature review
illustrated that whilst the study of obesity in pregnancy is well developed, the
perspectives of midwives in NZ on the provision of care to women with increased
Body Mass Index (BMI) is limited. This research aimed to explore midwives’
perspectives on the provision of maternity care to women with increased Body
Mass Index (BMI) in NZ.

Methodological processes for the study were chosen to best surface midwives’
perspectives. This chapter articulates the approaches used and outlines the
theoretical underpinning and the use of Feminist Standpoint Theory (FST) as a
framework for this study. Data collection methods and the thematic analysis
processes will be described. Ethical considerations alongside my personal
reflection about the research process itself, are also presented.

Midwifery is a profession where midwives are predominantly women working in
an area concerned with woman-centred care, the empowerment of women, and
the promotion of women’s health (New Zealand College of Midwives [NZCOM],
2015). Feminist theory, as a broad theoretical discourse in research, provides a
framework for this study. It is one that simply adopts feminist perspectives and
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carries the assumption that dichotomies exist within society despite claims of
continual development and progress within the developing world for women
(Donavan, 2000; Flick, 2014; Harding, 2015). Nature and nurture, and rational
versus irrational, and male and female are unconscious biases with the latter of
each pair being explicitly or covertly viewed as inferior (Harding, 2015; HesseBiber et al., 2004). By acknowledging that this hegemony exists, and that
oppression occurs, feminist theory can challenge and offer an alternative
worldview (Harding, 2015). Hence a qualitative methodology with a Feminist
Standpoint theoretical lens was chosen for this research to uncover the
perspectives of midwives on providing care to women who are obese.

Feminist Standpoint Theory
Studies have long explored interpersonal relationships where the dominance of a
group exists, such as the Bourgeoisie and Proletariat relationship of Marxist class
theory and workers’ standpoint (Harding, 1986; Hartsock, 2004; Lee, 2000; Marx &
Engels, 1886). Like Marxist theory, FST acknowledges power and privilege and the
socio-political influence on individuals lives. However, unlike Marxism, FST
opposes patriarchal ideology, instead it is concerned with the promotion of
women and of social justice (Harding, 2015; Hartsock, 2004). FST posits that
marginalised groups, often considered as ‘other’ and denied visibility, can be
recognised and have their once previously obscured perspectives revealed
(Hartsock, 2004). Presenting “otherness” in FST research carries the capacity for
power where a more complex, useful and accurate truth is divulged (Hartsock,
2004; Letherby, 2003; Rose, 2001). Applying FST and the perspectives of midwives
as being “other” within this study enables previously neglected perspectives of
midwives to be uncloaked.

It should be noted that FST itself is not exempt from power dynamics as it cannot
offer to speak for diversity within marginalised groups. Whilst it may be tempting
to assume that because midwives share historical and cultural oppression due to
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the gendered nature and socio-political structures of society, one must apply
caution when considering any generalisations and assumptions (Lee, 2000). FST
hence does not claim to offer universal truth and acknowledges that the varied
and multiple positions of women within groups may be different (Harding, 2015;
Hartsock, 2004; Houle, 2009; Surtees, 2002).

Generalisability is defined as the transferability of results from a study to outside
contexts from those researched (Flick, 2014). FST offers to provide new insights,
without the claim of statistical generalisation of the findings to the wider
population (Flick, 2014; Rose, 2001). The results of this study are therefore
assumed to apply only to the group, the time, and the place.

Studying the perspectives of midwives who are members of society, who interact,
engage, and are influenced by wider societal structures makes choosing an
ontological approach for this study easy. Assumptions are made that relationships
are fundamental and that individuals are not independent but rather
interdependent and part of wider social dynamic (Braun & Clark, 2013; Mauthner
& Doucet, 2003). The mainstream dominant approach to research and knowledge
creation has both historically and contemporaneously been that of scientific
empiricism (Harding, 2015; Hartsock, 2004). Touted as the gold standard of
universal truth, positivist quantitative approaches along with their claims of pure
objectivity are perceived as being neutral, value-free, and predictive and are held
in high regard amongst the research fraternity within medicine and health
(Harding, 2015; Hartsock, 2004; Walsh & Gillett, 2011).

Harding (2015) and Hartsock (2004) argue that biomedical scientific studies that
concern women are still dominated by research principles that favour male
interests and that truth is created only by what is chosen to be researched, despite
the label of objectivity. Further, Harding (2015) and Hartsock (2004) point out that
positivist studies have not been able to provide knowledge around the nature of
women’s experiences nor of the relationships between people and the world,
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hence failing to create real meaning for women. Qualitative methods therefore
offer the potential to surface alternative truths and standpoints.

The study design: data collection techniques
The data collection methods for this study were selected to be a mix of both focus
groups (FGs) and one-to-one in-depth interviews using a semi structured
approach with pre-set interview questions applied to both methods. These
techniques enabled the capturing of both descriptive and exploratory perspectives
yet offered flexibility to use follow up and probing questions to gain further clarity
as to what was observed (Steen & Roberts, 2011). Consistent with the feminist
aims of the study, midwives who were recruited into the study could opt to
participate in a FG, or in an individual one-to-one interview.

Focus groups
Focus groups (FGs) can be beneficial modes of data collection when limited
information on a subject is available offering the collection of rich and in-depth
data which capitalises on the interaction between members (Flick, 2014; Krueger,
2002; Wilkinson, 2004). Facilitated group sessions are considered optimally to
consist of 6 – 8 participants, however the prime concern should be on the quality
of data and interaction, and less on group numbers (Steen & Roberts, 2011).

Considerations are essential for effective focus group facilitation which can limit
study bias and increase the quality and trustworthiness of the data (Steen and
Roberts, 2011). It is important for the facilitator to remain neutral to responses and
be aware of potential power imbalances between the researcher and the
participants. The facilitator should engage in reflexive processes throughout to
minimise and identify their impact on the data. Effective facilitation demands the
ability of the facilitator to build rapport with the group yet also to manage group
dynamics to mitigate any perceived or actual power imbalances that influence
data gathering (Krueger, 2002; Steen & Roberts, 2011). Being alert to interactions
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which validate perspectives within the group but also to interactions where
differences of opinion occur are important roles of the facilitator, to ensure all
perspectives are heard (Steen & Roberts, 2011).

One-to-one interviews
One-to-one interviews, like focus groups, involve a facilitator presenting openended questions to obtain in-depth qualitative data extracts, but differ in that they
are conducted one-to-one (Wilkinson, 2004). One-to-one interviews offer a
somewhat deeper immersion into the participants’ reality with a more personal
perspective, and where sensitive matters can be shared safely (Steen & Roberts,
2011). Conducting one-to-one interviews whilst demanding of time and requiring
intensive focus offer the facilitator the opportunity to observe social cues and body
language within the data collected (Steen & Roberts, 2011).

Ultimately the quality of responses from the participants would come down to the
quality of the questions which were aimed in both data collection methods to be
focused on the topic whilst still allowing sufficient room for participant
exploration (Flick, 2014). Whilst these two methods of data collection are separate,
they both aligned to my aims in producing rich perspectives from midwives
regarding the provision of care to women with increased BMI. Offering a choice to
the midwives about which type of interview they would like further aligns with
the feminist perspectives of the study.

Recruitment into the study
Inclusion criteria
I elected to have broad criteria for inclusion because most midwives will have
women with increased BMI in their care, whether they are LMC or core midwives.
Therefore, any midwife currently practising within the study locality was invited
to participate.
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Following locality approval from the first location, contact was made by a
Research Assistant (RA) to the local NZCOM branch and the District Health Board
Midwifery Managers. An advertising poster about the study (Appendix B) was
provided and a request for support to market and advertise the study within their
networks was made. Having a RA at this time enabled an impartial third person
approach. Upon locality approval for the second and third locations however, I
was directly involved in contacting the NZCOM and DHB Midwifery managers
myself to request assistance in the circulation of the advertising poster for the
study. The RA remained a third-party option for participants to contact should
they wish. The RA continued to support the study by arranging rooms for
interviews where possible and required.

The first location yielded only two participants. A third potential participant
decided not to be involved, citing her concern that another recently published
study had shown the midwives involved in that research in a negative light
(Wernham et al., 2016). To increase recruitment into the study, adaptations were
made to the recruitment strategy by travelling to the area seven days before the
planned data collection date to visit midwifery resource centres and midwifery
group practices where I circulated the Participant Information Sheet (Appendix
C). I was also invited to attend a midwifery meeting with both LMC, and staff
(core) midwives present to discuss my study. This strategy was successful, and
more interest was generated, and more participants came forward.

Midwives identified their interest in the study voluntarily by contacting either the
RA or myself directly for the Participant Information Sheet (Appendix C).
Midwives who indicated an interest in participating, following receiving the
Participant Information Sheet, were provided with a consent form (Appendix D)
and were booked for their choice of interview or focus group. Flexibility was
offered regarding the time and location of the interview. All midwives who were
interviewed were directed to the information sheet and consent form once again
and encouraged to ask any questions and clarify points before signing the consent
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form and the commencement of the interview. Participants were made aware that
they could discontinue the interview and withdraw from the study at any time up
until the transcript was checked by them and returned to me. Before commencing
any FG, a thorough consent process also occurred with the establishment of
ground rules referring to confidentiality, respect, and my request for one person
talking at a time.

To prevent inducement no incentives were offered to participants who opted into
the study. Where midwives travelled for the interview a petrol voucher was given
as a token of appreciation and to ensure that no participant was financially
disadvantaged by their inclusion in the study.

Three separate geographic areas within NZ were used in the hope for more
cultural diversity among participants and to reduce any specific perspectives
based on location. The areas were selected where I had not personally practiced as
a midwife to ensure that all participants felt safe to share their perspectives with
me.

Collecting the data: conducting the interviews and focus groups.
For each of the focus groups I was invited to the location of the groups’ midwifery
practice space. These interviews ranged from between one to two hours in length
with the one-to-one interviews ranging from 21 mins to 56 mins and took place in
a range of spaces including workplaces, home spaces, and NZCOM rooms. The
interviews all occurred between October 2016 and August 2017.

Naples (2003) states that interview questions should ideally be focused whilst still
allowing sufficient room for participant exploration. Thus, open-ended focused
questions with flexible follow up probes were created to promote the uniqueness
of each interview journey (Appendix E). I developed foundational questions to
encourage the participants to talk and to settle into the interview, asking about
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their interest in the study and their midwifery context. Next were exploratory
questions focusing on the specific topic of provision of care to women increased
BMI and their perspectives. Follow up and probing questions were used to elicit
more detail such as asking, “can you tell me more about that?” “What are your
thoughts on that?” “How does that impact you?” Concluding questions were used
as a final step asking if the participant would like to share any other perspectives
or experiences and an opportunity was given to withdraw or change any
responses.

Despite my intention for a relaxed approach all interviews required extensive
preparation and planning. Environmental factors required consideration such as
the room (where supplied) being at a comfortable temperature, with a relaxed
seating arrangement and a glass of water for all participants, with the additional
offer of coffee/tea and biscuits.

Attention to language is central to feminist research as is the process of talking and
listening and valuing women’s standpoint (Devault, 2004; Harding, 2015). My role
as a researcher and facilitator was to intelligently facilitate the focus group to
produce rich data whilst not disturbing the flow of communication or being
viewed as the expert (Braun & Clark, 2013; Flick, 2014; Krueger, 2002). I was able
to utilise my skills as a midwife in establishing rapport and maintaining
connectedness throughout the interviews to facilitate sharing of perspectives.

The participants in each of the focus groups were known to each other by way of
being midwifery practice partners and resulted in me being invited to their
already established space offering a comfortable and familar environment to the
midwives. As the facilitator I aimed to be neutral yet engaged, offering a balance
of informality with a focused approach. The formalities consisted of a welcome, an
overview, and a set of ground rules. In order to maintain active listening
throughout, eye contact was maintained and no notes were taken during the focus
groups (Eliot & Associates, 2005).
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Having the participants of the focus groups known to each other had the benefit of
bringing together what appeared to be a confident group of midwives openly
exchanging their anecdotes and experiences and interacting in a natural manner.
Midwifery practice partners are often mutually selected individuals likely to be
compatible and to trust one another whilst also sharing common knowledge and
experiences optimal for quality FG data. Numbers included in the focus group
naturally arose according to consent and availability of the practice group
members and ranged from 2 – 6 members for a once only focus group.

Pilot testing occurred with support from a midwifery colleague before conducting
individual interviews, however despite this there were at times, participants who
found my questions problematic. An example came in my first interview where
many of my questions referred to the term “increased BMI”. The midwife
reminded me several times that she did not use that word and that BMI was not
something that she found helpful to refer to. Hence, I adopted a responsive
interviewing style, which is flexible in its approach to questioning and encourages
the building of relationships (Rubin & Rubin, 2012). The midwife found the term
“bigger ladies” or “larger ladies” was more appropriate and hence this was used
as alternative to “increased BMI”.

Recording and member checking
All interviews were audio-recorded and consent for the recording was obtained at
the time of each interview and FG. Two devices were used to record in case of
technical issues. I offered all the participants the opportunity to review their
transcripts by sending these via email with a request to complete this review
within a four-week period. Along with this member checking, I adopted the
strategy of ensuring that at the end of each interview I checked in with
participants about whether they were happy with the comments they had made
and if there was anything, they felt they would like to withdraw. Each participant
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was given the opportunity to clarify or remove comments, or to be re-interviewed.
Interviews were transcribed by me verbatim which enabled immersion and
familiarity with the data (Braun & Clark, 2013; Flick, 2014). An option was given to
each participant to choose their pseudonym which was used from the point of
transcription. The original recording was deleted following transcription.

All references to locations were removed at the time of transcribing along with any
other local information such as the names of maternity facilities, which could
potentially identify the location and participants. Filing strategies included
labelling data collected with de-identified, coded, and anonymous terms.
Demographic information was collected from each participant following the
consent process and these documents were stored in a locked filing cabinet (hard
copy) and within a password-protected computer (digital data).

Challenges in data collection
Challenges may occur with member checking in that the participant’s memory
and perceptions may change over the time between interviewing and transcribing
(Carlson, 2010). I decided to transcribe verbatim, however with this method
transcripts at times can contain grammatical errors which can be disconcerting for
participants during the member checking process (Carlson, 2010). After returning
one transcript to the participant, I was contacted by the participant who felt
terrible upon reading this. She perceived that the information she gave was poor,
inarticulate, and would not be of any use to me. She was concerned that she had
wasted my time. I was able to reassure her that this was not the case, and that
grammar and articulation of her perception was not as important as her response
and her perspective. Following that encounter, I adopted a strategy to prepare and
discuss the member checking process in more detail with all participants to inform
them of this.
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Another challenge that was experienced was that two final year student midwives
were on placement working alongside practicing midwives who had agreed to be
part of a focus group. These students requested to sit in and take part in the study;
however, they expressed that they were not experts in the topic but would like to
use the process as a learning experience. This was unexpected and unplanned for,
however, I decided to ask the students to consent to being part of the FG to ensure
their confidentiality. These student midwives seldom contributed and did offer
some unique insights, but these were omitted from the analysis to ensure the
study objectives of seeking the perspectives of midwives was maintained.

The challenge of separating LMC and Core midwives’ perspectives
A further challenge occured as during the data collection process I became aware
that many midwives inquired as to how best to respond to the demographic form
asking if they were a core or an LMC midwife. Many midwives discussed moving
in and out of the core context over recent periods or working as both LMC and
core over their careers. Midwives shared their perspectives based on their entire
career and did not distinguish between particular employment settings or
timeframes.

From the demographic data presented only two of the seventeen participants
identified as being core midwives at the time of the interviews. However, at least
two others discussed being a core midwife recently. During the interviews, I
noticed that LMC midwives discussed issues when working in and navigating
hospital protocols much the same way that the core midwives did. Core midwives
appeared to have very similar issues with regard to hospital contexts but also
discussed experiences from their previous LMC careers. Whilst one of my initial
objectives was to review the difference in meaning between core and LMC
midwives, I consequently had to move away from this and accept I would not be
able to produce findings regarding meaning for specific work contexts, but rather
instead more general midwifery perspectives.
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Data analysis
To review the data, I used the process of reflexive thematic analysis (TA). Whilst
not aligned to any specific epistemological or theoretical position, TA calls for
interpretative analysis of the data through a specific theoretical lens (Braun &
Clark, 2019) and occurs through a process of rigorous familiarisation, coding, and
theme creation (Braun & Clark, 2006; Braun & Clark, 2013; Mauthner & Doucet,
2003). The benefit of using reflexive TA within this study was that it could be used
alongside the theoretical lens of FST to answer the research question.

Thematic analysis is a process that enables the researcher to expand the social
structures within the realm of science by constructing themes in the analytical
process (Braun & Clark, 2014). Themes are created from a synergy of coconstructed forces resulting from the interaction between the researcher and
participant (Mauthner & Doucet, 2003). Braun & Clark’s (2006) six-stage process
for TA provides a systematic framework and was used in this study. The stages
are familiarisation of the data, coding, creating initial themes, reviewing themes,
naming themes, and finally writing up.

To ensure full immersion in and with the data, several strategies were adopted.
Firstly, I kept a research journal and computer files dedicated to continuous
reflection and documenting regarding any aspects to do with the research process
and the data. Saldana (2016) explains that qualitative analysis requires meticulous
attention to the data and to deep reflection. Careful planning, storing, and filing
strategies were employed to ensure seamless organisation and ethical storage
practices (Academic Consulting, 2018). Throughout the analysis, I needed to
frequently clarify and review both the methodology and theoretical approach
along with the data set, transcriptions, and interpretations I had made.
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Coding
Coding refers to the process of selecting aspects of data and organizing these into
meaningful groups (Braun & Clark, 2013; Saldana, 2016). A code is a simple, single
idea used to label an extract of the data from the transcribed interviews (Braun &
Clark, 2006). Codes are then collated into categories during the second phase of
coding, and then developed into over-arching themes in the third phase (Saldana,
2016).

The method of complete coding was adopted as opposed to selective coding to
ensure a comprehensive overview of the complete data set allowing for further
selective analysis later. Research-derived latent codes as opposed to data-driven
semantic codes were also identified as being more suitable to my study (Braun &
Clark, 2006). This required me to create contextual and inductive codes that went
beyond the explicit content of the data (Braun & Clark, 2006).

I commenced the initial coding process using the NVivo 12.0 qualitative research
software package. Within NVivo, nodes were created from data extracts along
with memos and reflexivity notes which were written and stored. The process of
collating and reviewing nodes, then of seeking larger categories that nodes aligned
with and finally creating preliminary themes was possible within NVivo. As
analysis using the TA method should occur throughout the research process as
opposed to simply at the end of all data collection, NVivo was used for the first
three interviews (Academic Consulting, 2018). Eventually, due to several issues
including work commitments, personal circumstances, and funding difficulties for
NVivo licence renewal, I discontinued the use of NVivo and changed to a manual
coding process.

Despite codes being generated and comprehensive memos written for these
interviews, time had passed, and I decided to re-code all these interviews again
using the manual method to maximise re-familiarisation with the data. All the
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transcripts were printed, and coding occurred with a pen systematically. All codes
for each interview were transferred to a computer file and labelled appropriately
e.g., codebook interview 1.

Initial coding appeared to be more descriptive which was of concern as I was not
doing a descriptive study. Descriptive coding which uses condensed summaries of
the data as a code, whilst being useful when explanations around a topic are
required are not particularly helpful for a deep interpretive analysis approach
(Saldana, 2016). Saldana (2016) points out that often initial coding is unsatisfactory
to the researcher however, TA offers the flexibility to reconfigure codes.

During the second phase of coding I grouped codes to form a broader category.
For example, many codes related to midwives’ perspectives about aspects of
communication such as being confident in communicating health promotion,
communicating diet, nutrition, weight, as well as codes regarding challenging
aspects of communication such as when working in collaboration with other
health professionals and communicating risk. Hence a larger category of all these
smaller codes was made and labelled “communicating confidently and challenges
around communication”. Eventually, the category regarding confidence with
communication was a sub theme within the main theme of “sticking together”
referring to the positive aspects of providing midwifery care.

A theme captures a common, recurring pattern across a dataset, clustered around
a central organising concept hence generating a thematic map of the proposed
themes with their categories bullet-pointed within was useful (Braun & Clark,
2014; Saldana, 2016). Four themes were created and will be presented in the next
chapter.
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Ethical considerations
All health research in New Zealand (NZ) is of relevance to Māori and hence all
researchers within NZ must understand Te Tiriti o Waitangi and the implications
of this for Māori health today along with Māori kawa, the principles of
whakapapa, tika, manaakitanga, and mana within research in NZ (Health
Research Council of NZ [HRC], 2010; National Ethics Advisory Committee, 2012;
Hudson et al., nd).

The team at the Kaitohutohu office at Otago Polytechnic (OP) offers consultation
to researchers to ensure principles of Tikanga Māori are upheld, aligning with the
Polytechnic’s Māori Strategic Framework (Te Kura Matatini ki Otago, 2015). The
Kaitohutohu office approved the research proposal for this study on 19 April 2016
(Appendix F) following earlier consultation with Māori and Pasifika
representatives (Ministry of Health [MOH], 2002; Te Kura Matatini ki Otago,
2015). The Health and Disability Ethics Committee (HDEC) approval for a broader
collaborative study with NZCOM was granted on 26 February 2016 16/STH/19.OP681 (Appendix G) and further ethics approval was granted by the
Otago Polytechnic Research Ethics Committee (OPREC) (Appendix H) in
September 2016.

Other steps taken to address the ethical conduct of this study such as
voluntariness, informed consent, data security and maintenance of confidentiality
have been addressed in the reportage of the study processes as described above.
There are however additional aspects of study rigour to consider, and these are
described next and linked to the theoretical positioning of Feminist Standpoint
which underpins the work.

Redefining objectivity with the term “strong objectivity” outlines the process of
transparency of the researcher’s position within this study and acknowledges their
impacts on how the data is constructed (Harding, 2015). Strong objectivity requires
41

rigorous and articulated methodological processes throughout the entire research
process and along with acknowledging the limits of generalisability maximising
trustworthiness and credibility (Harding, 2015; Mauther & Doucet, 2003; Rose,
2001).

Along with strong objectivity, reflexivity refers to documenting the input the
researcher has on co-constructing the knowledge that is created within the study
(Flick, 2014; Hesse-Biber & Yaiser, 2004). Providing a detailed overview of the
methodology and of reflexive processes throughout the research including
information on the researcher’s position, perceptions, and assumptions and
overall self is required (Hesse-Biber & Yaiser, 2004). Despite the term rigour being
historically masculine and applied to the positivist realm, this can be achieved in
qualitative studies by the process of transparent strong objectivity and reflexivity
(Mauther & Doucet, 2003).

Reflexivity in practice
The term “double consciousness” refers to the ability to acknowledge oneself and
to perceive how others may also see you. As a researcher it is important to
examine my own cultural and experiential biases (Rose, 2001). When researching
participants who all ultimately will have different cultural backgrounds to me, I
adopted principles and practices of being constantly self-reflexive (Rose, 2001).
Cultural competence within midwifery also calls for the recognition of one’s own
culture and beliefs and for midwives to recognize the existence of power
relationships (MCNZ, 2011). Ramsden (2002) noted that cultural competence
includes understanding oneself, the rights of others, and respecting differences.

Documenting is part of the reflexive process and occurred throughout the data
collection phase. I made notes after each interview and throughout the
transcribing process of my conduct during the interview and my thoughts on the
relationship between myself and the participant(s). During one interview a
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participant discussed several experiences of perceived fat shaming of clients, I had
to acknowledge that my demeanour of listening intently, providing excessive
empathy, and nodding could have influenced her depth of disclosure. I was aware
of how my own experiences as a midwife working with women with increased
BMI may shape the quality of data and my analysis by acknowledging both the
real and potential threats to the research of this behaviour.

Debriefing with my supervisors also helped to crystalise insights about my own
impact on the research. Whilst interviewing required a level of personability and
friendliness I was cautious to be impartial to all responses and comments made
and was aware that my input may influence the data. I saw myself as an insider
with regards to being a woman and a midwife and with practice experience that
inevitably gave me insight into clinical contexts but an outsider as I was not able to
put myself in the participant’s position or fully understand the experiences and
lives of those that I interviewed (Naples, 2004). I have appended a Conflict-ofInterest statement (Appendix I) to further clarify my positioning within the study
context.

Summary
In conclusion this chapter has presented an articulation of the methodological
processes and theoretical perspectives used within this study and selected to best
honour midwives’ perspectives in the provision of care to women with increased
BMI in NZ. Ensuring transparency and articulation of my process, and my input
as a researcher in influencing the data, relies on having documented processes and
is crucial to demonstrating rigour and credibility with which my study can be
judged.

Harding’s Feminist Standpoint Theory was applied as a theoretical framework to
underpin this study (Harding, 1986). FST is based on the belief that the lives of
oppressed, silenced or ignored groups can offer a different perspective from the
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dominant discourse and that seeing socio-political impacts can enable a more
accurate truth to be uncovered, one that offers rich insights afforded because of
their otherness.

This study used a mix of focus groups and individual one-to-one interviews to
collect data using a semi structured technique which aligns well to the qualitative
approach for this study. Recruitment into the three geographical locations was
discussed along with the challenges I was presented with during data collection.
The process of thematic data analysis using Braun and Clark’s six steps (Braun &
Clark, 2006) and ethical considerations were described along with the processes I
adopted to be reflexive and to optimise the production of quality data on the
perspectives of midwives on the provision of care to women with increased BMI.

In the following chapter represented by the great Rimu tree, I present the findings
from this study.
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Chapter Four: Findings Rimu

Introduction
The previous chapter described the theoretical underpinnings and detailed the
methodological processes used throughout this study. This chapter outlines the
findings from the study which aimed to explore the perspectives of midwives
regarding the provision of maternity care to women with an increased Body Mass
Index (BMI) in NZ. Four themes were created each with sub-themes that will be
presented alongside analytical narrative, supported by quotations from
participants using their pseudonym. The themes are entitled “a flawed approach”,
“concern for women’s experiences”, “being stuck” and “sticking together”.

The participants
There were 17 midwife participants in total. Seven participated in individual
interviews and the remaining ten midwives participated in one of three focus
groups. Table 1 below describes the sample of midwives.
Of the 17 midwife participants, the average time spent in midwifery practice was
16 years which is similar to the national average of 15.2 years (MCNZ, 2016). The
length of time in practice of participants ranged from one to 42 years. Most
identified with being of NZ European ethnicity (12/17), two as NZ Māori (2/17),
one as Pasifika (1/17), and three as Other European (2/17). 14 of the participants
(82%) selected working as an LMC midwife with 18% selecting core midwife,
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although several midwives expressed uncertainty as to the most appropriate
selection of work type as movement across different workplace settings had
occurred frequently in their practice. As the midwives discussed their experiences
over their careers not bound by employment contexts, selected employment type
has been omitted from the findings in terms of specifically analysing the
midwives’ responses by practice context.

Table 1. Demographic Profile of Study Participants as Compared to NZ
Midwifery Workforce

Study participants n=17

Midwifery workforce* n=3023

Range of years in practice

1 to 42

Average years in practice

16

15.2

N (%)

N (%)**

NZ European

12 (70.6)

1939 (64.1)

Māori

2 (11.6)

184 (6.1)

Other European

2 (11.6)

728 (24.1)

Pasifika

1 (5.8)

25 (0.8)

LMC mw

14 (82)

1107 (36.6)

Core mw

3 (18)

1532 (50.7)

Ethnicity

Employment type

* Te Tatao o te Whare Kahu Midwifery Council of New Zealand. (2016). 2016 Midwifery Workforce Survey.
** NZ midwifery workforce ethnicity and employment type percentages do not add to 100% due to some ethnicities and
employment types being excluded from this table.

Theme summary
Four themes were created following the data analysis, each theme distinct from
each other yet with areas of overlap, mirroring the dynamic and complex space of
the midwives’ perspectives (See Figure 1). Theme one, “a flawed approach”,
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presents the standpoint from participants that multiple flaws exist within the
current approach to maternal obesity in NZ. These flaws range from the problem
with BMI itself, to the application of routine medicalisation being prioritised over
holistic individualised midwifery care. Theme two, “concern for women’s
experiences” highlights the concerns midwives have for women when they have
an increased BMI in pregnancy and are navigating the maternity system in NZ.
“Being stuck” presents the midwives’ perceptions of being vulnerable as
individuals and of being a part of an undervalued profession, deemed to be taken
advantage of within a system that threatens the erosion of the essence of
midwifery. The final theme “sticking together” reveals that despite signficant
challenges in the provision of midwifery care to women with increased BMI, these
midwives identified that solace could be found in connectedness with their
colleagues, their profession and with women.

Figure 1. Midwives’ Perspectives on the Provision of Care to Women with
Increased BMI

A flawed approach

Concern for women's experience

* problem with BMI

*negative experience of childbirth
*BMI as frightning

* routine medicalisation

* derogatory remarks

*tools of surveillance

* disengagement from services

*obesity services

Midwives'
perspectives
Being stuck
*erosion of midwifery essence
* vulnerability
*getting in trouble
* powerlessness

Sticking together
*with women
* confidence in communicating
*adapting practice
*experience counts
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Theme 1: A flawed approach
The midwives in this study perceived the approach to maternal obesity in NZ as
being flawed. The application of BMI in pregnancy to assess risk and the routine
medicalisation applied to women with increased BMI were seen as significantly
problematic. Furthermore, the shortcomings around surveillance tools and
maternal obesity services epitomized an overall flawed approach to the provision
of care to such women.

A problem with BMI
BMI was identified as being used as a single measure to identify and label women
as at risk in pregnancy. Significant hype was seen to be attached to this label
within our maternity system and this was deemed to be largely unwarranted by
the midwives interviewed. Midwives also reported how midwifery knowledge
and holistic midwifery assessments were neglected in favour of this single BMI
measurement when assessing risk. For example, having knowledge of an
individual woman’s previous birthing history when she was obese was deemed
valuable when midwives assessed risk, yet BMI measures where seen to overide
this midwifery knowledge.
So, there’s a problem with BMI. I think there is a fault that it’s not
individualised, because you have a woman who’s been a similar weight for all
of her pregnancies and birthed beautifully, yet suddenly that doesn’t matter
and she has become complicated. (Chloe)
Furthermore, Paula also identified that there were other risks in pregnancy that
concerned her greatly as a midwife but, were ignored or deemed insignificant to
others in relations to risk associated with a BMI.
I’m just thinking of the heavily smoking, small woman that we took in, walking
in the door she looked great to them. But we were seriously concerned about
her mental health, her nutrition, [and] her social situation. I think they do need
to look at what is a risk factor really. (Paula)
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A high BMI was deemed to be used to automatically label a woman as high risk
which then resulted in routine restrictions such as the expectation, regardless of
women’s choice and their individual circumstances, to birth at the secondary
hospital as opposed to at a primary birthing unit. The midwives felt that
individualised care to promote normal birth when women were large was critical
but limited in hospital settings where their midwifery assessments and
recommendations were brushed aside by obstetric colleagues in favour of policies
and routine medicalisation.
Not giving her a chance to walk around and use gravity for labour. When I said
is it really necessary? (being placed on the bed) He said (registrar) ‘oh our heads
will roll if this doesn’t happen’. So that’s following rules, not looking after the
woman. (Lily)

A fait accompli approach was suggested by the midwives who perceived that the
system viewed women as incapable of achieving a normal birth when they had an
increased BMI. This is illustrated by Georgina, “It is the language that the team
can use at times. You will have a PPH! Your baby will get stuck! Your baby will
get distressed!”. This fail accompli approach was acknowledged and rejected by
Chloe and Roni who stated...
Chloe: They are making it a much bigger problem than it has to be.
Roni: There is all this stuff, you’ll PPH, so first of all you won’t progress in
labour and then you’ll PPH, but we don’t see that happen. (Excerpt from focus
group)

The midwives remembered the past before the perceived BMI hype took place and
where midwives worked with women who had increased BMI, who had normal
births and in primary care settings. Lily recalled, “Honestly, from my experience
with normal births with huge women, there was far more happening 15-17 years
ago versus now. The babies would just slip out”. Chrissie also reminisced back to
times when normal birth occurred in primary settings before hype and restrictions
on place of birth due to BMI existed. “Women would come in and they were larger
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women and they would have fantastic births and they would have their whānau
in there. It was glorious. I could weep”. The midwives suggested that this hype
around BMI was directly responsible for the lack of normal birth occurring now.
Hope reiterated this sentiment when she said, “Where we used to birth them here
(primary unit) quite happily in the past, suddenly there are now all these
guidelines as to who we can’t look after and birth here”.

Routine medicalisation
When women accepted the recommendation of obstetric consultation as stipulated
by the referral guidelines, the midwives were concerned that significant, and at
times unnecessary intervention occurred which obstructed normal birth and often
did more harm than good. Lily stated “I referred a mum to the clinic but she had a
most traumatic labour because of the massive interventions. She was traumatized
and damaged”.

The midwives unanimously agreed that routine medicalisation was applied to
women with increased BMI during an obstetric consultation and whilst this was
touted as necessary to keep women safe from the problem that is their BMI, the
midwives perceived that problems were often created by the cascade of
interventions and the labelling of high risk that occurred alongside the so called
BMI hype. Paula and her practice partner May, articulated how poor outcomes
were often attributed to a woman’s BMI as opposed to the application of routine
medicalisation.
Paula: It becomes medicalised. It’s just really medicalised. Usually, those
women are having an induction of labour and it goes from one thing to the
other, rupturing the membranes and introducing synto. So yeah, one thing after
the other.
May: And it may go wrong because we’ve set them up. We’ve set them up in a
secondary unit and you’ve got a higher chance that there will be more and more
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interventions, which may end up with an outcome that you weren’t
anticipating. (Excerpt Focus Group Three)

The current approach where routine medicalisation was promoted was seen as
flawed, particularly as it did not recognise the strongly held midwifery belief that
there are significant benefits of normal birth for women with high BMI.
Roni: The best thing to happen to her will be to grow a reasonable size baby and
birth normally. I mean actually, you are not doing anything to work towards
that goal that a normal birth is the best thing.
Chloe: Yeah, I think the hospital needs to stop and look at the way they treat all
birthing women. Not just [their] BMI. The labours are so disturbed and so over
medicalised and it just perpetuates a vicious cycle. (Excerpt Focus Group One)

Some midwives were also concerned about the recommendation by obstetric and
anaesthetic teams for women with high BMIs to have an early epidural in labour.
This approach was seen as flawed by Chrissie and yet another example of the
continued routine and unwarranted medicalisation that did not value midwifery
perspectives, normal birth and women’s experiences.
The anaesthetist tells everyone to have an early epidural… They would tell me
to have an early epidural and I’m not pregnant! What’s the evidence that it’s
gonna be better for normal birth?.. A caesarean section is a very high-risk
activity, so you're setting this woman up... They're not thinking about the
implications for the woman. (Chrissie)
Chrissie goes further to express her frustration that women were incorrectly
presented with the benefits of medicalisation without consideration of a
midwifery approach focusing on promoting normal birth.
I’ve heard them go epidural is the safest pain relief, you're not more likely to
have a caesarean, but that's rubbish, they do end up more likely… and it isn't
the safest form of pain relief. You know, a birthing pool is! (Chrissie)
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Tools of surveillance
Midwives in this study perceived that interventions such as continuous
monitoring and increased screening tools such as ultrasound, were routinely
recommended by the obstetric team and applied to women with high BMI, despite
these tools being inaccurate and often ineffective. Cardiotocography (CTGs) were
very difficult for the midwives to carry out when women were large yet they were
expected to explain and support the rationale for use of these potentially
inaccurate tools. Chrissie expressed her frustration “CTGs aren’t particularly good
at predicting any kind of outcome other than you are going to have interventions.
Women with high BMIs are more difficult to monitor. CTGs are really challenging
when you can’t find the fetal heart”. Further frustration with tools used in
survillence when women had an increased BMI was voiced by other midwives
too.
When women are bigger, the scans aren’t as accurate either, and you have
to explain that. So, in one breath you’re saying ‘you should have a scan’,
but also the scan probably can’t tell you either. I think that’s quite a lot of
uncertainty for women to carry. They do get it really, really wrong. (Meg)
Chrissie went further and acknowledged as many other midwives did, the
difficulty of applying and maintaining CTG tracings.
You had to put it in and tilt it to be able to get the baby’s heart rate, so
having to twist and hold like that (demonstrates movement). And the baby
moves, and you have to keep it on and keep it on and keep it on, keep it on.
I woke up the next morning in excruciating pain. (Chrissie)

The midwives had experiences of using these flawed tools of surveillance
resulting in stressful and emotionally challenging situations for both midwives
and women. Faith discussed how ineffective the scans were and the impact of this
on women. “They do get frustrated like having to go back in and then having to
go back again to have another scan coz you’re fat and it’s inaccurate and all those
kinds of things”. Furthermore Chrissie discussed a situation where a woman with
a large BMI was recommended to have a CTG every six hours and questions
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whether the experiences of women are considered when surveillance tools are
recommended by doctors.
It was the middle of the night, I couldn’t find the baby’s heartbeat. I still feel
sick now thinking about the anxiety that it caused that woman and myself
and everybody else involved. The baby was fine, but just the stress of it was
horrific... Distressed and sweat dripping off both of us... Are they (doctors)
aware that this is going to happen every 6 hours!? (Chrissie)

Obesity services
Another area identified as being flawed was with regard to maternal obesity
services, as despite women with increased BMI being categorised as high risk, and
the referral guidelines stipulation of recommending women have a consultation
with obstetric services, several shortcomings existed. Frustration was identified
regarding inconsistencies and double standards of responses from obstetric
colleagues when referring and consulting for increased BMI showcased here by
Lily, “I do refer them to the clinic but they don’t really come back to me and say,
oh that was a meaningful visit.” Hope and June together in a focus group also
shared their experiences of receiving contradictory messages and double
standards following referrals for increased BMI. They also expressed their
frustration at what they deemed was at times a futile exercise of writing referral
letters for BMI.
Hope: They wouldn’t do anything. They just say manage it out there.
June: You still do it, but you are still thinking, what a waste of time.
Claire: Some will say you just manage that out there, that is fine. The next day,
‘how come you haven’t brought this one in?’ You can document your arse off,
but at the end of the day nobody reads that, they don’t even read the letter
referring her anyway. (Excerpt Focus Group Two)

Georgina also spoke of midwifery referrals being neglected and the potential
impact on her midwifery practice, “Often you refer women and they are not seen,
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or they are seen late. That means that you can suddenly hold obstetric burdens on
your shoulders”. June also provided an example of how this dismissive approach
to midwifery knowledge and referrals impacted on a woman’s experience.
She had a history of quick labours and we told them that and put that down
in the birth plan and she was still left on her own in a room and ended up
delivering her own baby. On her own! (June)

Theme 2 Concern for women’s experiences
A compelling theme arose from the participants regarding their concern for
women’s experiences within the maternity system when they are labeled with a
high BMI. Sub-themes of a high BMI being frightening and of women’s potential
disengagement and rejection of maternity care and obesity services were created.
Further subthemes attested to midwives’ concerns about the gendered nature of a
high BMI in maternity, and of midwives witnessing both direct and indirect
derogatory remarks towards women due to BMI, this likely impacting on
women’s experiences and their provision of care.

Negative experience of childbirth and high BMI being frightening
All midwife participants were concerned about the experiences of women when
they were categorised and labelled as having an increased BMI in pregnancy. The
current approach was perceived as resulting in many women having negative
experiences of childbirth and pregnancy. This was illustrated well by Paula who
stated, “I have had women that have been really upset about the fact that they
know that they are gonna be seen as different”. Furthermore Tracy expressed...
It’s a real negative message to give to a woman at a time in her life when
she’s growing her baby. It’s a lovely time for her and to actually be saying,
well actually there is a problem and the problem is your weight.

Chrissie reflected on the journey and experience for women as they navigate the
maternity system when they have an increased BMI. She refered to ‘humiliation
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heaped on other humiliations’ where frequent microagressions could potentially
culminate in unknown and long term consequences to women’s health.
You know every time she goes for a scan and what’s been said to her. What
are the outcomes of that, you know? And when we do these monitorings…
We have slip sheets… we have hoists and stuff but that would be
mortifying. It’s just gonna be another humiliation heaped on other
humiliations that she’s gone through. (Chrissie)
It was pointed out that whilst maternal obesity services informed women about
the risks of obesity, they did not inform women about the risks of intervention and
what this experience might be like. Chrissie raises the question here.
They think they are not going to feel anything with an epidural. But they
feel humiliation. That’s what they are going to feel when you have multiple
people move your legs. But nobody talks about that. Do people actually talk
about that with them?

The midwives perceive that the BMI hype and the subsequent labelling of women
deemed high risk led to unjust anxiety and fear in women casting a negative cloud
over their pregnancy. A conversation between Chloe, Faith and Roni echoed this.
Chloe: They get scared.
Faith: Yeah, they end up with an anaesthetist. They are scared.
Roni: I had one lady, I looked after her, but with her second pregnancy she was
so sure she was gonna die because she was a large woman with a big BMI. This
was met the shaking of heads by the other midwives. (Excerpt Focus Group One).

Midwives here were highly critical of obstetric consultations that they deemed
instilled fear and unwarranted anxiety in women with increased BMI. Midwives
held a belief that the current approach was frightning to women and that a
midwifery approach was one that offered much more positivity. “I mean you just
can’t do that to people, that’s just mean” Georgina said. She continued, “all these
possible outcomes. That’s just really unfair. You know, people are entitled to enjoy
their pregnancies!” Paula further echoed this sentiment, “The obstetric input,
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honestly, it’s just fear-mongering, not offering women informed consent, bullying
and limiting their choices”. Furthermore Katte stated “I am not a believer in
scaremongering, I am a believer in keeping it positive”. Lily discussed her concern
with the frequent consequence of instilling fear and discouraging normal birth
following routine scanning for women with increased BMI.
I don’t want to sow a seed of any fear. I don’t want to ever let women think
that they can’t have a normal birth. That constant focusing on the high BMI
and the large baby. I hear so many times when they say to me, ‘I’m scared,
I’m scared, the doctors said yesterday this baby is big, the scan said’. So, in
labour, they are already fearful and think they can’t push their baby out or
their baby will be stuck. (Lily)

Women’s disengagement
The midwives pointed out that some women would completely disengage from
the offer of obstetric involvement due to previous poor experiences with obesity
services as Paula explained “I said oh you know with your BMI I would
recommend that you see an obstetrician and she said, ‘oh yeah, you can do that,
you can send a referral through. I probably won’t go though’.”

Whilst the midwives were clear in their provision of woman centred care, some
midwives like Talia acknowledged that they were aware of groups of women who
due to their cultural and philosophical views would decline maternal obesity
services. Talia explained “My ladies wouldn’t go and see an obstetrician just
because they have a high BMI”.

The midwives in this study referred to a range of responses from women when
obesity services were offered with some strongly rejecting the offer of maternal
obesity services often in anger or in amusement at the labeling of risk when
women themselves felt confident in their body’s ability to birth. May and Paula
shared this interaction within a focus group:
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May: Some women decline strongly and say ‘I don’t want to deal with this shit’,
they say, ‘No, I'm not doing that!’ ‘I'm not interested in that, I don't give you
permission !’ Some women are really angry because they have been down that
path before. They say, ‘it’s not going to be an issue, so don’t bug me about it’.
Paula: Yeah, they just laugh at me and say ‘this is my 4th or 5th baby that I have
had at this size and it has never stopped me before’. If I say it is recommended
that you see an on obstetrician, they say, ‘No, I don’t need to talk to an
obstetrician about the way I birth. I birth!’ (Excerpt Focus Group Three)

The gendered nature of BMI
The midwives articulated their belief that maternal obesity was a gendered issue
and expressed empathy for women in society with increased BMI.
It is an unrealistic expectation to have an excellent health literacy in every
single citizen of NZ. Why particularly female obesity when everyone else...
If we eat too much, then it’s a character fault. Particularly so for women.
(Georgina)
Kate questioned in her one-to-one interview the intersectionality of discrimination
when women are also obese.
This is a health issue like many other health issues. Are other health issues
say like high blood pressure treated this badly? Why do we treat women
badly with this health issue and not with others? Why do we judge them?
(Katte)

Derogatory remarks from health professionals
Midwives in this study witnessed derogatory comments and frequent
microaggressions directed at women with an increased BMI within the hospital
setting by maternity health professionals. “Some people would be talking about
women with higher BMIs very disrespectful in front of their rooms. You know?
Outside and not far away and even when I thought oh god, they could hear that
you know?” said Katte. Georgina also reported derogatory marks being made by
staff members and midwives themselves. “You see that in the staff room and I
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certainly hear disparaging comments about ‘these fat girls’.” Claire also noted
derogatory language and comments in maternity staff rooms.
I have heard it in handovers and stuff. ‘Oh my god, have you heard about
that woman who had a BMI of’ whatever and ‘she was 200 kilos’ and ‘oh
my god’ and ‘she’s so bloody huge!’ There is no actually treating the
woman as a woman. (Claire)

Whilst some derogatory comments were explicit and direct, often judgemental
attitudes towards women with increased BMI were seen by the midwives as subtle
and difficult to name. This was reported by Talia who said, “When they are on the
doors of the hospital, I can see that there is a bit of frowning there. Like ‘oh, here
we go’. I mean not saying it, but you know. You can feel it”. This sentiment was
further echoed by Katte...
I have seen a lot of very subtle ways how women have been discriminated
[against] because of it (obesity). It is so subtle, it’s not a big thing that you
can say this needs to be addressed and we need to get this person to stand
up for what they have done. It’s subtle. (Katte)

The midwives were affected by bearing witness to these comments in the hospital
system towards women who had increased BMI and questioned the impact to
women also.
It makes me feel very uncomfortable. It’s not always to the woman’s face,
but there is always that sort of at the handover, just kinda passing on the
negative focus to the next shift. I think that impacts on women’s care a lot
when they are in the hospital system. (Claire)
Often midwives in the study whilst concerned for women’s experiences, felt
unable and ill equipped to prevent, stop and protect women from this judgement.
I feel sad and upset and I feel that I should be doing something and
sometimes I wasn’t brave enough to say something. Most of the time I
wasn’t, I was just not joining in. Those situations that I have experiences in
the hospital, I felt, I felt I wanted to protect them. (Katte)
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Theme 3: Being stuck
Being stuck is a theme that refers to the participants perceptions of vulnerability as
midwives and the marginalisation of midwives within a multidisciplinary team in
the maternity system. Sub-themes expand on expectations placed on the midwives
that were deemed to threaten and erode the essence of midwifery, of being
vulnerable with the real risk of getting in trouble and, of the perceptions of being
powerless to bring about change that valued women’s experiences and normal
birth. The midwives linked this with disillusionment and attrition of midwives
from practice.

Erosion of the essence of midwifery
The midwives perceived that the midwifery scope of practice was not well
understood by others resulting in the expectation of midwives to complete tasks
that did not align with the midwifery-woman partnership and were outside of the
boundaries of the essence of midwifery. This can be illustrated by Hope, Chloe
and Faith in a focus group conversation.
Hope: All of this other stuff that is suddenly thrown at us as well.
Chloe: So, someone outside of midwifery has said increased BMI is a problem. I
think you know, so that was forced on midwives. Then I’m supposed to be
giving people expert dietary advice.
Faith: I’m not a dietitian. (Excerpt Focus Group One)

The frustration the midwives felt with the expectation to conform to tasks and
practices around the provision of care to women with increased BMI was further
mirrored by Georgina who speaks of the lack of support and consultation.
I think midwives give good dietary advice, but beyond that, I think it’s
beyond the scope of midwifery. Oh, midwives are just meant to be little
Joan of Arc’s. It’s ridiculous, you are just told you have to do it and there is
no support. (Georgina)
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As more expectations were piled onto the midwives’ work, including the
expectations of BMI screening, referral and management, the midwives spoke of
the erosion of time and availability to provide essential and normal day to day
midwifery care to women.
Hope: With more and more things being expected of us, each topic gets less and
less in-depth.
Faith: Absolutely. There’s just so much. It’s so hard to do everything.
Hope: That’s right. The amount of pressure, it’s almost prohibitive in terms of
just having a relationship with the women, because there’s all these boxes
you’ve got to tick. Have you done the maternal mental health? Have you done
the smoking? Have you done the violence in the home? This whole gamut of
stuff we need to be going through and one of those, of course, is BMI. (Excerpt
Focus Group One).
While the midwives accepted that health promotion was within the midwives’
scope, they felt that they were not the most appropriate provider to offer
specialised behaviour change and obesity services to women within increased
BMI.
Trying to change someone’s lifestyle when they are pregnant. That would
be really hard. Especially you know, we are not from a dietitian
background. That is quite specialised really. I can tell women what to
healthily eat in pregnancy but… (Kimmi)

Midwives in this study were angered by their perception that more work was
‘dumped upon them’ along with being expected to provide care over and above of
their primary midwifery role.
Faith: I’m looking after the woman and I’m quite clear about providing the
midwifery care and not providing all the secondary care stuff. I’m not going to
give someone a blood sugar monitor.
Roni: It’s not our core business, dietary information. I mean the basic diet is, but
how to lose weight isn’t a core business for midwives. That’s not what we are
here for. That’s the whole trouble with midwives in society now, they dump
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more and more onto us. Like all these little add on’s and it’s not our core
business.
Chloe: Yeah, is that actually midwifery? Is writing a script for a glucometer and
teaching women how to do it midwifery? Sure as hell isn’t as far as I’m
concerned. (Excerpt Focus Group One).
Again, Faith articulates her midwifery philosophy that sees her role as believing in
women’s ability to birth despite an increased BMI.
I’m a specialist in normal pregnancy and normal birth. If it is not normal,
then there is enough support around that can do that. I’m not going to fix
people being fat, but I am going to believe that they’re well and healthy
enough to have a baby and I’m gonna support them through that. (Faith)

Vulnerability and getting in trouble
Despite practising within professional and legal guidelines, working with women
in partnership and upholding informed consent, the midwives perceived that they
as individuals were vulnerable to professional attacks regardless.
Hope: If you are practising in the way you know you should be practising and
if something doesn’t quite go to plan which it may not have been going to go to
plan anyway, obstetrically they’ll come down on midwives for not ticking
boxes. You know? This is the guideline; this is what SHOULD be happening,
what you SHOULD have done!
Meg: Yeah, but then you practice defensively for the wrong reasons.
June: But then they go up to (hospital) and something goes wrong and that’s
fine. (Excerpt Focus Group Two).
Another example of this sentiment was illustrated between May and Paula after
May discussed an event where a woman with an increased BMI birthed at home.
Paula: We cover ourselves.
May: I documented that I recommended transfer and she declined and the baby
was born in really good condition. But we get flack anyway. (Excerpt Focus
Group Three)
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At times it was midwifery colleagues within the hospital encouraging the
medicalised conformity. Here Chloe discussed her experience of providing care to
a woman with an increased BMI in a primary birthing unit.
So, you have judgment from other midwives. I felt judged. I was asked by
management to explain myself and asked what’s she doing here, because
she is not on the list of things that are allowed to be there. (Chloe)
Interestly Chloe stated her perception that judgement of midwives and their care
of women with increased BMI occured regardless of whether they conformed or
not to the medicalised approach. “Then we have people judging us because we do
or what we don’t do, they judge us either way”.

Professional vulnerability and the likelihood of getting into trouble impacted on
the midwives in their provision of care to women with increased BMI . “You
choose your battles. If I wanted to put someone in the pool, I can’t. You’d get shot”
said Chrissie. Tracy also discussed her vulnerability and the dilemma when
women decline the medicalised approach.“It feels like it’s another thing that you
could potentially go for a skate for if they haven’t toed the line” (Tracy). Roni also
spoke of her vulnerability as a midwife and the potential impacts of getting in
trouble.
Um, I’m finding it really daunting now to be an LMC in the environment
that we are in. The judgments that will be put on you, not just from your
colleagues but from the obstetric community and also from the public, you
know. (Roni)
Despite normalcy and the progression of normal birth, Tui discussed how she was
worried about getting in trouble when providing care to a women with an
increased BMI in labour who had opted to give birth in the bath. “It took a while
and I thought, oh no I’m gonna get in trouble coz we are in the pool and she’s got
this big you know, high BMI. And out it came, and baby was fine. But I definitely
felt that pressure” (Tui).
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Powerlessness
The current approach regarding the provision of care when BMI is increased in
pregnancy left the midwives feeling at times powerless to support normal birth
and uphold midwifery philosophies. Midwives perceived this situation could
result in midwives’ disillusionment with practice or in leaving midwifery
altogether.
I believe that birth is a normal physiological process. It’s an everyday miracle
but it’s difficult to support that philosophy... I think midwives are under siege a
little bit over here. Midwives don’t have the respect that I think they deserve.
(Chrissie)

Lily stated that she felt powerless to stop overly medicalised care which resulted
in a woman feeling traumatized following her referral to the obstetric team.
I felt actually quite helpless in a way… okay, I made this referral. I have asked
them to help... You feel your authority and all your rights are taken away
because I have referred her now. So I can’t now interfere with this referral as I
willingly gave her into their hands. So I felt so powerless. (Lily)

Midwives in this study held an awareness that midwifery perspectives were likely
to be disregarded within the maternity system leaving midwives powerless and
with perceptions of compromised autonomy.
Even if you say that’s not a good idea. They don’t like it. You basically
have to do what the doctors tell you which is really challenging. My
autonomy is severely compromised. You are not particularly autonomous, I
know legally we are. We are supposed to be autonomous, but I think a lot
of my colleagues would agree that our autonomy is severely compromised
because you just basically do what the doctors tell you to do which is really
challenging. (Chrissie)

Chrissie summarised the reality of many midwives interviewed, “you just get
worn down. There isn’t the job satisfaction and I get incredibly frustrated by the
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outcomes, the care that women receive. It’s so frustrating, the attrition for
midwives. It’s hard to be a midwife”.

Theme 4 –Sticking together
Midwives in this study perceived many positive aspects of providing care to
women with increased BMI when they stuck to their midwifery philosophy of
keeping women at the centre of their care, working in partnership and promoting
normal birth. The midwives felt confident communicating within their scope of
practice and were able to adapt practice to provide normal midwifery care with
women who had high BMIs.

With women
Being woman-centred and working to the referral guidelines meant that women
were informed of recommendations and offered choices in all aspects of their care.
Choices around place of birth and engagement with other services was individual,
ensuring that the care provided was always developed in partnership with the
woman.
At their first visit, I make them aware that there are things there for you for
a high BMI, but I am not going to do anything with that unless you ask that
of me. If they are coming in concerned about it then again, I am supporting
them through what they want to be doing. (Faith)

Adopting a positive midwifery approach where the women lead the care
regarding BMI was illustrated by Tracy.
I’m trying to find where a woman’s at and how she feels about her weight...
where are some changes that she may think are worthwhile? So it’s not me
imposing or my need to do this to her. It’s kind of like walking alongside.
(Tracy)
This was further iterated by Tui:
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For me, the focus is always about keeping that woman at the centre of the
care and not forgetting that you know, she isn’t just a woman with an
increased BMI. First and foremost, she is a woman, a woman that’s
pregnant. And my care then, you know, everything comes secondary to
that. (Tui)

Participant midwives embraced working with women with increased BMI within
the midwives’ scope of practice. “I just educate as much as I can. Education is
huge” said Talia. Like Talia, Lily perceived providing holistic health promotion as
an integral part of their core business as a midwife and enjoyed it. “I just have a
passion for health... I really like to educate women from the early booking visit
about options and choice... I really enjoy it”. Similarly Katte stated:
So, I do talk about BMI and healthy weight and I talk about the weight gain
that is recommended in pregnancy, I give them ideas about what to do,
how to do exercise, I refer them but I’ll take any opportunity to
congratulate them on things, make them feel good about their bodies
whenever I get a chance. (Katte)

The midwives perceived that the midwifery approach was unique, holistic,
culturally safe, and a positive alternative to the dominant approach which did not
prioritise women’s individual needs and was solely risk-based. “Their whole
health. You don’t just tend to focus on their BMI. It’s the whole woman and there’s
a whole lot of other things going on” expressed June. Participants felt that
midwifery care offered a more holistic and appropriate approach to health in
pregnancy that kept the woman at the centre. Tracy explained, “Midwives are a
little bit more open to talk about relative risk and you know the fact that we could
try. Information women get at their antenatal clinic appointments is very much
risk-based and worst-case scenario kind of stuff”.
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The promotion of normal birth was deemed to be an important aspect of the
provision of care to women with increased BMI and the midwives were calling for
their perspectives and knowledge to be valued.
June: We wanna keep her normal. Because the more normal she is the more
chance she’s got of a normal birth which is better for everyone, not just for
women with high BMI but for everybody to have a normal birth.
Hope: Yeah, let us use our skills. The ones that an issue might occur, it’s going
to present itself and you’re going to be transferring anyway, at the right time, as
opposed to transferring them when they don’t need to be transferred. (Excerpt
Focus Group Two)

Confidence in communicating
Participant midwives acknowledged that discussing health promotion, weight and
BMI required sensitivity, yet they were confident communicating regarding BMI
and weight within the realm of the midwifery partnership which sees women at
the centre of care.
Georgina stated, “I think you have got to be really careful that you’re not
demotivating people. If people feel chastised... Nobody that feels badly about
themselves is going to initiate a lot of change”.
I think we do that in lots of other areas anyway and it’s just another area that
midwives can do that. We’re walking aside the woman, we do have insight
into her home life, her family life, what her diet looks like. We do it. We have
the hard conversations with women about smoking and this is another one of
those hard conversations… We have a unique position in building relationships
and trust, and it makes those conversations easier once we have done that.
(Tracy)

Having an awareness that it can be a sensitive issue for women. It is really
important to address it in a very sensitive, gentle way without making a woman
feel judged or berated. You know. I think there’s ways that we can provide the
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care and you do it in a sensitive and yeah, a sensitive and respectful way I
guess. (Georgina)

Adapting practice
Caring for women with increased BMI did present some challenges to the
provision of midwifery care however the midwives individualised their care and
adapted practice to promote normality. Tracy explained finding the “sweet spot”
which was the fetal heart in women with large BMIs.
I was still able to listen to the fetal heart each time, that was a little
challenging sometimes to even kind of get that and I had to kind of get the
right spot, the sweet spot. I managed that each time so that was nice, so we
still did that at each antenatal visit. (Tracy)
Other challenges to midwifery care were identified yet overcome.
The shape of everything you know. Putting the baby to the breast. There is
an increased bump out the front, so you have to sort of workaround that.
You have to adapt. Every woman has different breasts and different shapes
and sizes so you just adapt. (Kimmi)

Whilst aspects of palpation and finding the fetus heart may present challenges, the
midwives’ perceived that this did not exclude them from being attempted and
offering valuable midwifery assessments. Claire shared, “Some you can go in
under where the apron is, and you can feel really easily and others you can’t.
Some women you can palpate quite easily”.

Experience counts
Experience was considered to contribue to the midwives’ confidence when
promoting normal birth with women who had increased BMIs. Some midwives
identified that inexperienced midwives may be more likely to comply with the
dominant medicalised approach.
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I guess we have a bit of confidence around this as we are not brand new.
And, I think that is where we have a lot of the problems that we have today.
A big percentage of our workforce are under ten years mature and they
have grown up a bit more with the medical model. (Chloe)
Experience gave Talia the confidence to promote normal birth with women in her
care suggesting, “It’s not a big deal and I’ve delivered so many. It doesn’t affect
the outcome too much on the birthing side of things. Some midwives who haven’t
had a lot of births under their belt and may not feel so confident”. Some
participant midwives perceived that experience provided them with skills and
confidence in normal birth for women with increased BMI and that they had
learned specific skills to assist with practice. Paula explained, “We have
knowledge and skills now around helping the big pendulous tummy’s like putting
a wrap on or holding their belly up and helping them with positions. We have
skills and little tricks up our sleeves to help those women”. These midwives were
aware that other midwives, often those that were deemed ‘medicalised’ or less
experienced midwives would be fearful of normal birth when women had an
increased BMI.
With the core staff and whoever is on shift at any point in time. They are
coming in as the second midwife and that can be a bit stressful for them. So
sometimes, we call our own colleagues in to take that responsibility on, so
they don’t have to take that on. (Hope)

Interestingly midwives were eager to work with other midwives to share and
develop practice aspects to improve care and normal birth outcomes for women
with an increased BMI.

It would be interesting to hear about what other midwives are doing as I think
we are all doing the best that we can… So, other people might be doing
something completely different to me and I’d be interested. There is lots to learn
with conversations with other midwives about practice points. (Tracy)
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Midwives in this study desired change from the current approach to one where
women’s experiences were valued and normal birth was promoted and where
discriminatory treatment was challenged. “I am ready as well to actually say hey,
hang on, don’t talk like that about my client” (Georgina). Chrissie also outlined
her hope for change in the provision of care to women with increased BMI.
I’d like things to change for women with high BMI. I’d like them to change
so that they have better outcomes and have a better time. Outcomes aren’t
just about you get a live baby and a not too big of a scar at the end of it.
(Chrissie)

Summary
In conclusion, I have presented the findings of this study exploring the
perspectives of midwives on the provision of midwifery care to women with
increased BMI in NZ. Seventeen midwives contributed to the findings with their
rich and valuable insights used alongside analytical narrative to illustrate their
perspectives. Four themes were created. Firstly, “a flawed approach” represented
the problems with the use of BMI, and of routine medicalisation including the use
of tools of surveillance and flaws with obesity services. The second theme presents
midwives’ concern for women’s negative experiences and treatment within
maternity which threatens them to disengage when they have an increased BMI,
followed by the theme entitled being stuck showcasing midwives’ vulnerability
and powerlessness as a profession undervalued in maternity care provision.
Despite “being stuck” the final theme of “sticking together” offers a far more
positive perspective when supported by their midwifery colleagues and work in
partnership with women incorporating their confidence in communicating and
their ability to adapt practice, and supporting women to enact personal agency.

In the following chapter Totara, I will contextualise these findings within the
literature, integrate the theoretical framework of feminist standpoint theory and
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discuss the additional insights these midwives have contributed to expand our
current understanding.
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Chapter Five: Discussion Tōtara

Introduction
In this study the perspectives of midwives were sought on the provision of care to
women with an increased BMI. The historical challenges that midwives have faced
in the provision of woman centred care was presented in Chapter One, setting the
scene for the current landscape of midwifery practice as it relates to obesity in NZ.
Chapter Two, the literature review, revealed that whilst the study of maternal
obesity is extensively reported on, midwifery perspectives around the provision of
care to women with increased BMI are largely unknown. Eight international
studies, often limited to singular aspects of maternity care and not solely focused
on midwives, and two NZ studies were presented in the review. The
methodological processes for this study were detailed in Chapter Three. Here
Feminist Standpoint Theory (FST) was introduced as the theoretical lens for the
study which posits that midwives who are mostly women, working in a system
dominated by medicine, are considered other and hence some may have differing
perspectives from the mainstream.

Utilising FST and the concept of otherness offers the advantage of surfacing
normally neglected perspectives which offer the potential for new understandings
and fresh insights. Seventeen midwives participated in this study where a mix of
focus groups and individual interviews were conducted. The findings were
presented in Chapter Four following a thematic analysis process with direct
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quotations from the participants set alongside a descriptive narrative of the four
themes entitled, “a flawed approach”, “concern for women’s experience”, “being
stuck” and “sticking together”.

The focus of this discussion chapter will be to interpret these findings to answer
the research question of “what are perspectives of midwives on the provision of
maternity care to women with an increased BMI in NZ?” How these perspectives
sit within the broader context of gendered discrimination and the medicalisation
of obesity will be explored set amongst existing literature where new insights are
revealed and implications for midwifery practice are described. Further areas of
investigation are posed, and recommendations for practice are provided.
Concluding the chapter is a discussion of the strengths and limitations of this
research.

The research question
The perspectives of midwives in this study led me into a matrix of complexity to
untangle and interpret. Midwives identified that the dominant default pathway
for women with increased BMI was one where risk and interventions in
pregnancy were prioritised over normal birth and the woman’s experience of
childbirth. Midwives’ perspectives, perceived as inferior, have offered a counter
narrative to the dominant approach.
Ultimately the midwives in this study suggested that significant discrimination
was occurring within the NZ maternity system against women with increased BMI
with the evidence presented providing confirmation of systemic discrimination
and weight bias. This discrimination, multifaceted yet gendered, surfaces broader
social and reproductive justice implications for our maternity sector.

Unexpected findings
When I started out on this thesis journey, I was expecting at least some of the
midwives in my study to share their viewpoint on the actual risk that obesity
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posed in pregnancy and during birth. I would expect that if for example, similar
interviews were conducted with regards to smoking in pregnancy, midwives
would in this instance share their concerns for the act of smoking and consider
smoking to be risky. Yet midwives in this study shared that it was the routine
labelling of women as “at risk” due to their BMI which was the cause for concern.
Whilst the midwives did not challenge the copious and convincing arguments
regarding “maternal obesity” and risk, they clearly identified that the response to
this risk had been disproportionate and potentially exposed women to further
risks.

Another unexpected finding was the extent to which these midwives were
obstructed in their efforts to provide woman centred care and how they were
witness to, and aware of, the unkind treatment of some women who had an
increased BMI in our NZ maternity system. This behaviour, contrary to the art of
midwifery and being with women, has the potential for psychological
consequences for both women and midwives and if left to continue could
diminish the power of the midwife/woman partnership. It highlighted for me the
importance of protecting the broader midwifery-women dynamic.

Dominant pathway is one of medicalisation
Despite legal and professional frameworks which uphold informed consent, the
findings from this study point to a medicalised pathway being the dominant and
expected pathway not only for women with increased BMI in pregnancy to
journey through but also for midwives to uphold. This expectation clearly poses
challenges for midwives and the midwifery profession. The Midwifery Philosophy
and Code of Ethics (NZCOM, 2015) set standards for midwives to act responsibly
and with integrity, to protect the normal process of childbirth and to promote
women’s health and is founded on the belief that women birth their babies as part
of a normal lifecycle process. The incontestable nature of the current medicalised
pathway for women with increased BMI has resulted in alternative perspectives
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being subdued however, providing space for these perspectives to be
acknowledged can only create a valuable addition to the overall care provision of
women who have an increased BMI in NZ.

Medicalisation of obesity
Medicalisation applied to childbirth continues to steadily increase particularly
within high-income countries, evident from climbing caesarean section rates
despite the knowledge that at least on a population base, rates higher than 10% are
not associated with reductions in maternal and newborn mortality rates (WHO,
2015). The midwifery profession, scholars, and organisations such as the WHO
continue to challenge interventions and medicalisation in childbirth which
interfere with normal physiological processes of birth (Cole et al., 2019; Fox et al.,
2019; McAra-Couper et al., 2010; Savage & Castro, 2017; SeijmonsbergenSchermers et al., 2018; WHO, 2015).

Medicalisation applied to women specifically with increased BMI in pregnancy,
often referred to as the “medicalisation of obesity” is entrenched in the biomedical
and risk focused discourse. Whilst supporters of medicalisation blame obesity for
increasing interventions (Panda et al., 2018), Kerrigan et al., (2015) has outlined
that the practice of grouping obese women into high-risk categories for
medicalised care led directly to the cascade of intervention which suggests that at
least some of this is in fact unnecessary. Prozen & Krajnc (2019) also
acknowledged that intervention was applied to areas going over and beyond
medical imperialism. Furthermore, studies have created an entire discourse
questioning the biomedical problem of obesity and the unethical approach of
blaming individuals for medicalisation posited by the current approach (Jette, and
Rail, 2013; Parker, & Pausé, 2018; Ralston et al., 2018; Toomath, 2016; Tolwinski,
2010; Ward & McPhail, 2019). Midwives in this study confirm that such alternative
views remain neglected in favour of the mainstream dominant medicalised view.
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Prosen & Krajnc (2019) showed that both midwives and obstetricians were aware
of increased and often unnecessary medicalisation in childbirth, yet each
profession experienced this phenomenon differently. Obstetricians viewed
medicalisation as occurring because of their awareness of risk whereas midwives
were striving for a woman-centred approach where risk was balanced, however
felt that they were gradually losing their autonomy and being silenced in favour of
medicalised approaches.

Failing to acknowledge the socio-political aspects of women’s pregnancies and
threatening self-determination in women, the use of routine medicalisation to
women who have an increased BMI has been identified as ultimately
discriminatory (Cahill, 2001; DeJoy & Bittner, 2015; Furber & McGowan, 2011;
Mulherin et al., 2013; Parker and Pausé, 2018). Midwives in this study provided
several varied examples of practices where there was a blanket assumption made
that women with increased BMI were unable to birth without medical assistance.
These midwives shared their perspectives that practices such as the restriction of
childbirth choices, the expectation of compliance to medicalisation, and the
existence of coercion to ensure compliance to the medicalised approach were
common and caused concern and at times distress for midwives.

Midwives in this study highlighted that women were often informed explicitly
regarding the risk of their obesity to their pregnancy following referral to obstetric
or anaesthetic services. Norris (2019) puts forward that dissonance around the
perception of risk occurs between health professionals and women where medical
practitioners are concerned that women who are not informed are not aware of
their risk and are less likely to make necessary changes. However, Lee (2020)
found that women were in fact aware and concerned with risk, but this did not
always mean that they would opt for medicalised recommended approaches. The
midwives suggested that from their perspective women were scared into
conforming and accepting intervention with little information on the actual risk of
the intervention itself. Thus medicine, whilst being valued and credited with
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improving and saving lives, has historically exaggerated the dangers of childbirth
and constructed the belief that interventions are necessary (Cahill, 2001). Doctors’
decisions are not always scientifically based with an analysis of US and UK
Obstetrics and Gynaecology guidelines revealing that only the minority of
recommendations were based on high quality, consistent evidence (Prusova et al.,
2014).

The problem with BMI
Collective agreement was reached by midwives in this study that BMI as a single
measure of risk was a flawed approach. They believed that a holistic assessment
was far preferable than the current focus on a single stand-alone BMI measure.
The application of BMI used to gather women with increased BMI for medicalised
care fails to acknowledge that women can be metabolically healthy with an
increased BMI and birth normally. Research into obesity in pregnancy often
ignores interrelated social factors that impact on women’s lives whilst continuing
to perpetuate misinformed damaging messages about weight (String & Bacon,
2020; Warbrick et al., 2019). Knox et al. (2018) acknowledged the unsettling
paradox and ethical tension that midwives in NZ encounter with the use of the
medically initiated BMI tool which challenges the midwife partnership by its
neglect of holistic lifestyle factors which ignore the complexity of women’s lives.
Hence Knox calls for reconsideration of the use of the BMI in maternity care
assessment.

Despite the NZ government providing encouragement to health practitioners and
DHBs to close gaps in health inequities, the continued use of BMI to classify and
label individuals in NZ perpetuates the abnormalizing of indigenous people
(Warbrick et al., 2019). Policies and practices continue to be firmly entrenched in
the medical model (Bryers & Van Teijlingen, 2010; Health and Disability Review,
2020) with identification of solutions and practices that would reduce inequity
being consequently ignored (Tupara & Tahere, 2000).
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The Health and Disability System Review (2020) acknowledged the shameful
inequities within the NZ health system, being based on a Western medical model
this favouring of the dominant culture is not meeting the needs of many (Health
and Disability System Review, 2020; Tupara & Tahere, 2000). Warbrick et al.,
(2019) identified that weight centred approaches to health were likely to do harm
for indigenous people and recommended that initiatives based on indigenous
knowledge were far superior to the current approach. Practices and policies which
facilitate individual circumstances and assessments that go beyond just medical
and obstetric history and where risk assessment moves to a more holistic,
culturally appropriate manner are called for yet the health system in NZ with
regards to the provision of care to women in pregnancy who have an increased
BMI redirects blame to women through discriminatory and inequitable practices
and pathways.

Discrimination
The knowledge that discriminatory attitudes and behaviours lead to increasing
disparities in health is also well documented (Puhl et al., 2010). The health
harming nature of weight stigma is known to cause psychological and depressive
illness but also to drive worsening physiological disease (Tomiyama et al., 2018). It
has been found that blood pressure, cortisol, and C reactive protein levels are
negatively affected in those that experience stigmatization, even when controlling
for BMI and other variables (Sutin et al., 2014; Tomiyama et al., 2014).

Weight bias, historically only thought of as a social stigma now, appears to have
widely infiltrated the health arena and is perpetrated by both health professionals
and health systems. My study supports findings that discrimination of women
based on weight is occurring in maternity care (Puhl & Heuer, 2010; Tomiyama et
al, 2015). The lack of focus on this discrimination must be in part due to the
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silencing of midwifery perspectives and the dominance of medicalisation
processes.
Women’s experiences
Literature exploring women’s experiences of maternity care when they have an
increased BMI draws parallels with those presented by midwives in this study.
For example, Jones & Jomeen (2017) conducted a systematic review of 12
qualitative studies exploring women’s experience of maternity care when they had
an increased BMI. These women were dissatisfied with their care and the
emphasis on risk during their pregnancies. Relph et al., (2020) reviewed 23
international qualitative studies and found that pregnant women felt fearful,
blamed, and judged for the risks posed by their obesity demonstrating that weight
stigma is well established in maternity care.

Within NZ, Parker (2017), found fat and pregnant women experienced abusive,
intimidating, and traumatic encounters with maternity care providers. Women
were cogniscant that their size limited their choices for their pregnancy and that
they were assumed to be lazy, unhealthy and unable to birth without medical
assistance. Women in Parker’s study discussed their frustration at not being
allowed to birth at primary birthing centres whilst acknowledging that the
assumptions held about them were inaccurate. Further, women reported being
fearful and disempowered at being told of all the risks posed by their obesity, and
feared the resulting cascade of interventions. These experiences for women are
reflected and supported by the perspectives of midwives in my study and further
confirm the existence of discriminatory experiences of women with increased BMI
in maternity care in NZ.

Gendered discrimination
Further support is also provided from this study to the notion that gender based
discrimination is occurring within our maternity systems to women who are obese
in pregnancy. The midwives were aware of, and troubled by, the gendered nature
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of weight discrimination in maternity care provision. Parker (2014) also identified
concern at the gendered dynamics around the obesity panic being applied to areas
of women’s health and reproduction. Parker found that the classification of fat
pregnant bodies as risky, and the rise in the status of the fetus at the expense of the
mother, to be concerning and raised gendered and social justice issues. This
coupled with the dominant rhetoric that scrutinizes women and identifies their
weight as being the biggest risk to their babies, is discriminatory and is causing
emotional and psychological harm.

Doing more harm than good
Collectively midwives in this study agreed that harm was being done to women’s
holistic health and that maternity outcomes were poorer because of the stigma
associated with their obesity and the routine application of a medicalised pathway
to women who had increased BMI. Unanimously, the midwives shared their
perspective of the hype surrounding BMI was causing more harm than the risk of
an increased BMI alone. The midwives were concerned that priority was given to
following guidelines and generic rules over individualised woman centred care. It
was also identified that in some instances women were disengaging from the
health system due to their previous experience of discriminatory and medicalised
care, or an awareness that they would ultimately encounter this in their
pregnancy. This weight stigmatization of pregnant women was discussed by
Parker (2014) who commented that it was as an irony given that the medical
fraternity was bound by the Hippocratic Oath to do no harm.

The marginalisation of midwifery
Midwives have long been ridiculed, and discriminated against, for speaking up
and voicing their opinion when advocating for women (Ehrenreich & English,
1973; Ross, 2006). This study adds unique insights into what is currently known
regarding weight bias and the stigmatising of women who have an increased BMI
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in pregnancy by highlighting the obstruction midwives may also encounter in the
provision of their care.
Midwives often felt scrutinised and critiqued both individually, and as part of the
midwifery profession in general. For example, Chloe recounted how she was
asked “what’s she doing here?” and was summoned to explain her care plan with
a woman with a high BMI in a primary birthing unit despite working within the
realms of professional and legal obligations. Practice partners May and Paula
discussed their awareness of this scrutiny with May stating, “we cover ourselves”
yet despite this covering Paula responded that even when outcomes are good “we
get flack anyway” alluding to the vulnerability and critique of the midwifery
profession.

The midwives encountered persistent and chronic exposure to obstruction when
providing woman centred care and promoting normal birth to women who were
obese, with this ultimately being accepted as a normal part of being a midwife.
The midwives understood that they were individuals within a profession that
were vulnerable and had opinions and perspectives that were not valued within
the dominant approach.

An overarching critique of midwives and of the midwifery profession is evident in
several studies regarding midwives and obesity (Fieldwick et al., 2014; Furness et
al., 2011; Knight - Agarwal et al., 2014; Pan et al., 2015). Some studies report that
midwives require support with communication and would benefit from further
education (Furness et al., 2011; Singleton & Furber, 2014). This insinuates that
midwives lack skills and knowledge to suitably inform women about the risks
their obesity poses, ultimately restricting their ability to assist women to “fix” their
obesity. Further, Singleton and Furber (2014) conclude that midwives normalise
the abnormal when it comes to obesity in childbirth and recommend that further
guidelines are developed calling on midwives to address their primary focus on
“normal”.
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Whilst it is accepted that stakeholders have an interest in maternity, the midwives
in this study agreed that the scrutiny of midwives typically showed a lack of
insight into midwives’ scope of practice and the intricacies of the woman/midwife
partnership. Ignorance of the role of the midwife resulted in misperceptions that
midwives were ignorant about or were minimising risk should they choose to
prioritise the midwifery partnership. Midwives in this current study were rather
choosing to take decisive action to reduce the consequences for a woman when the
dominant medicalised approach was prioritised but realised that they were often
seen as disruptive and defiant.

The findings in this study contrast with previous studies that have questioned
midwives’ competence in communicating with women who have an increased
BMI. It instead shows that midwives are experts at communicating with women
and incorporate a high level of skill when communicating about sensitive issues
such as weight. What the broader findings highlight through the FST lens are that
midwifery perspectives, differ from the mainstream and, centre on an alternative
philosophy which rejects the dominant blame culture when discussing obesity and
risk with women with increased BMI. The silencing and discounting of midwifery
perspectives creates a phenomenon where those, often from outside of midwifery,
misinterpret the midwifery philosophies of practice to be a lack of competence.

Midwives conforming
The powerful forces of medicalisation inevitably lure some midwives to comply
with medicalised philosophies and practices. Whilst midwives in this study
offered an alternative approach and philosophy to the dominant pathway, they
were aware of midwives themselves holding a medicalised and interventionist
view in respect of managing women with increased BMI.

Midwives within this research, attested to the consequences of speaking out
against the system and practices which dominate them. Whilst the midwives saw
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interventions to be valuable and life saving when clearly indicated, routine
interventions due to BMI alone failed to acknowledge women as capable of
birthing normally. Each of the midwives had experienced varying levels of being
torn between conforming to a medicalised approach and holding true to their
midwifery philosophy around women’s rights and abilities to birth. Experienced
midwives saw their ability to navigate these consequences and develop resiliency
was attributed to being well supported by midwifery colleagues. This included
having a strong alignment with midwifery philosophies enabling them to continue
to practice confidently and support pregnant and birthing women holistically
when they had an increased BMI.

However, conforming to the medicalised approach may be chosen as a path of
least resistance for midwives who are already a part of a vulnerable group and
where barriers and obstructions exist when providing woman-centred care. Levels
of conformity from within marginalised groups to the dominant domain was
shown in both Furber & McCowan (2011) and Parker and Pausé (2018). Midwives
may conform to the dominant medicalised approach and even be perpetrators of
microaggressions towards women with increased BMI. Such microaggressions
include subtle, everyday visible and often invisible snubs which signal a much
more hostile undercurrent to women with the potential for devastating
psychological impacts (Parker, 2017).

Women’s agency
The importance of recognising each woman’s unique social and cultural context
was discussed by midwives in this study. Some women sought and accepted the
medicalised pathway eagerly and some strongly declined any offer of referral or
collaboration with medicine due to their BMI. Many midwives felt a level of
comfort when women exercised their agency so confidently however, challenges
predominantly occurred in the group of women who appeared ambivalent as
whether to engage in the medicalised path or not. The midwives knew that the
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resistance of medicalisation was difficult for women, yet with the
recommendation of a referral to an obstetrician routine intervention with negative
consequences to the women’s experience would likely occur.

Despite the powerful influences of medicine, women themselves do have
individual agency. The Health and Disability Commissioners Act (1994) and the
resulting Health and Disability Services Consumers’ Rights (Health and Disability
Commissioner, 1996) provide the legal right for women exercise this agency when
they are pregnant and obese in NZ. Yet, medicine is a dominant and powerful
discipline that often goes unchallenged (Lokuagamage & Pathberiya, 2017), and it
has been argued that the choice rhetoric is meaningless when applied to oppressed
groups and that this erosion of choice is justified to maintain fetal safety (Cahill,
2001; Price, 2017). Prosen & Krajnc (2019) identified that health professionals may
view informed consent as a formality rather than a genuine responsibility. Further,
scholars have questioned the authenticity of genuine informed consent and how
this can be manipulated in support of medicalised practices in the complex space
of maternity care (Heinrichs, 2019; Wada et al., 2019).

The myth of agency
A myth of agency within maternity care options when women are obese was
proposed by midwives in this study. They perceived there were significant
obstructions and barriers for women and midwives to exercise this agency.
Women’s anxious acquiescence to restrictions and interventions was witnessed by
the midwives such as restrictions on their planned place of birth, access to support
people, and water for pain relief.

Routine medicalised practices were observed by midwives to have the potential to
make women feel that they have no other options other than to comply with them.
Such entrenched medicalised approaches to care were observed to curb women’s
ability to exercise their full agency and reinforced the individual blame rhetoric for
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obesity directly onto women themselves. A system which lacks concern for
women’s experiences of childbirth and where medicalised care was prioritised
over genuine informed consent was viewed by midwives as the norm. Strategies
to coerce women to comply with a more medicalised approach were seen to be
adopted - such as withholding information on the flaws and ineffective use of
many of the screening tools and methods of surveillance in the interventionist
pathway.

Parker (2017) also acknowledged that it was difficult for women to reject
medicalisation leaving them tolerating and submissive to medical management for
the sake of their babies. The consequence of decades of medical dominance may
also make women more conditioned to handing over decision making to
maternity care providers, trusting them to keep them safe and essentially leaving
it up to the health care provider to progress care (Prosen & Krajnc, 2019). The
guise of medical concern from health practitioners is in some instances used as a
strategy against mothers with increased BMI to increase compliance to the
dominant medical care pathway.

A midwifery approach
The philosophical base for midwifery centres on supporting women/whānau
throughout the childbirth journey. The collective strength of midwives and
women working in partnership along with supportive frameworks for practice
offers a positive, peaceful, and respectful journey for women who have an
increased BMI in pregnancy with the potential to foster women’s empowerment
and to create confident mothers. Sticking together, a founding theme within this
study highlights this collective strength and the capacity for power offered within
the midwife/woman relationship. Midwives have the propensity to offer an
alternative narrative to women who enter pregnancy with an increased BMI and a
belief in their ability to birth despite their BMI. Thus, midwives were able to
support women to birth in the location, and in the way they desired.
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Midwives and women have shared journeys of oppression and discrimination
over time which makes them ideal allies in navigating discriminatory systems,
policies, and practices regarding BMI in pregnancy. Whilst the midwife/woman
partnership offers a positive pathway, midwives all visualised a space in the wider
maternity system where alternative narratives around increased BMI occurred.
Yet, midwives held a desire for narratives other than the dominant medicalised
one, where their care provision was ethical, culturally appropriate, and holistic.

Individual vs collective responsibility for obesity dichotomy
The individual versus collective responsibility debate is apparent within the
maternity system in NZ with regards to obesity. The midwife participants
believed that they held a minority and less valued view in favour of the collective
approach to understanding obesity. They suggested that the dominant belief was
that women were individually responsible for their obesity hence, they were
individually responsible to resolve this or put up with the implications of
intervention and the increased risks in their pregnancies.

Blaming pregnant women for their obesity is termed maternal responsibilization
by Parker (2014). It has been argued that this blaming has halted progress around
obesity and instead resulted in individualised stigmatisation, siloed approaches to
care, political inaction, and an absence of coherent strategies within food and
health systems (Ralston et al., 2018; Raven & Stewart-Withers, 2019). Seeing
obesity as a self-deficient behaviour, pressures women to engage and conform to
medicalised approaches (Knight-Agarwal et al., 2014; Raven & Stewart-Withers,
2019).

The normalisation of medicalisation and the blaming of women for obesity
encourage the vicious cycle where public opinion infiltrates into institutions, to
health professionals, and within the maternity care system (Roberto et al., 2015;
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Skilling, 2016). Toomath (2016) agrees that solutions to obesity are not solved by
using individualised approaches and the Lancet series on obesity outlined the
flawed approaches by government structures to largely abdicate the responsibility
for addressing obesity to individuals, the private sector, and non-governmental
organisations (Swinburn et al., 2011). The solutions for obesity have not been
effective within the general population yet the view that women will accept, make
changes and accept intervention exists. Parker & Pausé (2018) point out however
that when women predictably fail to achieve the impossible task of solving their
problem of obesity, feelings of failure and hopelessness that shape ongoing esteem
and parenting unsurprisingly result.

Health professionals who pride themselves on being evidence based yet who
continue to push the notion that more education and knowledge for the individual
is what is needed to curb obesity are said to be unethical according to Toomath
(2016). Yet, continued studies targeting advice and intervention aimed at pregnant
women continue (Okesene-Gafa et al.,2019). The window of opportunity mantra
whilst easily sold to health practitioners and midwives ignores findings which call
for evidence-based, culturally appropriate, equitable initiatives and wider public
health support with clear acknowledgement that issues around obesity cannot be
solved within a silo of midwifery and obstetrics.

Despite the evidence challenging individual approaches and solutions to obesity,
many studies have found that health practitioners including midwives thought
pregnancy was a good time to intervene. Pregnancy offered teachable moments to
provide education for women to make changes (Smith et al., 2012) with this
rhetoric being repeated throughout obesity research (Fieldwick et al., 2014).
Interestingly outcome measures within these studies do not include women’s
satisfaction or other psychological measures.

However, this current strategy used in maternity which targets pregnant women
and encourage them to self-manage their obesity was deemed as unfair and
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discriminatory by midwives which is also supported by Ralston et al., (2018).
Parker (2017) acknowledges this flawed approach and attests to this being further
evidence of fetocentrism over woman-centric ideologies ultimately discriminating
against pregnant women.

Desire for new narratives
Strengthening and improving woman-centred care strategies with regards to
obesity and increased BMI requires an acceptance of midwifery approaches to
care. Prosen and Krajnc (2019) and Ralston et al. (2018) suggested a reframing of
the current narrative to one in which individuals have genuinely respected
agency. Nyman et al. (2010) called for women considered obese to have the space
to tell their own story when uncovering risk perception and navigating pathways
of care in maternity. Van Wagner (2016) recommended maternity caregivers
establish strategies to encourage risk tolerance referring to both relative and
absolute risks in childbirth, while Parker and Pausè (2018) call for peaceful and
respectful care to be mainstream instead of this being discussed as an alternative
option in the care to women with increased BMI.

Summary
Feminist research links the personal with the political and this study has identified
that midwives’ perspectives and experiences do not occur in isolation but are
impacted by wider societal forces. Feminist research such as this offers a challenge
to the systemic and structural forces which marginalise women and midwives.
Midwives’ perspectives within this study have been able to provide insight into
flaws and systemic issues often not explored in literature and research
publications regarding the provision of maternity care to women with increased
BMI. Inequitable and discriminatory practices have been identified as occurring
within the maternity system in NZ towards women who have an increased BMI
and midwives have unanimously agreed that the use of BMI is flawed - a
statement supported in the broader literature.
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Midwives’ perspectives further secured what history has shown before, that
midwives work in partnership with women and that collectively their strength
provides power and resilience against various threats. Should our health system
make meaningful movement towards a more equitable future then the voices and
perspectives of midwives and women must be heard.

Women and midwives have a shared history of oppression and rejuvenation
through times of structural and political turmoil and continue to face battles
together against patriarchal systems in childbirth (Donley, 1986; Guilliland &
Pairman, 2010; Lokugamage & Pathberiya, 2017). Midwives in this study have
identified the medicalised pathway which refutes individualised care and
midwifery input are the default pathway in NZ for maternity care to women who
have an increased BMI. Despite the mainstream focus centred on medicalisation of
obesity, this study has provided a perspective and one that highlights the intrinsic
connection between midwives and women.

Study limitations
The results of this study have several offerings yet only represent the perspectives
of midwives who volunteered to participate. Midwives who did not participate
may hold different perspectives. Specifically, diverse groups of women within the
profession such as Māori, Pasifika, and midwives who themselves are obese may
hold alternative perspectives.

The data for this study was collected in 2016 – 2017 and it is acknowledged that
perspectives of midwives may have changed or adjusted to the rapidly changing
environment in which midwives’ work. The findings of this study are hence
limited to the context of the period in which they were collected and analysed.
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Strengths of the study
The qualitative nature of this study is a strength enabling an in-depth and broad
review of the perspectives of midwives. The presentation of the data collected
included direct quotations from midwives improving the credibility of the study.

The application of FST provided the opportunity to present alternative
perspectives to those held within the mainstream. Utilising midwives’ “otherness”
to present perspectives offers new and intriguing insights and is a strength of this
study.

Future research
An exploration of strategies used by midwives and other maternity care
practitioners to promote normal birth where women have an increased BMI could
provide collective benefits for women and maternity services and work to change
the current risk discourse.

Study recommendations
When considering recommendations, it was worthwhile reflecting upon my
motivations for commencing this study. My encounter as a locum midwife with a
young woman who tearfully relayed the birth plan created for her which included
early admission to the hospital for an epidural based only on her size, left me
wondering whether midwives held a different yet silenced perspective within the
realm of provision of care to women with increased BMI.

The answer to the question that I set out to answer, has surfaced compelling
perspectives from midwives of discriminatory care for women with increased BMI
in NZ. This study makes an important contribution in this respect by surfacing
this evidence. A transparent system of how maternity facilities are working to
reduce the existence of discrimination and bias based on BMI needs to be
established with wider conversations needed to challenge the current hierarchy of
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priorities which sees medicalisation above women’s informed choice and positive
birthing experiences.

Specific skills and knowledge in providing care to women who were obese during
childbirth where normal birth was promoted and practice adapted accordingly
was reported by midwives in this study, yet they acknowledged that these
practices were not visible or valued within the wider maternity service.
Educational strategies which encourage holistic and capable assessment for
maternity providers that reduce reliance on BMI are recommended. This would
improve the likelihood of respectful and ethical provision of care to women with
increased BMI in NZ.

The findings from this study lend weight to the call for the removal of the use of
BMI as a single measure of risk for maternity. This would involve the removal of
the requirement for midwives to recommend a consultation to women with a BMI
of 35 kg/m2 from the referral guidelines and a more holistic method of combined
risk screening should be developed to replace it.

Conclusion
Despite over 98% of women choosing a midwife as their LMC, exploration of
midwives’ perspectives about the provision of care to women with increased BMI
in NZ to date has been limited. Exploring these perspectives within this study has
enabled a journey of discovery highlighting many complexities within the current
system and approach. The midwives in this study have provided their standpoint
on systems and structures about care provision to women of increased BMI in NZ;
a situation which ultimately discriminates against women and obstructs
midwives’ position when advocating for, and protecting, women’s autonomy and
the opportunity for normal birth.
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These midwives identified systemic and structural barriers to equitable care for
women who have an increased BMI in pregnancy in NZ. The individual targeting
and labelling of women as high-risk due to their BMI and the subsequent default
pathway of medicalisation and intervention is perceived as ineffective in reducing
harm. Further it is not aligned with the NZ’s government goals to reduce inequity
and provide culturally appropriate care. The midwives further offered
perspectives about weight stigma, discrimination, and the default nonindividualised pathways of care. They call for a collective solution that would
relieve women in pregnancy of stigmatisation and personal blame.

Discrimination within the health system intersects in maternity with women at
risk of racist, sexist, and anti-obesity sentiments when they are pregnant in NZ.
Midwives’ perspectives have provided further exploration into practitioner
implicit bias when providing care and interventions to women in pregnancy when
they are overweight. Inequitable outcomes have been shown for women who are
obese in pregnancy which are often explained by biophysical issues attributed to
obesity. Midwives’ perspectives within this study suggested that flawed
approaches to risk assessment, hype, and panic around obesity and the medical
model of care were significantly responsible for poorer outcomes both physically
and emotionally for women in NZ.

Midwifery care ideally, provides woman-centred holistic care and the midwives in
this study have provided insights into how they adapt practice to overcome
potential barriers to care. The inclusion of midwives’ unique perspectives can
strengthen approaches which both are cognisant of the risks but support women
more holistically to choose the level of medicalisation that suits them.

The consequence for midwives as a profession of being deemed inferior to
medicine has resulted in midwifery perspectives being muted and midwives being
‘other’ to medicine. Maternity care in NZ with regards to provision of care to
women with increased BMI is dominated by a medicalised approach, yet by
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undertaking research with midwives and showcasing the otherness they possess,
their perspectives offer a new, rich, and unique insight which may assist the
midwifery profession to better support women who are obese to achieve a safe
and satisfying birth experience.
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Appendices
Appendix A – Evidence Table
Reference

Year

Place

Quant/Qual

Aim

Sample size

Strengths/limitations

Findings

Comments and keywords

Heslehurst, N., Lang, R., Rankin, J.,
Wilkinson, J. R., & Summerbell, C. D.
(2007). Obesity in pregnancy: a study of the
impact of maternal obesity on NHS
maternity services. BJOG: An International
Journal of Obstetrics & Gynaecology,
114(3), 334-342.

2007

16
maternity
units in
England.

Qualitative.
Purposeful
sampling. Face to
face interviews.

To
understand
the
perception of
health care
professionals
on the impact
on maternity
services
when caring
for obese
women.

33 maternity
and obstetric
health care
professionals. 5
heads of
midwifery, 11
clinical
managers, 8
midwives, 5
obstetricians, 1
physiotherapist,
1 dietitian, 1
obstetric
registrar, 1
diabetes nurse.

International study
not representative of
our maternity
system. Not
exclusively of
midwives. Potential
bias as recruitment
conducted by
'insider' of each
maternity unit.

Obesity has
significant impact to
services. Lack of
resources/equipment.
Dilemma with
restricted care
options versus patient
choice - place of birth
and hydrotherapy for
labour. Identification
of psychological
impact to the mother.

Midwife quotes appear to
probe as opposed to directly
question the current
approach. "Anyway, around
using these monitors? We
can't always pick up a good
trace".
CTG/screening/medicalisation
cascade issue identified with
potential implications.
Midwives discussed the many
practical issues - including
restrictions on place of birth
and access to hydrotherapy.
Alternative narrative exists
Midwifery managers: "They
need to be made aware".
Managers saw women as
lacking awareness of risks and
normalising obesity.
Dominant perspective that
pregnancy optimal time to
'capture women' for health
promotion and to be
informed of risks.
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Singleton, G., & Furber, C. (2014). The
experiences of midwives when caring for
obese women in labour, a qualitative study.
Midwifery, 30(1), 103-111.

2014

One
maternity
centre north
of England.

Qualitative,
phenomenological
in-depth
exploration.
Purposeful
sampling.

Explore the
experiences
of midwives
providing
care to
women who
are obese in
labour.

11 midwives.

Only focused on
labour. England.

Kerrigan, A., Kingdon, C., Cheyne, H. (2015).
Obesity and normal birth: a qualitative
study of clinician’s management of obese
pregnant women during labour. BMC
pregnancy and childbirth. (15), 256.

2015

Two
National
Health
Service
Hospitals;
England and
Scotland.

Qualitative focus
groups and
individual
interviews of
health
practitioners.

Explore
practitioner’s
experiences
and
strategies for
providing
intrapartum
care to
women who
were obese.

24 health
professionals. 6
obstetricians, 2
anaesthetists,
16 midwives.

Not NZ based. Focus
on intrapartum only.
Not exclusively on
midwives. Midwives
in focus group.
Obstetricians
interviewed
individually.

Exhaustive
description of
midwives’
experiences in the
care of women in
labour who were
obese. Challenged
promoting normal in
medicalised
environment. Issue of
restrictions. Mobility
an issue as midwives
know it helps.
Midwives feeling
helpless. Different
provisions of
care/perspectives
between midwives.
Embarrassment and
empathy towards
women but
differences between
midwives.
Themes Medicalisation of
obese birth vs
promotion of normal
obese birth dilemma.
Complexities of staff
attitudes and
behaviours.

Christine Furber - midwife.
Concern for women shown Labelling high risk,
intervention and
medicalisation, stigma.
Continuity of care important.
Cascade of intervention with
CTG. Mixed views on
perceptions of obesity,
however. Difference between
trying to create normality and
trying to create best
outcome. Conclusions critical
of midwives and midwives
seen as gate keeping of
information to protect
women.

Risk label could be
demotivating for normal birth
and lead to pre-emptive
medicalisation. Attitudes and
behaviours towards
promoting normal birth in
women who were obese
were contradictory, complex
and varied. Touched on
practitioner
attitudes/bias/stigma and
resulting intervention.
Negative attitudes not called
'fat shaming' or
'discrimination' but evidence
of same. Identified policies do
not support promoting
normal birth - medicalisation.
Discouraged hydrotherapy,
limited access to midwifery
led care.
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Schmied, V. A., Duff, M., Dahlen, H. G.,
Mills, A. E., & Kolt, G. S. (2011). 'Not waving
but drowning': a study of the experiences
and concerns of midwives and other health
professionals caring for obese childbearing
women. Midwifery, 27(4), 424-430.
http://doi.org/10.1016/j.midw.2010.02.010

2011

Three
maternity
units in New
South
Wales,
Australia.

Descriptive
qualitative study
using focus
groups and faceto-face
interviews.
Interpretive
methodology.

Explore
experiences
and concerns
of midwives
and other
health
professionals
who care for
women who
are obese.

34 midwives
and three other
health
professionals.
X2 obstetricians
and x1
anaesthetist.

Inclusion of other
health professionals.
Midwives had focus
group whilst
anaesthetist and
obstetrician had in
depth one to one
interview.
International study not representative of
NZ system.

Themes- 'creeping
normality', 'feeling in
the dark' and 'the
runaway train'.
Tensions and
contradictions.
Increasing acceptance
but growing stigma
(contradiction). How
to communicate
effectively and lack of
resources discussed.

Heslehurst, N., Moore, H., Rankin, J., Ells, L.
J., Wilkinson, J. R., & Summberbell, C. D.
(2011). How can maternity services be
developed to effectively address maternal
obesity? A qualitative study. Midwifery,
27(5), e170-177.
http://doi.org/10.1016/j.midw.2010.01.007

2011

England 10
maternity
units.

Qualitative -Semi
structured
interviews and
focus groups.

Identify
health
practitioner’s
views on how
services
could be
developed to
deliver
effective care
to pregnant
obese
women.

30 - not all
midwives. 13
out of 30 were
midwives.
Others were
range of
practitioners
involved in
maternity.

White population.
Unique service in
specific geographical
location. Not all
midwives. Not NZ
study.

Some progress noted
in obesity services
from 2007. Less focus
on equipment issues
now. More needed in
regard to weight
mnmt, public health
aspects and
psychosocial impacts.
Call for improved
communication, and
to develop services
that women will
engage with.

Concern and frustration
voiced. Clinical challenges
discussed, medicalisation,
restrictions place of
birth/hydrotherapy,
recommending ultrasound
scans. Stigma - some
participants indicated
repulsion with obesity and
saw it as just requiring will
power. Midwives seem to be
represented as unconfident
or inexperienced if they were
concerned with talking to
women about obesity perhaps missing the point
that midwives are simply
aware that this current
approach is questionable.
Assumption and calls for
training of midwives to
resolve their issue with
communicating obesity.
Goal to identify strategies.
HCP (Health Care
Professionals) accepted that
there was a responsibility to
inform women of risk,
however quotes could be
interpreted as questioning
this. 'we're really putting a lot
of pressure on women',
'obesity is just one more thing
on the list', 'not being in this
silo of midwifery and
obstetric services'. Midwives
seem to hint that all is not
well. Issues with
scanning/CTGs. Strategies
focused on development of
guidelines, referral pathways,
review of language.
Questions whether midwives
simply need more education
to inform women of risks
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obesity poses. Engagement
'capture' of women in
pregnancy. Discussion asks,
'what do women want out of
these services"?

Knight-Agarwal, C. R., Kaur, M., Williams, L.
T., Davey, R., & Davis, D. (2014). The views
and attitudes of health professionals
providing antenatal care to women with a
high BMI: a qualitative research study.
Women and Birth, 27(2), 138-144.

2014

SouthEastern
Australia.
Within O
and G
department.

Qualitative study focus groups.
Three focus
groups.
Interpretive
Phenomenological
Analysis.

To
investigate
the views and
attitudes of
providers of
antenatal
care for
women with
have an
increased
BMI.

Focus group
(FG) 1 (10) with
hospital
midwives, FG2
with continuity
of care
midwives (18)
and FG 3 with
obstetricians
(5).

Focus on antenatal
care. Not limited to
midwives. Australian.

Themes, ‘All at risk',
'becoming the norm',
'weighing out of
fashion', 'sensitive
topic', 'barriers to
GWG management'.
Conclusion Communication that
is woman-centred
and respectful should
be priority for all
health professionals.

What is respectful
communication of obesity
discussed. Obesity as public
health priority. Obstetricians
(4/5 men) were more
comfortable raising the issue
of obesity with women - what
does this say? Belief held that
more education on health
risks needed. Discussion of
female midwives who felt
uncomfortable discussing
weight due to their own size.
Belief regarding pregnancy as
a time to capture women for
health promotion.
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Smith, D. M., Cooke, A., & Lavender, T.
(2012). Maternal obesity is the new
challenge; a qualitative study of health
professionals’ views towards suitable care
for pregnant women with a Body Mass
Index (BMI)≥ 30 kg/m 2. BMC pregnancy
and childbirth, 12(1), 157.

2012

England two areas.

Semi-structured
interviews.
Qualitative

Exploration
of health
professionals'
experiences
of caring for
women with
increased
BMI… and
their views of
the proposed
lifestyle
programme.

30 HCPs
including
midwives,
sonographers,
anaesthetists,
and
obstetricians.

Part of feasibility
work to design
antenatal lifestyle
programme for
obese women.
Purposeful sampling.
Not NZ based.

Themes conversation stopper,
maternity issue and
intervention needed,
long-term impact.
Believed that lifestyle
intervention has a
role. Belief pregnancy
is a time of increased
motivation for
women.

Furness, J., McSeveny, K., Arden, M.,
Garland, C., MDearden, A., & Soltani, H.
(2011). Maternal obesity support services:
a qualitative study of the perspectives of
women and midwives. BMC Pregnancy and
Childbirth, 11(69).

2011

Doncaster
UK

Qualitative. Focus
group
methodology

6 women, 7
midwives (two
separate focus
groups)

Not NZ based. Not
exclusively of
midwives. Aim based
on unique service
development for
their area.

Fieldwick, D., Paterson, H., Stephen, M.,
Cameron, A., Egan, R., McFadden, S., . . .
Taplin, K. (2014). Management of excess
weight in pregnancy in Otato, New
Zealand: a qualitative study with lead
maternity carers. The New Zealand Medical
Journal, 127(1392), 27-37.

2014

Otago New
Zealand.

Qualitative. 3
semi-structured
focus groups and
one in-depth
interview.

To explore
experiences
and
perceptions
of pregnant
women and
midwives
regarding
existing
support for
weight
management
in pregnancy
and their
ideas for
service
development.
To
investigate
the
knowledge
and practice
of midwives
providing
LMC care in
Otago,
regarding
GWG.

Total 12
midwives (1
student
midwife).

NZ based. Obstetric
led exploration with
critical lens.

Midwives expressed
difficulties in
communicating with
women about weight
due to stigmatisation.
Motivation and social
support strong
themes. Some
midwives thought
women didn't realise
the implications of
their high BMI. Gaps
in women's
knowledge where
women felt gap in
information they
received.
Themes: knowledge,
identifying BMI,
barriers. There was
satisfactory
knowledge of risks
associated with GWG
but adherence and
awareness to NZ and
international
guidelines limited.
Sensitivity around
topic of weight
management was

Belief that pregnancy a time
of increased motivation in
addition to capture women
for health promotion. Is this
ethical? Does it work in the
long term? Who is
benefiting? Participants
outlined- large amount of
information to be shared,
choosing words carefully.
Assumption more training will
lead to more comfort with
communicating and those
women need to know of the
risks.
Attitudes and behaviours
towards promoting normal
birth in women who were
obese were contradictory,
complex, and varied.
Touched on practitioner
attitudes/bias and resulting
insensitivity and intervention.
Midwives viewed in
questionably critical light seen to be obstructing health
promotion by not engaging in
obesity risk conversations.

Study design - scrutiny of
midwives. NZCOM and
PMMRC recommend that
BMI calculated at first
antenatal visit. Discussed
International evidence-based
guidelines for management of
women with obesity
(CMACE/RCOG). IOM
updated guidelines in 2009.
Call for new communication
skills to assist with LMC's to
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Pan, S. Y., Dixon, L., Paterson, H., &
Campbell, N. (2015). Increased BMI during
pregnancy: how do midwife lead maternity
carers respond? Women's Health, 11(4),
461-469

2015

New
Zealand.

Nationwide
cohort study of
LMC midwives in
NZ. Electronic
survey with
combination of
quantitative and
qualitative
responses.

To determine
the
knowledge
base of
midwife
LMCs and
explore
adjustments
in practice for
obese
women.

428 LMCs

NZ based. Obstetric
led exploration with
critical lens.

identified as a major
barrier to care.

not feel barrier due to
sensitivity.

Most midwives aware
of risk. Midwives
customise care.
Barriers to accessing
support. Discussing
weight, a sensitive
issue.

Study design - scrutiny of
midwives. Assumption
midwives not following
guidelines. Guidelines used
were CMAC/RCOG guidelines
for Management of Women
with obesity in pregnancy minimal midwifery input into
design. Dietetic services
available to 74% of
respondents.

117

Appendix B – Advertising poster

118

Appendix C – Participant Information Sheet

Participant Information Sheet - Midwife
Study title:

An exploration of midwives’ perspectives on the provision of care to
women with an increased body mass index (BMI) (>30) during pregnancy
and childbirth in New Zealand/Aotearoa.

Locality:

Auckland, Christchurch & Hawkes
Bay

Ethics committee ref: HDEC
16/STH/19. OP 681

Lead investigator:

Jade Wratten

Contact phone number: 021 413 128

Supervisor:

Suzanne Miller

021 705 697

This is an invitation to join our study which questions what providing care to women with a high Body
Mass Index (BMI) means for you as a midwife. Our research seeks to explore the experiences and
perspectives of midwives when they are providing maternity care to women who have a high BMI (>30).
Whether or not you take part is your choice. If you do not want to take part, you don’t have to give a
reason. If you do want to take part now but change your mind later, you can pull out of the study at any
time.
These Participant Information Sheets will help you decide if you would like to take part. They set out why
we are doing the study, what your participation would involve, what the benefits and risks to you might
be, and what would happen after the study ends. Should you choose to take part in this research we will
go through this information with you again before you sign the consent form. We envisage this would
take approximately 5 minutes.
If you agree to take part in this study, you will be asked to sign the Consent Form on the last page of this
document. You will be given a copy of both the Participant Information Sheets and the Consent Form to
keep.
This document is 3 pages long and then has an accompanying Consent Form. Please make sure you have
all the pages.
Why are we doing the study?
The purpose of this research is to explore midwives’ perspectives and experiences around providing
maternity care to women who have a high BMI. We are also conducting research with women to
explore their perspectives on being overweight during childbirth.
Obesity is a growing international issue and there is significant research on the potential risks for the
mother and her baby. However, women’s’ lived experiences and midwives’ perspectives on this in New
Zealand/Aotearoa have not been studied. We envisage our findings will help to further inform midwifery
practice and could offer insights and opportunities to assist with strategies to improve care provision in
New Zealand to women who have an increased BMI during pregnancy.
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Dissemination of results will be within a Master of Midwifery thesis but may also include presentations
at midwifery and other related conferences both nationally and internationally and also potentially
within journal articles in midwifery and other related areas both nationally and internationally.
You can be assured that any information you share will be kept confidential. You will be given a code and
pseudonym (code name of your choosing) immediately upon entering the study and all information will
be stored in a physically locked filing cabinet and a password locked computer. The data will be kept for
10 years within these locations and then destroyed via shredding and deleting of computer files. As
mentioned, you will have the opportunity to view the transcribed data from any in-depth interviews you
participate in. You will be free at this stage to make changes to ensure the data accurately represents
your views.
This study is partially funded by GRAVIDA, which is a government funded Centre for Research Excellence,
however the research itself will be undertaken by the New Zealand College of Midwives. Jade Wratten is
the lead investigator and is doing this study as part of a Masters of Midwifery at Otago Polytechnic. She
is available to answer any questions and you will find her contact number on the top of this page or by
emailing her at jade.wratten@op.ac.nz.
Ethics approval has been gained from the Health and Disability Ethics Committee, as well as the Otago
Polytechnic Research Ethics Committee to ensure that all ethical considerations and requirements are
met.
What would your participation involve?
Participation in this study is voluntary and you can choose to withdraw your participation at any time. If
you decide you do not want to take part in the study, we will ensure that any data you have provided is
removed and destroyed. If, however you do wish to be a part of this study then we will ask for you to
complete the consent form which is attached below. You will then be invited to either a focus group
and/or to participate in a more in-depth interview. The choice is yours.
If you choose to take part in a focus group, you will be one of up to 12 other participants who together
will share and discuss issues around providing maternity care to women who have a high BMI. We
envisage the focus group discussion would last between 1-2 hours.
We would like to involve each participant as much as possible in choosing the location of the focus group
which could be held in a local midwifery resource center, a local community center or a marae. The
focus group discussion will be recorded, and the group would be asked open ended questions regarding
their experiences of providing maternity care to women with a high BMI. The facilitator of the focus
group may ask further questions to guide the discussion. It is up to you what you choose to share and
discuss. You will be also asked to complete a question sheet which would collect some specific details
such as your place of work, experience as a midwife, age, and your ethnicity.
Each participant will be given a petrol voucher to cover the cost of travel to the venue. Light
refreshments will also be provided during the focus group.
You may also have the opportunity to meet with the interviewer on a one-to-one basis to discuss your
experiences of providing maternity care to women with a high BMI. You could request to do this instead
of attending a focus group or you may decide following the focus group that you would like to
participate in the one-to-one interview as well as the focus group. The researcher may approach you to
ask if you would like to participate further in a one-to-one interview also. The choice is yours however. If
you do decide you would like a one-to-one interview this would last up to 1 hour in length. You can
choose the location, or the facilitator could arrange the location for you. Once again, the interview will
be recorded and you will be asked for some further detail about your experiences of providing maternity
care to women with a high BMI. You will be given the opportunity to view the transcribed data and can
make any changes or updates that you would like.
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We intend to commence this study in March 2016 and aim to have it completed by January 2018.
What are the possible benefits and risks to you of participating?
Participating in the research provides an opportunity for you to share your thoughts, experiences, and
feelings about providing maternity care to women with a high BMI. Your perspective is important and
provides a voice from midwives that can be shared with other maternity care providers to enhance
maternity care provision.
There is the possibility that you may become upset during the interview or focus group if you have been
involved in any distressing incidents as a result of providing maternity care to a woman with a high BMI.
An offer of support and access to counselling services will be provided for you should you become
distressed during your interview or focus group.
Participating in this study is voluntary; you are free to decline to participate at any time or to withdraw
from the research without experiencing any disadvantage. Discussing issues around weight may lead to
feelings of discomfort for you which is why we would encourage you to only share what you feel
comfortable sharing. If you would like to share your experiences, you have the option of sharing during a
focus group situation or on a one-to-one basis with a facilitator. Your details will be kept confidential at
all times and you can remove yourself from the study at any time without question.
There are no direct costs to you to participate in this study, however indirect costs may be attributed to
the travel to and from focus groups and the time spent at these and/or an interview. You will be
provided with a petrol voucher to assist with covering this cost.
If you have any questions, concerns, or complaints about the study at any stage, you can contact:
Jade Wratten
Telephone number 021 413 128
Email: jade.wratten@op.ac.nz
If you want to talk to someone who isn’t involved with the study, you can contact an independent health
and disability advocate on:
Phone: 0800 555 050
Fax:
0800 2 SUPPORT (0800 2787 7678)
Email:
advocacy@hdc.org.nz
You can also contact the health and disability ethics committee (HDEC) that approved this study on:
Phone:
Email:

0800 4 ETHICS
www@moh.govt.nz
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Appendix D – Participant Consent Form

Study title:

An exploration of midwives’ perspectives on the provision of care to women
with an increased body mass index (BMI) (>30) during pregnancy and
childbirth in New Zealand/Aotearoa.

Locality:

Auckland, Christchurch & Hawkes
Bay
Jade Wratten
Suzanne Miller

Lead investigator:
Supervisor:

Ethics committee ref: HDEC 16/STH/19.
OP 681.
Contact phone number: 021 413 128
021705697

Declaration by participant:
I have read or have had read to me the Participant Information Sheets and understand these. I have had
the opportunity to ask questions and I am satisfied with the answers I have received.
I freely agree to participate in this study.
I have been given a copy of the Participant Information Sheets and the Consent Form to keep.
Participant’s name:
Signature:

Date:

Declaration by member of research team:
I have given a verbal explanation of the research project to the participant and have answered the
participant’s questions.

Researcher’s name:
Signature:

Date:
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Appendix E – Question Guide
Question guide (adapted for individual and focus group interviews)
An exploration of midwives’ perspectives on the provison of care to women with an increased body mass
index (BMI) (>30) during pregnancy and childbirth in New Zealand/Aotearoa.
Introductory questions
1.

Are you each able to introduce yourself and explain what interested you in taking part in this
study?

Transition questions
2.

Can you tell me how a woman having an increased BMI impacts on the midwifery care you
provide?

Focus questions
3.

What are your thoughts around the provision of care to women with increased BMI?

4.

How do you feel/what is it like providing care for women who have an increased BMI?

Summary question
5.

Finally, are you able to share with me any experiences that stand out for you when providing
midwifery care to women with an increased BMI?

6.

In your opinion how would you summarise the provision of care to women with increased BMI
in NZ?

Probes
•
•
•
•
•
•
•
•
•
•
•

Can you tell me about that?
Does this concern you?
What do you think about that?
What was that like for you?
What concerns you?
Are you satisfied with this?
What do you think of that?
Can you tell me more about that?
What is the impact on you as a person and as a midwife regarding that?
Can you explain to me what you mean by…?
What is your perception of the impact of…?
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Appendix F – Kaitohutohu consultation
Jade Wratten
From:

Sent:
To:

Cc:

Subject:

Kaitohutohu
Tuesday, 19 April 2016 3:28 p.m.
Jade Wratten
Suzanne Miller
Re: Consultation regarding Masters of Midwifery Post Graduate Research Proposal

Kia ora Jade, ka rawe! Thanks you for the consideration you have given to Te Tiriti and OP MSF as well as hauora Maori in
the information provided.
We suport your application for the ethics committee.
Richard
From: Jade Wratten <JWrat ten@op .ac.nz>

Date: Tuesday, 19 April 2016 1:30 pm

To: richard <Kait ohutohu@op .ac.nz >

Cc: Suzanne Miller <SM ill er@op.ac.nz>
Subject: Consultation regarding Masters of Midwifery Post Graduate Research Proposal

Kia ora,
I would like to formally consult with your team at the Kaitohutohu office regarding my
Masters of Midwifery Post Graduate research proposal. I intend to submit an Ethics
application to Otago Polytechnic (OP) as soon as practically possible. This email outlines
my plans for my project, ethical and cultural considerations and a discussion around the
impact for Maori of my study. It also includes comments regarding aligning my research
with Otago Polytechnics (OP) Maori Strategic Framework (MSF).
I look forward to your feedback and appreciate your time and consideration of my planned
research.
Kind Regards

Jade Wratten
Senior midwifery lecturer
Otago Polytechnic Te Kura Matatini ki Otago – based in Palmerston North
Jade.wratten@op.ac.nz
021 413 128
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Appendix G – HDEC approval
Health and Disability Ethics Committees

Ministry of Health
Freyberg Building
20 Aitken Street
PO Box 5013
Wellington
6011

0800 4 ETHICS
hdecs@moh.govt.nz

26 February 2016
Dr Lesley Dixon PO Box
21 106 Edgeware
Christchurch 8143
+6433772732
Dear Dr Dixon

Re:

Ethics ref:

16/STH/19

Study title:

An exploration of women and midwives perspectives of obesity during
pregnancy and childbirth in New Zealand

I am pleased to advise that this application has been approved by the Southern Health
and Disability Ethics Committee. This decision was made through the HDEC-Expedited
Review pathway.
Conditions of HDEC approval
HDEC approval for this study is subject to the following conditions being met prior to the
commencement of the study in New Zealand. It is your responsibility, and that of the
study’s sponsor, to ensure that these conditions are met. No further review by the
Southern Health and Disability Ethics Committee is required.
Standard conditions:
1. Before the study commences at any locality in New Zealand, all relevant
regulatory approvals must be obtained.
2. Before the study commences at a given locality in New Zealand, it must be
authorised by that locality in Online Forms. Locality authorisation confirms that
the locality is suitable for the safe and effective conduct of the study, and that
local research governance issues have been addressed.
Non-standard conditions:
1. The Committee believe the PISC needs to be made much more user friendly. The
Committee strongly suggest that the lay title is used for the PISC title. Additionally
the word obese could be replaced with "high BMI".
2. The statement "Obesity is a growing issue and there is a lot of research on the
possible risks for the mother and her baby" is alarmist. Please reconsider its use
and language used generally.
3. The Committee requested that the researchers review the document and make it
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more lay language.
4. The PISC needs the short study title in the footer.
5. Please also proof read - the word "of" is missing in the second paragraph
Non-standard conditions must be completed before commencing your study. Nonstandard conditions do not need to be submitted to or reviewed by HDEC before
commencing your study.
If you would like an acknowledgement of completion of your non-standard conditions
letter you may submit a post approval form amendment. Please clearly identify in the
amendment that the changes relate to non-standard conditions and ensure that
supporting documents (if requested) are tracked/highlighted with changes.
For information on non-standard conditions please see section 128 and 129 of the
Standard Operating Procedures at http://ethics.health.govt.nz/home.
After HDEC review
Please refer to the Standard Operating Procedures for Health and Disability Ethics
Committees (available on www.ethics.health.govt.nz) for HDEC requirements relating to
amendments and other post-approval processes.
Your next progress report is due by 26 February 2017.
Participant access to ACC
The Southern Health and Disability Ethics Committee is satisfied that your study is not a
clinical trial that is to be conducted principally for the benefit of the manufacturer or
distributor of the medicine or item being trialled. Participants injured as a result of
treatment received as part of your study may therefore be eligible for publicly-funded
compensation through the Accident Compensation Corporation (ACC).
Please don’t hesitate to contact the HDEC secretariat for further information. We wish
you all the best for your study.
Yours sincerely,

R Idoine
Ms Raewyn Idoine
Chairperson
Southern Health and Disability Ethics Committee
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Appendix H– Otago Polytechnic Ethics Committee

127

Appendix I – Conflict of Interest Declaration
I declare that I have no conflicts of interest and have outlined my background and
positioning articulating my allegiances. I declare that I worked alongside co-investigator
Lesley Dixon at NZCOM who despite not having input into this study, was part of the
collaboration with a wider study that was funded by GRAVIDA. Health Workforce NZ
provided funding for the tertiary study fee component for this Master of Midwifery
thesis. I have been employed at Otago Polytechnic as a senior and principal midwifery
lecturer throughout this research and I am a midwife with a current practicing certificate.
None of the midwives within this study were from areas where I have practiced
midwifery, nor were the midwives known to me through my role with Otago Polytechnic.
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