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Abstract

Amongst adults, obesity is at an all-time high, and of those adults, more than one third of women are obese, more than one half of pregnant women are overweight or obese, and 8% of reproductive-aged women are extremely obese, putting them at a greater risk of pregnancy complications (ACOG Committee Opinion #549: Obesity in Pregnancy, 2013). Risk factors at the individual, relationship, and community level of the Public Health Perspective will show how they contribute to the lack of physical activity within the maternal health community. The program associated with the risk factor at the individual level, Strong Healthy Women, was proven to be effective in increasing self-efficacy to be active during pregnancy. Women reported higher self-efficacy to be more physically active (2.185; p=0.000), and meeting recommended physical activity level (1.867; p=0.019). Next, the risk factor at the relationship level is the lack of discussion between healthcare providers and patients. Keep FIT’s Video Doctor Intervention was also proven to be effective in both increasing and promoting physical activity during pregnancy, as well as discussion between provider and patient, resulting in a 98% satisfaction rate. Lastly, Mothers in Motion is associated with the risk factor of being a woman of low socioeconomic status, and is classified as a community level risk factor. Although there is no evidence to either support or dispute the program’s effectiveness, the hypotheses yield promising results.
[bookmark: _GoBack]Keywords: maternal health, pregnancy, physical inactivity, exercise, obesity, overweight, obese, self-efficacy, low-income women






Introduction

	The United States is presently facing one of the largest obesity epidemics it has ever come across. Amongst adults, obesity is at an all-time high, and of those adults, more than one third of women are obese, more than one half of pregnant women are overweight or obese, and 8% of reproductive-aged women are extremely obese, putting them at a greater risk of pregnancy complications (ACOG Committee Opinion #549: Obesity in Pregnancy, 2013). With that being said, adults are not the only ones being affected midst the epidemic. One out of three children living in this country are either overweight, or obese, leaving the health of both populations at an extreme risk. Obesity is a medical condition, and can be defined as a disorder involving excess body fat that increases the risk of health problems. One of the major contributors to the obesity epidemic is the lack of physical activity.
“A physically inactive lifestyle predisposes to a number of chronic disorders such as cardiovascular diseases, type 2 diabetes, and cancer. Indeed, physically inactive people have a life span that is 5 years shorter than that of people who are engaged in regular physical activity. There is evidence to support the notion that physical activity has an impact also on pregnancy outcome for mother and child,” (Pedersen, 2012).
Although both adult and child populations were mentioned, this paper’s primary focus and emphasis will be spent on the topic of physical inactivity within the maternal health community. The body of this paper will begin by utilizing the Public Health Perspective to address risk factors and their corresponding actions at each level, followed by a brief discussion of what is being done to reduce and/or eliminate these risk factors due to the lack of physical activity during pregnancy. In addition, there will be an example of a program addressing each risk factor, and whether it was effective or not. Lastly, the paper will end with a conclusion, as well as any suggestions and recommendations for further study.
Body/Main Points
Up to 60% of women are inactive during pregnancy. A risk factor that occurs at the individual level of the Public Health Perspective contributing to the prevalence of physical inactivity is the lack of self-efficacy to be active during pregnancy.
“The goals of physical activity during pregnancy include maintaining a sense of maternal well-being, avoiding fetal harm, and establishing a pattern of regular activity that will ultimately prevent the onset of chronic disease associated with a sedentary lifestyle,” (Rahl, 2010).
Physical activity often declines during pregnancy and may lead to adverse consequences; therefore, posing as an imperative problem among pregnant women. Adding on, obesity during pregnancy can also lead to health complications later on for both mother and child.
“Several women reported having a lack of knowledge about physical activity during pregnancy such as not knowing if it was safe and not understanding that it was important. This was more frequently cited among those women from low to medium socioeconomic groups,” (Connelly et al., 2015).
For women, these health risks include heart disease and hypertension, and their children have a risk of future obesity and heart disease. In addition to these health risks, both mother and child are at an increased risk for diabetes. That is to say, maternal obesity may result in negative health outcomes for both women and fetuses.
	Strong Healthy Women (Hillemeier et al., 2008) is a program that focuses on health-related behaviors and weight gain during pregnancy. This intervention is designed to modify key risk factors for adverse pregnancy outcomes which in this case is done by increasing self-efficacy among women at the intrapersonal level to become active during pregnancy. Self-efficacy is an individual characteristic and is the confidence that a person has in their ability to do a particular behavior. The higher the self-efficacy is, the great the chance of the person being able to perform the behavior. Not only did the program have significant findings in pre and post changes for self-efficacy, but as well in areas such as behavioral intent and behavior change that correlated to nutrition and physical activity. Women in the intervention vs. control group, reported higher self-efficacy for eating healthier food (1.109; p=0.018), behavioral intent to eat healthier foods (1.757; p=0.008), to be more physically active (2.185; p=0.000), behavior changes of reading food labels for nutritional values (2.264; p=0.001), and meeting recommended physical activity level (1.867; p=0.019). The quantitative statistics have shown that the Strong Healthy Women behavior-change intervention is effective in modifying the risk to be effective in self-efficacy, while increasing and promoting physical activity among pregnant women. 
Strong Healthy Women has proven to be effective in increasing self-efficacy as well as help change their eating behaviors to improve the quality of life for both themselves, and future children in present and future health. Since the program has yielded favorable results in helping maintain weight in months during and after pregnancy, this type of behavior-change intervention may be used as an effective obesity prevention strategy for women before, during, and after the transition to motherhood.
The second risk factor addresses the lack of discussion women have with their healthcare providers during pregnancy, which is conducted at the relationship level of the Public Health Perspective. Pregnancy is a time in women’s lives that is associated with considerable physiological and psychological changes which may promote sedentary behaviors and/or low levels of physical activity; however, often times the emotional and educational needs of pregnant women have often been neglected, due to the central focus of the fetus by their healthcare providers. According to the ACOG guidelines, fewer than 25% of women reported thirty minutes of exercise per day on most days of the week. Healthcare providers have the opportunity to promote healthy eating and physical activity among pregnant women, (Jackson et al., 2010). Providers need to make dietary and physical activity advice in pregnancy more clear and individualized and offer guidance multiple times throughout pregnancy regarding the concerns of gestational weight gain. “Excessive gestational weight gain (GWG) is an important contributing factor to the obesity epidemic in women and is associated with pregnancy complications,” (Chung et al., 2013). Keep FIT is a program that helps promote discussions between patient and provider, as well as improving dietary changes and increasing physical activity levels during pregnancy, (Jackson et al., 2010).
Women of low socioeconomic groups often experience an increased level of risk in pregnancy due to the lack of access to appropriate prenatal care; therefore, resulting in lack of information needed for pregnancy. Keep FIT’s Video Doctor, a computerized counseling tool, was used to improve self-reported diet and exercise during pregnancy. 98% of women in the trial reported they liked and found Video Doctor easy to use, producing high satisfaction rates, as well as improving the relationships healthcare providers share with their patients.
“Additionally, subjects in the Video Doctor group significantly more often reported discussing weight, nutrition, and exercise with their clinicians at both visits. 76-89% in the Video Doctor group reported a discussion of these topics compared with 53-62% in usual care group,” (Jackson et al., 2010).
Through this trial, Keep FIT’s Video Doctor has shown to be effective in patient education and counseling by helping change the dietary habits and increasing physical activity during pregnancy among low income women. 
“Women assigned to the intervention also exercised more, had a greater improvement in knowledge and were more likely to discuss weight, nutrition, and exercise with their clinicians than were women in the usual care group,” (Jackson et al., 2010).

	Lastly, the third risk factor of the Public Health Perspective is conducted at the communal level, which is being a woman of low socioeconomic status. “The prevalence of overweight and obesity is proportionately high among low-income women,” (Chang et al., 2014). As mentioned in the previous risk factor, women of a low socioeconomic status often predicts physical inactivity; therefore, resulting in an increased level risk of pregnancy.
“Due to the additional risk factors associated with poverty, food insecure and low-income people are especially vulnerable to obesity. More specifically, obesity among food insecure people – as well as low-income people – occurs in part because they are subject to the same influences as other Americans (e.g., sedentary lifestyles, increased portion sizes), but also because they fact unique challenges in adopting healthful behaviors,” (Why Low-Income and Food Insecure People are Vulnerable to Overweight and Obesity, 2010).
These unique challenges consist of limited resources and lack of access to healthy and affordable foods, fewer opportunities for physical activity, cycles of food deprivation and over-eating, high levels of stress, greater exposure to marketing of obesity-promoting products, and limited access to health care. Many of low-income neighborhoods lack in full service grocery stores, supermarkets, and farmer’s markets. If healthy food is available, it is often available at much greater cost than other foods causing buyers to steer away from them. Moreover, if fresh produced is available locally, it is usually of poorer quality, and that diminishes the appeal of such items to the buyers. Not only do they lack in these types of stores, it is regularly seen that low-income communities have greater availability and access to fast food restaurants.
“Households with limited resources to buy enough food often try to stretch their food budgets by purchasing cheap, energy-dense foods that are filling – that is, they try to maximize their calories per dollar in order to starve off hunger (Basiotis & Lino, 2002; DiSantis et al., 2013; Drewnowski & Specter, 2004; Drewnowski 2009). While less expensive, energy-dense foods typically have lower nutritional quality and, because of overconsumption of calories, have been linked to obesity (Hartline-Grafton et al., 2009; Howarth el al., 2006; Kant & Graubard, 2005),” (Why Low-Income and Food Insecure People are Vulnerable to Overweight and Obesity, 2010).
A program that was created to health address this risk factor goes by the name of Mothers in Motion, (Chang at el., 2014).
Mothers in Motion is a community based intervention aimed at preventing weight gain among low-income overweight and obese mothers by promoting stress management, physical activity, and healthy eating. Mothers in Motion currently has no results; however, is in Phase 3 of the study. The intervention/trial is to be concluded by October 2015. Although there are no results for this intervention program, there are hypotheses,
“Hypothesis 1: The intervention group will have lower weight gain (difference between the baseline and 3 months post intervention) than the comparison by an average of at least 2.8 lbs., due to combination of prevention of weight gain in the intervention group and a slight weight gain in the comparison group.
Hypothesis 2: At 3 months post intervention, the intervention group will have greater improvements than comparison group members in dietary fat, fruit and vegetable consumption; physical activity; stress; affect; self-efficacy; social support; and autonomous motivation.”
If Mothers in Motion proves to be effective, this could have a favorable impact on the community and public health, and will be disseminated through WIC and clinical practices for low-income women,” (Chang at el., 2014).
Conclusion
	The risk factors addressed in this paper were in regards to the complications and dangers of maternal health due to physical inactivity, and were conducted at three different levels of the Public Health Perspective: individual, relationship, and community levels. The risk factor associated with the individual level is the lack of self-efficacy to be active before, during, and after pregnancy. The intervention program mentioned earlier for this individual level risk factor, Strong Healthy Women, was created to help increase self-efficacy amongst pre and postnatal women, and was proven to be effective. The second risk factor stated occurred at the relationship level, which was the lack of discussion between healthcare providers and patients. The intervention associated with this risk factor, Keep FIT, created a computerized counseling tool, Video Doctor, to both increase and promote discussions between providers and patients. This intervention was also proven to be effective in changing dietary habits, and increasing physical activity levels amongst low-income women. Lastly, the third risk factor occurs at a community level, which is being a woman of low-socioeconomic status. This puts a woman at risk for maternal obesity due to the scarcity of local and healthy foods, and having to budget because of her income. Although there was an intervention mentioned in relation to this risk factor, Mothers in Motion, it currently has no results; therefore; has not yet proven to be effective.
	In order to reduce the occurrence of physical inactivity within the maternal health community, additional action needs to be taken to effectively do so. For example, future interventions should always try to incorporate educational components because most women tend to not exercise during pregnancy due to the lack of knowledge and motivation to be active throughout pregnancy. If a woman becomes more aware of what she can and cannot do, and what the perceived benefits are of exercising, it will be more likely that she carries out the action. A second recommendation would be to create a community-based intervention for pregnant women to find local moms in the area who are in need of a workout buddy to increase social support.
“Having access to informational (e.g. how to safely and effectively engage in prenatal PA) and emotional support (e.g. perceived sense of accountability, support from friends and family) motivates individuals to engage in PA (Leiferman et al., 2011),” (Downs et al., 2012).
This will increase the chances that women will work out together, while simultaneously encouraging one another.
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