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Collectively, the 2018 Diabetes Canada clinical practice 
guidelines (CPG) and the 2019 Society of Obstetricians and 
Gynaecologists of Canada (SOGC) guidelines summarize 
decades of evidence-based research, including weight 
management recommendations relevant to patients at risk of 
or living with diabetes in pregnancy (1-4). In these CPG, weight 
is discussed in terms of risk for diabetes and/or complications 
(to mother and child). Weight, in this context, is used to 
calculate prepregnancy body mass index (BMI) and gestational 
weight gain. Weight is also often discussed in terms of how it 
impacts clinical outcomes and intervention effectiveness (1-4). 
Current evidence supports that anesthetic time increases 
with increasing maternal BMI, women with higher weights 
are at higher risk for postsurgical complication (e.g. wound 
dehiscence, infection) and excess gestational weight gain has 
been associated with a higher risk for caesarean section and 
stillbirth (1-4). Although ample, these data are collected using 
primarily observational and retrospective designs and methods; 
relevant considerations given the CPG approach to evidence 
evaluation. Perhaps more relevant to interventionists, the 
CPG also include high-quality randomized control trials and 
systematic reviews (with meta-analysis), reporting effectiveness 
of interventions tailored to women with higher weights/
larger bodies (3-4). For instance, one systematic review and 
meta-analysis, conducted by Brand-Miller et al (5), showed 
that prepregnancy/baseline body mass index, study design, 
dietary methodology and changes in energy intake were not 
significantly correlated to gestational weight gain. Two other 
examples include: 1) Grant et al showed that low glycemic 
index dietary interventions disrupt the direct association 
between prepregnancy BMI and self-monitored blood glucose, 
and 2) Chelmow et al showed that adapting wound closure 
procedures to accommodate bigger bodies (reapproximation) 
can significantly reduce wound disruption and seroma 
formation in patients with higher weights receiving caesarean 
section (1,2,6,7). Our goal for this commentary is to inspire 
critical examination of the current weight rhetoric that exists in, 
and is generated by, our community of practice. We would like 

to motivate research and intervention(s) tailored to increasing 
options for a diversity of bodies, improving maternal and 
infant outcomes, and reducing weight bias among health-care 
providers and patients. That is, we hope to stimulate discussion 
on how we can more effectively engage in shared decision 
making and reduce weight bias for our patients (8).  

The Diabetes Canada 2018 CPG lists and explores weight 
management along with other “healthy behaviours” in relation 
to various pre, peri- and postnatal outcomes. The inclusion 
of weight management as a behaviour is problematic, as 
weight is a highly complex outcome that is not often under a 
patient’s or health-care provider’s control (9,10). The current 
guidelines acknowledge weight loss is not recommended 
during pregnancy; however, evidence shows that patients and 
clinicians engage in weight loss conversations and restrictive 
eating behaviours when patients have diabetes in pregnancy 
(11-15). These contradictions between evidence and practice 
may be attributed to confusion regarding how to apply the 
current guidelines. For instance, a statement like “start weight 
loss before pregnancy”, with reference to current weight gain 
recommendations, is made in the CPG (1,2). Current weight 
gain recommendations were last updated by the Institute of 
Medicine in 2009 (16,17). These recommendations aimed to 
address the increasing rates of obesity and maternal obesity; 
however, they were not developed for women with diabetes 
and they do not consider any pre-existing conditions (1,4). 
Acknowledging this, the 2019 SOGC guidelines note that any 
form of energy restriction be done with the facilitation of a 
registered dietitian, who is familiar with the unique needs of 
pregnancy and lactation. These unique needs include energy, 
macronutrient and micronutrient requirements, and prevention 
of disordered eating. Pregnancy is a short and busy period for 
patients to engage in behaviour change. It is clear that weight, 
especially gestational weight gain, has a significant role to play 
in prevention and treatment of diabetes during pregnancy. 
Yet, we are unsure if “weight management” is the approach 
we should be taking in prenatal care. Our current Canadian 
Institutes of Health Research-funded study (unpublished) tells 
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us that patients and clinicians are calling for improved care, 
aimed at behaviours they can modify effectively. Ambivalence 
exists within and between health professions with regards to 
the utility of weight as an outcome. In fact, some health-care 
providers and end users think weight management is at odds 
with patient-focused care and current evidence (18,19). 

Patient-focused care can be described as approaching 
medical diagnoses-related care with the feelings, mental 
health, perceptions and expectations of the patient in mind 
(20,21). Commonly used in nursing literature, person-centred 
care takes this concept a step further, keeping the patient 
at the centre of care, but recognizing all persons involved 
as people working within organizations and communities, 
with their own needs, bias strengths and limitations. This 
approach to language also aims to actively avoid victimization 
and hierarchical patient-provider dynamics (21,22). All are 
supported within a shared decision-making model of research 
and care (8). A recent review by Gilbert et al showed that 
psychosocial well-being (i.e. social support, self-efficacy) in 
women diagnosed with gestational diabetes is positively 
associated with improved eating behaviours and physical 
activity (23). However, women’s fear of judgement and shame 
may deter them from receiving the support and information 
they need during pregnancy (18-20). Labels and stereotyping, 
based on body weight, shape or size, are received by larger 
bodied women from family, friends, the public and health-care 
professionals (21). These messages can increase psychological 
stress and disordered eating behaviour in patients (21), as well 
as, under- or overmedicalization of patients, the pregnancy 
and the offspring. Therefore, optimizing care among women 
that live with higher weight(s) during pregnancy, birthing and 
postpartum, means providing a person-focused approach that 
is mindful of body diversity, the needs and wants of the person 
receiving the care, and the inherent and perceived weight 
bias among health professionals. As Canadian health centres 
provide service to an increasing number of pregnant women 
living with higher weights, researchers and clinicians must focus 
on the best ways to understand and support these women and 
implement this evidence in a timely manner. 

This brings us to the important question we would like 
to pose to our readers: how can we provide excellent care 
for women who live with higher weight(s) and at the same 
time challenge harmful norms? There are many examples of 
Canadian researchers’ and clinicians’ efforts. For instance, the 
Edmonton Obesity Staging System is an evidence-based clinical 
assessment tool that has revolutionized the way many clinicians 
approach weight in their practice (tackling weight bias head 
on, while not compromising comprehensive assessment) (28). 
Moreover, Obesity Canada is in the process of revising their 
guidelines, offering strategies that shift the focus from weight 
management to modifiable behaviours, noting that not all larger 
bodies require “management” (29). 

Weight is not simply a dependent variable. Researchers 
have consistently demonstrated that making possible changes 

during pregnancy can be taxing, and that achieving changes for 
medically relevant outcomes is even more difficult (30-34). The 
Canadian Atlantic provinces have the highest rates of diabetes, 
obesity and some of the most noteworthy income disparities 
(35,36). As female clinicians, researchers and mothers, we have 
a deep interest in this topic. It is time for our community of 
practice to commit to person-centred care when it comes to 
weight, which includes challenging unjustified norms and bias 
within and outside of our professions.  

Note: The authors would like to note that this commentary was 
a collaborative effort and all authors contributed equally. 
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