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Abstract 

Background The prevalence of overweight or obesity in women of reproductive age continues to increase. A high 
pre‑pregnancy body mass index (BMI) has been shown to increase the risk of pregnancy complications and pre‑
dispose offspring to childhood obesity. However, little is known about factors affecting women’s ability to achieve 
sustainable weight management and very few studies have applied behavior change theory to qualitative data.

Aim This study aimed to explore barriers and facilitators for weight management among women with overweight 
or obesity, who wanted to lose weight before pregnancy.

Methods We conducted semi‑structured interviews with 17 women with a BMI ≥ 27 kg/m2, who planned to become 
pregnant in the near future. Data were analyzed using an abductive approach and the Capability, Opportunity, Moti‑
vation, and Behavior model was applied as a conceptual framework.

Results The women’s strongest motivator for pre‑conception weight loss was their ability to become pregnant. 
Barriers to successful weight management included their partners’ unhealthy behaviors, mental health challenges, 
competing priorities, and internalized weight stigmatization. The women described careful planning, partners’ health 
behaviors, social support, and good mental health as facilitators for sustainable weight management.

Conclusion Our study provides insights into factors affecting weight management among women with overweight 
or obesity in the pre‑conception period. Future interventions on weight management require a holistic approach, 
including a focus on social support, especially from the partner, and mental health, as well as an effort to limit inter‑
nalized weight stigma.
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Background
The prevalence of overweight and obesity in women 
of reproductive age continues to increase [1]. Today, 
almost 40% of Danish pregnant women have pre-preg-
nancy overweight or obesity [2]. Overweight and obe-
sity increase the risk of sub-fecundity (prolonged time 
to obtain pregnancy), infertility due to hormonal distur-
bances [3], and pregnancy complications, including early 
pregnancy loss, gestational diabetes mellitus (GDM), and 
preeclampsia [4–6]. In addition, offspring exposed to 
maternal overweight or obesity in utero have a 2–three-
fold higher risk of developing childhood obesity and an 
increased risk of developing type 2-diabetes compared to 
offspring of women with body mass index (BMI) < 25 kg/
m2 [7–10]. The pre-conception phase refers to the time 
period before conception of a fetus. The World Health 
Organization has identified this period as one of the 
most important time points for health and disease devel-
opment during the life-course, as it provides an oppor-
tunity to improve health, not only for women before, 
during, and after pregnancy, but also for the whole fam-
ily, including the partner and the next generations [11, 
12]. Despite the importance of weight reduction for 
women with overweight or obesity before they attempt 
to obtain pregnancy, very few interventions in the pre-
conception period have specifically sought to achieve 
this [13]. Instead, interventions have focused on other 
health-related behaviors, such as smoking or folic acid 
supplementation [14, 15]. Consequently, there is limited 
evidence for successful weight management interven-
tions targeting women of reproductive age [16, 17]. Exist-
ing evidence on barriers and facilitators for improving 
weight status among women in the pre-conception phase 
is scarce. Four qualitative studies, three from Australia 
and one from the UK including women with overweight 
or obesity who were in the pre-conception phase or preg-
nant have been identified [18–21]. All four studies found 
a lack of dietary knowledge, competing priorities, and the 
cost of healthy living as important barriers to achieving 
and sustaining a weight loss. Furthermore, Scott et  al. 
and Kretowicz et al. also described family needs and low 
levels of partner support as additional barriers [18, 21]. 
Furthermore, studies suggest that some women with 
overweight or obesity do not perceive themselves at high 
risk of weight related pregnancy complications and may 
therefore lack motivation for behavior change to improve 
their weight [19, 22]. In addition, only one qualitative 
pre-conception study has applied behavior change the-
ory (BCT) as a means for developing an intervention to 
achieve sustainable weight loss [18]. BCT has been sug-
gested as an important tool to develop successful and 
more effective interventions by linking relevant causal 
factors of a behavior to appropriate change [23, 24]. We 

conducted a study exploring the barriers and facilita-
tors for weight management among Danish women with 
overweight or obesity, who wanted to lose weight before 
pregnancy. We used the Behavior Change Wheel (BCW) 
by applying the Capability, Opportunity, Motivation, and 
Behavior (COM-B) model to categorize our data to gain 
an in-depth understanding of factors affecting weight 
management promoting behaviors in an individual, envi-
ronmental, and social context [23].

Method
Study design and participants
This qualitative study applied semi-structured interviews 
with Danish women with a BMI ≥ 27 kg/m2, who wanted 
to lose weight and wanted to become pregnant in the 
nearest future. All participants were recruited through 
online platforms: i) a podcast and associated Instagram 
account called “The waiting room” focused on a variety of 
topics related to women wanting to become pregnant; ii) 
an online newsletter published by a commercial website 
called “Babyplan.dk” selling pregnancy test kits, ovula-
tion test, and pregnancy vitamins; iii) websites used for 
recruitment of participants to research projects. Women, 
who wanted to participate, filled out an online form 
with their contact information and were subsequently 
contacted by phone. Women were eligible if they were 
actively trying to become pregnant or were planning 
to become pregnant within the next two years, wanted 
to lose weight before pregnancy, were between 18 and 
34 years of age, and had a BMI ≥ 27 kg/m2. Exclusion cri-
teria were diabetes and not being able to communicate in 
Danish. Participants were purposively selected to ensure 
maximum variety of socio-demographic and reproduc-
tive status.

Thirty-three women expressed interest in participat-
ing, and a total of 20 women were eligible out of whom 
17 were interviewed. Three women dropped out before 
the interviews due to mental health challenges.

Data collection
Data were collected from September to November 
2021. The interview guide was developed, and pilot 
tested before data collection was initiated. The guide 
contained open-ended questions and covered aspects 
of overweight and pregnancy, food and eating hab-
its, physical activity, and partner- and family influ-
ence on health-related behaviors. The interviews were 
conducted by MLP, a Danish female researcher with a 
nutritional background and similar age as the women. 
Six interviews were conducted face-to-face (in the 
participant’s own home or in a public library), and 11 
interviews were performed virtually. All interviews 
were audio-recorded and transcribed verbatim using 
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pseudonyms to maintain anonymity of participants. The 
interviews had an average duration of 81  min (range 
50–111  min) and data collection continued until data 
saturation was reached. Transcripts were not returned 
to participants for comments or corrections.

Data analysis
All interviews were analyzed using qualitative content 
analysis [25] and a step-wise, abductive approach [25, 26]. 
The COM-B model was used to categorize data according 
to facilitators and barriers in the context of both internal 
and external factors. The COM-B model consists of the 
three superordinate themes, capability (C), opportunity 
(O), and motivation (M) each having two subordinated 
frameworks. Capability includes ‘physical’ and ‘psycholog-
ical’, opportunity includes ‘physiological’ and ‘social’, and 
motivation includes ‘automatic’ and ‘reflective’ [23, 27]. In 
this analysis the COM-B model was used for the identifi-
cation of sub-themes and interpretation of patterns across 
the data [23]. The interview transcripts were initially ana-
lyzed by the first author and consulted with JAH. All iden-
tified themes, sub-themes, and concepts were reviewed, 
revised, and discussed within the research group to 
ensure consistency and agreement with the final analy-
sis. MLP who is fluent in English translated the quotes 
from Danish to English herself. If there were any doubts 
about the translation, she consulted with the co-authors. 
Participants did not provide feedback on the analytical 
findings. NVivo version 12 software (QSR International 
Pty. Melbourne, Australia) was used to assist the coding. 
Interviews and analysis were performed with adherence 
to best-practice guidelines for qualitative research [28].

Research ethics
All participants received written and verbal information 
about the study and gave written consent. They were 
guaranteed anonymity and informed that they could 
withdraw from the study at any time, without explana-
tion. Participants were also informed that there were no 
right or wrong answers. In all phases of the project, we 
carefully considered language and terminologies trying 
to avoid stigmatizing and judgmental phrases that could 
inflict emotional damage. Ethical approval for qualitative 
research is not required in Denmark.

Results
Socio‑demographic data
Table  1 describes the demographic characteristic of the 
study participants.

Themes according to the COM‑B model
Key themes related to barriers and facilitators for weight 
management behaviors were identified by using the three 

superordinate themes of the COM-B model: capability, 
opportunity, and motivation, with the six additional sub-
ordinated frameworks and 18 sub-themes with associ-
ated concepts (Table 2).

Psychological capability
Sub-themes identified in psychological capability were 
action planning, control, decision processes, knowledge, 
skills, and practices. They reflect psychological aspects of 
the women’s ability to plan and have control over weight 
loss and maintenance, and how knowledge, skills, and 
practices acted as either facilitators or barriers. Most of 
the women had continuously fluctuated between weight 
loss- and weight gain periods throughout most of their 
teenage and adult life.

Sometimes, I get this “whatever… “it is all the same”” 
and then I eat whatever I want. But then I feel really 
guilty about it and then, we start all over again [with 
a weight loss] tomorrow.
(woman no. 5, 25 years, no children).

Women, who had succeeded in their planned behavior 
change and managed their eating, described structure 
and the ability to follow a plan as the main components 
for successful weight loss and long-term weight main-
tenance. In addition, lack of knowledge on appropriate 

Table 1 Socio‑demographic characteristics of study participants

Demographic data are presented as mean ± standard deviation (SD) for normally 
distributed variables, medians (interquartile ranges) for skewed variables, 
[range] or number (%). Body Mass Index (BMI)

Socio‑demographics and characteristics N = 17

Age (years) 28 (21–29)

Body weight (kg) 101.4 (20.5)

BMI (kg/m2) 32.7 [range 27.7–50.4]

Relationship status
 Married 3 (18%)

 Not married, but living with a partner 11 (64%)

 In a relationship, not living with the partner 3 (18%)

Education
 Primary school (9 years) 1 (6%)

 Vocational education level 7 (41%)

 Bachelor’s degree or equivalent 6 (35%)

 Master’s degree or equivalent 3 (18%)

Occupation
 Work – full time 9 (53%)

 Student – full time 7 (41%)

 Maternity leave 1 (6%)

Reproductive status
 Have children 5 (29%)

Miscarriages
 Have had one or more miscarries 8 (47%)
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nutrition in relation to weight loss was a consistent bar-
rier among the women.

[When I am on a diet] it is always the same bor-
ing chicken, rice, and vegetables. When I think of 
healthy food, these are the first things that comes 
to my mind. It is chicken, cauliflower, broccoli, and 
that is just really boring.
(woman no. 4, 26 years, no children).

Some women pointed out lack of skills to incorpo-
rate healthy foods into their everyday life as a barrier to 
healthy eating.

It is definitely my lack of skills to prepare it [healthy 
foods] well enough and simply not be creative enough 
when it comes to implementing vegetables in the diet 
and everyday life.
(woman no. 9, 33 years, two children).

Physical capability
Within physical capability, we identified one sub-theme: 
bodily restriction. Some women felt physically restricted 
to be physically active (e.g., biking, running, fitness) and 
saw this as a major barrier for them to achieve weight 
loss. The physical restrictions were perceived to be 
caused by excessive body weight, fatigue, joint or limb 
pain, breathing difficulty, or other medical conditions.

I cannot run, I cannot bike… I feel like there is an 

elephant on my chest when I go bicycling.
(woman no. 16, 25 years, no children).

Social opportunities
Sub-themes within social opportunities included the 
partner’s behavior, relationship dynamics, norms, and 
social support, as well as how the external social sur-
roundings affected the women’s behavior and their abil-
ity to reduce and maintain weight. The partners and their 
eating behaviors played a major role as either a facilita-
tor or barrier, irrespectively of whether they were living 
together or not.

It is really difficult to have a healthy lifestyle 
when those you are close to [my boyfriend] has an 
unhealthy lifestyle.
(woman no. 5, 25 years, no children).

If the partner wanted to change diet and eat the same 
food as the woman while she was trying to lose weight 
this was a facilitator.

He tries to support me the best he can, so he also eats 
it [healthy foods for dinner] because he knows it is a 
support for me. He helps me. 
(woman no. 13, 29 years, no children).

Grocery shopping, cooking and healthy eating within 
the household were for some women perceived solely as 
their responsibility with no social or practical support 

Table 2 Coding framework based on key terms from the COM‑B model: subthemes and concepts

COM‑B Framework Subtheme Concepts

Capability Psychological Action planning, control, 
and decision processes
Knowledge
Skills
Practices

Continuity in behavioral change, “all or nothing” mentality
Knowledge or misinformed perception of nutrition and physical activity about weight loss
Skills to prepare and incorporate healthy food in everyday life, perceived competencies
Eating practices and physical activity proclivity

Physical Bodily restriction Excessive body weight, fatigued, restricted by limb pain or medical conditions to engage 
in physical activity

Opportunity Social Partner’s behavior
Relationship dynamics
Descriptive norms
Social support

Partner’s eating preferences and willingness to behavior change, partner’s physical activity 
level, and physical fitness
Health‑ or obesogenic promoting relationship, practical weight loss support, perception 
of how to be a good girlfriend
Eating culture
Perceived weight loss support from partner’s, friends, family, and co‑workers

Physical Environment
Competing priorities

Food accessibility at home, distance to fitness facilities, the weather
Time restriction, children and/or partner’s first, work, studies, and duties

Motivation Reflective Beliefs about consequences
Goals
Intentions

Perceived risk of weight‑related pregnancy complications
Goal setting, positive reinforcement (ability to become pregnant, being eligible for fertility 
treatment, reduced risk of pregnancy complications, “a beautiful pregnant woman”)
Want to be a good example for children

Automatic Stigmatization
Identity
Emotion
Disengaged

Weight stigmatization, experienced, perceived, anticipated, and internalized
“I have always been “the fat girl” in school”, “I am not the type of person that runs”, and “I 
am an emotional eater”. Self‑acceptance vs. wanting to lose weight
Stress, guilt, shame, self‑blame, loneliness, internalized stigma, good mental health, opti‑
mism, hopes, and dreams of motherhood
Weight denial, preferences for energy‑dense food, and low levels of physical activity
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from the partners, and this proved to be a challenge for 
long-term sustainability of behavior changes.

I must take the lead. I am the only one who cooks 
dinner, and I make the grocery shopping list. I must 
keep pushing forward because he does not do it him-
self. He will join [the healthy eating] but he would 
not bother doing the work it requires himself.
(woman no. 17, 27 years, one child).

However, the women also reported not wanting their 
partners to be involved in a weight loss project together 
with them. This was rooted in weight loss being per-
ceived as the women’s personal project. The women 
suspected their partners would lack motivation for long-
term sustainability of healthy dietary and physical activity 
behaviors, and therefore be a barrier by double burden-
ing the women with the responsibility for their own and 
their partners’ motivation and weight loss.

The relationship dynamics within the couple was also a 
factor noted by the women. For instance, some described 
quality time with their partner as often involving an 
energy-dense dinner or snacking together in the even-
ing, which was perceived as a way to nurture the relation-
ship. Declining or suggesting dietary alternatives were, 
therefore, challenging for the women, especially when 
the partner disagreed and kept “tempting” the woman by 
continuing eating energy dense foods.

We ate ice cream the other night. It was not because 
we were hungry, but because it was nice and ‘comfy’, 
and it is important that we have a good time 
together and that is our excuse to eat unhealthily. It 
is about having a good time together.
(woman no. 11, 28 years, no children).

Women, who perceived their partners as a support for 
engaging in physical activity, experienced a feeling of 
security and the support also facilitated the behavior long 
term.

My boyfriend has gone with me when I have done 
strength training and offered me support. He has 
shown me how to use the [fitness] machines.
(woman no. 10, 24 years, one child).

Many women described how healthy eating was not 
perceived as the norm among family and friends. This 
made it stressful and challenging for them to eat healthy 
when attending family dinners and social events as it was 
not perceived possible to eat differently than their peers. 
Consequently, some women reported feeling socially 
excluded when trying to change their dietary behavior.

When someone invites me to their birthday, the first 
thing that comes to my mind is: “oh no, I cannot go 

because I will have to eat something unhealthy, I 
will have to drink alcohol”, I do not want to do that. 
I cannot go.
(woman no. 4, 26 years, no children)

The majority of the women kept their weight loss plans 
a secret, as they had little faith in their peers’ understand-
ing how challenging it was for them to lose weight. Some 
women did not want any “good advice” on weight loss, 
others would not risk being judged and feeling like a fail-
ure if they were unsuccessful in losing weight.

I might be afraid that if I say something [about my 
weight loss plans], and I fail [in losing weight], they 
will think “oh she really does not have any will-
power”.
(woman no. 17, 27 years, one child).

Physical opportunity
Sub-themes identified in physical opportunity were envi-
ronment and competing priorities. Physical opportunity 
describes external factors outside the women’s control. 
One was food availability at home, where the partners 
again played an important role in which food items were 
available in the household. The other environmental fac-
tor included poor access to fitness facilities, especially in 
rural areas where a fitness center could be many kilom-
eters away or was too small to offer fitness classes.

The fitness center is far from here and that plays 
a role. It requires a lot of time [to get there] and it 
therefore becomes unmanageable for me [to go].
(woman no. 11, 28 years, no children).

The sub-theme of competing priorities was a re-occur-
ring topic and barrier for almost all women interviewed. 
It was typically referred to as lack of time. Competing 
priorities included everyday tasks such as work, studies, 
the partners’ needs, household duties, or childcare.

I have shifting working hours. And when you have a 
two-year-old boy that you want to spend time with 
and everything that goes with having a child- doing 
laundry, tidying up, and cleaning—time just disap-
pears so fast. For me, that is a big factor for why it is 
so challenging [to lose weight].
(woman no. 17, 27 years, one child).

Reflective motivation
Reflective motivation is related to self-conscious inten-
tions and beliefs abouts what is good and bad [29]. Sub-
themes identified within reflective motivation were 
beliefs about consequences, goals, and intentions. A pre-
dominant motivational theme for weight loss was fertility. 
The women believed that their body weight could affect 
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their ability to become pregnant and that weight loss was 
a tangible method to improve the chances of pregnancy.

My goal with weight loss is not necessarily to look 
good or about the number of kilos I lose. It is because 
I want to become pregnant.
(woman no. 14, 21 years, no children).

For about half of the women interviewed, weight loss in 
relation to fertility treatment was a theme. In Denmark, 
fertility treatment is covered by the public health care 
system with the couple’s first child. However, a woman 
must have a BMI ≤ 30 kg/m2 to be eligible to treatment if 
she is under 35 years old [30].

There is a BMI cut-off of 30, right? And my BMI 
exceeds that. So, I am like “oh well, I will just have to 
lose a little weight” and that is what I am struggling 
with now… It’s really not that easy [to lose weight] 
and especially not when you have to.

(woman no. 11, 28  years, no children). Most women 
knew that an excessive body weight increases the risk of 
developing GDM and other unspecified, weight-related 
pregnancy complications. However, only a few women 
perceived themselves as being at high risk. Moreover, a 
few women were concerned about their appearance while 
being pregnant. These women believed that a weight loss 
would give them a visually attractive pregnancy, includ-
ing the iconic round belly.

I want to lose weight before [pregnancy]. Both 
because I want to look prettier when I become preg-
nant and so that it will be possible to see. You know, 
I want to be a ‘pretty pregnant’, because I have seen 
some [women] where it was not possible to see that 
they were pregnant before they were rather far in 
their pregnancy ……., I do not want that.
(woman no. 16, 25 years, no children).

Finally, women, who already had children, were moti-
vated as they wanted to give their children a better life 
without the same weight challenges as they themselves 
had experienced in their childhood.

We [my husband and I] talked a lot about how it 
will affect my son and our [future] children’s health. 
…….. it means a lot to me that our children do not 
have to go through the same as me.
(woman no. 7, 26 years, one child).

Automatic motivation
Automatic motivational factors are related to emotions 
and impulses that the individual is not in control of. 
These factors are directly associated with behavior and 

are proposed to mediate the associations between capa-
bility, opportunity, and the desired behavior [29].

Sub-themes identified in automatic motivation were 
stigmatization, identity, emotion, and disengagement. A 
predominant sub-theme was that the women had experi-
enced weight related stigma from colleagues, classmates, 
partners, and family members. In the family setting, 
some women had experienced an ongoing focus on their 
body weight and weight loss throughout their childhood, 
adolescence, and adult life, especially from the women’s 
mothers.

All my life, my mom has been like this “I think you 
have gained some weight” or “now you lost a little 
weight” or “you look like this”.
(woman no. 8, 32 years, no children).

Internalized stigma was an underlining theme for many 
of the women. The women felt shameful and guilty about 
their bodies and were blaming themselves for repeatedly 
failing to lose weight or maintain the weight loss.

I have been really sad about it [not being able to 
lose weight] many times. I have been feeling useless. 
I have had a really, really low self-esteem, because I 
have felt guilt. Guilty that I could not make it [the 
weight loss] work, that I could not maintain it [the 
weight loss], that I could not get started, and that I 
could not keep going.
(woman no. 7, 26 years, one child).

The vast majority of the women described themselves 
as having distinct identities related to their health or 
weight status which may present as a barrier to engaging 
in weight-loss-promoting behaviors.

I have always been the fat girl, ever since kindergar-
ten.
(woman no. 17, 27 years, one child).

Several of the interviewed women felt torn between an 
identity of wanting to be a member of the ‘body positiv-
ity movement’ while wanting to lose weight. Some prac-
ticed and promoted pride in their own body image, for 
example on social media or within their social networks, 
while simultaneously secretly wanting to lose weight in 
relation to the desire of becoming pregnant. The women 
described how these two aspects were contradictory.

I try to be body-positive and, like, try to be proud 
of myself and how I look. That does not go very well 
together with”okay, I am happy with my mommy-
tummy, but I would like to lose weight”. That is two 
things that apparently are very conflicting with each 
other in our society. You cannot be happy with your 
self-image and at the same time have a desire to 
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change it.
(woman no. 17, 27 years, one child).

Another prominent sub-theme was the women’s emo-
tional responses to their body weight and weight loss 
attempts and how this affected their mental health and 
ability to lose weight in an ongoing vicious circle.

Very often, my mental health is a factor [for weight 
loss]. If I am out of balance, I end up eating takea-
way or something like that.
(woman no. 5, 26 years, no children).

Furthermore, being ineligible for fertility treatment 
because of a too high BMI affected women’s mental 
health very negatively, and this was as a major barrier to 
weight loss among those women.

Everything suggests that I am stressed, because I feel 
guilty every time I eat, or every time I do not exer-
cise and stuff like that because I know I have to lose 
weight in order for us to enroll in [fertility-]treat-
ment. ………. I mean, I would love to [lose weight], 
and I try, but I do not really try. It is the same every 
day. It is just really hard.
(woman no. 4, 26 years, no children).

Discussion
Key findings
This study examined facilitators and barriers for engag-
ing in weight loss and maintenance promoting behav-
iors before pregnancy among Danish women living with 
overweight or obesity. To our knowledge this is the first 
study to explore the factors affecting weight management 
in the pre-conception period using the framework of the 
COM-B model. The model was used to identify to iden-
tify the main components relevant for interventions aim-
ing to obtain and support sustainable behavior change 
before pregnancy.

Our results suggest that to achieve sustainable behav-
ior change for weight management in the pre-conception 
phase, several key components within the COM-B frame-
work are important. All the interviewed women spoke of 
their ongoing struggle to lose weight, and most described 
this as being a challenge ever since they were teenagers. 
The women had experienced weight variations and unex-
plained weight gain. These results support the work of 
other studies investigating experiences with weight loss 
among women living with overweight or obesity [31–34].

The importance of the women’s partners was a key ele-
ment within the social opportunity theme in the COM-B 
model. The women described challenges with the part-
ner’s attitudes and behaviors in relation to eating, physi-
cal activity and lack of support to their weight loss plans, 
although in some cases, the partners could also play 

a supportive role. These findings are in harmony with 
existing qualitative work in this area. Previous research 
by Scott et  al. performed in Australia [18] and Kretow-
icz et al. from the UK [21] also highlighted the partners 
as a barrier to eating more healthy because they pre-
pared or ate unhealthy food in front of the women or 
were not willing to undergo dietary changes themselves 
[18, 21, 32]. Similar issues on the partner as an obstacle 
for weight loss were identified in a Swedish study, where 
the partners tempted the women with unhealthy food, 
brought it to the households, or insisted the women 
should cook their traditional food, resulting in the 
women cooking two separate dinners [32]. In accordance 
with our findings, these studies found that the partner 
also could act as an enabler for weight loss if the weight 
loss became a shared goal, if the partner accommodated 
the dietary- and schedule changes, and provided practical 
support (e.g. childcare). Our analysis also shows that cou-
ple dynamics can have a strong influence on the women’s 
ability to sustain behavior change. Thus, it is essential 
that weight loss interventions address the complexity of 
losing weight in this larger social context [18].

The women’s mental health and emotional responses to 
their body weight and desired pregnancy were important 
facets of automatic motivation to adopt and sustain weight 
loss promoting behaviors. Unprompted, most women 
reported that their mental health (e.g., feeling blue, stressed, 
or depressed with low mental energy) was a barrier for 
weight loss because those feelings limited their motiva-
tion for preparing and eating healthy foods, being physi-
cally active, or both. In line with this finding, mental health 
challenges have been recognized as a weight loss barrier 
for women in the reproductive age in several other studies 
[18, 31, 34]. In addition, the women in our study character-
ized themselves with negative identities and stereotypes 
and were blaming themselves for their excessive body 
weight and inability to lose weight, suggesting that most 
had internalized weight stigma. It is well documented that 
women living with overweight or obesity in high-income 
societies experience weight stigma from educators, col-
leagues, the media, friends, partners and family members 
[35–38]. The blame for an excessive body weight is placed 
upon the women, which can lead to internalization of the 
stigma with negative consequences for self-perception 
and identity [39–42]. Individuals with internalized weight 
stigma are at increased risk of having a low self-esteem, 
feeling lonely and experiencing depression and anxiety 
[43–45]—factors found to be associated with unsuccessful 
weight loss and maintenance [44, 46–48], which was also 
the case for women in our study. Seen from the perspective 
of the COM-B framework, our data suggest that improve-
ment of mental health and reduction of internalized weight 
stigma would improve motivational aspects by addressing 



Page 8 of 11Pico et al. BMC Public Health         (2023) 23:1778 

the capability and opportunity for engaging in sustainable 
behavior change to achieve and maintain weight loss.

Most women were familiar with some weight-related 
pregnancy complications, especially GDM, but this was 
not a motivational factor for weight loss, as they did not 
perceive themselves at higher risk. Why the women did 
not perceive them self at risk is unknown. It could hypo-
thetically be because the women interviewed were young 
and most of them did not have any challenges with their 
health. It may therefore be too abstract for the women to 
believe they are at real risk. Very few were knowledgeable 
of the potential risk to their future child, and it was there-
fore not a motivational factor for weight loss. Rather, the 
predominant motivation for weight loss was enhancing 
chances of conception. This is contrary to Scott and col-
leagues, who found that motivation was driven by want-
ing a better physical and mental health for the women’s 
family. This difference might be explained by the fact 
that all women in Scott et  al. already had children, and 
only two women intended pregnancy within the next 
12 months [18]. In contrast, all our participants wanted 
to become pregnant in the nearest future, and 2/3 were 
nulliparous. This is an important finding, as the differ-
ence suggests that motivations for weight loss might dif-
fer between parous and nulliparous women. Potential 
motivational differences for weight loss between parous 
and nulliparous women in the pre-conception period 
needs to be investigated further to tailor interventions to 
fit the motivational factors of this specific target group.

Most of the women in our study could describe the 
national Danish recommendations for healthy eating in 
great detail. The finding is opposing to many other stud-
ies where an insufficient level of nutritional knowledge 
has been identified as barrier for weight loss and healthy 
eating [18, 20, 21]. However, few of the women in our 
study translated the knowledge into practice due to the 
components identified in social opportunity, and auto-
matic- and reflective motivation. This underlines that 
provision of knowledge cannot stand alone in behavior 
change interventions. This aspect is well described in 
several behaviors change models, including the COM-B 
model [23].

Implications for practice and research
The current study provides essential insights of impor-
tance for interventions aiming to obtain and sustain 
weight loss in women with overweight or obesity who 
want to lose weight in the pre-conception period. It 
is clear from the results that a successful intervention 
must tackle wider contextual factors of the woman’s 
social and physical environment, and not just focus on 
factors operating at the individual level. Furthermore, 
interventions should include a focus on the women’s 

mental health and self-esteem, self-efficacy, and self-
acceptance. In addition, we suggest a more holistic 
family approach, as the couples’ or families’ needs, and 
norms have been shown to be critical to sustain behav-
ior change [18, 21, 32]. More specifically, future inter-
ventions should consider the impact of the partners and 
ideally include them as part of a family intervention 
to enhance long-term sustainability of healthy behav-
iors. To address this issue, further qualitative research 
is needed on the partners’ perceptions and motivations 
for engaging in weight loss and maintenance promoting 
behaviors. Likewise, there is a need for similar research 
within various other socio-cultural settings.

Strengths and limitations
This study has several strengths. The COM-B model is an 
established method used extensively in behavior change 
interventions, including dietary and physical activity 
interventions [27, 49, 50]. We used the model system-
atically to explore the broader and in depth social and 
environmental perspectives for weight management, 
which we are the first to do for this target group. In addi-
tion, our study is the first to interview women that all 
wanted to become pregnant in the nearest future, and 
it thus provides previously unexplored insights to moti-
vations in the pre-conception period. Also, the women 
displayed a diverse profile across socio-economic char-
acteristics, living area (rural and urban), BMI, age, family 
circumstances and included both nulliparous and parous 
women.

However, our study is not without some limitations. 
15 out of the 17 women were recruited from two online 
platforms targeting women, who want to become preg-
nant. The interviewed women may be more interested 
in and informed about health in pregnancy and weight 
loss as they had sought the online platforms. Moreo-
ver, the women were not culturally diverse. The cul-
tural implications of weight loss-promoting behaviors 
need to be considered and should be explored in future 
research to ensure culturally compatible interventions. 
Consequently, the barriers and facilitators identified and 
described in our study may not be representative of the 
entire general population of women with overweigh or 
obesity, who want to lose weight prior to a pregnancy, 
in Denmark. Also, we did not include interviews with 
partners or health care professionals. Such triangula-
tion of data sources might shed additional light on the 
factors affecting behaviors relevant for weight loss and 
maintenance. Nevertheless, we find that focusing on the 
women’s experiences in the first instance generated valu-
able insights about how to frame future interventions. 
Lastly, MLP was mainly involved in the coding, and 
even though she closely consulted all findings within the 
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research group, this may have increased the possibility 
of missing themes.

Conclusion
The pre-conception period is considered one of the 
most important phases during the life-course to pre-
vent obesity and improve health, not only for the women 
themselves but also for the next generations. However, 
achieving, and sustaining behavior change is a complex 
and challenging task influenced by multiple social, envi-
ronmental, and behavioral factors. This study provides 
new insights into factors of importance for obtaining 
and sustaining behavior change among Danish women 
with overweight and obesity who want to lose weight 
before pregnancy. By applying the COM-B framework, 
this study identified the complexities inherent in inter-
vention development at individual, social, and envi-
ronmental levels. Promotion of behavior change for 
this group of women requires a holistic approach that 
strengthens the components of capability, opportunity, 
and motivation. Important considerations for future 
interventions include social support, especially from the 
partner, improving mental health, and limiting internal-
ized weight stigma.
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