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ABSTRACT
Objective  To synthesise global qualitative evidence on 
healthcare professionals’ (HCPs) experiences, barriers 
and enablers in delivering physical activity (PA) advice to 
pregnant and postpartum women.
Design  Systematic review of qualitative, mixed-methods 
and multimethod studies, using thematic synthesis. Study 
quality was assessed using the National Institute for Health 
and Care Excellence critical appraisal checklist.
Data sources  Three electronic databases were searched 
up to 31 July 2024.
Eligibility criteria for selecting studies  Studies 
published after 2010 with a qualitative component 
exploring HCPs’ perspectives on providing PA advice in 
maternity care. Only qualitative data were extracted and 
synthesised.
Results  Twenty-six studies from 10 countries 
were included, involving midwives, obstetricians, 
physiotherapists and other HCPs (sample sizes: 7–192), 
with experience ranging from 0.5 to 41 years. All studies 
were qualitative, with four using a multimethod study 
design. 18 studies focused on pregnancy, 3 on postpartum 
and 5 on both. Seven themes and 24 subthemes were 
identified. These included HCPs’ attitudes toward PA, 
variability in advice provision and systemic and individual 
level barriers (eg, time constraints, lack of training, limited 
confidence). Proposed solutions included formal PA 
education, institutional support and improved resources. 
Fifteen studies were rated high quality and 11 moderate.
Conclusion  Most studies were from high-income 
countries, limiting generalisability to low-resource 
settings. The evidence base was predominantly focused 
on pregnancy, with limited data on postpartum PA advice. 
Across settings, HCPs face persistent barriers to delivering 
effective PA advice. Addressing these challenges through 
structured training and systemic support is essential to 
empower HCPs and promote maternal PA engagement.
PROSPERO registration number  CRD42023483377.

INTRODUCTION
Physical activity (PA) during pregnancy and 
the postpartum period is well recognised 
for its health benefits. For women without 
contraindications to PA, engaging in regular 

moderate-intensity PA is considered safe 
and is associated with improved maternal or 
foetal outcomes.1 2 Maternal benefits include 
enhanced cardiovascular fitness, reduced risk 
of pre-eclampsia and gestational diabetes, 
as well as reduced symptoms of depression, 
aiding weight management and not adversely 
affecting breastfeeding or injury risk.3–7

The United Kingdom (UK) Chief Medical 
Officers have provided PA recommenda-
tions for pregnant and postpartum women 
(defined as women up to 12 months post-
partum) since 2017 and 2019, respectively.8 
Women without contraindications should aim 
for at least 150 minutes of moderate-intensity 
activity weekly. Muscle strengthening activ-
ities are recommended two times per week, 
and postpartum pelvic floor exercises are also 
encouraged. Similar guidelines have been 
developed by WHO in 20209 and exist glob-
ally, including in the USA, Canada, Spain, 
Brazil and Australia.10

Although specific guidelines exist, many 
pregnant and postpartum women do not 
meet PA recommendations and miss out 

WHAT IS ALREADY KNOWN ON THIS TOPIC
	⇒ Physical activity (PA) during pregnancy and post-
partum improves maternal health, yet advice from 
healthcare professionals (HCPs) is inconsistent, with 
both systemic and individual barriers reported. Most 
research has focused on pregnancy rather than 
postpartum care, with limited qualitative synthesis 
across diverse HCP roles and settings.

WHAT ARE THE NEW FINDINGS
	⇒ This review synthesises qualitative evidence from 
10 countries and multiple HCP roles, identifying 
persistent systemic and personal barriers, including 
unconscious bias and inequities in advice provision. 
It highlights practical solutions such as structured 
training, multidisciplinary collaboration and im-
proved resources tailored to both HCPs and women.
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on associated benefits.11 12 Barriers to PA include 
fatigue, safety concerns, childcare, cultural norms, 
time constraints, low confidence and limited access to 
resources.13 14 However, while other forms of PA decline, 
walking time remains consistent during pregnancy and 
postpartum, suggesting walking may be a sustainable and 
preferred form of activity.15

Pregnancy and postpartum offer opportunities for 
lasting lifestyle change due to increased motivation, 
often driven by a desire to support the baby’s health and 
regular healthcare professional (HCP) contact.16 HCPs 
involved in the care of pregnant and postpartum women 
include, but are not limited to, midwives, obstetricians, 
general practitioners (GPs), physiotherapists, nurses and 
health visitors.17 18

Promoting PA to patients may involve advice giving, a 
one-way imparting of guidance and recommendations, 
but may also involve counselling, a two-way conversa-
tion with opportunity to identify and tackle issues.19 
Currently, advice-giving dominates PA discussions, with 
both patients and HCPs reporting that PA advice during 
the perinatal period is limited.20–24 Studies show women 
often find PA discussions minimal, inconsistent and 
ineffective, and express a desire for more support.20–23 
From the HCP perspective, a scoping review of 13 studies 
found that while HCPs recognise their role in promoting 
PA, both advice and counselling are limited, especially 
postpartum.25 26

Despite challenges, PA guidance from HCPs improves 
uptake and behaviour change.20 PA counselling has also 
been shown to significantly increase PA levels during 
pregnancy; for example, a 2020 service evaluation found 
that motivational interviewing by HCPs led to increased 
PA in women with gestational diabetes mellitus (GDM).27

While interest in PA during the perinatal period is 
increasing, our comprehensive literature search did not 
identify any systematic reviews synthesising qualitative 
evidence across HCPs regarding provision of advice to both 
pregnant and postpartum women. Qualitative research 
provides in-depth insights into the attitudes, beliefs and 
contextual factors influencing HCPs’ practices, which are 
difficult to capture through quantitative methods. This 
approach allows for a deeper understanding of HCPs’ 
experiences. Moreover, although studies have started 
to include postpartum women, research regarding PA 
advice for this group is still lacking. A recent qualitative 
review by Talbot et al28 also highlighted that midwives 
often feel reluctant to initiate behaviour change conver-
sations, underscoring the need for further exploration 
of barriers and facilitators to PA advice provision across 
maternity care. A review is therefore needed to help 
identify common barriers and proposed solutions across 
the evidence base, providing a comprehensive under-
standing to inform policy and guidelines. Insights can 
help ensure recommendations are practical, evidence-
based and aligned with real-world HCPs’ experiences. 
Given the diversity of HCP roles in maternity care, each 
with unique interactions and challenges, a synthesis can 

support more inclusive and effective strategies across 
healthcare settings.

Therefore, this review aimed to assess and synthesise 
current qualitative evidence on HCPs’ provision of PA 
advice to pregnant and postpartum women, identifying 
gaps and evaluating current practices, challenges and 
solutions.

METHODS
Study design
We conducted a systematic review, selected due to the 
focused nature of the research questions and the aim to 
synthesise findings to inform clinical and policy decision-
making. A scoping review was considered but deemed 
too broad for our objectives.

We focused on qualitative, mixed-methods and multi-
method studies that included a qualitative component. 
In line with established definitions,29 we distinguished 
between mixed-methods (which integrate qualitative and 
quantitative data through a unified analytical framework) 
and multimethod studies (which use both data types but 
analyse them separately). Only the qualitative data were 
extracted and synthesised.

Reporting was informed by the ‘Enhancing transparency 
in reporting the synthesis of qualitative research’(EN-
TREQ) statement30 and Preferred Reporting Items for 
Systematic Reviews and Meta-Analyses (PRISMA) 2020 
guidelines for systematic reviews.31 The review protocol was 
prospectively registered with the International Prospec-
tive Register of Systematic Reviews (PROSPERO)32 in 
December 2023 (ID: CRD42023483377, https://www.​
crd.york.ac.uk/PROSPERO/view/CRD42023483377).

Eligibility criteria, information sources and search strategy
The inclusion criteria were defined by the Population, 
Context, Outcome (PCO) framework.33 The population 
was any HCP involved in the care of pregnant and post-
partum women (from any country); the context was the 
provision of any form of PA advice/promotion to preg-
nant and postpartum women, in any healthcare setting; 
and the outcomes were HCPs’ knowledge, views, expe-
riences, barriers and solutions regarding providing PA 
advice.

Additional inclusion criteria were that all studies were 
required to be qualitative in design (including multi-
method studies with a qualitative component), published 
in English and conducted from 2010 onwards. The 2010 
cut-off was chosen to capture early shifts in awareness 
and practice, even before formal guidelines. A similar 
approach was used by Yang et al,34 who included only 
studies published from 2010 onwards in their review 
of clinical PA guidelines in pregnancy. We excluded 
quantitative-only studies, other systematic reviews and 
conference proceedings.

A search strategy (online supplemental material 1) 
was developed using key PCO concepts and synonyms. 
Truncated terms broadened the search. Three data-
bases (MEDLINE, PubMed, Maternity and Infant Care 
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Database (MIDIRS)) were searched independently by 
MM and ND up to 31 July 2024. These databases were 
selected for their relevance to maternity care and health 
behaviour research. Results were exported to EndNote 
V.20, deduplicated automatically and manually. Grey 
literature was not included in this review.

Study selection process
The study selection process is summarised in a PRISMA 
flowchart (see figure 1).31 The screening process involved 
two stages. First, titles and abstracts screening were 

divided equally between two reviewers (MM and ND) 
and were reviewed against the inclusion criteria, with 
any irrelevant reports excluded. In the second stage, MM 
and ND independently screened full texts, documenting 
reasons for exclusion. Discrepancies were resolved 
through discussion or consultation with the principal 
investigator (CN). At the full text screening stage, we 
did not contact authors of primary studies to clarify eligi-
bility. A list of full-text reports excluded after eligibility 
assessment, along with reasons for exclusion, is provided 

Figure 1  PRISMA31 flow diagram showing the identification, screening and inclusion of studies. Records refer to title and 
abstract entries retrieved from databases; reports refer to full-text publications assessed for eligibility; studies refer to the 
research included in the review. HCPs, healthcare professionals; PA, physical activity; PRISMA, Preferred Reporting Items for 
Systematic Reviews and Meta-Analyses.
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in the (online supplemental material 2). No automated 
or semiautomated tools (eg, machine learning-based 
screening) were used in the study selection process.

Data collection process and risk of bias assessment
The data extraction form collected data regarding the 
methodology (study design, country, sample size, type of 
analysis) and participant characteristics (demographic 
details, type of HCP, setting of work, patient population 
the HCP provides care to). From the results sections of 
included studies, we extracted all text relevant to the 
research questions, including HCPs’ views, experiences, 
perceived barriers and proposed solutions related to PA 
advice provision. Data extraction was divided between two 
reviewers (MM and ND), with each extracting data from 
half of the studies. Discrepancies or uncertainties were 
discussed with the principal investigator (CN). Studies 
were quality assessed in line with the National Institute 
for Health and Care Excellence critical appraisal check-
list for qualitative research.35 This tool was chosen over 
others due to its development and use in healthcare 
research specifically.35 The checklist includes 14 ques-
tions assessing the appropriateness of the theoretical 
approach, study design, data collection, trustworthiness, 
data analysis and the richness and reliability of the find-
ings, with a grading system of ‘++’ representing high 
quality; ‘+’ representing moderate quality; and ‘−’ 
representing low quality. Two authors (MM and ND) 
independently assessed quality, resolving differences by 
consensus. No studies were excluded based on quality.

Synthesis methods
The results sections from each included study were copied 
into Microsoft Word to be analysed. Inductive thematic 
analysis was informed by methods outlined by Thomas 
and Harden and performed collaboratively to allow 
discussion.36 This involved three stages: (1) line-by-line 
interpretation of text and data within the results section, 
with any text relevant to the review research questions 
assigned a code and a descriptive label; (2) grouping 
codes into descriptive subthemes; and (3) generating 
analytical themes that interpreted and extended beyond 
the original study findings. When studies examined other 
health behaviours (eg, nutrition), only data explicitly 
related to PA and attributable to HCPs were coded.

Microsoft Excel was used as a codebook to compile a 
list of codes throughout the process.

Two authors (MM and ND) coded half the studies each, 
then swapped to apply the critical friend approach,37 
encouraging reflexivity and discussion. As inter-rater reli-
ability is increasingly debated in qualitative research, this 
approach provided a more reflective and collaborative 
alternative for enhancing rigour.37 This process yielded 
329 codes, revealing eight themes and 43 subthemes, 
which fell to seven themes and 24 subthemes after discus-
sion with coauthors CN and DV. Themes, subthemes 
and relevant data are summarised in tables. A sample of 
the codes used, along with a description of the coding 

process, is provided in the online supplemental material 
3.

Equity, diversity and inclusion statement
The search included studies from diverse countries and 
healthcare settings, limited only by English language. 
Included studies represented a range of healthcare roles 
and contexts, though most were from high-income coun-
tries. Our multidisciplinary author team comprised six 
women and one man, spanning junior, midcareer and 
senior researchers. Disciplines represented included 
medicine (two final year medical students, one consul-
tant and one registrar in sport and exercise medicine), 
midwifery, public health and nutrition and PA research, 
including perinatal health. Team members represented 
diverse ethnic and cultural backgrounds, including 
British, Danish, Indian, South African and Sri Lankan 
heritage.

RESULTS
Study selection
Out of 10 894 records (title and abstract) identified, 5261 
duplicates and 2 retracted records were removed. After 
screening 5631 titles and abstracts, 236 full-text reports 
were assessed. Of these, 208 were excluded for reasons 
such as irrelevance to HCPs’ perspectives, lack of quali-
tative data or insufficient findings. Ultimately, 26 studies 
were included, represented by 26 reports (see figure 1).

Study characteristics
The studies involved a variety of HCPs from 10 countries, 
mostly in the global north (UK, USA, Sweden, Australia, 
Finland, France and Canada), with sample sizes of 7–192 
participants (table 1). Of the 26 studies, 17 had national 
public health PA guidelines for pregnant women in place 
at the time data collection took place, while only 6 had 
guidelines for postpartum women at the time of data 
collection. Twenty-three studies were purely qualitative, 
with three using a multimethod study design with qual-
itative components. Most studies used semistructured 
interviews (k=21), some used questionnaires including 
free-text sections (k=3) and some used focus groups 
(alone (k=2), or alongside semistructured interviews 
(k=2)). Fifteen (58%) studies were rated high quality, and 
11 (42%) moderate. For further characteristics of study 
methodologies, including sampling method and analysis 
approach, see online supplemental material 4.

Participant characteristics
Fourteen studies focused on a single HCP type, while 12 
included multiple roles (table 2). Eighteen (69%) studies 
focused on advice for pregnant women, 3 (12%) on post-
partum and 5 (19%) on both. Settings varied widely, 
including hospitals, community clinics, and private 
practices. Years of work experience were reported in 20 
studies, with a wide range of experience levels described. 
Gender was reported in 23 studies, all showing a female 
majority. 10 studies included participant age, and only 3 
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reported HCPs’ own PA levels (see online supplemental 
material 4 table 1 for additional study characteristics).

Synthesis results
Themes and subthemes
Thematic analysis revealed seven main themes and 24 
subthemes (see figure 2). For clarity, these are grouped 
into four overarching categories: (1) HCPs’ views on 
PA; (2) variable provision of PA advice; (3) barriers to 

PA advice (including inequalities, extrinsic and intrinsic 
barriers); and (4) solutions to improve PA advice (at both 
systemic and individual level). Each theme is supported 
by illustrative quotes and summarised in tables. Quotes 
taken directly from participants (rather than authors’ 
comments) are italicised, placed in quotation marks and 
accompanied by study ID, HCP role (if available) and 
country in brackets.

Figure 2  Synthesised themes and subthemes illustrating healthcare professionals’ views, practices, barriers and solutions in 
providing physical activity advice to pregnant and postpartum women across diverse settings. HCPs, healthcare professionals; 
PA, physical activity.
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Healthcare professionals’ views on physical activity
HCPs’ views on PA are summarised by four subthemes 
(table 3). Views were overall positive, with HCPs appre-
ciating the importance and benefits of PA for pregnant 
and postpartum women. Pregnancy was considered a 
good time to provide PA advice as motivation to adopt 
healthy lifestyle behaviours may increase. Views on post-
partum PA advice provision were less clear, with varying 
attitudes. Providing PA advice during pregnancy and the 
postpartum period was considered within a HCP’s role, 
though some participants highlighted that women are 
also responsible for their own health.

Variable provision of physical activity advice
The provision of PA advice varied significantly and is 
reflected by four subthemes (table 4). Some HCPs were 
confident in providing a consistent level of PA advice. 
However, there was an overall lack of PA advice. In preg-
nancy, PA was sometimes not discussed or was limited 
to a ‘tick-box’ activity. Postpartum PA advice was also 
limited, even more so than in pregnancy, and often 
focused solely on pelvic floor exercises. This variety also 
translated to the type of advice given, with inconsisten-
cies between HCPs, with some HCPs recommending 
only ‘gentle’ exercise and others ‘unlimited’ range of 
activities.

Barriers to physical activity advice provision
Barriers were grouped into three main themes, inequal-
ities, extrinsic and intrinsic, each with associated 
subthemes. These are summarised in table 5, which pres-
ents the full thematic structure.

Inequalities in physical activity advice
Provision of PA advice varied across patient groups, 
creating inequalities in care. Though some patient 
groups, such as obese, sedentary, those who delivered 
by caesarean section, were targeted to receive PA advice, 
other groups were conversely neglected. This included 
women with complex health issues and women perceived 
to be in ‘good shape’. Additionally, the provision of 
advice to younger, socioeconomically disadvantaged and 
migrant women was noted to be limited due to precon-
ceived ideas held by the HCPs. These assumptions 
included beliefs that such women were less interested in 
PA, unlikely to adhere to recommendations or culturally 
disengaged from being active.

Extrinsic barriers
Three subthemes were found regarding extrinsic barriers 
HCPs face, which related to workplace, environmental 
and cultural factors. Time constraints were common, 
with PAs often deprioritised in consultations. Many HCPs 
reported receiving no formal training on PA, relying 

Table 3  Subthemes for ‘HCPs’ views on PA’

Subtheme Example data

HCPs appreciate the 
value of PA during 
pregnancy and the 
postpartum period

“I think it’s something that’s valuable for pregnant women, and it’s something that we should be 
promoting to everybody.” (14, midwife, UK)
“I think probably for mental health reasons, it’s probably the most beneficial. Certainly, we'd want 
folks to prioritize physical activity during pregnancy such that they can have a healthy gestational 
weight gain. As you know, kind of appropriate for their weight when they begin pregnancy. But I think 
that we all know that physical activity is really important for mental health as well.” (15, obstetrician, 
USA)
Most healthcare providers suggest that moving early and often will facilitate an improved recovery 
after delivery. (23, France)

Pregnancy is a good 
time for providing PA 
advice

Midwives see pregnancy as a time that is “ripe for change.” (1, midwife, US)
The encounters were often considered as golden opportunities to promote lifestyle changes and to 
increase physical activity for most pregnant women. (10, midwife, Sweden)
“A lot of people want to kind of be a bit healthier once they’re pregnant because it’s not just 
prioritizing themself anymore, they’re kind of thinking about the baby and themselves as a mum… 
And so, I do think kind of just that point of coming from a health professional, at a time when you 
really do wanna sort of like look after yourself, is gonna be a bit more poignant.” (14, midwife, UK)

Uncertainty on the 
postpartum period as a 
time for PA advice

“I think it is just like how recently they've had a baby that it’s just not appropriate.” (14, midwife, UK)
Another obstetrician described how it is easy to motivate pregnant women to be active, but 
motivation decreases during the postpartum period, suggesting an important opportunity to make an 
impact on lifestyles during this critical time period. (23, obstetrician, USA)

The role of the HCP “I also feel strongly that a GP should, erm, should be an advocate of a healthy lifestyle, so you should 
be the right weight for your height, you shouldn’t smoke, you shouldn’t drink too much alcohol, you 
should exercise regularly.” (22, GP, UK)
“Sometimes it’s the women’s perception, because they’ve got to take responsibility themselves at 
some point, but they seem to think the midwife will do it all.” (4, midwife, UK)

GP, general practitioner; HCP, healthcare practitioner; PA, physical activity.
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instead on self-directed learning, which contributed to 
limited knowledge and confidence, particularly when 
advising women with specific conditions (obesity, GDM). 
Awareness of existing PA guidelines for pregnancy and 
the postpartum period was low, even in studies conducted 
after guideline publication, and available resources were 
often seen as vague or insufficient.

Intrinsic barriers
Three subthemes emerged reflecting personal barriers 
an individual HCP may face. Many HCPs expressed 
concerns that providing PA advice may affect rapport 
because these conversations can be sensitive. Addition-
ally, some felt their own body image or personal PA level 
affected their provision of PA advice. From the patient 
perspective, barriers included limited understanding of 
PA benefits, safety concerns, cultural expectations and 
financial difficulties.

Solutions to improve physical activity advice
Solutions proposed by HCPs were grouped into two 
main themes: those requiring systemic change and 
those implementable at the individual HCP level. These 
are summarised in table 6, which outlines all associated 
subthemes.

Solutions to be implemented at a systemic level
Four subthemes were identified. The need for training was 
discussed and suggested at both an undergraduate level 
and a postgraduate level (mandatory training, study days). 
Taking a multidisciplinary approach was also discussed, 
with suggestions including joint clinics, improved referral 
pathways, exercise specialist involvement and allocating 

PA clinical champions. Improvements in resources were 
suggested, including more specific guidance (eg, sample 
exercise plans) and better dissemination. Enhancing 
service accessibility through free, subsidised or home-
based programmes was also proposed to reduce barriers 
for women.

Solutions to be implemented at an individual level
Three subthemes emerged. HCPs highlighted the 
importance of personalised advice tailored to women’s 
circumstances. Integrating PA discussions into mental 
health conversations was seen as a practical entry point. 
Taking a positive and sensitive communication style was 
commonly recommended to protect the HCP–patient 
relationship, and PA was encouraged to be discussed 
consistently throughout pregnancy.

DISCUSSION
This systematic review aimed to synthesise current qual-
itative evidence regarding HCP provision of PA advice 
to pregnant and postpartum women from around the 
world, including current practice, challenges and solu-
tions. To our knowledge, this is the first review to explore 
this topic across both pregnant and postpartum popula-
tions and across diverse HCP roles. Findings highlighted 
delivery of PA advice remains a common challenge across 
HCPs, regardless of the country or healthcare setting, but 
there are practical opportunities for improvement.

Healthcare professionals’ views and current practice
In most countries, HCPs recognised the significant 
role of PA in supporting a healthy pregnancy, birth and 

Table 4  Subthemes for ‘Variable provision of PA advice’

Subtheme Example data

Successful provision of 
PA advice

“I would make sure that I discussed it with everybody, as just sort of part of discharge home from 
hospital, and ongoing care of themselves.” (14, midwife, UK)
“I find it very easy because I am confident and competent in the subject I'm discussing.” (13, midwife, 
UK)

Overall lack of PA 
advice in pregnancy

“Umm, so I think it’s more on, I don’t know if it is from area or individual midwives, but there is overall 
a lack and when I talk to the girls in the unit about, umm, their bookings, umm, I think everyone seems 
to focus on a different area. Umm, my work before was screening so I do screening, but no one 
seems to focus really on exercise.” (4, midwife, UK)
“In the case of a normal pregnancy for a woman who is in good health with established exercise 
activities and a normal context of life - as a working woman and who has normal weight. In that case I 
don’t speak of exercise.” (23, gynaecologist, France)

Overall lack of 
postpartum PA advice

Consistent with their patients, healthcare providers admitted that they seldom provided exercise 
education during or after pregnancy as part of routine care. (23, France)
Many midwives noted that postpartum PA discussions focused mainly, or occasionally solely, on 
pelvic floor exercises. (14, midwife, UK)

Inconsistent approach 
to PA advice

It appears that midwives are pushing different agendas depending on their area of interest or 
speciality. (4, midwife, UK)
These excerpts show the extent of variety between discourses surrounding safe or appropriate 
exercise, with perceptions of appropriate exercise ranging in spectrum from only ‘gentle’ activities to 
an unlimited range of sport and exercise activities. (20, France)

PA, physical activity.
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Table 5  Barriers to physical activity advice provision

Main theme: inequalities in PA provision

Subtheme Example data

Targeted groups “The issue is especially important for overweight, obese and diabetic patients. They need to be 
encouraged to be active (…) If they are obese.” (20, midwife, France)
“The people who are going to be couch potatoes and don’t have a job, I tell them they need to get up and 
walk every day. They are the ones at higher risk.” (1, obstetrician, USA)

Neglected groups Support around maintaining a healthy diet, being physically active, or achieving healthy weight gain was 
typically prioritised less or not at all by clinicians for women with complex health or psychosocial issues. 
(8, Australia)
“The people whom you can see are already thin and in good shape, I don’t necessarily say anything about 
(exercise).” (20, gynaecologist, France)
“Women who have had a Caesarean section are given a very basic leaflet about exercises to do after 
they’ve had a section. But I don’t think they get any sort of leaflet around exercises to do postnatally if 
they’ve had a normal birth.” (14, midwife, UK)

Preconceived 
ideas affecting 
provision

Other healthcare professionals across the professions put less emphasis on to moving because of a 
perceived lack of interest from young women, “It’s a very rare question I get asked by teenagers about 
fitness and activity.” (11, midwife, UK)
“We have the same profile of low socioeconomic women who will eat poorly, who won’t move, who will 
already be overweight before (pregnancy). It’ll be the disadvantaged socioeconomic backgrounds that 
are… not the right profiles for sport.” (20, gynaecologist, France)
Migrant and marginalized women are as such often depicted as ‘mothers’ situated in domestic spaces, 
culturally immune to the reception of public health messages regarding exercise. (20, France)

Main theme: extrinsic barriers

Subtheme Example data

Time constraints ‘‘Because of the time limitations other aspects of care do take priority.” (13, midwife, UK)
The participants negatively viewed their working conditions; for example, they had less time to fulfil their 
commitments and less time to provide satisfactory counselling. (10, midwife, Sweden)
“There’s not that much time antenatally there’s not, probably even less postnatally.” (14, midwife, UK)

Lack of training 
and knowledge

The lack of knowledge in this area also resulted in a lack of confidence meaning that only basic advice 
could be provided to pregnant women. (4, midwife, UK)
One midwife (not working in a specialist role) explained, her study was largely ‘self‐directed’ and more 
about informal knowledge. (11, midwife, UK)
Overall, none of the clinicians interviewed recalled having undertaken pre-clinical or professional 
development training around nutrition in pregnancy, nor physical activity, weight, or behaviour change 
strategies. (8, Australia)
“I don't really have enough knowledge to give advice to obese pregnant women at any time.” (13, midwife, 
UK)

Resource 
limitations

“To be completely honest with you, I wouldn’t know what or where they were ··· I tend not to read 
guidelines.” (9, obstetrician gynaecologist, Australia)
In contrast to the dietary guidelines, guidelines for PA were described by the HCPs as limited, unspecific, 
or non-existent. This was expressed as a barrier to the promotion of PA. (9, Mexico)
A problem frequently cited by midwives was lack of resources, including time, leaflets and referral 
pathways. (13, midwife, UK)

Main theme: intrinsic barriers

Subtheme Example data

Concerns over 
rapport

Concerns were also raised about causing offence, or harming their relationship with the woman. (13, 
midwife, UK)
When it comes to advising pregnant women regarding physical activity, midwives also fear not giving the 
right information, disappointing, upsetting, or potentially offending pregnant women. (4, midwife, UK)

Impact of HCP 
body habitus

“So no, and I don’t do any exercise either so I don’t want to be giving this information to other people 
when I don’t do it myself.”(6, Australia)
“Because I’m quite petite myself, I’d have to be careful that wasn’t intimidating the patient who maybe 
had a raised BMI. Because you know I’ve had comments made you know you’re not pregnant and you’ve 
probably got quick metabolism, and I look at cookie and put on 5 pounds.” (14, midwife, UK)

Continued
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postpartum recovery. Most held positive attitudes toward 
promoting PA during pregnancy and viewed it as part of 
their professional responsibility. This aligns with findings 
from Okafor and Goon, whose scoping review highlighted 
that while HCPs acknowledge their role in promoting PA, 
actual advice provision was often limited.25

However, uncertainty remains around the role of 
HCPs in providing PA advice to postpartum women. One 
UK study found some midwives felt it was unsuitable to 
discuss PA soon after delivery.38 In contrast, other studies, 
including UK and US HCPs, viewed the postpartum 
period as a key opportunity to encourage PA, citing 
reduced motivation but increased opportunity (eg, pram-
walking).39 40 This uncertainty may be compounded by 
limited contact after birth, with most UK care pathways 
involving discharge at 10 days and a single GP appoint-
ment at 6–8 weeks, leaving a gap during a critical recovery 
period. The limited number of studies focused on the 
postpartum period in this review reflects a broader gap 
in the literature, making it difficult to draw firm conclu-
sions.

Positive experiences of providing PA advice were 
reported by HCPs in the USA, UK, Finland and 
Sweden, demonstrating that successful provision of PA, 
as perceived by the HCPs, is possible. These findings 
are supported by studies of pregnant and postpartum 
women, who described positive experiences when 
advice was offered.4 20 Despite this, the overall lack of PA 
advice shows missed opportunities. When PA advice was 
provided, it was often brief, lacking depth or treated like 
a ‘tick-box’ exercise. Additionally, advice varied between 
different HCP roles, in terms of type and intensity of activi-
ties, creating inconsistencies in care. These findings echo 
reports from pregnant20 21 and postpartum women22 23 
that PA advice is often unclear, inconsistent or absent, 
underscoring the need for standardised, evidence-based 
training across HCP roles.

The inequalities that exist in the provision of PA 
guidance were not an expected finding, especially in 
the context of the assumptions made by HCPs. This is 
particularly concerning, as marginalised groups, such as 
women from lower socioeconomic backgrounds or immi-
grant communities, are at greater risk of poor pregnancy 
outcomes and may benefit most from PA support.41 Addi-
tionally, assumptions were made based on a woman’s 
body habitus, with some HCPs stating they were less 
likely to give advice to women who were perceived to be 

in ‘good shape’. These findings highlight the need for 
training that addresses unconscious bias and promotes 
inclusive, equitable care. Educational providers must 
consider these factors to prevent further disparities in 
healthcare provision.

Barriers
Systemic barriers
Time constraints were the most frequently cited barrier 
across all HCP roles and countries, often accompanied 
by the undercurrent that other topics had to be priori-
tised over PA. A lack of formal education and training led 
many HCPs to rely on personal experience or ‘common 
sense’ rather than evidence-based guidance, contributing 
to inconsistent advice. These findings echo Hopkinson 
et al, who found limited access to PA-related continuing 
professional development (CPD) among UK midwives.42

This review also revealed knowledge gaps in advising 
specific groups, such as women with obesity or GDM, 
despite HCPs expressing a strong desire to support these 
higher-risk populations,43 highlighting a missed oppor-
tunity. Awareness of national PA guidelines was low, and 
even when known, resources were often described as 
vague or inaccessible. These issues seemed grounded in a 
broader lack of institutional support, with short appoint-
ments, increasing workloads and limited resources 
making it difficult to prioritise PA in consultations.24 40 44 
Notably, 20 of the included studies were conducted in 
countries without postpartum-specific PA guidelines, 
which, although not explicitly mentioned as a barrier 
by HCPs, demonstrates a gap in resources available for 
this population. Even with improved dissemination, the 
resources provided to HCPs may need improvement to 
allow for successful implementation.

Personal barriers
Some HCPs reported that their own inactivity or 
higher body mass index affected their ability to provide 
PA advice, though this was disputed by others.45 This 
aligns with Bright et al, who found that less active 
HCPs were less confident in delivering PA advice.46 
They also found provision may be limited by concerns 
of offending patients, a consistent subtheme in this 
review. A recent qualitative review of 22 studies simi-
larly found that although midwives recognised the 
importance of discussing health behaviour change, 
such conversations were often de-prioritised due to 

Main theme: intrinsic barriers

Subtheme Example data

Impact of 
a woman’s 
background

“···there’s a feeling that exercise during pregnancy may be harmful, particularly in early pregnancy, and to 
encourage them to keep exercising, I think, is also helpful.” (24, GP, Australia)
“A lot of them don’t really have the time or money to formally exercise.” (25, doctor (unspecified), USA)

BMI, Body Mass Index; BMI, body mass index; GP, general practitioner; HCP, healthcare practitioner; PA, physical activity; UK, United 
Kingdom.

Table 5  Continued
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concerns about affecting the midwife–woman relation-
ship.28 Although providing PA advice can be a difficult 
subject, with risks of upsetting or offending a patient, 
the widespread concerns demonstrate that HCPs may 
not feel adequately equipped to navigate these conver-
sations, underscoring the need for training in sensitive, 
patient-centred communication. Importantly, while 
the risk of causing discomfort may make initiating 
the topic seem daunting, the health risks of inactivity 
are far greater. HCPs need reassurance and practical 

strategies to approach these conversations confidently, 
such as asking permission to discuss PA and using 
frameworks like Moving Medicine47 to make the task 
easier and less intrusive.

Solutions
Education and training
Education was the most frequently proposed solu-
tion to improve PA advice provision, with suggestions 
including incorporation in undergraduate curricula, 

Table 6  Solutions to improve physical activity advice

Main theme: solutions to be implemented at a systemic level

Subtheme Example data

Need for training Having identified lack of knowledge and training as a potential barrier in providing effective exercise 
advice and guidance, midwives suggested that training could be facilitated through one of their 
mandatory study days or as an optional online Continuous Professional Development (CPD) activity. (4, 
midwife, UK)
“If student midwives are having a lecture on gestational diabetes, maybe incorporating how physical 
activity can really support with gestational diabetes symptoms.” (14, midwife, UK)

Need for a 
multidisciplinary 
approach

“We need that collaboration between women’s health, pelvic health, physios, and exercise professionals. 
It’s starting to happen, but it could be better, definitely could be better.” (18, physiotherapist, Australia)
“I think what would be really interesting would be to allocate a champion for each area. So if we had 
a obstetrician who was a champion for physical activity and then if we had a physio who then worked, 
and we brought together like a collaborative working group, then if we had a fitness expert and then we 
had say a few members from the community midwives team, a member from the antenatal clinic where 
they all have the physical activity at their kind of priority, then that information could be, that could be a 
collaborative working group.” (14, midwife, UK)

Improving 
resources for 
HCPs

“Can we give more concrete advice, like actual meal plans, like you know and a suggested exercise 
regime and a suggested, affordable, meal plan?” (6, Australia)
“I think if I had an easily accessible document or repertoire of just like body weight activities and physical, 
like physical activities that I was familiar with that I could say, hey, here’s a list of things that you can do 
that don’t take a bunch of extra time or equipment that you can do at your home. I think that that would be 
beneficial if I had something like that.” (15, obstetrician, USA)

Improving 
accessibility for 
women

A common thread among all the suggested resources were that they should be low cost, accessible at 
home. (15, obstetrician, USA)
“And for lots of ladies that’s quite good, rather than from what I’ve seen in the past, umm, they start off 
and they will fizzle out after a while, but if they’ve got, knowing that perhaps they can get free children’s 
places or, umm, I don’t know, whatever vouchers to use, umm, that will keep them going more.” (4, 
midwife, UK)

Main theme: solutions to be implemented at an individual level

Subtheme Example data

Personalised 
advice

“What I try to do is tell them that when you are going to your normal routine things incorporate the newer 
things into it. So like if you are going to shop at the mall, maybe instead of parking as close as you can, 
park as far away as you can, and little things, like or maybe take stairs instead of using the elevator.” (23, 
USA)
“Mental health probably is another trigger for speaking about exercise.” (14, midwife, UK)

Positive and 
sensitive approach

“I try to normalize it all for them: “I know it’s really hard, and you’re right, you can’t do it all yourself. You 
need lots of support to be healthy and well in this pregnancy.” (1, midwife, USA)
“Advice does have to be given to obese women but the way its communicated to them needs to be 
sensitive and individualised, otherwise they are going to feel ‘victimised’ about their weight/ physical 
activity.” (13, midwife, UK)

Timing of advice Midwives also suggested PA could be discussed further along the pregnancy journey, with one midwife 
also suggesting postpartum PA advice be incorporated into antenatal care. (14, midwife, UK)
“I, I think there should be preconception clinics, ideally, and that’s where you start the lifestyle change 
prior to the pregnancy, you know, and umm, talk to women about exercise then.” (4, midwife, UK)

HCP, healthcare practitioner; PA, physical activity.
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offering mandatory or optional CPD opportunities and 
embedding PA education throughout professional devel-
opment. Taylor et al demonstrated that the ‘This Mum 
Moves’ initiative significantly enhanced midwives’ and 
health visitors’ confidence and practice in delivering 
PA guidance.48 Similarly, Malta et al found that targeted 
educational interventions improved HCPs’ knowledge 
and counselling practices regarding diet and PA in 
pregnancy.49 Beyond knowledge, there is also a distinct 
need to equip HCPs with the practical skills to deliver 
PA advice and counselling effectively. This includes 
navigating sensitive conversations about weight, body 
image and perceived inactivity. Training should also 
address unconscious bias, ensuring HCPs provide inclu-
sive and equitable care. These findings suggest that 
educational providers must consider both content and 
delivery methods to support HCPs in offering consistent, 
evidence-based advice.

Extended postpartum contact
Short appointment times and early discharge limit 
opportunities for lifestyle discussions, as highlighted 
by studies reporting time constraints as a major 
barrier to PA advice provision. Introducing additional 
follow-up points, such as at 4–6 months postpartum, 
could provide opportunities for tailored PA advice 
and support, particularly as motivation and physical 
readiness may evolve over time. This aligns with the 
American College of Obstetricians and Gynecologists 
recommendations for ongoing postpartum care, and 
consensus guidelines advocating gradual progression 
to PA targets during the first year postpartum.50 51

Communication and behaviour change techniques
Effective communication emerged as a critical compo-
nent of successful PA advice and counselling. Many 
HCPs reported difficulty initiating conversations about 
PA due to fears of offending patients or damaging 
rapport. This is not unique to PA; similar challenges 
exist when discussing smoking, alcohol or nutrition.52 53 
Training in patient-centred communication, including 
motivational interviewing and behaviour change tech-
niques, was highlighted as a potential solution and 
could improve confidence and consistency across all 
lifestyle interventions. One study explicitly referenced 
motivational interviewing, and another alluded to 
its use as a technique to engage women in conversa-
tions about PA in PA counselling.27 54 While delivering 
advice alone does not necessarily create behaviour 
change, integrating motivational interviewing and 
behaviour change theory could allow more effective 
two-way conversations. These findings support early 
and ongoing training in motivational interviewing for 
HCPs. Although time constraints may limit feasibility 
in routine care, involving other trained professionals, 
such as exercise physiologists, may offer a realistic way 
to deliver this support.

Practical tools and resources
Several studies identified a lack of accessible, practical 
resources, as well as patient safety concerns as a barrier to 
effective PA advice. HCPs may feel better prepared when 
equipped with tools like the ‘Get Active Questionnaire for 
Pregnancy (71) and Postpartum (72)’, which have been 
designed to identify pregnant and postpartum women 
who may have contraindications and would benefit from 
consultation and/or further assessment, but also reduce 
barriers to PA engagement in women without those 
contraindications. Increasing awareness and use of such 
tools may boost both HCPs’ and patients’ confidence in 
engaging with PA.

Promoting accessible physical activity
Walking was consistently suggested as a safe, free and 
accessible form of PA suitable for most pregnant and 
postpartum women.24 39 55–57 It can be easily integrated 
into daily routines and sustained postpartum. This is 
supported by findings from Pereira et al,15 who found, in a 
large cohort of 1442 women, that walking levels remained 
stable postpartum, even as overall PA declined, suggesting 
it is a sustainable behaviour. This provides rationale for 
HCPs to promote walking throughout pregnancy; it 
should be an achievable goal for most women. Walking 
can be done individually, or socially, supporting both 
physical and mental well-being. Educational resources 
could use walking as a core example, helping HCPs offer 
realistic, evidence-based advice. Promoting walking may 
serve as a gateway to broader PA engagement, particu-
larly when supported by community initiatives and peer 
encouragement.

Importantly, evidence suggests that even modest 
engagement in walking can confer substantial health 
benefits. For example, as little as 10 min of moderate-
intensity walking per day has been associated with a 25% 
reduction in pre-eclampsia risk, and 15 min per day with 
similar reductions in gestational hypertension and exces-
sive gestational weight gain.7 58 These findings underscore 
the importance of promoting achievable goals alongside 
guideline-based recommendations.

However, while walking provides a practical entry 
point, national and international guidelines also recom-
mend undertaking muscle-strengthening activities on at 
least 2 days per week to optimise health.8 9 These guide-
lines list a range of activities that can count towards this 
recommendation, including stair climbing, carrying 
shopping, lifting and carrying children, gardening and 
resistance exercises using bodyweight or equipment. 
Despite these recommendations, a recent systematic 
review by Silva-Jose et al found that most pregnant 
women across diverse geographical regions do not 
meet recommended PA levels, highlighting a global 
concern.12 This shows a significant gap in engagement 
and reinforces the need for HCPs to promote a wider 
range of activities, tailored to individual needs and 
circumstances.
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Future directions
The findings of this review highlight a clear need for 
change. While it identified the barriers faced by HCPs, 
it also brought forward practical solutions, including 
changes at an individual level and a call for institutional 
support.

There is scope for quality improvement projects and 
clinical audits. For example, tracking PA discussions 
followed by educational sessions for employees on what 
advice to give and tips on how to deliver it could improve 
the quality of care provided and reinforce the need for 
institutional support. This approach may also improve PA 
advice for postpartum women.

Future research should explore how digital records 
influence these conversations, particularly given 
concerns about the ‘tick box’ approach in healthcare.59 
Since PA often requires a personalised, motivational 
interviewing type of conversation, understanding how 
electronic systems support or hinder this is crucial. Simi-
larly, investigating how technology, such as apps and step 
counters, can assist in promoting PA could provide valu-
able insights. Additionally, intervention-based studies 
could assess the effectiveness of techniques like motiva-
tional interviewing compared with generalised advice.

As the evidence base grows, subgroup analyses could 
help determine whether findings differ based on profes-
sion or country, enabling more targeted strategies for 
improvement. Research should also examine the ethnic 
and cultural diversity of patient samples to ensure that PA 
advice is inclusive and effective across different popula-
tions. Understanding how cultural factors shape both the 
delivery and reception of PA advice will help tailor strate-
gies to better meet the needs of diverse populations.

Notably, this review unexpectedly found that HCP 
assumptions about certain patient groups may influence 
whether and how PA is promoted. This has implications 
for equitable care and merits formal investigation. Studies 
examining the provision of PA advice in relation to socio-
demographic factors could provide important insights 
into the scope and impact of such disparities. Focus 
groups with marginalised women would provide valuable 
perspectives into their experiences of PA advice provi-
sion and counselling, and whether they feel adequately 
supported. This area is gaining attention, for example, 
the UK’s ‘Moving Mums Initiative’ has highlighted the 
need for culturally sensitive approaches to PA promotion 
during and after pregnancy.60

With the rationale for education established by 
this review, and the demonstrated success of existing 
education-based interventions,48 institutional support 
through a standardised curriculum, at both undergrad-
uate and postgraduate levels, is warranted. As the role of 
HCPs in postpartum PA advice provision and counselling 
remains unclear, future research should seek to explore 
this from both HCP and patient perspectives.

Coproduced resources, developed with input from 
midwives, doctors, physiotherapists, exercise physiologists, 
sports rehabilitators and patients, could help standardise 

PA advice. Several studies mentioned online resources 
or providing initiatives for women to get involved with 
PA.24 38 61 Embedding PA prompts into health records 
or providing simple checklists could support consistent 
messaging and improve patient engagement.

These recommendations align with a broader shift 
in healthcare toward preventative and lifestyle-focused 
approaches. Lifestyle medicine has historically received 
less emphasis than other areas of clinical care, despite its 
potential to improve population health outcomes. The 
growing prioritisation of prevention in many countries, 
including the UK’s upcoming National Health Service 
10-year plan,62 reflects a timely opportunity to embed PA 
promotion into routine maternity care.

Finally, broader initiatives that signpost HCPs to 
supportive resources may help reach a wider audience. 
Examples from the UK include Sport England’s ‘Active 
Mums Start with You—This Girl Can’ campaign,63 the 
Active Pregnancy Foundation’s64 ‘This Mum Moves’ and 
Moving Medicine’s47 guidance on discussing PA in preg-
nancy and postpartum. These offer promising models 
that could be adapted globally. Future initiatives could 
also explore the use of audio-visual tools (eg, short videos 
or interactive infographics) and artificial intelligence-
based platforms (eg, personalised digital assistants) to 
support dissemination, enhance accessibility and improve 
education for both HCPs and women. These tools may 
offer scalable and culturally adaptable ways to promote 
PA during and after pregnancy.

Strengths and limitations
The use of a qualitative approach allowed for a rich, 
in-depth analysis of HCPs’ experiences in providing PA 
advice, appreciating the complex factors which may be 
missed in quantitative analyses. A key strength was the 
diversity of included studies, spanning 10 countries. 
Themes showing similarities internationally demonstrate 
continuity in the role of HCPs in providing PA advice 
to pregnant and postpartum women. Despite varying 
guidelines, the lack of PA advice remains an issue, indi-
cating that PA during pregnancy and postpartum is not a 
current priority in standard antenatal care.

The review also included a wide range of HCP roles, 
not just midwives, but also obstetricians, nurses, health 
visitors, physiotherapists and GPs, allowing for broader 
insights and more inclusive recommendations. This 
breadth strengthens the relevance of proposed solutions. 
Notably, this is the first review to synthesise qualitative 
evidence on PA advice provision across both pregnancy 
and postpartum populations, highlighting both shared 
and distinct challenges. The literature search was 
updated 6 months after the initial search, adding three 
new studies, illustrating the contemporary nature of the 
research topic.

As with any qualitative synthesis, subjectivity in data 
interpretation is a limitation. As both coders were female 
medical students with an interest in PA, data interpreta-
tion may reflect that. However, to enhance the reliability 
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of results, much of the process was performed inde-
pendently, with any disagreements discussed with senior 
authors.36 Additionally, the review relied on the inter-
pretations of original study authors, though this was 
mitigated by using direct quotes where possible.

While our search strategy focused on databases most 
relevant to maternity and health behaviour research, we 
acknowledge the omission of broader databases such as 
Scopus and Web of Science, as well as grey literature. This 
may have excluded potentially relevant studies and is a 
limitation of our review. Future reviews may benefit from 
including these sources to enhance comprehensiveness.

Another limitation was the exclusion of data where 
PA was not explicitly mentioned. Though quotes or 
comments made regarding ‘lifestyle changes’ may imply 
inclusion of PA, data were not there to support that. 
This is especially important to consider as when lifestyle 
changes are discussed, PA is often less emphasised than 
nutrition, smoking and alcohol use.21

Finally, while the review included studies from a range 
of high-income countries (UK, USA, Sweden, Australia, 
Finland, France and Canada), no studies from low-income 
countries were identified. This limits the generalisability 
of findings, as healthcare systems, resources and cultural 
norms may differ significantly in other contexts. Future 
research should aim to include perspectives from low- 
and middle-income countries to ensure global relevance 
and equity in PA advice provision.

CONCLUSIONS
This review underscores the need to improve PA advice 
for pregnant and postpartum women. Despite the inclu-
sion of studies from 2010 to 2024, and established PA 
guidelines in most countries, no clear improvement in PA 
advice provision was observed over time. While there is 
growing evidence on PA advice during pregnancy, major 
gaps remain regarding postpartum provision, which is 
underexplored in the current literature.

The review identifies practical solutions to support 
HCPs. However, formal education and institutional 
support are essential to ensure the effective implementa-
tion of these solutions. These findings reinforce the case 
for integrating PA education into training for all HCPs 
involved in maternal care.

Equipping HCPs with the skills, knowledge and 
resources to deliver effective advice and counselling, not 
only for PA, but also for other lifestyle behaviours, should 
be a priority in maternity care.
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