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Abstract
Background Stress can lead to excessive weight gain. Mindfulness-based stress reduction that incorporates mindful
eating shows promise for reducing stress, overeating, and improving glucose control. No interventions have tested
mindfulness training with a focus on healthy eating and weight gain during pregnancy, a period of common
excessive weight gain. Here, we test the effectiveness of such an intervention, the Mindful Moms Training
(MMT), on perceived stress, eating behaviors, and gestational weight gain in a high-risk sample of low income
women with overweight/obesity.
Method We conducted a quasi-experimental study assigning 115 pregnant women to MMT for 8 weeks and comparing them to
105 sociodemographically and weight equivalent pregnant women receiving treatment as usual. Our main outcomes included
weight gain (primary outcome), perceived stress, and depression.
Results Women in MMT showed significant reductions in perceived stress (β = − 0.16) and depressive symptoms (β = − 0.21)
compared to the treatment as usual (TAU) control group. Consistent with national norms, the majority of women (68%) gained
excessive weight according to Institute of Medicine weight-gain categories, regardless of group. Slightly more women in the
MMT group gained below the recommendation. Among secondary outcomes, women in MMT reported increased physical
activity (β = 0.26) and had lower glucose post-oral glucose tolerance test (β = − 0.23), being 66% less likely to have impaired
glucose tolerance, compared to the TAU group.
Conclusion A short-term intervention led to significant improvements in stress, and showed promise for preventing glucose
intolerance. However, the majority of women gained excessive weight. A longer more intensive intervention may be needed for
this high-risk population.

Clinical Trials.gov #NCT01307683.
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Introduction

Pregnancy is a critical period for both maternal and infant
health. Almost half of women begin pregnancy either over-
weight or obese, and a similar proportion gain excessive
weight across their pregnancies [1, 2]. Women who begin
pregnancy overweight or obese are more likely to gain in
excess of the 2009 Institute of Medicine (IOM) guidelines
compared to normal and underweight women [2, 3]. Excess
gestational weight gain is a risk factor for numerous obstetri-
cal complications, such as gestational diabetes [4], pregnancy-
induced hypertension and toxemia [5, 6], Cesarean section
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delivery [5], and postpartum weight retention [7]. Excessive
gestational weight gain in women with obesity is associated
with offspring with macrosomia [5, 6, 8], hypoglycemia [9],
preterm birth [8], childhood obesity, and metabolic syndrome
[10–12].

In response to recognition of the importance of avoiding
excessive weight gain during pregnancy, over 50 interventions
to reduce gestational weight gain have been developed in the
last decade [13]. Intensive programs addressing diet and/or
exercise have shown some success in limiting weight gain
[14]. However, there is tremendous heterogeneity of findings
across studies. A recent, large systematic review found that
among overweight and obese pregnant women, diet and exer-
cise interventions vary widely in their effectiveness at limiting
excessive gestational weight gain [13]. Some of this variation
is likely due to differences in participant socioeconomic status
and obesity, both risk factors for excessive weight gain.

Despite greater prevalence of excessive weight and obesity
among African-American and Hispanic women, we know of
only four gestational weight gain interventions that have been
developed specifically for minorities—for African-American
women [15, 16] and racially and ethnically diverse popula-
tions [17, 18]. Two of these interventions demonstrated suc-
cessful reductions in mean gestational weight gain and in the
proportion of women exceeding IOM guidelines [16, 17].
While promising, these pilot studies were small, with less than
35 participants in each group. Furthermore, none of the inter-
vention studies reviewed included stress reduction as a way to
improve metabolic health.

Chronic stressors such as work stress can lead to either
weight gain or weight loss in animal studies and prospective
studies in humans [19, 20]. However, regardless of direction
of weight change, chronic stressors often lead to worsening of
metabolic control, such as impaired glucose or insulin resis-
tance [21], and increase the reward value of highly palatable
food [22, 23]. There are sparse but suggestive studies during
pregnancy showing higher levels of psychological distress—
stress, anxiety, and depression—are associated with greater
gestational weight gain [24, 25]. Greater psychological dis-
tress during pregnancy is associated with higher fasting glu-
cose, apparently mediated by greater body mass index (BMI)
[26]. In one study of over 800 pregnant women, having the
combination of healthy diet, increased activity, and lower
levels of distress appeared protective against glucose intoler-
ance [27].

Here, we focus on a sample of low-income women, pre-
dominantly identifying as racial and ethnic minorities. We
targeted low-income women because they are the highest risk
group for stress and weight gain—they are exposed to greater
financial and other stressors, and they are more likely to be
obese, which in turn predicts excessive weight gain, worse
maternal health and birth outcomes [28]. By restricting to
low income, we also reduce the structural confounding of race

and income that often comes with including a range of in-
come, where minorities are overrepresented at the low end
of income [29].

Mindfulness-based interventions have the potential to im-
prove pregnancy stress and metabolic health. A meta-analysis
of studies on non-pregnant adults found that mindfulness-
based stress reduction can reduce perceptions of anxiety and
depression [30]. Studies of mindfulness based stress reduction
during pregnancy have also been done, with some finding
reductions in depression and anxiety [31–33]. Mindfulness-
based interventions targeting eating behavior can reduce dys-
regulated eating, including binge eating [34–37], improve glu-
cose control [38], and in some studies promote weight loss in
general samples with obesity [39]. Therefore, practice of
mindfulness in daily life situations, and when applied to eat-
ing, could temper the rapid weight gain typical during preg-
nancy. The current study reports on the outcomes of a newly
developed mindfulness based intervention designed to target
psychological distress and overeating during pregnancy.

Given the limited success of weight loss interventions, a
group of NIH leaders and researchers created the Obesity-
Related Behavioral Intervention Trials (ORBIT) model for
behavioral treatment development [40]. Developing interven-
tions for eating behavior that work on novel mechanisms re-
quires a flexible process, with clinically meaningful mile-
stones. This model starts with a theory grounded in behavioral
science about the mechanisms of behavior change, and de-
velops an intervention in small incremental steps, paying at-
tention to tailoring, acceptability, and testing the intervention’s
efficacy of early outcomes using smaller experiments, before
embarking on a randomized controlled trial.

We first conducted focus groups with the target population,
which revealed high levels of interest in learning stress reduc-
tion techniques and acceptableness of mindfulness techniques
[41]. Based on the science of stress and eating, we designed an
8-week, novel mindfulness-based stress reduction and healthy
eating intervention by integrating critical components of prior
mindfulness-based intervention studies focusing on pregnan-
cy, mindful eating, and stress reduction [35, 36, 38, 41].
Further, a small proof-of-concept study found the intervention
was acceptable, decreased distress, and increased acceptance
of negative states [42]. We then further developed and opti-
mized the intervention, described in detail elsewhere [43].

Following the ORBIT model of intervention development,
this study focuses on testing part of our theoretical model. The
focus at this stage of the research was to tailor an intervention
to meet the needs of the specific population, and to examine
mechanisms and efficacy of early outcomes. Our model in
Fig. 1 below, as detailed in Vieten et al. [43], proposes that
changes in aspects of mindful attention and mindful eating
(proximal mechanisms, treatment targets) will lead to de-
creased stress and improved behavioral risk factors (eating
behavior). As described in Vieten et al., in examining the
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intervention group, we found initial evidence of the purported
mechanisms in that the presumed proximal mechanism, mind-
fulness, did increase in the intervention group, and those in-
creases were associated with decreases in distress and reduc-
tions in dysregulated eating behavior over the same time pe-
riod [43]. The current study moves to the next step of the
ORBIT model [40], testing efficacy on our biomedical out-
come of weight gain.

Here, we tested the efficacy without a randomized control
group, but rather with a comparison group receiving treatment
as usual. We hypothesized that the intervention would signif-
icantly reduce the number of women gaining excessive weight
(primary outcome) and decrease levels of perceived stress,
depression, and poor metabolic health (based on glucose
levels after an oral glucose tolerance test (OGTT)) (secondary
outcomes).

Methods

All procedures were approved by the University of
California San Francisco, California Pacific Medical
Center, University of California Berkeley, and Contra
Costa Regional Medical Center and Health Centers
Institutional Review Boards.

Study Population

Our inclusion criteria included English-speaking women
with singleton pregnancies, aged 18–45, with a self-
reported pre-pregnancy BMI between 25 and 41 kg/m2,
and with a household income less than 500% of the
federal poverty level.1 Women had to be 12–19 weeks’
gestation at the start of the intervention, and those in the
intervention had to be able to attend 8 weekly two hour
intervention classes. We limited gestational age to ensure
that women were past their first trimester, when risk of
miscarriage is high, and early enough in pregnancy for
the intervention to still impact gestational weight gain.
All women enrolled had to be from 19 to 45 years, able

to complete forms in English, not have a substance
abuse, mental health, or medical condition that, in the
opinion of investigators, would make it difficult for the
potential participant to participate in a group interven-
tion. Exclusion criteria included the inability to complete
forms in English, needle phobia or fainting response,
substance abuse, medical conditions that might affect
gestational weight gain (including known diabetes, HIV,
hypertension, and eating disorders), polycystic ovarian
syndrome treated with metformin, a regular meditation
practice (20 or more minutes two times or more a week),
recent weight loss (more than 5% within 6 months),
chronic use of corticosteroids, or a history of gastric
bypass surgery. We did not exclude women who have
had previous children.

Recruitment

We first conducted a pilot trial to determine feasibility and to
refine recruitment strategies [44]. For the current study, we
recruited women from hospital-based clinics, community
health centers, Supplemental Nutrition Assistance Program
(SNAP) and Women, Infants, and Children (WIC) offices,
organizations providing services to pregnant women, and
through online advertisements (e.g., Craigslist) from August
2011 to June 2013 with the goal of enrolling 220 women.
Women were recruited and enrolled in sequential Bwaves^ to
form groups of 8–12 women with expected dates of delivery
within 2 months of each other. Details of our recruitment
strategy have been published previously [44]. We included
an orientation session where we described the pros and cons
of being in a study, and the importance of adherence to the
study, to reduce dropouts [45].

Non-Randomized Control Group (Treatment as Usual or TAU)
While it is always preferable to have a randomized control
group, this is less critical in the early stages of intervention
development. The current study was an initial efficacy study
where we were piloting a new intervention. As described in
the BIntroduction^ section above, based on the ORBIT
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Fig. 1 Theoretical model (reprinted from Vieten et al., [43])
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model, studies testing the development of a new interven-
tion are encouraged to use a socio-demographically similar
comparison group. Because our group class format required
enrolling women at the same stage of pregnancy, it was
difficult to recruit sufficient numbers for a wave, and it
would have been problematic to use only half for the treat-
ment group, given the desired group class size of 10 women.
Therefore, women unable to attend intervention classes due
to their schedules, or women with gestational age of 20–
23 weeks who otherwise met the eligibility criteria, were
eligible for being part of the BTreatment As Usual^ (TAU)
group. The treatment as usual included whatever prenatal
medical care the individuals received on their own.
Therefore, both the treatment group and the TAU group
received medical care as usual, with the only difference
being that the treatment group received the MMT classes
as well. Due to this recruitment design, the TAU group
had slightly later gestational age than the intervention
group, a limitation addressed in the discussion.

Study Design

Participants were asked to complete study questionnaires
regarding psychological distress, eating behavior, and ex-
ercise at baseline and 8 weeks later (post-intervention).
Participants were paid $25 for completing the measure-
ment battery. Participants in the intervention were addi-
tionally compensated $25 for attending each session to
help cover their time, transportation, and any childcare.
After delivery, medical records were reviewed by trained
research assistants to confirm pre-pregnancy BMI, when
possible, and gestational age, assess total gestational
weight gain based on pre-pregnancy BMI, code medical
complications, and assess which participants may have
developed gestational diabetes (based on glucose levels
from the OGTT). Women in the MMT group came in
person for their baseline assessment, but TAU did not.

Intervention

The intervention development process was based on the
ORBIT model [40]. This model guides early stages of inter-
vention development, applying basic behavioral mechanisms
of eating and optimizing delivery and dose before moving on
to further stages of more formal testing. After completing a

pilot study to confirm that the intervention we developed, the
MAMAS (Maternal Adiposity, Metabolism, and Stress)
Mindful Training, was affecting the purported mechanisms
(stress and stress eating), we moved to this efficacy trial.
The final intervention, the Mindful Moms Training (MMT),
included 8 weekly 2-h sessions, two Bbooster^ telephone ses-
sions, and one postpartum group session with mothers and
babies. The intervention was led by two practitioners who
worked in pairs. They had graduate degrees (MA, certified
nurse midwife, and PhDs), with additional training in both
mindfulness and Mindfulness-Based Eating Awareness
Training (MB-EAT) [36].

For sessions that included both experiential and didactic
components integrated material from three empirically sup-
ported intervent ions: Mindful Motherhood [41] ,
Mindfulness-Based Stress Reduction [46], and MB-EAT
[36]. The sessions focused on three commitments, represented
by the slogan BMindful Eating, Move My Body, Breathe!^
Participants were given a list of physical activities safe for
pregnancy, which focused on ways to increase amount of dai-
ly walking and stretching.

Classes began with mindful movement and a check-in
where each person shared their experiences with mindful-
ness practices in the past week. Didactic discussions then
covered (1) stress reduction, focused on acceptance-based
coping, awareness of breath, body, thoughts, and emo-
tions; (2) mindful eating, focused on heightening aware-
ness of hunger, fullness, taste experience, and thoughts
and emotions leading to reactive and/or automatic eating;
and (3) nutrition, focused on optimal foods to eat more of
(e.g., whole foods), what to eat less of (e.g., processed
foods), reading labels, identifying healthy portion sizes,
and introducing both the plate method and food pyramid
as resources. Each class ended with a minute mindfulness
practice and a review of homework for the upcoming
week. The curriculum model, development and content,
and the high level of fidelity and adherence is described
in detail in Vieten et al. [43].

Measures

Weight, Metabolic Health, and Physical Activity

Gestational Weight Gain The primary outcome was gestation-
al weight gain category, based on the 2009 IOM recommen-
dations. Total gestational weight gain was calculated as the
difference between weight at the last prenatal visit before de-
livery, and self-reported pre-pregnancy weight that had been
recorded in the medical record. If the last recorded prenatal
weight occurred more than 30 days before delivery, total ges-
tational weight gain was coded as missing (n = 23).When pre-
pregnancy weight was not recorded in the prenatal record (n =

0 Per HHS guidelines, In the BayArea, $18,000was the 100%poverty level in
2010 for a 3-person household. We used < 500% of the federal poverty level
for a household of 3 ($91,550), which was our median household size in this
sample (https://aspe.hhs.gov/2010-hhs-poverty-guidelines) as the upper cut-
off, which was close to the median income for San Francisco (https://www.
deptofnumbers.com/income/california/san-francisco/). As noted, most of our
families were well below this ($25,000 annual income on average).
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69), we used self-reported pre-pregnancy weight from the
study eligibility screener.

Secondary Outcomes

Six-Month Postpartum Weight Retention This secondary out-
come was calculated as the difference between the partici-
pant’s measured 6-month postpartum weight and their pre-
pregnancy weight. For analysis, this was assessed both as a
continuous variable and categorical: the difference in weight
at 6 months was dichotomized as higher than their pre-
pregnancy weight vs. equal to or less than their pre-
pregnancy weight.

Psychosocial Distress, Mindfulness Outcomes, and Eating
Behavior

The primary psychosocial outcomes were three standardized
distress measures, with Cronbach’s α reliability for this sam-
ple as stated: (1) global perceived stress, using Cohen’s
Perceived Stress Scale (α = 0.87), a 10-item measure of stress
perceptions, including ratings of feeling overwhelmed, out of
control, and stressed [47]; (2) depressive symptoms, using the
Patient Health Questionnaire (PHQ-9) (α = 0.84), a 9-item
scale of depressive symptoms used in primary care settings
[48, 49]; and (3) pregnancy-related anxiety, using the
Pregnancy-Related Anxiety Scale (α = 0.87), a 10-item scale,
that assesses the extent to which pregnant women are con-
cerned about their health, their baby’s health, labor and deliv-
ery, and caring for their baby [50].

Secondary measures included the acceptance of negative
experiences using the Acceptance and Action Questionnaire-
II (α = 0.85). This measures the extent to which people are
bothered by having negative thoughts and feelings, versus
being able to accept them [51]. The eating behaviors measured
included emotional eating (α = 0.96) and external eating
behavior (α = .84) using the Dutch Eating Behavior
Questionnaire [52], and level of food addiction, using the
Yale Food Addiction Scale (α = 0.80) [53]. We also measured
trait mindfulness in the intervention group, as reported else-
where [54].

Oral Glucose Tolerance Test (OGTT) As part of their usual
prenatal care, 141 study participants (141/180 = 78% of final
sample) completed an oral glucose tolerance test between 24
and 28 weeks’ gestation. Glucose levels from after the 1-h test
were abstracted from the prenatal medical record. Level of
impaired glucose tolerance was assessed using continuous
values of glucose and impaired tolerance was categorically
defined as a glucose level above 130 mg/dL. Comparison of
OGTT cases to those without an OGTTshowed no significant
differences on BMI nor any of the demographic variables
listed in Table 1.

Physical Activity This was assessed at baseline and at post-
intervention using the Stanford Brief Activity Survey, which
provides a brief assessment of the amount and intensity of
activity completed during leisure time [45]. Level of activity
was reported as six levels, ranging from 1 (inactive) to 6 (very
active). We used both the continuous score as well as a cate-
gorical analysis. The responses were further collapsed into
three mutually exclusive categories: lowest level = inactive
or light activity, medium level = moderate or vigorous activity
3 days per week, and highest level = moderate or vigorous
activity at least 5 days per week.

Sociodemographics and Covariates

A parsimonious set of covariates were selected a priori for the
two physiological outcomes (weight and glucose control) that
are well-established correlates of gestational weight gain.
Covariates included age at enrollment (continuous), parity
(continuous), gestational age because weight gain is a function
of the length of gestation, and pre-pregnancy BMI category
(<30 kg/m2, 30.0–34.9 kg/m2, and ≥ 35.0 kg/m2). We used
pre-pregnancy BMI category as a covariate rather than actual
BMI because the IOM weight gain guidelines are based on
pre-pregnancy BMI category, and the relationship between
pre-pregnancy BMI and weight gain is non-linear.

We measured additional sociodemographic variables to
further describe the sample. This included race and eth-
nicity (categorized as Caucasian, African American,
Latino, and other/multiracial), educational attainment
(<12th grade, high school graduate, any college/
vocational training, or college graduate or higher), marital
status (single versus married or in a committed relation-
ship), household income (reported value), and smoking
status (current, former, or never smoked). Household food
security was measured with the 10-item U.S. Adult Food
Security Module [55], which includes questions about
limiting food intake or not eating balanced meals due to
lack of money. Food insecure households were defined as
answering Byes^ to three or more questions. These addi-
tional sociodemographic variables are shown in Table 1;
since they did not vary by group, they were not used as
covariates.

Statistical Analyses

All statistical analyses were performed using SAS version 9.3
(SAS Institute Inc., Cary, NC). Statistical significance was
determined at p < 0.05, two-tailed. The analysis plan followed
an intent-to-treat principle by comparing participants’ out-
comes in the intervention (regardless of how many classes
they attended) to outcomes of all participants in the TAU
group. However, an as-treated analysis, comparing women
who attended a minimum of five of the eight classes to women
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in the TAU group, yielded highly similar results. To deal with
missing data, for gestational weight gain, analyses were per-
formed on available data, where we removed cases in the
presence of missing/incomplete data. For the self-report
scales, for missing items, mean substitution was used, unless
> 30% of scale items were missing.

Given that in our theoretical model (Fig. 1), changes
in distress precede and will lead to changes in eating
and weight, we first report the psychological variables,
then weight change, our primary outcome, and lastly the
other physical health outcomes. To examine the inter-
vention effect on outcomes of psychosocial distress, eat-
ing behaviors, and mindfulness within each group, we
first used paired t tests to compare baseline to post-
intervention scores on our measurement scales. For our
primary analysis, to test whether the change scores were
significantly different when compared to the TAU
group, multivariate linear regression models were used
to compare the between-group changes, further adjusting
for age and pre-pregnancy BMI.

To examine the intervention effect on gestational weight
gain, a multinomial logistic regression model was fit for
IOM gestational weight gain category, using Bnormal^ weight
gain (e.g., within the IOM guidelines based on a woman’s pre-

pregnancy BMI) as the referent group. A sensitivity analysis
that excluded women who developed gestational diabetes
mellitus (GDM) after enrolling in the study was also conduct-
ed (n = 23). Covariates included age, pre-pregnancy BMI, and
parity.

For secondary analyses, a multinomial logistic regres-
sion model was fit for post-intervention physical activity
categories, adjusted for age, pre-pregnancy BMI, and par-
ity. Multivariate logistic regression models were fit for
outcomes of impaired glucose tolerance and 6-month
postpartum weight retention, adjusted for the study
covariates.

We examined the statistical power for this size of a
sample. For a group means comparison, with our actual
sample size of roughly 105 per group, we had 80% power
to detect a small medium effect size (around d = 0.39).
Another way of considering power for our primary anal-
ysis is that, given empirical data on similar samples [28],
we expected around 60% to gain excessive weight, in
which case we would have 80% power to detect an addi-
tional 20% of the MMT sample not gaining excessive
weight compared to TAU group (so only 40% total with
excessive weight gain), associated with MMT with regard
to excessive weight gain, equivalent to an odds ratio of up

Table 1 Baseline characteristics
Control (n = 105) MMT (n = 110) p value
n (%) n (%)

Age (years), mean (SD) 28.0 (6.0) 27.8 (5.7) 0.88
Race/ethnicity, n (%) 0.65
White 15 (14.3) 14 (12.8)
African American 45 (42.9) 39 (35.8)
Latino 29 (27.6) 35 (32.1)
Other/multiracial 16 (15.2) 21 (19.2)

Education 0.07
<12 years 16 (15.2) 10 (9.1)
High school graduate/GED 18 (17.1) 30 (27.3)
Any college or vocational training 48 (45.7) 56 (50.9)
College graduate or higher 23 (21.9) 14 (12.7)

Marital status 0.76
Married or in committed relationship 72 (69.2) 74 (67.3)
Single, separated, or divorced 32 (30.8) 36 (32.7)
Household income, mean (SD) $23,676 ($20,857) $24,723 ($22,459) 0.74
Number of previous children, mean (SD) 1.0 (1.3) 0.8 (1.0) 0.14
Proportion with previous birth, mean (SD) 0.53 (0.5) 0.50 (0.5) 0.63

Pre-pregnancy weight status 0.28
Normal or overweight 53 (51.0) 58 (55.2)
Class I obese 25 (24.0) 30 (28.6)
Class II obese 26 (25.0) 17 (16.2)
Food insecure 43 (41.4) 44 (41.9) 0.93

Smoking status 0.28
Current smoker 9 (8.7) 5 (4.8)
Former smoker 50 (48.1) 44 (42.3)
Never smoker 45 (43.3) 55 (52.9)

Leisure-time physical activity 0.76
Inactive or light activity 59 (56.7) 58 (56.9)
Moderate or vigorously around 3 times/week 25 (24.0) 21 (20.6)
Moderate or vigorously on most days 20 (19.2) 23 (22.6)

0.55
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to − 0.44 for excessive weight gain and a Cohen’s d of
small to medium effect.

Results

Sample Descriptives and Consort Diagram

Our recruitment and participant flow is shown in the con-
sort diagram, Fig. 2. Of the 879 women we screened, 415
(47.2%) were eligible to participate in the study; 110 were
enrolled in the intervention and 105 were enrolled in the
TAU group (215 total). The most frequent reasons for

ineligibility were BMI outside of the target range (n =
251), early or late gestational age (n = 58), medical or
psychosocial reasons (n = 58), and high income (n = 46).
During the intervention period, six participants had preg-
nancy losses (leaving 209 total participants). Ten partici-
pants were lost to the study (5% of enrolled sample): one
participant moved out of state, one was unable to attend
classes due to logistical reasons, and eight were lost to
follow-up for unknown reasons. Our final sample includ-
ed 95 intervention and 90 TAU participants who had
weight outcomes (185/ 209), 89% of the remaining eligi-
ble sample. Due to missing data, there were fewer who
completed the questionnaires at both timepoints: 82

Fig. 2 Screening, enrollment, and follow-up of study sample
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intervention and 89 TAU participants (171/209, 82%). We
included analyses on all data available, rather than exclud-
ing women without complete data.

Adherence to the intervention was high; 75% of women
attended five or more of the eight group sessions. Results were
also tested with Bas-treated^ group, and results did not change.
Therefore, all results presented are with the intent-to-treat full
sample. Baseline characteristics of the sample are shown in
Table 1. The mean age of the sample was 27.9 years.
Approximately 39% had a high school education or less, the
average annual household income was less than $25,000, and
42% of women reported food insecurity. Most women (67%)
were married or in a committed relationship. Women were
screened and enrolled into the study using self-report of
weight and height. According to their pre-pregnancy BMI
based on the prenatal medical record, 4% of women were
categorized as normal weight, 54% of women were over-
weight, and 47% were obese (26% with class 1 obesity and
21%with class 2 obesity). Eligibility was based on their initial
self-reported pre-pregnancy BMI at screener (between 25 and
41 kg/m2) and thus we still included the women with BMI <
25. Their actual measured BMI for n = 9 was on average 24.
(Note we later conducted a sensitivity analysis on our primary
outcome—weight gain category—excluding these nine par-
ticipants, and found that the results were similar.)

There were no significant differences in sociodemographic
or health-related baseline characteristics between women in
the intervention group versus the TAU group. For example,
they had similar income levels, and had on average one child.
We also tested whether the proportion of women who were
primagravida/mulitiparous differed by group. There was a

similar percentage in each group who were multiparous, with
around 50% having already had a child (χ2 = 0.24, p = 0.63).

Intervention Effects on Distress and Mindfulness

First, we examined within-group effects using paired t tests.
The effects of the intervention on distress, acceptance of neg-
ative experiences, and eating behaviors are shown in Table 2.
Overall, the intervention group showed significant decreases
from baseline to the post-intervention period in distress (per-
ceived stress and depression) and in eating-related behaviors
(food addiction, emotional eating, external eating). There
were also improvements in acceptance of negative experi-
ences. With the exception of improvement in food addiction,
there were no statistically significant improvements on any
measures in TAU participants.

As expected, perceived stress, depressive symptoms, and
acceptance of negative experiences were strongly related, with
r’s = 0.56 to 0.58, as were emotional and external eating
(r = 0.70). All other psychological measures were only mod-
erately correlated (from 0.13 to 0.35).

We tested whether there were significant differences in the
degree of change between the two groups. After adjustment
for age and pre-pregnancy BMI, the intervention was related
to significantly greater improvements in measures of psycho-
logical distress—perceived stress (β = − 2.01, 95% CI − 3.93,
− 0.09), depression (β = − 2.00, 95% CI − 3.39, − 0.62), and
acceptance (β = 3.39, 95%CI 0.53, 6.26). Eating behavior and
other improvements showed marginal or no significant differ-
ences compared to those of the TAU group.

Table 2 Intervention effects on changes in psychosocial distress, mindfulness, and eating behaviors

Scale
range

Control MMT Intervention effect1

Baseline
(n = 104)

Post-intervention
(n = 89)

Baseline
(n = 106)

Post-intervention
(n = 82)

Mean (SD) Mean (SD) Mean (SD) Mean (SD) Change 95% CI P
value

Psychological distress

Perceived stress 0–40 18.4 (6.6) 17.0 (7.4) 19.1 (6.6) 15.6 (5.8)* − 2.09 − 4.04, − 0.14 0.04

Depressive symptoms 0–27 6.8 (4.9) 6.1 (4.5) 7.6 (5.6) 4.5 (3.7)* − 1.95 −3.35, −0.55 0.007

Pregnancy anxiety 1–4 2.1 (0.7) 2.0 (0.6) 2.1 (0.6) 2.0 (0.7) 0.01 − 0.17, 0.19 0.9

Acceptance

Experiential avoidance 7–70 50.8 (10.8) 51.0 (10.7) 49.2 (10.7) 53.7 (8.8)* 3.96 1.18, 6.74 0.006

Eating behaviors

Food addiction (YFAS) 0–7 2.0 (1.6) 1.7 (1.4)* 2.2 (1.6) 1.7 (1.1)* − 0.11 − 0.55, 0.32 0.61

Emotional eating (DEBQ) 1–5 2.0 (0.9) 2.0 (0.8) 2.1 (0.8) 1.9 (0.7)* − 0.12 − 0.32, 0.09 0.26

External eating (DEBQ) 1–5 2.8 (0.7) 2.8 (0.6) 2.84 (0.6) 2.77 (0.5)* − 0.13 − 0.29, 0.02 0.09

The sample size varies based on missing data, ranging from 167 to 170 for final sample with complete data for each measure

*p < 0.05
1 The intervention effect tests the differential difference in the change scores, from pre to post, in the MMT vs. TAU groups
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Intervention Effects on Weight

As shown in Table 3, the majority of women in the sample
gained excessive weight during pregnancy (68% on average
across groups), with no differences between treatment groups
(67.4% inMMTand 68.9% in TAU).We first analyzed weight
change as a continuous variable using kilograms of weight
change. We conducted a regression with the same model as
used in Table 4, using the covariates maternal age, pre-
pregnancy BMI category, and parity. The MMT group gained
0.05 kg more than TAU on average, not a significant differ-
ence between groups (p = 0.98).

As part of examining IOM categories, we examined the
group who gained Bless than recommended^—most had not
gained any weight, some gained minimal weight. Among
MMT, 20% of the sample gained less than the IOM recom-
mendations, and among TAUs, this occurred for 11% of the
sample, a significant difference (Table 3). There was a signif-
icant association between being inMMT (vs. TAU) with more

frequent gestational weight gain below the IOM recommen-
dations (OR 3.83, 95% CI 1.24, 11.83) compared to the refer-
ent group of gaining within the IOM recommendations. In
other words, there were more women who gained too little,
according to the recommendations, in the MMT group.

To test if weight changes may have occurred due to a medical
condition, sensitivity analyses were performed and showed that
this effect persisted after excluding women who developed ges-
tational diabetes mellitus (n = 23). It is also possible that the
excessive weight gain was in part already determined by the first
20 weeks of pregnancy and therefore could not be influenced by
the intervention. Therefore, sensitivity analyses were conducted
to eliminate the 17% (n = 25) of women who had already gained
in excess of the IOM recommendations at the start of the inter-
vention period, around 20 weeks, regardless of group assign-
ment. This exclusion did not change results.

Lastly, we conducted post hoc Pearson correlations be-
tween changes in reported distress and our primary outcome,
changes in weight. There were no significant relationships for

Table 3 Intervention effects on
gestational weight gain Weight change Control MMT Intervention effect

n (%) n (%) OR 95% CI P value

Below IOM recommendations 10 (11.1) 19 (20.2) 3.56 1.17, 10.87 0.026

Within IOM recommendations 18 (20.0) 12 (12.6) Referent

Above IOM recommendations 62 (68.9) 64 (67.4) 1.39 0.60, 3.22 0.44

OR adjusted for age, pre-pregnancy BMI, parity

Table 4 Intervention effects on glucose tolerance, weight retention, and physical activity

Control MMT Intervention effect

Mean (SD) Mean (SD) 95% CI, p

OGTT glucose levels (mg/dL) (24 weeks) (n = 141) 111.8 (27.7) 100.3 (23.3) β− 11.78 − 20.55, − 3.02 0.009

Oral glucose tolerance test at 24–28 weeks’ gestation OR

Normal (≤ 130 mg/dL) 54 (79.4) 67 (91.8) Referent

Impaired (> 130 mg/dL) 14 (20.6) 6 (8.3) 0.34 0.12, 0.95 0.04

Postpartum weight retention at 6 months (kg) 6.0 (8.4) 4.2 (8.8) β− 0.89 − 3.42, 1.64 0.49

OR

Postpartum weight retention at 6 months (categorical)

Higher than pre-pregnancy weight 50 (78.1) 56 (70.0) Referent

Equal to or lower than pre-pregnancy weight 14 (21.9) 24 (30.0) 0.55 0.25, 1.23 0.145

β

Leisure-time physical activity (post-intervention) 2.7 (1.1) 3.3 (1.1) 0.58 0.26, 0.91 0.0005

Physical activity category N (%) N (%) OR

Inactive or light activity 44 (49.4) 20 (25.0) Referent

Moderate or vigorously active (around 3 times/week) 25 (28.1) 28 (35.0) 2.55 1.13, 5.72 0.02

Moderate or vigorously active (5 or more times/week) 20 (22.5) 32 (40.0) 3.79 1.60, 8.97 0.003

β adjusted for age at enrollment, pre-pregnancy BMI, and parity, and for physical activity post-intervention, adjusted for baseline physical activity
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either stress (r = − 0.05) or for depressive symptoms (r = 0.06)
with weight change.

Postpartum weight retention. At 6 months post partum,
both groups showed weight retention (6 kg for TAU, 4 kg
for MMT), but there was wide variance and no statistically
significant differences between groups (Table 4).When exam-
ined categorically, 30% of women in the intervention were
either at or below their pre-pregnancy weight, compared to
22% of women in the TAU group. After adjustment for co-
variates, MMT showed lower 6-month postpartum weight re-
tention, but this was not significant (OR 0.55, 95% CI 0.25,
1.23).

Physical activity among women in the intervention and
TAU conditions are shown in Table 4. Women in the interven-
tion group reported higher levels of leisure-time physical ac-
tivity than women in the TAU group covarying baseline levels
(β = 0.58). After adjustment for covariates and baseline phys-
ical activity, the intervention was associated with greater odds
of having high levels of activity, around 3 times/week (OR
2.55, 95% 1.13, 5.72) and around 5 times/week (OR 3.79,
95% CI 1.60, 8.97; Table 4).

Glucose Tolerance Women in the MMT group started classes
at 18 to 20weeks of pregnancy and received at least half of the
intervention classes before the OGTT was performed, at 24–
28 weeks’ gestation. Glucose levels were examined both as a
continuous measure and as a categorical measure (of impaired
glucose tolerance), 1 h after the glucose drink (Table 4). The
MMT group had mean levels of 100 mg/dL, whereas the TAU
group had significantly higher mean levels of 111 mg/dL
(p < 0.03). When examined categorically, approximately 8%
of women in the intervention and 21% of women in the TAU
group had a glucose level above 130 mg/dL. After adjustment
for age, pre-pregnancy BMI, and parity, the intervention was
associated with significantly lower odds of exhibiting im-
paired glucose tolerance (OR 0.34, 95% CI 0.12, 0.97).

Discussion

We developed and tested an 8-week mindfulness-based, stress
reduction and healthy eating intervention for low-income
overweight women during pregnancy—the Mindful
MAMAS Training (MMT). Our sample was a young, low-
income, ethnically diverse sample of pregnant women who
had high baseline levels of stress, food insecurity, and a sed-
entary lifestyle. We found that although women in MMT did
not gain less weight than women in the comparison group (our
primary outcome), they did demonstrate significant improve-
ments on secondary outcomes: psychological stress and de-
pression, two important mental health outcomes, as well as
glucose control on the OGTT and reported physical activity.
They had on average around 2 point reductions in stress and

depression, post-intervention. As reported elsewhere, they
were less likely to have significant depressive symptoms up
to 9 months later [57] and their infants had almost half as
many medical visits in the following year as the infants from
the comparison group [58].

However, despite the pattern of significant improvements,
the intervention had no effect on the primary clinical outcome
of gestational weight gain. If improvements in stress were
maintained over time, it should theoretically temper the exces-
sive weight gain. In this study, in post hoc exploratory analy-
ses, we did assess relations between self-reported stress with
weight change, but found no significant relationships. This
lack of relationshipmay indicate that the model does not apply
well to this sample, or, quite possibly, it could be due to the
limited measurement design (measured only pre/post and
using trait measures) and/or because the majority gained ex-
cessive weight, leaving little variance to explain in weight
outcomes.

Other improvements seen, such as lower distress and glu-
cose tolerance, may be equally important to maternal and off-
spring health as the level of weight gain. The better glucose
control during pregnancy is important both for maternal and
infant health. The finding that mindful eating training was
associated with an improvement in glucose homeostasis, in
the absence of differences in weight gain, in comparison to a
TAU group, has been found in two other studies of non-
pregnant adults—one study of mindful eating in men and
women with obesity [39], and a randomized controlled trial
comparing a mindful eating intervention and a diabetes self-
management education intervention [59]. Given this prelimi-
nary pattern of findings on glucose but not weight across three
studies now, it is possible that mindful eating has larger effects
on glucose than on weight loss or maintenance but this re-
quires further investigation.

The intervention taught mindful eating skills, thus it was
not surprising that the MMT group reported significant im-
provements in measures of eating in response to external cues
or emotions, and the change in external eating was marginally
significantly greater compared to the TAU group. It is not
known if this was due to demand characteristics or actual
changes in eating behavior. Both groups improved on a mea-
sure of food addiction, an unexpected finding. While it is
possible that reductions in strong drive to eat might occur
naturally during pregnancy, this needs further study.

Despite the benefits in emotional well-being and glucose
control, we failed to find a significant difference between in-
tervention and control participants on our primary outcome of
weight gain. Almost 70% of women in the sample, regardless
of group, gained excessive weight. One reasonmay be that the
sample studied here tends to be among the highest risk for
excessive gestational weight gain, with the co-occurrence of
several major risk factors—pre-pregnancy overweight or
obese status, low income, food insecurity, and minority status
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[60–62]. In another overweight minority pregnant sample, a
similarly high number, 60%, were reported to gain excessive
weight [28]. The environmental conditions our sample faced
related to poverty, such as insufficient resources for reliable
and healthy food, and living in unsafe neighborhoods, can
work together to constrain and limit individual behavior and
ability to control dietary intake.

Another potential reason for the lack of impact on weight
gain may be the late timing and short duration of the interven-
tion. The intervention started as late as week 20 of pregnancy.
A substantial number of women enrolled in our study had
already gained close to or exceeded the IOM weight gain
recommendation before the intervention had started (almost
20%). A sensitivity analysis showed that even excluding
women who had excessive weight gain at 20 weeks did not
change results. Preventing or reducing excess maternal weight
before conception is likely the most effective weight manage-
ment strategy [63, 64].

There are several significant limitations and methodologi-
cal issues to note, and some are inherent in early intervention
development research. While it is always advantageous to
have a randomized control group, in alignment with the
ORBIT model, the focus at this stage of the research was to
tailor an intervention to meet the needs of the specific popu-
lation, and to examine mechanisms and efficacy of early out-
comes, rather than to conduct a large randomized controlled
trial. Our study fulfilled many of the goals of the ORBIT
model.We developed an intervention that was highly accepted
with good fidelity and attendance [43], and found the inter-
vention group improved on stress, depression, and had better
glucose tolerance compared to the treatment as usual group,
but found no improvement on weight gain, and the presumed
links between stress and weight change were not detected.

A limitation in our design was the lack of ability to sensi-
tively test our mediational model. Proximal mechanisms and
behavioral risk factors are best measured with frequent sam-
ples of behavior. To test how changes in daily affect, stress,
and emotion regulation might be impacting eating behavior,
and eventually clinical outcomes like weight, more sensitive
measurements than pre–post trait measures are necessary. We
recommend that future studies utilize ecological momentary
assessments or end-of-day diaries to assess mechanisms and
changes in behavior in a more granular way.

Although our assignment strategy based on gestational
weeks (as well as inability to attend classes based on schedule)
resulted in matched groups on sociodemographic measures,
the women in the comparison group were enrolled a few
weeks later in their pregnancy, which may have influenced
results in unknown ways. The later stage of pregnancy could
have biased the TAU group to have even fewer women who
were glucose intolerant because we ruled out women with
gestational diabetes at enrollment, and they were more likely
to know at their later stage of pregnancy. Despite this potential

bias, we found more women, not fewer, with glucose intoler-
ance in the TAU group. The women had to be able to attend
our class at a certain weekly day and time (typically evening).
Women who knew they would not be able to attend most of
the classes were included in the control group. The primary
reasons for not being able to attend were family and work
commitments in the evening or geographic distance. We tried
to minimize obstacles by providing $25 per session to offset
childcare and/or transportation. The women in the interven-
tion group may have had more control over their schedules,
leading to selection bias. However, as noted in Table 1, there
were no sociodemographic or psychological differences be-
tween the two groups at baseline.

Another limitation of the study was the lack of objectively
measured repeated outcomes such as physical activity, and
insulin sensitivity, and daily measures that are more sensitive
than trait measurement. This was a challenging sample to
recruit andmaintain, given their low income, limited availabil-
ity, lack of transportation, unexpected life events, network
stressors, and high stress, and for some, housing instability.
However, we would in future studies prioritize getting repeat-
edweight measures of all enrolledwomen and, when possible,
objective measurements of health behaviors. It is also notable
that almost 40% of eligible women did not respond to our
invitation (n = 146) or declined (n = 17) typically because of
difficulty and obstacles in their family and work schedules. If
the intervention was part of bundled care, such as in Centering
Pregnancy, it would have been easier to reach more women.

It is important to examine race/ethnicity separately from
socioeconomic factors, which requires a larger sample size
and stratification by SES. Even within our all low-income
sample, the non-Hispanic whites tended to have higher edu-
cation and income than the non-whites and Hispanics. By
including only low-income women, we reduced structural
confounding, but could not wholly eliminate it. Further, our
sample size was not sufficient to examine separate effects of
race/ethnicity subgroups and SES.

In conclusion, we found preliminary evidence of several
important benefits of a short-term mindfulness intervention
for low-income, ethnic-minority pregnant women with over-
weight or obesity. Given the demonstrated benefits to maternal
mental and metabolic health, we believe that this intervention
has substantial promise to impact maternal and infant out-
comes. The ORBIT model provides the framework for next
steps—such as further optimization of intervention, dose and
duration, refinement of and more sophisticated measurement
protocols of mechanisms, and then testing in a larger random-
ized clinical trial for efficacy. Efforts to continue to develop this
intervention and those like it are desperately needed, especially
since pregnancy is a highly influential period for the long-term
trajectories of both maternal and offspring health.

Funding This study was funded by NHLBI 5U01HL097973-02.

Int.J. Behav. Med. (2019) 26:461–473 471



Compliance with Ethical Standards

Conflict of Interest No authors have declared to have any conflicts of
interest.

Ethical Approval All procedures performed in studies involving human
participants were in accordance with the ethical standards of the institu-
tional and/or national research committee and with the 1964 Helsinki
declaration and its later amendments or comparable ethical standards.

Informed Consent Informed consent was obtained from all individual
participants included in the study.

Open Access This article is distributed under the terms of the Creative
Commons At t r ibut ion 4 .0 In te rna t ional License (h t tp : / /
creativecommons.org/licenses/by/4.0/), which permits unrestricted use,
distribution, and reproduction in any medium, provided you give appro-
priate credit to the original author(s) and the source, provide a link to the
Creative Commons license, and indicate if changes were made.

References

1. Dudenhausen JW, Grünebaum A, Kirschner W. Prepregnancy body
weight and gestational weight gain—recommendations and reality in
the USA and in Germany. Am JObstet Gynecol. 2015;213(4):591–2.

2. Deputy NP, Sharma AJ, Kim SY, Hinkle SN. Prevalence and char-
acteristics associated with gestational weight gain adequacy. Obstet
Gynecol. 2015;125(4):773–81.

3. Chu SY, CallaghanWM,Bish CL, D’Angelo D. Gestational weight
gain by body mass index among US women delivering live births,
2004–2005: fueling future obesity. Am J Obstet Gynecol. 2009
Mar;200(3):271.e1–7.

4. Brunner S, Stecher L, Ziebarth S, Nehring I, Rifas-Shiman SL,
Sommer C, et al. Excessive gestational weight gain prior to glucose
screening and the risk of gestational diabetes: a meta-analysis.
Diabetologia. 2015;58(10):2229–37.

5. Kiel DW, Dodson EA, Artal R, Boehmer TK, Leet TL. Gestational
weight gain and pregnancy outcomes in obese women: how much
is enough? Obstet Gynecol. 2007;110(4):752–8.

6. Crane JMG,White J, Murphy P, Burrage L, Hutchens D. The effect
of gestational weight gain by body mass index on maternal and
neonatal outcomes. J Obstet Gynaecol Can. 2009;31(1):28–35.

7. Siega-Riz A-M, Siega-Riz A-M, Laraia B. The implications of
maternal overweight and obesity on the course of pregnancy and
birth outcomes. Matern Child Health J. 2006;10(Suppl 1):153–6.

8. Bodnar LM, Siega-Riz AM, Simhan HN, Himes KP, Abrams B.
Severe obesity, gestational weight gain, and adverse birth out-
comes. Am J Clin Nutr. 2010;91(6):1642–8.

9. Kliegman RM,Gross T. Perinatal problems of the obese mother and
her infant. Obstet Gynecol. 1985;66(3):299–306.

10. Sridhar SB, Darbinian J, Ehrlich SF, Markman MA, Gunderson EP,
Ferrara A, et al. Maternal gestational weight gain and offspring risk
for childhood overweight or obesity. Am J Obstet Gynecol.
2014;211(3):259.e1–8.

11. Woo Baidal JA, Locks LM, Cheng ER, Blake-Lamb TL, Perkins
ME, Taveras EM. Risk factors for childhood obesity in the first 1,
000 days: a systematic review. Am J PrevMed. 2016;50(6):761–79.

12. Boney CM, Verma A, Tucker R, Vohr BR. Metabolic syndrome in
childhood: association with birth weight, maternal obesity, and ges-
tational diabetes mellitus. Pediatrics. 2005;115(3):e290–6.

13. Muktabhant B, Lawrie TA, Lumbiganon P, Laopaiboon M. Diet or
exercise, or both, for preventing excessive weight gain in

pregnancy. In: Cochrane Database of Systematic Reviews
[Internet]. John Wiley & Sons, Ltd; 2015 [cited 2016 Sep 16].
Available from: https://doi.org/10.1002/14651858.CD007145.
pub3/abstract

14. Flynn AC, Dalrymple K, Barr S, Poston L, Goff LM, Rogozińska
E, et al. Dietary interventions in overweight and obese pregnant
women: a systematic review of the content, delivery, and outcomes
of randomized controlled trials. Nutr Rev. 2016;74(5):312–28.

15. Liu X, Clark J, Siskind D,Williams GM, Byrne G, Yang JL, et al. A
systematic review and meta-analysis of the effects of qigong and tai
chi for depressive symptoms. Complement Ther Med. 2015;23(4):
516–34.

16. Herring SJ, Cruice JF, Bennett GG, RoseMZ, Davey A, Foster GD.
Preventing excessive gestational weight gain among African
American women: a randomized clinical trial. Obes Silver Spring
Md. 2016;24(1):30–6.

17. Thornton YS, Smarkola C, Kopacz SM, Ishoof SB. Perinatal out-
comes in nutritionally monitored obese pregnant women: a random-
ized clinical trial. J Natl Med Assoc. 2009;101(6):569–77.

18. Shirazian T, Monteith S, Friedman F, Rebarber A. Lifestyle modi-
fication program decreases pregnancy weight gain in obese women.
Am J Perinatol. 2010;27(5):411–4.

19. Razzoli M, Bartolomucci A. The dichotomous effect of chronic
stress on obesity. Trends Endocrinol Metab. 2016;27(7):504–15.

20. Brunner EJ, Chandola T, Marmot MG. Prospective effect of job
strain on general and central obesity in the Whitehall II study. Am
J Epidemiol. 2007;165(7):828–37.

21. Chandola T, Brunner E, Marmot M. Chronic stress at work and the
metabolic syndrome: prospective study. Bmj. 2006;332(7540):
521–5.

22. Yau YHC, Potenza MN. Stress and eating behaviors. Minerva
Endocrinol. 2013;38(3):255–67.

23. Sinha R, Jastreboff AM. Stress as a common risk factor for obesity
and addiction. Biol Psychiatry. 2013;73(9):827–35.

24. Laraia BA, Siega-Riz AM, Dole N, London E. Pregravid weight is
associated with prior dietary restraint and psychosocial factors dur-
ing pregnancy. Obes Silver Spring Md. 2009;17(3):550–8.

25. Bicudo Faria-Schützer D, Garanhani Surita F, Lira Nascimento S,
Maria Vieira C, Turato E. Psychological issues facing obese preg-
nant women: a systematic review. J Matern-Fetal Neonatal MedOff
J Eur Assoc Perinat Med Fed Asia Ocean Perinat Soc Int Soc
Perinat Obstet. 2016;29:1–8.

26. Horsch A, Kang JS, Vial Y, Ehlert U, Borghini A,Marques-Vidal P,
et al. Stress exposure and psychological stress responses are related
to glucose concentrations during pregnancy. Br J Health Psychol.
2016;12.

27. Sauder KA, Starling AP, Shapiro AL, Kaar JL, Ringham BM,
Glueck DH, et al. Diet, physical activity and mental health status
are associated with dysglycaemia in pregnancy: the healthy start
study. Diabet Med J Br Diabet Assoc. 2016;33(5):663–7.

28. Gould Rothberg BE, Magriples U, Kershaw TS, Rising SS,
Ickovics JR. Gestational weight gain and subsequent postpartum
weight loss among young, low-income, ethnic minority women.
Am J Obstet Gynecol. 2011;204(1):52 e1–11.

29. Messer LC, Oakes JM, Mason S. Effects of socioeconomic and
racial residential segregation on preterm birth: a cautionary tale of
structural confounding. Am J Epidemiol. 2010;171(6):664–73.

30. Goyal M, Singh S, Sibinga EMS, Gould NF, Rowland-Seymour A,
Sharma R, et al. Meditation programs for psychological stress and
well-being: a systematic review and meta-analysis. JAMA Intern
Med. 2014;174(3):357–68.

31. Matvienko-Sikar K, Lee L, Murphy G, Murphy L. The effects of
mindfulness interventions on prenatal well-being: a systematic re-
view. Psychol Health. 2016;31(12):1415–34.

472 Int.J. Behav. Med. (2019) 26:461–473

https://doi.org/10.1002/14651858.CD007145.pub3/abstract
https://doi.org/10.1002/14651858.CD007145.pub3/abstract


32. Lever Taylor B, Cavanagh K, Strauss C. The effectiveness of
mindfulness-based interventions in the perinatal period: a system-
atic review and meta-analysis. PLoS One. 2016;11(5):e0155720.

33. Hall HG, Beattie J, Lau R, East C, Anne BM. Mindfulness and
perinatal mental health: a systematic review. Women Birth J Aust
Coll Midwives. 2016;29(1):62–71.

34. Mason AE, Epel ES, Aschbacher K, Lustig RH, AcreeM, Kristeller
J, et al. Reduced reward-driven eating accounts for the impact of a
mindfulness-based diet and exercise intervention on weight loss:
data from the SHINE randomized controlled trial. Appetite.
2016;100:86–93.

35. Daubenmier J, Kristeller J, Hecht FM, Maninger N, Kuwata M,
Jhaveri K, et al. Mindfulness intervention for stress eating to reduce
cortisol and abdominal fat among overweight and obese women: an
exploratory randomized controlled study. J Obes. 2011;2011:
651936.

36. Kristeller JL, Wolever RQ. Mindfulness-based eating awareness
training for treating binge eating disorder: the conceptual founda-
tion. Eat Disord. 2011;19(1):49–61.

37. Godfrey KM, Gallo LC, Afari N. Mindfulness-based interventions
for binge eating: a systematic review and meta-analysis. J Behav
Med. 2015;38(2):348–62.

38. Daubenmier J, Moran PJ, Kristeller J, Acree M, Bacchetti P,
Kemeny ME, et al. Effects of a mindfulness-based weight loss
intervention in adults with obesity: a randomized clinical trial.
Obes Silver Spring Md. 2016;24(4):794–804.

39. Olson KL, Emery CF. Mindfulness and weight loss: a systematic
review. Psychosom Med. 2015;77(1):59–67.

40. Czajkowski SM, Powell LH, Adler N, Naar-King S, Reynolds KD,
Hunter CM, et al. From ideas to efficacy: the ORBIT model for
developing behavioral treatments for chronic diseases. Health
Psychol Off J Div Health Psychol Am Psychol Assoc.
2015;34(10):971–82.

41. Vieten C, Astin J. Effects of a mindfulness-based intervention dur-
ing pregnancy on prenatal stress and mood: results of a pilot study.
Arch Womens Ment Health. 2008;11(1):67–74.

42. Laraia BA, Adler NE, Coleman-Phox K, Vieten C, Mellin L,
Kristeller JL, et al. Novel interventions to reduce stress and over-
eating in overweight pregnant women: a feasibility study. Matern
Child Health J. 2018;17.

43. Vieten C, Laraia B, Kristeller J, Adler N, Coleman-Phox K, Bush
N, et al. The Mindful Moms Training: development of a
mindfulness-based intervention to reduce stress and overeating dur-
ing pregnancy. BMC Pregnancy Childbirth. 2018;

44. Coleman-Phox K, Laraia BA, Adler N, Vieten C, Thomas M, Epel
E. Recruitment and retention of pregnant women for a behavioral
intervention: lessons from the maternal adiposity, metabolism, and
stress (MAMAS) study. Prev Chronic Dis. 2013;10.

45. Kiernan M, Schoffman DE, Lee K, Brown SD, Fair JM, Perri MG,
et al. The Stanford Leisure-Time Activity Categorical Item (L-Cat):
a single categorical item sensitive to physical activity changes in
overweight/obese women. Int J Obes. 2005;37(12):1597–602.

46. Kabat-Zinn J, Massion AO, Kristeller J, Peterson LG, Fletcher KE,
Pbert L, et al. Effectiveness of a meditation-based stress reduction
program in the treatment of anxiety disorders. Am J Psychiatry.
1992;149(7):936–43.

47. Cohen S, Janicki-Deverts D. Who’s stressed? Distributions of psy-
chological stress in the United States in probability samples from
1983, 2006, and 2009. J Appl Soc Psychol. 2012;42(6):1320–34.

48. Spitzer RL, Kroenke K, Williams JW. And the patient health ques-
tionnaire primary care study group. Validation and utility of a self-
report version of PRIME-MD: the PHQ primary care study. JAMA.
1999;282(18):1737–44.

49. Kroenke K, Spitzer RL, Williams JBW. The PHQ-9. J Gen Intern
Med. 2001;16(9):606–13.

50. Rini CK, Dunkel-Schetter C, Wadhwa PD, Sandman CA.
Psychological adaptation and birth outcomes: the role of personal
resources, stress, and sociocultural context in pregnancy. Health
Psychol Off J Div Health Psychol Am Psychol Assoc.
1999;18(4):333–45.

51. Bond FW, Hayes SC, Baer RA, Carpenter KM, Guenole N, Orcutt
HK, et al. Preliminary psychometric properties of the acceptance
and action questionnaire—II: a revised measure of psychological
inflexibility and experiential avoidance. Behav Ther. 2011;42(4):
676–88.

52. Van Strien T, RookusMA, Bergers GP, Frijters JE, Defares PB. Life
events, emotional eating and change in bodymass index. Int J Obes.
1986;10(1):29–35.

53. Gearhardt AN, Corbin WR, Brownell KD. Preliminary validation
of the Yale food addiction scale. Appetite. 2009;52(2):430–6.

54. Vieten C et.al The mindful moms training: development of a
mindfulness-based intervention to reduce stress and overeating dur-
ing pregnancy. PubMed—NCBI [Internet]. [cited 2018 25].
Available from: https://www.ncbi.nlm.nih.gov/pubmed/29859038.

55. Blumberg SJ, Bialostosky K, Hamilton WL, Briefel RR. The effec-
tiveness of a short form of the household food security scale. Am J
Public Health. 1999;89(8):1231–4.

56. Chen H, Cohen P, Chen S. How big is a big odds ratio? Interpreting
the magnitudes of odds ratios in epidemiological studies. Commun
Stat - Simul Comput. 2010;39(4):860–4.

57. Felder JN, Laraia B, Coleman-Phox K, Bush N, SureshM, Thomas
M, et al. Poor sleep quality, psychological distress, and the buffering
effect of mindfulness training during pregnancy. Behav Sleep Med.
2017;6:1–15.

58. Roubinov DS, Felder JN, Vieten C, Coleman-Phox K, Laraia B,
Adler N, et al. Maternal depressive symptoms and infant healthcare
utilization: the moderating role of prenatal mindfulness. Gen Hosp
Psychiatry [Internet]. 2018 4 [cited 2018 Apr 6]; Available from:
h t t p : / /www. s c i e n c ed i r e c t . c om / s c i e n c e / a r t i c l e / p i i /
S016383431730587X

59. Miller CK, Kristeller JL, Headings A, Nagaraja H, Miser WF.
Comparative effectiveness of a mindful eating intervention to a
diabetes self-management intervention among adults with type 2
diabetes: a pilot study. J Acad Nutr Diet. 2012;112(11):1835–42.

60. Laraia BA, Siega-Riz AM, Gundersen C. Household food insecu-
rity is associated with self-reported pregravid weight status, gesta-
tional weight gain and pregnancy complications. J Am Diet Assoc.
2010;110(5):692–701.

61. Laraia B, Epel E, Siega-Riz AM. Food insecurity with past experi-
ence of restrained eating is a recipe for increased gestational weight
gain. Appetite. 2013;65:178–84.

62. Laraia B, Vinikoor-Imler LC, Siega-Riz AM. Food insecurity dur-
ing pregnancy leads to stress, disordered eating, and greater post-
partum weight among overweight women. Obes Silver Spring Md.
2015;23(6):1303–11.

63. Catalano PM. Management of obesity in pregnancy. Obstet
Gynecol. 2007;109(2 Pt 1):419–33.

64. ACOG. Practice bulletin no 156: obesity in pregnancy. Obstet
Gynecol. 2015;126(6):e112–26.

Publisher’s Note Springer Nature remains neutral with regard to jurisdic-
tional claims in published maps and institutional affiliations.

Int.J. Behav. Med. (2019) 26:461–473 473

https://www.ncbi.nlm.nih.gov/pubmed/29859038
http://www.sciencedirect.com/science/article/pii/S016383431730587X
http://www.sciencedirect.com/science/article/pii/S016383431730587X

	Effects...
	Abstract
	Abstract
	Abstract
	Abstract
	Abstract
	Introduction
	Methods
	Study Population
	Recruitment
	Study Design
	Intervention
	Measures
	Weight, Metabolic Health, and Physical Activity

	Secondary Outcomes
	Psychosocial Distress, Mindfulness Outcomes, and Eating Behavior

	Sociodemographics and Covariates
	Statistical Analyses

	Results
	Sample Descriptives and Consort Diagram
	Intervention Effects on Distress and Mindfulness
	Intervention Effects on Weight

	Discussion
	References


