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ABSTRACT

This thesis illuminates women’s maternal body experiences to show the meanings that come
into being for women labelled as clinically ‘overweight’ and ‘obese’. Phenomenological
interviews with 16 women were used to gather data. Using a post-intentional
phenomenological design, phenomenology was put into dialogue with theories of pregnant
embodiment, distressed embodiment, and salutogenic understandings of health. Crafted
stories provided the practical framework to show how contexts produced and provoked

women’s experiences.

Women described care as being preoccupied with control and surveillance of maternal bodies.
In biomedical contexts, narrow versions of normality existed. Weight-focused advice was
received by women in a climate of risk. Women’s stories tell of a patterning of care that led to
disconnection from others, creating intense emotional, bodily, and cultural disruption. In
restrictive care contexts, women’s bodies and experiences were marginalised. Understandings
of wellbeing as holistic and interconnected were neglected, provoking a variety of responses
which helped women to re-harmonise a disordered world. Women sought humanised and
empathy-based care which reflected their cultural values, social contexts, and clinical needs.
For women, health was not only based on weight; rather, it was framed by holistic

understandings of wellbeing.

The findings prompt a shift from weight-focused behaviour change approaches and call for
more aspirational approaches to wellbeing which are defined by women themselves. They
challenge the current paradigm of contemporary maternal health promotion and reveal how
the biomedical model lacked relevance—exposing the tensions that women experience when
their values are in conflict with maternity’s idealising of specific body weights. Insights
generated through this study uncover how current trends in public health policy and health
promotion practice privilege science and professional knowledges while marginalising

women’s embodied knowledge.

Practice shifts are urgently needed to realign care to focus on indigenous perspectives and
embodied knowledge to shift the conditions that problematise women in larger maternal
bodies. A realistic approach to wellbeing begins by valuing and accepting diversity. The voices
in these pages show that transformative innovation is needed to reinvigorate health promotion
as a relational practice. The findings represent a body of evidence that prompts new directions

for reimagining more equitable, responsive health promotion.
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CHAPTER ONE: ORIENTATION TO THE STUDY

As we've seen in the debates over abortion or plastic surgery or pregnancy nutrition,
everyone has an opinion about what women should and should not do with their
bodies — even if they don’t inhabit a female body themselves. (Schrobsdorff, Sifferlin,

& Bajekal, 2018, p. 18)

These words, in Time magazine, on July 23, 2018, point to how women are becoming
overwhelmed by the debates surrounding protection of pregnancy health. The statement
boldly captures the dynamic tensions women experience in managing their bodies as their
own. Furthermore, the authors illuminated how pregnancy nutrition is deeply embedded in
public consciousness; showing the upward momentum which positions nutrition alongside

other critical public health and ethical issues affecting women today.

In recent years, nutrition-programme policy, targeting pregnant women, has been developed
(Ministry of Health, 2015); however, increasing policy focus on promoting healthy weight gain
in pregnancy is challenging for midwives and women alike. Midwives concerned with
promoting person-centred practice encounter ethical and moral tensions when implementing
policy recommendations which are in conflict with women’s understandings of gestational
weight gain (Knox, Crowther, McAra-Couper, & Gilkison, 2018). The contexts in which women
live are diverse and complex. Policy approaches, and weight management guidance which fail
to consider these complexities are challenging for midwives as they attempt to practice in ways

aligned with midwifery philosophy.

Study Aim and Research Questions

In this study, of women’s maternal body experiences?, the primary research question was:
What are the experiences of ethnically diverse maternal women labelled as clinically
‘overweight’ and ‘obese’?? The secondary research questions focused on how the various

contextual aspects of the study produced and provoked the phenomenon:

e How do contemporary public health policy and practice contexts produce and provoke

women’s understandings of health and wellbeing in pregnancy?

! While this work focuses on the experiences of women, not all pregnant people are women.
Transgender and gender nonbinary people have reproductive body experiences and perspectives on
maternity care which may be both similar and unique from cisgender women.

2| use single quotation marks around terms such as ‘overweight’ and ‘obesity’ to cast doubt on the reality
of this phenomenon and highlight the contested nature of the use of these terms.



e How do socio-cultural narratives concerning body size and pregnancy provoke
women’s beliefs, understandings, and health behaviours?

e  How do medicalised weight-focused narratives in maternity care contexts unfold, and
what is the meaning of these narratives for women?

e How do women’s experiences change as they find-themselves-being and becoming in

relation to others and things?

Justification for this Study

There has been an inexorable increase in obesity in almost all countries (NCD Risk Factor
Collaboration, 2016), with obesity and its determinants identified as risk factors for non-
communicable diseases (Swinburn et al., 2019). Like other countries, obesity prevalence rates
are rising in Aotearoa New Zealand with one in three adults (32%) classified as ‘obese’. Maori
and Pacific adults; and those with the highest levels of deprivation are disproportionately
affected (Ministry of Health, 2018). Economic inequality represents a growing concern with
rising obesity prevalence amongst people experiencing income inequalities. Whilst there is
clear evidence of a worldwide problem, beyond establishing this fact, little progress has been
made (Kleinert & Horton, 2015). Of concern, urgent recommendations and policy has not led
to positive change which Swinburn et al. (2019) attributed to policy inertia and “strong
opposition to those policies by powerful commercial interests, and a lack of demand for policy

action by the public” (p. 1).

A key area of concern in public health policy has been the impacts of obesity on maternal health
(Torloni, Betran, & Merialdi, 2012). Obesity in pregnancy substantially increases the risk of
adverse maternal and infant outcomes (Marchi, Berg, Dencker, Olander, & Begley, 2015), and
of specialist care admissions (Denison et al., 2014). Such evidence has contributed to obesity-
targeted policy recommendations in Aotearoa New Zealand (Ministry of Health, 2015), and
guidance for healthy gestational weight gain (Ministry of Health, 2014) leading to pregnancy
being viewed as a critical period for primary prevention of obesity (Huda, Brodie, & Sattar,
2010). Furthermore, it has been suggested that the potential for health gain through improved
diet is enormous, providing a basis for targeted action to reverse the cycle of poor
health (James, Nelson, Ralph, & Leather, 1997). However, critics, such as Cain (2013), argued
that the personal choice narrative, which provides the broader framing for the obesity
epidemic debate, makes (in)visible the structural and political forces which maintain poor
health. Concurring, Kleinert and Horton (2019) added it is unacceptable that obesity is still
regarded by some as individual responsibility resulting from bad decision-making. In their view,

“obesity is often a chronic, progressive disorder leading to poor health, unwarranted stigma,
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and increased mortality” (Kleinert & Horton, 2019, p. 1). Yet, the prevailing policy climate fails
to acknowledge the complex social, cultural, political, and economic factors that exist in the
wider environment, which may limit the success of pregnant women in making and sustaining
healthy change. Policy discourses represent narrow, medicalised perspectives on the
management of gestational weight gain. Weight-focused medicalised narratives are prominent
in health policy and related guidance, which have contributed to risk-based messaging and

health promotion approaches in contemporary maternity care.

Focusing on weight, rather than approaching the midwife-woman partnership from a holistic
perspective, can pathologise the whole pregnancy for the woman (Knox et al., 2018) and calls
on pregnant women to have increased vigilance on their maternal bodies. Concurring, Parker
(2017) noticed that, “health systems have responded by introducing a suite of guidelines and
interventions intended to regulate and manage fat maternal bodies” (p. 22). What is more
important is that pregnant embodiment and the related notions of the social and cultural
pregnant-body-as-lived have not been acknowledged in prevention approaches (Warin,
Turner, Moore, & Davies, 2008) and, consequently, “fails to integrate to integrate people’s
lived experience as gendered, situated bodies in an inequitable world” (Aphramor, 2005, p.

315).

Ultimately, obesity is a complex phenomenon, intimately tied to the way we lead our lives in
the modern world (Hannah, 2014). Thus, women’s maternal body experiences cannot be
disentangled from the complex contemporary contexts in which women live. Few studies have
explored the experiences of women in Aotearoa New Zealand which are required to provide
much needed insights into larger maternal women’s lived experiences, and the meaning of

weight-focused policy and maternal health promotion for ethnically diverse women.

Research Approach

Guba and Lincoln (1994) argued that questions of philosophical position are the fundamental
starting point guiding qualitative inquiry. Emphasising this point, Avis (2005) agreed that
evidence gathered during a research project cannot be separated from the standpoint of the
researcher. The inter-connectedness of my own theoretical position with the research
questions and methodology facilitated a transparent and rigorous approach to gathering,

analysing, and interpreting phenomenological material from the women.

Women typically gain weight during pregnancy. As such, weight gain could be considered a
universal physiological phenomenon that women must manage, no matter their cultural or
socio-economic position. At the same time, differences in contemporary social, cultural, and

medical responses to weight gain affect women'’s experiences of weight gain, as well as their
3



ability to comfortably engage in relationships. This research brought into nearness the
experiences of clinical ‘overweight’ and ‘obesity’ for women of diverse ethnicities and social
circumstances and required a philosophical stance which illuminated women’s experiences of
being pregnant in a large body—a body which is considered a deviation from the ideal. It is no
longer the case, as Counihan (1999) once suggested, that pregnancy, “allows women to ‘be
ample’ and free of the negative societal gaze that comes with being overweight” (p. 201).
Therefore, a methodology which enabled an uncovering of women’s experiences of weight-
focused health promotion amidst medical narratives and contemporary maternal health

promotion was important.

| drew from a post-intentional phenomenological approach to answer the research questions.
Mark Vagle, an American phenomenological curriculum and educational theorist, whose work
underpinned this research, opened-up post-phenomenological ways for me to explore how
women find-themselves-being in relation to others and things in the world. Vagle (2018)
believed that the phenomenon is seen both as something experienced by an individual and as
a social apparatus. In other words, “the post-intentional phenomenon is produced and
produces, is provoked and provokes—through social relations in the world” (Vagle, 2018, p.
140). My goal in this research was to demonstrate that, “a phenomenon is, at best, insight into
a particular shape the phenomenon has taken within a specific context at a given moment in
time for a given group of people” (Vagle, 2018, p. 97). The unit of analysis, therefore, was not
the women themselves or maternity care professionals who pathologise women in bodies
above ‘normal’ weight. Neither was it the public anxieties about these women. Rather, the unit
of analysis was how the women were in different states of being and becoming through their
interconnected relations with others. In the same way, from a post-intentional
phenomenological perspective, the theoretical concern was not whether women felt inhibited
in alarge body. The concern was how the perception of inhibited was produced in that moment
and how this production connected with other productions, assumptions, and meanings
associated with large maternal bodies. Consequently, and in accordance with Vagle’s
theorising, this research conceived post-intentional phenomena as circulating through social
relations and social spaces and produced through the dynamic entanglements among direct
lived experience, contexts, discourses, policies, practices, social histories, language, habits,
popular media, politics, objects, etc. (Vagle, 2018). In utilising a post-intentional approach, |
probed for alternatives, other ways of understanding what it is like to be pregnant in a large
body; understandings that went beyond the dominant medical narratives of authority which
medicalise the female body, positioning clinically ‘overweight’ and ‘obese’ maternal bodies as

the site of disease and failure (S. Murray, 2008). Thus, Vagle’s theorising offered a philosophical
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and methodological foundation to explore the multiple influences operating on women in large

maternal bodies as they navigate relationships in ever changing contexts and situations.

Post-intentional phenomenological approaches are noticeably absent in midwifery research.
There is value in exploring how a ‘posted’ phenomenology can enable midwifery to better
understand contemporary patterns of ‘dis-ease’ arising from being in a large maternal body as
part of an approach to enhancing health and wellbeing. The tenets of post-intentional
phenomenology align with those of midwifery practice, which is focused on partnership and
person-centred approaches. Therefore, my research questions were a response to the
concerns and insights of women, midwives, and subversive scholars. These concerns led to the
focusing question: What are the interconnected meanings that come-into-being for ethnically

diverse women living in different cultural and socio-economic communities?

My Positioning as Researcher

| am drawn to social justice-inspired public health, which is why | oriented to post-intentional
phenomenology as a research approach. Contemporary public health is characterised by caring
values and an unrelenting pursuit to shift the conditions that hold injustice and inequality firmly
in place. Thus, a post-intentional approach, with its commitments to social change, drew me
in. My phenomenological interest in doing this research materialised from practice concerns
as a public health programme manager and previous midwife. In a recent role as a programme
lead for a government-funded maternal nutrition intervention, evaluation methodology
focused on measuring if the programme led to pregnant women making the changes intended
by the programme. The intervention was unsuccessful, and the evaluation failed to uncover
the wider contextual forces at play which influenced women’s responses to maternal health
promotion efforts. The current focus in Aotearoa New Zealand intervention programmes is on
impact evaluation. Such evaluation rarely, though, uncovers the nuances or complexity of our

everyday lives.

| became more conscious of the need for public health programmes, such as the maternal
nutrition intervention, to be underpinned by social justice perspectives. Seeing that a different
way of responding to public health challenges in an individualistic market driven society was
needed, | realised that a more curious response to measuring the worth of interventions was
required. It became apparent there was more to why women did not make the intended
changes. | became intrigued with the things or entities that mattered more to women and how
they found themselves inseparably connected with other people (subjects) and animate,

inanimate, ideas, and discourses (objects in the world) (Vagle, 2018).



A further positioning occurred through my disciplinary socialisation to particular research
approaches (Ray, 1999). Through my affiliation to public health, | am familiar with qualitative
approaches to inquiry. The semi-structured interview is a common approach to elicit rich data
on human experience (Bearman, 2019); and | have become familiar with this method through
collecting data from small-scale health service research and evaluations. | utilised this approach
in my earlier post-graduate research to gather sensitive data from young, male consumers of

mental health services.

Uncovering My Preunderstandings

| chose this research topic because the phenomena came into prominence in the professional
context of my life. My public health career has spanned more than two decades. Throughout
this time, obesity has become increasingly politicised. Obesity is an example of a policy issue
that is occurring in a values-ridden domain. It is apparent that obesity has the complexity,
“typical of ‘post-normal’ science — where the science is complex, the facts uncertain, the issue
is urgent and of high public interest, there is a high values component and those values are in
dispute” (Gluckman, 2015, p. 3). Through the obesity epidemic, body size has become a focus
for public health interventions. Obesity has been described as a wicked problem in Aotearoa
New Zealand (Signal et al., 2013) and the pervasive discussion of obesity in the media and
academic literature has often taken on a moral tinge. For example, in their conceptual paper
on fat shaming in public health, one emotive issue has been how racism manifests for Maori
through colonising contexts (Warbrick, Came, & Dickson, 2018). My own view is that lifestyle
politics, western-dominated perceptions of weight, and resultant ineffective policy and health
promotion approaches may actually be increasing obesity-related inequities. Gluckman’s

(2015) observations challenge public health to see the complexities of the issue.

The complexities seem even greater for maternity care. Undertaking a collaborate writing
project, during this thesis, Knox et al. (2018) explored the unanticipated negative
consequences of BMI-focused health policy for midwife-woman partnerships. We endorsed
the view that maternal ‘obesity’ has serious medical implications; however, we warned against
an uncritical uptake of the ‘healthy gestational weight’ discourse underpinning much of
maternal health promotion. Midwifery is challenged to reflect on the value of positioning itself
more explicitly in a public health context to better enable critique of health policy and health

promotion practice.

| drew on my preunderstandings as an interpretative tool through which | viewed the
phenomena (Thompson, 2018). Gustin (2018) emphasised the importance of being mindful as

a phenomenological attitude. She described the need to observe, with a neutral mind, what is
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happening and stay present in the moment. Post-reflexivity is essential to post-intentional
phenomenology (Vagle, 2014, 2018) and refers to an untiring vigilance of one’s knowledge as
opposed to suspending knowledge. In designing the research, | made my assumptions and
preunderstandings of the phenomenon explicit at the beginning of the study. Post-reflexing
happened throughout the different stages of this inquiry, even before the gathering of
phenomenological material (Vagle, 2014, 2018). My process was ongoing and subsequent
chapters reveal how my positionality is in flux and contextual. Rather than putting my
preunderstandings aside, | have made them visible. One of the ways which | uncovered my
preunderstandings before data gathering was through being interviewed by my supervisor.
Additionally, during the period of data gathering, | created a post-reflexion journal; extracts
from this journal are shown in subsequent chapters to reveal how my preunderstandings and
assumptions influenced my early interpretations. Finally, post-reflexing occurred during the
crafting of the post-intentional text. This pushed me to question my understandings, the
tradition | was operating within, and the history from which | was launching (Vagle, 2018). It
was through this process that | gained increased openness by being more aware of my

preunderstandings.

Thesis Structure

This thesis comprises of 10 chapters:

Chapter One has outlined the aim, research questions, and justification for this inquiry. The
research approach and rationale for choosing Vagle’'s post-intentional phenomenology are
briefly described. In doing so, it shows why this topic is important to me. My presuppositions

have been identified.

Chapter Two presents the findings of a narrative review of the literature on women’s
experiences of maternal ‘overweight’ and ‘obesity’; literature related to women'’s experiences
of maternity care; as well as women’s understandings of the broader social and cultural factors

which affect engagement with weight-focused messaging during pregnancy.

Chapter Three presents the research methodology. The theoretical perspective that informed
my methodological decisions for answering the research question is outlined. Chapter Four
outlines the methods utilised to enhance trustworthiness of the research findings and provides

an overview of the participants.

Chapter Five introduces the findings, or tentative manifestations, from the data. Chapters Six,

Seven, and Eight reveal the tentative manifestations of the phenomenon of being labelled as



clinically ‘overweight’ and ‘obese’ in pregnancy. Chapter Nine provides a synthesis of the

tentative manifestations.

Chapter Ten is a critical analysis and discussion of the wider contextual factors, namely health
policy and maternity practice contexts, which influenced women’s experiences. The chapter
concludes by arguing the significance of the study for future policy reviews, practice, education,

research, and service provision.



CHAPTER TWO: LITERATURE REVIEW

This chapter presents findings from the review of literature and places the study in the context
of what has been researched and written in relation to the research topic. Specifically, the
review draws on literature from women’s experiences of maternal ‘overweight’ and ‘obesity’;
literature related to women’s experiences of maternity care; as well as women’s
understandings of the broader social and cultural factors which affect women’s engagement
with maternity care providers. This narrative literature review is organised thematically.
Themes important to understanding the phenomenon are summarised and synthesised to

evaluate the previous research and identify unexplored areas in the current literature.

Context for the Review

Aotearoa New Zealand has among the highest prevalence rates of ‘overweight’ and ‘obesity’
in comparison to other developed countries (Organisation for Economic Co-operation
Development, 2017). In their analysis of age, period, and cohort effects on BMI, Wilson and
Abbott (2018) found that BMI has risen sharply in Aotearoa New Zealand adults in recent years.
Based on current data, it is expected that the population mean BMI will exceed 30 kg/m? — the
clinical cut-off for obesity — in the next decade. The authors also found that, within the
Aotearoa New Zealand context, social, and environmental factors were clearly associated with
population level increases in BMI. Data indicate the strong possibility of increasing obesity-

related ethnic and socioeconomic inequalities (Wilson & Abbott, 2018).

The serious impacts associated with maternal ‘overweight’ and ‘obesity’ for women and their
infants are well documented. Excessive gestational weight gain has been purported to be the
most deleterious consequence of pregnancy (Gilmore, Klempel-Donchenko, & Redman, 2015).
Maternal ‘obesity’ leads to an increased risk of both gestational diabetes and hypertensive
conditions for women; and, for the infant, perinatal death, congenital anomalies, birth trauma,
and high birth weight (Adamo et al., 2013; Catalano & Ehrenberg, 2006; Dodd, Grivell, Nguyen,
Chan, & Robinson, 2011; Furber et al., 2013; Galtier-Dereure, Bogner, & Bringer, 2000; Galtier,
Raingeard, Renard, Boulot, & Bringer, 2008; Lashen, Fear, & Sturdee, 2004, Leslie, Gibson, &
Hankey, 2013; Ramachenderan, Bradford, & McLean, 2008; Ryan, 2007; Stotland, 2009). Future
generations are considered at high risk of experiencing health harms caused by gene-related
obesity risks (Mourtakos et al., 2015; Pirkola et al., 2010). Furthermore, low-income women
were found to be more at risk than middle- and high-income women for excessive gestational

weight gain (Yeo & Logan, 2014).



The available literature is dominated by the consequences of maternal ‘overweight’ and
‘obesity’ in pregnancy and the evidence has led to increasing pressure to improve health and
health care through more appropriate interventions (Sutherland, Brown, & Yelland, 2013).
Despite the call for improved public health interventions, a systematic review of pregnancy
lifestyle interventions in ‘overweight’ and ‘obese’ pregnant and postnatal women concluded
the certainty of evidence was too low to determine whether weight management interventions
starting in pregnancy are effective (Dalrymple, Flynn, Relph, O'Keeffe, and Poston (2018).
Furthermore, there is little consensus around effective strategies to engage with women about

weight management (Dodd et al., 2011; Thangaratinam & Jolly, 2010).

Scope of Review

There is a growing literature on the experiences of health professionals in providing care to
‘overweight’ and ‘obese’ pregnant women (Foster & Hirst, 2014; N. Heslehurst, Lang, Rankin,
Wilkinson, & Summerbell, 2007; Kerrigan, Kingdon, & Cheyne, 2015; Mulherin, Miller, Barlow,
Diedrichs, & Thompson, 2013; Schmied, Duff, Dahlen, Mills, & Kolt, 2011; Wennberg,
Lundqvist, Hogberg, Sandstrom, & Hamberg, 2013). Conversely, there is a paucity of literature
describing women’s experiences of being in larger maternal bodies; although a small body of
research is becoming concerned with uncovering the experiences of women, considered
central to increasing the effectiveness of public health measures targeted at pregnant women
(Khazaezadeh, Pheasant, Bewley, Mohiddin, & Oteng-Ntim, 2011). Furthermore, obesity
prevention interventions differ in their effectiveness across socio-economic groups (Backholer
et al., 2014) and few studies have explored the social and cultural factors that shape women’s
behaviours during pregnancy. Studies which include the experiences of Aotearoa New
Zealand’s most economically disadvantaged women are required to provide much needed
insights into women’s lived experiences of maternal ‘overweight’ and ‘obesity’, and the impact
of education and behavioural interventions and contemporary discourses on behaviour change
in such groups. Therefore, this review focuses on qualitative studies concerned with examining
the phenomena of being pregnant in a large body as their primary or secondary aim. It aims to
provide the context for this research and so focuses on studies concerned with exploring
pregnant women’s lived experiences of maternal ‘overweight’ and ‘obesity’ and identifies

knowledge gaps relating to women’s experiences of weight-normative maternity care.

Approach to Reviewing the Literature

In accordance with Vagle’s post-intentional phenomenology, a partial review of the literature
was conducted prior to the study to situate the research problem in existing scholarly
conversations. Although partially reviewing the literature could be considered contrary to
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conventional norms in qualitative studies, Vagle (2014) argued the importance of not being
overly influenced by descriptions of phenomena in similar studies, so as to remain as open as
possible to the phenomenon. For Vagle then, “the primary goal in post-intentional
phenomenological approaches is to capture tentative manifestations of the phenomenon as it
is lived — not to use existing theories to explain or predict what might take place” (p.124). Thus,
during the analysis and interpretation phase of the research, | sought to avoid published
literature to minimise external influences on my data during the beginning stages. Rather,
literature was fully brought to bear and expanded upon in the final stage of research.
Therefore, the approach to reviewing literature in this study represents a staged approach. |
had considered using the Preferred Reporting Items for Systematic Reviews and Meta-Analyses
(PRISMA) but, due to the methodological requirements to conduct the review in a number of
stages, | found that the use of the PRISMA framework was not relevant. Reviews of the most
recent relevant publications and fields that were not integrated in the preliminary review were
included at the final stages of crafted stories. Findings of the partial and revisited review were

accumulated.

Search Strategies

Inclusion and exclusion criteria for considering studies in this review were developed and
literature selected accordingly. The criteria included: literature which focused centrally on
‘obesity’ in relation to maternity care (including women'’s lived experiences of maternity care
and delivery of health care, encounters with health professionals, and understanding of risks
of excess weight gain); publications in English language journals; and mixed methods designs
with a variety of philosophical lenses. Studies were excluded where they did not centre on the
maternity care experiences, including studies with a specific focus on the beliefs of ‘obese’
pregnant women related to being physically active and their perceptions of barriers and
enablers of behaviour change. Studies were also excluded where they had a specific focus on
weight stigmatisation or weight bias, as there is a separate body of literature on weight stigma
in pregnancy care. While weight stigma may be a finding of my research, | am not aiming to

explore women’s lived experiences of weight stigma.

An electronic literature search of articles published in the English language between 2010 and
2020 was conducted using the following databases: CINAHL Plus with Full Text (via EBSCO),
MIDIRS Maternity and Infant Care, Intermid.co.uk, Joanna Briggs Institute EBP (Ovid) and Web
of Science. The following search terms were used: maternity experience*, obes* and pregnan*.
Terms were exploded, and medical subject headings resulted in a retrieval of 148 references.

Following the removal of duplicates, titles and abstracts relevant to the research question were
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reviewed for subject relevance. Articles (n=86) were discarded because they were not directly
related to my research question. Articles (n=22) were included in the review where the primary
focus was on women’s experiences of being ‘overweight’, ‘obese’ and pregnant, or

perspectives on maternity care.

Findings

Nineteen studies, two meta-syntheses of qualitative research on the maternity experience for
women with a BMI 230 m/kg?, and a scoping review of qualitative evidence were selected. No
additional studies for inclusion were identified from the bibliographies of key references. Each
paper was read to identify the main concepts of the study. The quality of the research was
assessed in accordance with the framework produced by L. Spencer, Ritchie, Lewis, and Dillon
(2003). Ten of the 19 primary research papers originated from the United Kingdom. Three were
Scandinavian, three studies were conducted in Australia, and one study was set in Aotearoa
New Zealand. Participants in the Aotearoa New Zealand study represented two of the largest
ethnic groups: Maori and Pacific peoples. The remaining two studies were conducted in Canada
and the United States. As shown in Table 1, although studies utilised different research designs

and were conducted in different settings, consistent themes were identified across the studies.
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Table 1. Characteristics of included studies

1.Saw, Aung, To examine the evidence  Scoping English n/a Four themes were identified: (1) inconsistent or absent
& Sweet (2020), of maternity care review using a language information regarding weight management, (2) weight-
Australia experiences of ‘obese’ thematic studies using based stigma, (3) medicalisation and depersonalisation
women synthesis qualitative of pregnant women with obesity, and (4) a desire for
process to data information need for change.
collate
findings
2. Cunningham,  To uncover the Exploratory Maternity 11 women with  Three themes were identified: (1) ‘feeling judged’, (2)
Endacott, & experiences of maternal qualitative setting a BMI>30 ‘knowledge gap’, and (3) ‘doing your best’.
Gibbons (2018), women with raised BMI approach kg/m?
UK to investigate if their using
pregnancies were individual and
affected by their group
interactions with interviews
maternity care
professionals
3. Lauridsen, To investigate women’s Interpretive Scientific 21 women with The women were identified as “severely overweight
Sandge, & Holm  experiences of being analysis, based studies a BMI =30 pregnant women”. Though women held differing
(2018), targeted as severely on semi- kg/m? perspectives on this classification, they described that
Denmark ‘overweight’ during structured weight-based approaches were justified. Most women
pregnancy when they interviews
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4, Atkinson &
McNamara
(2017), Ireland

5. Holton, East,
& Fisher (2017),
Australia

look back at the
intervention 4-5 years
later

To provide a bio-psycho-
social understanding of
the experience of women
with a BMI 230 kg/m?

To describe the dual
perspectives of weight-
based care management
from women’s and
midwives’ viewpoints

Interpretive
phenomenolo
gical analysis
using semi-
structured
interviews at
6-10 weeks
postnatally

Qualitative
study using
thematic
analysis
approach
using semi-
structured
interviews

Maternity
setting

Maternity
setting

15 women with
a BMI 230
kg/m?

17 women with
high BMI and 2
midwives

reported that the interventions during pregnancy did not
lead to any lasting lifestyle change.

Participants were conscious of the problematics of
communicating obesity in pregnancy. Data revealed an
unconscious collusion between women and maternity
care providers during weight-focused conversations.

Five themes were identified: (1) reluctance to and
difficulties discussing weight and its implications, (2)
maternity providers’ barriers to caring for women with
high BMI, (3) inconsistent weight management practices,
(4) beliefs about the drivers of obesity, and (5)
opportunities to support women with behaviour change.
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6. Jarvie (2017),
UK

7.Jones &
Jomeen (2017),
UK

8. Keely,
Cunningham-
Burley, Elliott,
Sandall, &
Whittaker
(2017), Scotland

To explore the lived
experiences of women
with co-existing obesity
and diabetes mellitus in
pregnancy and the post-
partum period

To explore the
experiences of women
with a BMI 230 and their
maternity care

To explore the
experiences, attitudes,
and health behaviours of
pregnant women with a
BMI >40 kg/m?

Qualitative,
sociological
design which
used a series
of sequential
in-depth
narrative
interviews

Systematic
review
methods using
meta
ethnographic
synthesis

Prospective
serial
interview
study using
semi-
structured
interviews

Maternity
setting

12 qualitative
studies about
women’s
experiences of
maternity care
when their
BMI is over 30

Maternity
setting

27 women with
co-existing BMI
>30 kg/m?

n/a

11 women with
BMI >40 kg/m?
and 7 partners

Women experienced a number of social and economic
stressors that compromised their ability to manage
complicated pregnancies. Women experienced weight-
based stigma.

Findings described four key concepts which reflect the
experiences of maternity care for women with a BMI
>30: (1) initial encounters, (2) negotiating risk, (3)
missing out, and (4) the positive intervention.

Six themes were identified: (1) the complexities of
weight histories, (2) relationships with food, (3) resisting
risk together, (4) pregnancy as a ‘pause’, (5) receiving
dietary advice, and (6) postnatal intentions.
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9. Parker (2017),
New Zealand

10. Deloy,
Bittner, &
Mandel (2016),
us

11. Knight-
Agarwal et al.
(2016), Australia

12. Spencer &
Mclintosh
(2016), UK

To explore what it is like
for fat pregnant women
to experience practices in
maternity care that
problematise their bodies

To explore the
experiences of women
with maternal obesity in
the US maternity care
system

To investigate the
experiences of pregnant
women with a BMI 230
kg/m? receiving antenatal
care

To determine women'’s
lived experiences of
weight management in

Foucauldian
inspired
interpretive
study using
individual
interviews

Descriptive
phenomenolo
gy using in-
depth
telephone
interviews

Interpretive
phenomenolo
gical analysis
using
individual
interviews
Interpretive

phenomenolo
gical analysis

Maternity and
community
setting

Online
community
setting

Hospital
setting

Existing weight
management
intervention

27 self-
identified fat
women

16 women with
a BMI 230

16 women with
a BMI 230
kg/m?

4 women with a
BMI of 37-40
kg/m?

Three themes developed from the data: (1) weight
matters, (2) swept away, and (3) sticks and stones; within
which participants described meanings related to their
bodies produced through medicalised narratives and
practices.

Women described mixed experiences of maternity care;
some considered care as appropriate and satisfactory
care, others reported at least one negative encounter.
Three themes emerged: (1) personalised care, (2)
depersonalised care, and (3) setting the tone.

Four themes were identified: (1) a long history of obesity,
(2) lack of knowledge relating to the consequences of
obesity, (3) conflicting messaging about weight and
gestational weight gain, and (4) motivation to eat well
during pregnancy and the seeking of support.

Four themes were derived from the data including, (1)
changes women made, (2) motivation, (3) issues of
control, and (4) perceptions of self.

16



13. Lavender &
Smith (2016),
UK

14. Murray
(2014), Canada

15. Heslehurst
et al. (2015), UK

pregnancy

To uncover insights into
the experience of
pregnant women with
BMI =30 kg/m? when
accessing maternity care
and participating in a
lifestyle intervention

To investigate the
meaning and experiences
of women with high
gestational weight gain

To explore ‘obese’
pregnant women'’s
experiences to inform
service development

using one-to-
one interviews

A general
interpretive
approach
using focus
groups and
semi-
structured
interviews

Phenomenolo
gy using face-
to-face
interviews

Interpretive
approach
using low
structured
depth
interviews

Scientific
study

Maternity
setting

Maternity
setting

34 women with
a BMI 230
kg/m?

7 women with
high gestational
weight gain

15 women with
a BMI 230
kg/m?

Three themes were identified: (1) disappointment that
informational expectations were not met, (2) readiness
to make a lifestyle change yet this was not encouraged
during routine antenatal care, and (3) changing
behaviour.

Four themes were revealed: (1) being caught off guard,
(2) losing your bearings, (3) hanging on for dear life, and
(4) hoping for health.

Key findings included: (1) women’s weight, (2) families,
(3) experience of negativity, and (4) priorities and
desired outcomes.
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16. Lindhardt,
Rubak,
Mogensen,
Lamont, &
Joergensen
(2013),
Denmark

17. Mills,
Schmied, &
Dahlen (2013),
Australia

18. Furness et
al. (2011),
England

To examine the
experience of women
with a pre-pregnant BMI
>30 kg/m? during their
interactions with
maternity care providers

To explore the
perceptions and
experiences of
‘overweight’ maternal
women

To explore the
experiences and
perceptions of pregnant
women, midwives and
obstetricians to inform

Qualitative
study using a
phenomenolo
gical
methodology
approach

Maternity
setting

Qualitative

descriptive

study using
face-to-face
methods

Maternity
setting

Exploratory, Unclear
gualitative

study using

semi-

structured

16 women with
a BMI 230
kg/m?

14 women with
a BMI 230
kg/m?

6 women with a
BMI >30 kg/m?
and 7 midwives

Two themes were identified: (1) negative responses
from maternity care providers, and (2) perception that
helpful information related to how being ‘obese’ during
pregnancy might affect maternal health and fetal health.

Four themes were identified: (1) being ‘overweight’ and
pregnant (women expressed discomfort with their
weight and discussed frustration with public perceptions
and stereotypes), (2) being on a continuum of change
(women were at various stages of change with some
women actively managing their weight), (3) get
alongside us (a variety of responses from health
professionals) and, (4) wanting the same treatment as
everyone else (women’s perceptions that reliance on
clinical guidelines led to a loss of personalised care).

Women and midwives held different perspectives.
Women identified eating and activity were related to
weight and improved health but felt confused due to
conflicting messaging and reported a lack of nutritional
advice. Midwives perceived that women did not realise
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19. Keely,
Gunning &
Denison (2011),
Scotland

20. Smith &
Lavender
(2011), UK

21. Furber &
McGowan,
(2011), England

weight management in
pregnancy services

To explore ‘obese’
women’s perceptions of
obesity as a pregnancy
risk factor and their
experiences of maternity
care

To increase
understanding of the
maternity experience for
pregnant women with a
BMI =30 kg/m?

To explore the
experiences of maternal
women with a BMI >35
kg/m?

focus groups

Semi- Maternity
structured setting
interviews

Meta- English
synthesis of language
gualitative studies using
research gualitative
studies using data
an

interpretative

approach

Qualitative Maternity
design using setting
semi-

structured

interviews

8 women with a
BMI 240 kg/m?

n/a

19 women with
a BMI =235
kg/m?

the implications of high BMI, neither did they have
nutritional understanding or skills to cook healthy food.

Women perceived themselves as generally healthy and
did not consider their weight had a negative effect on
their health in pregnancy. All women were aware that
there were risks associated with high BMI in pregnancy;
however, they were not aware of risks until during
pregnancy.

Six papers were synthesised following a search of
electronic databases. Five studies were conducted in
England and the sixth study was Swedish. The authors
concluded that pregnancy is a critical period for lifestyles
intervention as women perceive obesity and weight gain
are acceptable in pregnancy and are likely to initiate
weight loss in the postnatal period. Women reported
lack of advice and perceived negative treatment from
health professionals.

Women experienced humiliation and weight-based
stigma, describing how their weight led to increased
medicalisation of their pregnancy.
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22. Nyman,
Prebensen, &
Flensner (2011),
Sweden

To describe ‘obese’
women’s experiences of
encounters with
midwives and physicians
during pregnancy and
childbirth

Qualitative
study using a
phenomenolo
gical approach

Maternity
setting

10 women with
a BMI 230
kg/m?

Women described the meaning of their experience as
living with a constant awareness of the body. Negative
emotions and feelings of being vulnerable were
reported, and women reported negative experiences of
health care and judgemental attitudes from health care
providers.
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Smith and Lavender’s (2011) meta-synthesis found six studies directly related to the scope of
their review. Since then, a systematic review and meta-ethnography of the experiences of
women with a BMI 230 m/kg? (Jones & Jomeen, 2017) identified 12 qualitative studies, three
of which were included in the earlier review (Furber & McGowan, 2011; Nyman, Prebensen, &
Flensner, 2010; Weir et al., 2010). Most of the papers included in the reviews focused on
women’s experiences of maternal ‘overweight’ and ‘obesity’ as their primary aim. In a smaller

number of studies, lived experiences data were a small component of the main study.

The primary studies included in this review differed in their approach to exploring women’s
experiences of maternal ‘obesity’. Explicit theoretical frameworks, commonly used in
midwifery research, were applied in just under half of the studies. Qualitative research seeks
to produce new knowledge grounded in human experience (Sandelowski, 2004) and it is
important to apply a rigorous methodological approach to generate meaningful insights on the
phenomena. B. C. Evans, Coon, and Ume (2011) suggested, “theoretical frameworks can
provide navigational devices through the ‘low, swampy ground’ of practice disciplines in
studies concerning complex human behaviours” (p. 13), ensuring congruence between the
stages of the research process and the selected theoretical framework to produce findings

firmly grounded in theory.

Eleven of the primary research studies (Cunningham et al., 2018; Furber & McGowan, 2011;
Furness et al., 2011; Heslehurst et al., 2015; Holton et al., 2017; Jarvie, 2017; Keely et al., 2017;
Keely et al., 2011; Lauridsen et al., 2018; Lavender & Smith, 2016; Mills et al., 2013) selected
general interpretive approaches or did not make the paradigmatic underpinnings of the
research explicit. Given the process for conducting analysis has not been adequately described
in the studies not associated with specific paradigms (Nowell, Norris, White, & Moules, 2017),
evaluating the trustworthiness of the research process is difficult (Braun & Clarke, 2006) as it
unclear if these studies achieved congruence with the traditions of the research discipline. One
study employed a sociological design, and another a Foucauldian-inspired discursive approach
to analyse lived experiences. Phenomenological research approaches have been relatively
neglected in favour of general interpretive approaches. Only six studies selected
phenomenology method variations to explore women’s maternity experiences (Deloy et al.,
2016; Knight-Agarwal et al., 2016; Lindhardt et al., 2013; C. L. Murray, 2014; Nyman et al., 2010;
J. Spencer & Mcintosh, 2016). Post-intentional phenomenological methods were not used to
uncover insights on women'’s lived experiences of maternal ‘overweight’ and ‘obesity’. The

absence of this approach, points to the unexplored opportunities to apply a deeply congruent
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philosophical and methodological configuration to studies that seek data on the meaning of

contemporary maternity practices for diverse women.

Subject selection was purposeful across all studies. Participants were recruited from specialist
clinics (n=6), behavioural interventions (n=3), or larger studies (n=1). The remaining studies
recruited participants from maternity and/or community settings. One study used online
recruitment. Selection bias may occur when demographic representativeness has not been
achieved (Malone, Nicholl, & Tracey, 2014). In nearly all the studies women with a BMI >30
kg/m? were selected as the target population; the exceptions being Holton et al. (2017) who
included participants with or without a high BMI and C.L. Murray (2014) who focused on
women who were over-gaining during pregnancy. In Parker’s (2017) study, 27 self-identified
fat women were recruited. In two studies (Holton et al., 2017; Murray, 2014), BMI category
was unknown. Only one study (Holton et al., 2017) included women with normal BMI (n=8) and
‘overweight’ women (n=3). Findings indicate that ‘overweight’ women BMI >25-30 kg/m? are
underrepresented in the literature. Given the importance of exploring a phenomenon in varied
contexts (Vagle, 2014), it could be argued that women’s experiences of ‘overweight’ are
appropriate to the research as it enhances understanding of the phenomenon. Moreover, the
findings from women in ‘obese’ categories may not have generalisability for women with

‘overweight’ or women who experience increasing weight gain in pregnancy.

While studies in this review identified participants who were able to illuminate important
features of the phenomenon, it is possible that samples lack diversity. The researchers’
selection of women from specialist clinics, behavioural interventions, and larger studies, may
not be representative of the target population and, therefore, represents a limitation of the
studies. Communities often are made up of distinct subgroups or individuals with similar and
disparate perceptions of particular phenomena (Suzuki, Ahluwalia, Kwong Arora, & Mattis,
2007); thoughtful decisions regarding sampling are required. It is important that cultural
diversity in samples is achieved to foster a layered approach to understanding the

psychological, social, and cultural facets of the phenomenon.

Studies included in this review collected data at a single point in time (either during the
antenatal or postnatal period), excepting three studies (Furber & McGowan, 2011; Jarvie, 2017
Keely et al., 2017) that interviewed the same women more than once throughout pregnancy
and the postpartum period. The strength of this design feature meant that issues raised before
birth could be explored and developed further. Overall, although the primary studies utilised
different research designs and were conducted in different settings, consistent themes were

identified. Three dominant themes included: (1) medical problematising of large maternal
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bodies (Deloy et al., 2016; Furber & McGowan, 2011; Keely et al., 2017; Mills et al., 2013;
Nyman et al., 2010; Parker, 2017); (2) navigating weight-related conversations (S. Atkinson &
McNamara, 2017; Cunningham et al., 2018; Furness et al., 2011; Holton et al., 2017; Jones &
Jomeen, 2017; Keely et al., 2011; Knight-Agarwal et al., 2016; Lindhardt et al., 2013; Saw et al.,
2020; D. Smith & Lavender, 2011); and (3) maternal anxieties and negative impacts on mental
wellbeing (Deloy et al., 2016; Furber & McGowan, 2011; Furness et al., 2011; Jarvie, 2017,
Lindhardt et al., 2013; Mills et al., 2013; C.L. Murray, 2014; Nyman et al., 2010; Parker, 2017).

A critical and comparative analysis of these themes is outlined below.

Medical Problematising of Maternal Bodies

The problematisation of fatness in pregnancy was produced through women’s encounters in
maternity care (Parker, 2017). In this study, participants described how their weight became
the focus of pregnancy care; “...being cast as ‘unhealthy’ was at odds with participants’ much
more positive view of their general health and wellbeing” (Parker, 2017, p. 27). Participants
speculated whether care was based on biomedical health frames rather than an accurate
assessment of women’s individual risk. As a result, they questioned the benefits and harms of
medicalisation processes. Parker’s (2017) findings challenge the accepted logic that women will
accept biomedical message frames by taking up the recommended behaviours and point to

women’s rejection of maternity’s idealising of specific body weights.

Similar issues relating to the increased medicalisation of obesity when pregnant were identified
by Nyman et al. (2010) and Furber and McGowan (2011). Women in these studies described a
sense of personal responsibility for being ‘overweight’. Women equated ‘overweight’ with
being high risk which necessitated medicalised care processes. Moreover, several women
perceived that a holistic focus on health was minimised in a model of care which prioritised
fetal wellbeing. These pregnant women provide evidence of being classified as at higher risk of
medical complications because of ‘overweight’ or ‘obesity’. In a study by Deloy et al. (2016),
some women were transferred to specialist care without medical indication, with many
participants reporting that, “providers conflated an elevated risk for certain complications with

certainty that the client would develop those complications” (p. 220).

In Mills et al.’s (2013) study, women were concerned that health professionals’ reliance on the
medicalised model of care contributed to a lack of personalised care and reluctance by
providers to assess risk on an individual basis. Viewing high gestational weight as a medical
issue is likely to disadvantage women who, aside from being classified as clinically ‘overweight’
or ‘obese’, have no other health issues. An over-riding emphasis on weight messaging may

impact the opportunity to promote good nutrition during pregnancy, especially if the clinical
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focus on weight is not provided in the context of healthy eating. Women in two studies (Jarvie,
2017; Keely et al., 2017) employed neutralisation strategies to defend and normalise the issue
of weight. Keely et al. (2017) illuminated the limitations of engaging with maternal ‘obesity’
primarily as a nutrition phenomenon; they argued that weight is more complex than nutrition
alone. Overall, findings show that most of these women considered their weight to be an issue

both for their own health and for its impact on the baby.

However, in their study of two maternity units in New South Wales, Mills et al. (2013) reported
exceptions which they attributed to cultural norms. Three Pacific Island women were included
in this sample, none of whom felt concern or dissatisfaction with their weight when compared
with (other) Australian women in their sample. This finding is similar to that of other studies
which have reported that Pacific women labelled as ‘overweight’ or ‘obese’ were as positive
about their weight and health as their slimmer peers (Brewis, McGarvey, Jones, & Swinburn,
1998). The authors concluded that while there is evidence of a preference for a healthy body
size, Pacific women reported less weight bias compared with Australian women. This theme
‘being on a continuum of change’, is described by Mills et al. (2013) in relation to the Pacific
sample. Some women were comfortable with their weight: “I’'m fine with it (weight) ‘cos | come
from a background where they’re pretty overweight, I’'m a Pacific Islander I'm from Tonga”
(Mills et al., p. 314). This comment illustrates the influence of cultural norms and social ideals,
and points to the significance of further research exploring the awareness of risk on women’s

lived experiences.

Navigating Depersonalised Care

In their meta ethnographic synthesis, Jones and Jomeen (2017) found that many women with
a BMI >30 kg/m? were dissatisfied with how maternity providers approached weight-focused
conversations and described how risk-focused conversations had become a dominant theme
in antenatal care. S. Atkinson and McNamara (2017) reported that women were cognisant of
the inherent challenges for maternity providers in communicating weight-focused advice.
Findings showed that providers used colluding approaches with women to avoid difficult

conversations.

Several studies suggested that the stigma associated with obesity made communication

between midwives and women problematic. For example, Furness et al. (2011) noted that:

As a result of sensitivity surrounding language and anxiety about creating offence, it

was perceived that women’s obesity may be ‘skirted around’, not acknowledged
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properly during midwife consultations, and that messages were given in a vague,

indirect manner to ‘protect’ both parties. (p. 5)

In other words, messages about obesity and weight management may be blurred, and
ambiguous obesity messages produced feelings of discomfort and unease. Women, in Furness
et al.’s (2011) study, described hearing mixed messages and spoke of the need for messages
with clear and consistent framing to support them to make informed decisions about weight
management. Comparable findings arose in Lindhardt et al.’s (2013) study which showed that
women felt that obesity was addressed in a vague manner. Furthermore, women experienced
a lack of information about referral to specialist obesity units without their knowledge and
were often not informed of the consequences of being ‘obese’. Lindhardt et al. also reported
that advice about gestational weight gain was inconsistent and without follow-up support,
noting that women did not receive information about the implications of ‘obesity’ for their
pregnancy. Concurring, Saw et al. (2020) described inconsistent or absent information as a
major theme represented in the studies included in their scoping review. Where women did
receive advice, it focused on potential negative outcomes of ‘obesity’. Furthermore, Saw et al.
reported that where women experienced stigma and bullying from health professionals, this
undermined their relationships and compromised women’s desire to engage with weight
management advice. Similar findings were shown by Mills et al. (2013) who described how
women found maternity providers used avoidance tactics or were critical of women'’s lifestyle

behaviours.

Lindhardt et al. (2013) found that women experienced weight bias in maternity settings and
they described experiences of discrimination which elicited feelings of being marginalised in
health interactions. Participants felt misunderstood and accused by maternity care
professionals and reported lack of empathy and understanding. According to Saw et al. (2020),
how women respond to care provision determines how likely they will be to engage with it.
Similar examples of negative treatment, such as being treated in a sarcastic and negative
manner were also reported as a core theme in many of the studies which D. Smith and
Lavender (2011) included in their meta-synthesis, although the authors noted that few

examples of such treatment were provided in the form of quotations.

One study found a variety of experiences. Mills et al. (2013) found some women described
weight-focused conversations as unhelpful, yet others reported non-judgemental approaches
by maternity providers which did not lead to discomfort about their weight. Most women in
the study did not experience discriminative maternity care as reported in previous studies
(Fraser et al., 2011; Furber & McGowan, 2011; Nyman et al., 2010). Similarly, Keely et al. (2011)
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reported that no women had received negative treatment; it was surprising to these women

that maternity providers did not discuss their weight.

Lavender and Smith (2016) revealed that women had openness to being approached and were
ready to make lifestyle change. These authors concluded pregnancy was an opportunistic time
to intervene, as women considered it more acceptable to be ‘overweight’ in pregnancy (Saw
et al., 2020). However, this sample was obtained from a larger study and all 34 women had
attended five sessions of a lifestyle programme. In another study, which purposively recruited
participants from an existing weight management intervention, J. Spencer and Mcintosh (2016)
reported that all participants made changes to food, shopping, cooking, and eating habits
which they attributed to increased nutritional knowledge acquired during the pregnancy.
Motivation to manage their weight through goal setting was evident in participants’ narratives,
though only four participants took part in the study. The methodological approach in this study
drew on the principles of interpretative phenomenological analysis (IPA) to understand
women’s lived experiences of weight management in pregnancy. While it is likely that this
study was conducted in a way which embraced IPA’s idiographic commitment in terms of small,
homogeneous samples (J. A. Smith & Osborn, 2015), appraisal of sample size sufficiency is
absent, neither were any potential negative influences on recruitment discussed, thus making
it difficult to determine data adequacy in this study. Findings from both studies recruiting from
interventions (Lavender & Smith, 2016; J. Spencer & Mcintosh, 2016), reported experiences of
increased motivation through attending weight management programmes which began the
process of behavioural change. Overall, it is apparent that women’s perceptions of encounters
with health professionals is subjective, with participants describing both positive and negative
health care experiences which may differ within maternity care settings and across study

settings.

Negative Impacts of Medicalisation

Lindhardt et al. (2013) found that psychological and emotional wellbeing was reduced in
‘obese’ pregnant women. Concurring, Deloy et al. (2016) noted that psychosocial distress was
experienced by women who gained more than the recommended limits, with participants
reporting that the quality of their interactions with providers had an impact on their emotional
adjustment to pregnancy. The majority of women described the ongoing consequences of
these interactions beyond pregnancy (Deloy et al., 2016). Furthermore, Jarvie (2017) found
that weight recommendations are unrealistic and increased women’s experiences of stress.

Women were concerned about being perceived as irresponsible, deficient mothers.
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Emphasising this point, Parker (2017) found that intense problematising of weight left

participants deeply worried about potential harm posed to their babies by their fatness.

Mills et al. (2013) found that most women experienced discomfort with their weight. Data
revealed women'’s frustration with weight-based stereotyping. Furber and McGowan’s (2011)
study in English maternity units, found that many women described situations that highlighted
the stigma associated with being pregnant and ‘obese’. Stigma was particularly reinforced
during interactions with health professionals which generated a range of negative feelings.
Experiences of body shame arose from feeling purposely stigmatised and women described

loss of status which they attributed to labelling and stereotyping.

Nyman et al. (2010) showed that women did not believe weight should be the focus for
caregivers. Being ‘obese’ contributed to the guilt that women experienced due to the perceived
inevitability of risk, “...both for their own life and the baby’s, along with fear of death and not
being able to be there for the child/children” (Nyman et al., 2010, p. 426). Feelings of shame
and guilt were evident where weight-bias was prevalent. Women experienced being told not
to become pregnant, eliciting feelings of anger and guilt, and described care providers’
behaviour as offensive which increased shame and feelings of low self-worth. The authors
further reported that women labelled as ‘obese’ are at risk of feeling discrimination which may
lead to substandard care and, subsequently, increased negative emotions and discomfort.
Although Nyman et al. talked about humiliating treatment, women in their study also reported
affirming encounters where they were “seen behind the fat” (p. 427). Of the 10 women

included in their study, it is not clear how many women reported positive interactions.

Gaps in the Literature

The review of the literature proved unproductive in uncovering the lived experiences of
maternal ‘overweight’ and ‘obesity’ for diverse women in Aotearoa New Zealand maternity
contexts. In fact, the literature related to maternal ‘overweight’ and ‘obesity’ does not
adequately address questions related to the meaning of wider contextual factors on women’s
experiences, the views of women in larger maternal bodies, or of women’s experiences of
weight-focused advice. In this regard, the present inquiry aims to significantly contribute to
understanding how health policy and maternal health promotion practices impact on the
experiences of women of diverse ethnicities and socioeconomic statuses (Harper & Rail, 2012),
and uncover how women are meaningfully connected to others and objects as they move

through the world.
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The review of the literature identified 19 primary studies, two meta-analyses and a scoping
review that met the criteria for inclusion. These studies were limited by sample composition.
Common to most of the studies, selection criteria were rarely detailed as was justification of
sampling strategy. The population of interest was predominantly white women from the UK,
Scandinavia, Australia, and Canada. Ethnicity and social backgrounds of samples were not
adequately described in all studies. Despite the importance of including ethnically diverse
samples to address disparities in health care, non-dominant ethnic groups continue to be
under-represented in health care research (Renert, Russell-Mayhew, & Arthur, 2013). Research
into the cultural dimension of ‘obesity’ is required to avoid exacerbating ‘obesity’ related

inequalities (Thomas, Hyde, Karunaratne, Herbert, & Komesaroff, 2008).

Potential limitations to what are evident in the literature reviewed are:

e  The lack of specificity of findings from an Aotearoa New Zealand context represents a
significant limitation in the knowledge base. Only one study included in the review was
based in the Aotearoa New Zealand context. The extreme inequalities facing Aotearoa
New Zealand is a strong argument for building culturally responsive interventions
which take account of cultural needs and priorities. Further research on these women’s
experiences of maternity care is necessary to improve the evidence base. The impact
of social, cultural, and environmental context on the meaning of maternal ‘overweight’
and ‘obesity’ has been relatively unconsidered in the literature. An approach that
focuses on health promotion and addresses the social determinants of health may be
appropriate in pregnancy, but research is needed in this area (Bacon & Aphramor,
2011; C. L. Murray, 2014).

e  Current approaches do not acknowledge maternal ‘obesity’ as a phenomena occurring
within and shaped by families and communities (Keely et al., 2017). Further
consideration of interventions which view food, bodies, and eating as highly embodied
within social contexts is urgently needed. Even where studies promise a bio-psycho-
social understanding of maternal ‘obesity’ (e.g., Atkinson & McNamara, 2017), analysis
of wider contextual aspects is missing from the discussion.

e Literature points to the pivotal roles of maternity care professionals providing
mechanisms for enabling women to realise their wellbeing aspirations (Saw et al.,
2020). There is a paucity of evidence which considers how women utilise their inner
resources to enable wellbeing. Thus, research which considers salutogenic

understandings of wellbeing is urgently required.
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Diversity sampling is required and even more important is analysis and interpretation
of demographic variables such as ethnicity and socio-economic status.

Most studies recruited women from maternity unit contexts, which can be considered
an appropriate setting. However, in Aotearoa New Zealand primary maternity care
services can be delivered by a community-based lead maternity carer or a District
Health Board (DHB) funded primary care provider (Ministry of Health, 2000).
Inequalities in access to maternity care have been identified for Maori and Pacific
groups (Craig, Taufa, Jackson, & Han, 2008; Ratima & Crengel, 2013) with women being
more likely to have late presentation at maternity care and attend infrequently. This is
significant as recruitment of Maori and Pacific women in future studies needs to take
account of barriers to initiation of maternity care and consider the experiences of
women who do not access mainstream antenatal care.

Rand et al. (2017) explored the psychosocial, emotional, and social experiences of
predominantly non-pregnant ‘obese’ female participants. Research indicates that
internalised weight stigma negatively impacts on mental health, leading to greater
psychological distress (Forbes & Donovan, 2019) for ‘overweight’ and ‘obese’ women.
Where physical health is perceived to be poorer due to obesity-related conditions,
psychological and mental wellbeing appears to be intensified (Taylor, Forhan, Vigod,
Mclntyre, & Morrison, 2013). Furthermore, the social wellbeing of individuals may be
negatively affected due to the social conditions and negative attitudes that are
associated with stigmatisation (Makowski, Kim, Luck-Sikorski, & von dem Knesebeck,
2019). There is a gap in those studies included in this review on the lived experience of
maternal ‘obesity’ in relation to mental wellbeing, cultural, and social influences on
women living in multiple and diverse situations and contexts. There is an urgent need
to address this gap and obtain a full picture of the broader dimensions of how maternal
women labelled as clinically ‘overweight’ or ‘obese’ describe their experiences within
psychological, emotional, medical, and social issues.

Psychological aspects of being classified as clinically ‘obese’ need to be considered,
especially in relation to the impact of increased medicalisation of pregnancy for women
where ‘obesity’ is the only risk factor. As observational work was not carried out at
antenatal clinics it isimpossible to say whether these accounts mirrored reality in terms
of actual advice given by health professionals. Therefore, studies cannot provide data

generalisable to the Aotearoa New Zealand setting.
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e Women in diverse maternal bodies require different maternity care considerations
(Saw et al., 2020) to women with ‘normal’ weight which warrants a need to better
understand diverse women'’s preferred discourses.

e  (Clear theoretical perspectives were not outlined for most of the studies and it is
difficult to conclude if the designs commonly applied were consistent with research
intent.

e  Only one study specifically investigated the lived experience of gaining weight while
pregnant regardless of pre-pregnancy BMI (C. L. Murray, 2014).

e  Many studies involved midwives as interviewers, increasing the potential for recruiter
bias. McNeill and Nolan (2011) reported that midwives are increasingly involved in
conducting research where the setting is familiar. There was little discussion of the

influence of insider researcher status on emergent data and research findings.

Chapter Summary

Post-intentional phenomenology holds promise for generating new insights through an
expansive unfolding of the multiple and varied meanings surrounding the phenomena of being
labelled as clinically ‘obese’ and ‘overweight’ in pregnancy. There is a need for post-intentional
approaches to consider larger cultural and historical contexts, power differentials, or societal
structures beyond individuals’ experiences. The review of literature sought to situate the study
by identifying existing research on women’s experiences of maternal ‘overweight’ and
‘obesity’. Available evidence offers little understanding on the lived realities of pregnant Maori,
Pacific, and New Zealand European women, and their journey through the maternity care
service. Given the persistent inequities in Aotearoa New Zealand, research is needed to
understand Maori and Pacific perspectives to develop more inclusive policy and practice
approaches which resonate with these population groups. Despite its obvious significance, the
influence of social context and contemporary cultural discourses on weight in pregnancy
remains a relatively neglected area of research. The current research will uncover a deeper
understanding of lived experiences of Maori, Pacific, and New Zealand European pregnant
women living in a variety of social and cultural contexts. Thus, the proposed study will go some
way to ensure that the needs of diverse maternal women are met with a culturally responsive
maternity care pathway. The reasoning and justification of this research topic has been

established through the iterative dialogic conversation with the literature.
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CHAPTER THREE: METHODOLOGY

This chapter presents the philosophy and methodology chosen to explore women’s maternal
body experiences. | discuss the rationale for selecting a post-intentional phenomenological
approach—a contemporary tradition—to inform the research. Key concepts and principles
important in a post-intentional approach to phenomenological research are outlined. First, a
brief synopsis of Husserl and Heidegger’s notions of intentionality is provided to illuminate how
the concept of intentionality has come to be defined in post-intentional phenomenology. Then,
| show how leveraging post-intentional phenomenology, alongside other politically oriented
theories and ideas, can be used to reveal the complexities for women in managing their bodies
as their own. To this end, | draw from feminist theorising of pregnant embodiment (I. M. Young,
1980, 1990), distressed embodiment (Leder, 2004, 2016), and salutogenic understandings of
health (Antonovsky, 1979) to inform the analysis. Finally, | introduce Vagle’s five-component

methodological process which served as the overarching guide in this inquiry.

Coming to Post-intentional Phenomenology

In the planning phase of the study, theorists and theories were selected that were seen as
fitting well with an exploration of pregnant women’s lived experiences of maternal
‘overweight’ and ‘obesity’. Initially, van Manen’s hermeneutically oriented phenomenology
was considered. At that point, hermeneutic phenomenology offered a substantive philosophy
and supported my early conceptualising on the topic. However, in the process of developing
this inquiry, a number of factors provoked me to seek a different philosophical and
methodological ground. First, early gathering of phenomenological material uncovered the
complexity of the topic in the broadest sense. Deeply listening to the women'’s stories and
turning to feminist perspectives on the body saw me enter into a critical dialogue with
medicalised and social narratives that run through women’s relationships with others. Second,
dialoguing with experienced academics on policy issues, particularly the phenomenon of BMI
as a pathologising marker of health in pregnancy (Knox et al., 2018) afforded a reimagining of

the study and uncovered what frames my seeing:

It is not a matter of looking harder or more closely, but of seeing what frames our
seeing-spaces of constructed visibility and incitements to see which constitute

power/knowledge. (Lather, 1993, p. 675)

Third, following a partial review of the literature, | observed that some of the articles which

met the criteria for review felt incomplete, in that aspects of women’s experiences went
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unexplored and meaning was not uncovered. Through exploring relevant literature, |
understood this phenomenon was about the failings of maternity care and the wider health
system to value diverse bodies and experiences, those outside of mainstream understandings
of health. For instance, a producer and provoker of the phenomenon, feminist fat studies
scholar George Parker (2017), argued that the dominant focus on body weight in maternity
contexts reinforces and legitimates fat stigma and discrimination. Rather than women being

shamed into health, Parker contended that,

efforts to improve health outcomes for fat women and their babies may be better
spent bringing to light the nature and dynamics of the stigmatisation of fatness in
maternity care and its intersections with other processes of marginalisation, including
institutional and interpersonal racism, classism, ableism, and heteronormativity, and

developing strategies to address them. (p. 31)

Perhaps the phenomenon ‘shamed into health’ represents a kind of system failure; perhaps
the maternity care system is forging disconnect and divide between women and those who are
there to partner with women? Being in a disconnected and divisive maternity care system is
producing and provoking this phenomenon. Furthermore, the complexity of post-normal
science phenomena, such as maternal ‘obesity’, points to ethical and moral complexities
associated with health promotion policy and practice in maternity contexts. | struggled with
the impact that possible findings would have for deepening understanding of how women are
positioned in biomedical maternity contexts where weight-focused neoliberal discourses are
being produced and reproduced. In particular, | became concerned about how BMI weight
messaging was meeting the needs of ethnically diverse women and the equity impact of
weight-focused individualistic interventions. To reframe the issue it was critical that a politically
orientated phenomenology was selected to uncover the influence of contexts, such as policy

and practice, in producing and provoking the phenomenon.

Following presentation of my research proposal, and debriefing with AUT academics, Vagle’s
(2014) post-intentional phenomenology was recommended, to discern how elements of post-
structural thinking could inform the research (S. Crowther, personal communication, October
30, 2015). Upon further reading, | found resonance in post-intentional phenomenology, given
its potential for capturing the complex and dynamic productions of a phenomena as it moves-
in-and-through the often contradictory discourses surrounding the topic (Soule & Freeman,
2019). | felt inspired that Vagle’s approach held the potential for disrupting the neoliberal
discourses on body weight circulating in maternity contexts. Coming to post-intentional

phenomenology opened up possibilities to unsettle and disrupt contemporary health
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promotion practices, particularly the narrow definitions of normality neoliberal narratives.
Consequently, to open-up the phenomena | became more intentional in my efforts; producing
both an interpretive and a descriptive representation of women’s lived experiences, while
including elements of post-structural thinking to reveal the power dynamics impacting the

provision of maternity care.

Thus, | moved from a hermeneutically oriented phenomenological approach to a more
politically oriented philosophy. My aim was to open up phenomenology as a catalyst for
political possibilities (Vagle, 2018). | developed a method for gathering and interpreting data
in accordance with a new approach to phenomenology which Vagle (2014, 2018; Vagle,
Clements, & Coffee, 2017) referred to as post-intentional phenomenology. | reshaped the
research design to align with Vagle’s post-intentional phenomenological concepts and adapted
the research question to focus on the phenomenon — being labelled as clinically ‘overweight’
and ‘obese’ in maternity contexts — as the unit of analysis. The research question became,
“What are the experiences of ethnically diverse maternal women labelled as clinically
‘overweight’ and ‘obese’”? The secondary research questions focused on how the various
contextual aspects of the study produced and provoked the phenomenon, and became the

lenses through which the data were explored.

A ‘Posted’ Intentionality

Phenomenology seeks to explore phenomena as they manifest through lived experiences
(Valentine, Kopcha, & Vagle, 2018) and “attempts to explicate the meanings as we live them in
our everyday existence, our lifeworld” (van Manen, 1990, p. 11). In phenomenology,
intentionality is where meaning resides. Intentionality has been described as an active
relationship in which we experience the world as bestowed with meaning (K. Dahlberg et al.,
2008); that is, “the inseparable connectedness of the human being to the world” (van Manen,
1990, p. 181). As such, intentionality does not mean one’s purpose; rather, an

interconnectedness among people and all things in the world (Vagle, 2020a).

This study drew on classical phenomenological notions of intentionality. From Husserl, the
notion of intentionality, ultimately, consciousness of the world (of-ness), was an indissoluble
relationship between knowing self and the object of its consciousness. In Husserlian orientated
phenomenology one is studying the of-ness of a phenomenon (the intentional relationship
between subject and object). For Husserl, any type of entities produce conscious intentional

thought — “Entities could be physical objects, people, ideas, particulars (this patch of colour),
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universals (the general concept of colour), states of affairs and mental entities, such as

thoughts, images, and feelings” (Benade, 2016, p. 137).

From Heidegger, being-in-the-world, that is, self-world inseparability, goes deeper than pre-
consciousness to our very being; a shift in ontology rather than epistemology (Muth, 2016).
Heidegger (2002) described intentionality as an embodied experience of a conscious subject
finding one’s self in relation to (in-ness) an intended object. As such, through intentionality the
unit of analysis is neither the experiencing subject nor the experienced object, but the
intentional relationship manifested between the two (Kumm & Johnson, 2014). The focus

becomes more on what it is to be in the world in various intentional ways.

Drawing on lhde’s (1993) post-phenomenological theorising to construct a post-intentional
phenomenology, Vagle re-envisioned intentionality through bringing a post-structural lens to
the notion (Valentine et al.,, 2018). In Ihde’s conception of intentionality, the shape and
direction of experiences are constantly shifting and changing over time; intentionality being
the meaningful ties that link people to the world in which they find themselves. Similarly, post-
intentional phenomenology applies post-structural thinking to intentionality, drawing on the
post-structural perspectives that knowledge is tentative and ever changing (Vagle & Hofsess,

2016).

In a similar way to van Manen (1990), Vagle (2018) described intentionality as
interconnectedness, noting intentionality to mean, “the inseparable connectedness between
subjects (this is, human beings) and objects (that is, all other things, animate and inanimate,
and ideas) in the world (p. 28). This distinction is important because Vagle signified intended
meanings are generative. Vagle’s focus on through-ness is used to represent movement,
moving from a focus on being to a focus on becoming, production, and provocation. In doing
so, he claimed that this, then, allows us to see intentionality as intentionalities; that is, “as
multiple, partial, fleeting meanings that circulate, generate, undo, and remake themselves”
(Vagle, 2018, p. 45). Post-intentional phenomenological approaches address the through-ness
of intention in which Vagle contended the social aspects of a phenomena are engaged as

intentionalities take shape in complicated contexts.

Distinguishing post-intentional phenomenology from earlier phenomenologies, Vagle
illustrated the differences between Husserl’s essentialised intentionality and a de-centred
intentionality (see Figure 1). Vagle’s (2014, 2018) take shape image can be juxtaposed with
images of an essential core (Husserlian) and a hermeneutic spiral (Heideggerian). In

juxtaposition to the image of meaning as a defined, bounded, essential core structure; post-
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intentional phenomenological inquiry aims to consider phenomena as tentative, fleeting, and

incomplete (Kumm & Johnson, 2014).

Yy
¥

Take shape Essential core Hermeneutic spiral

Figure 1. Distinguishing post-intentional phenomenology

Figure 1 represents a post-intentional shift that resists locating essences and embraces
contexts, situations, and the partial (M. Freeman & Vagle, 2009); thus showing there is no
essence of a phenomenon. Rather, essences are replaced with productions (the continual and
multiple ways in which the phenomenon is being shaped through time) and provocations
(features which ignites something about the phenomenon), which represent the most
prominent insights that reveal the social features of the phenomena. Hence, replacing
essences with plausible interpretations of manifestations and appearances, extends the
interpretive focus on being towards revealing deeper insights into how the phenomena is
socially produced. “Becoming reflects the post-structural notion that phenomena are

I”

constantly changing and our understanding of them is inherently partial” (Valentine et al.,

2018, p. 466).

The conceptual move to post-intentionality reflected Vagle’s move to dancing around the
edges of phenomenology (Adsit-Morris & Gough, 2017) using post-structural ideas. In this
study, | attempted to work along the margins of post-intentional phenomenology to see how
the phenomena might take shape through plugging-in Deleuze and Guatarri’s lines of flight
concept (Vagle, 2015). Lorraine (2005) argued that Deleuze and Guatarri were interested in the
endless ways in which things connect rather than on what things are. Given the post-structural
commitment to perceiving things as interconnected, Deleuzean perspectives can help us begin
to see that we might aim to enter the middle of strongly ravelled contexts (Vagle, Monette,
Thiel, & Wester-Neal, 2017) in which large maternal bodies are simultaneously celebrated and

problematised in today’s contexts.
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In accordance with Deleuzean understandings, this means, “one does not start with the stable
subject and try to follow that subject’s intending on and with the world” (Vagle & Hofsess,
2016, pp. 336-337). In post-intentional phenomenology we are encouraged to pursue these
lines of flight, actively searching for new analytical insights to see how knowledge might take
off. In this inquiry, lines of flight, as a philosophical construction, provided a way to explore
how women conceptualise encounters as fluid and shifting connections with people,
discourses, objects, and things; rather than perceiving them as stable essences as pregnancy is
lived out, in, and over time. As such, post-phenomenological texts are, “...fluid, shape-shifting
assemblages continually on the move in interacting with the world, rather than perceiving

them as stable essences” (Vagle & Hofsess, 2016, p. 337).

Putting Phenomenology into Play with Other Theories

Finding the essence of the phenomenon, as Vagle (2020a) explained, is not the central goal of
phenomenology; rather, phenomena are conceived as dialogic. Thus, another key
phenomenological idea of importance throughout the inquiry was putting post-intentional
phenomenology into dialogue with complementary theories. It is important to bring all helpful
texts to bear on one’s interpretive understandings; yet, to remain open to questioning what
other theories assume and how they might influence how the phenomenon was approached
(Vagle, 2018). Being encouraged to play with other theories, | sought to put philosophy and
theories in conceptual dialogue with each other to explore new ways to open-up the
phenomenon. | read critical theories, such as race theory and labelling theory, and theories
informing philosophies of the body (e.g., Merleau-Ponty’s ideas about perception), being open

to how these ideas might see my knowledge take-off in new directions.

| initially considered Bourdieu’s social theory as a tool to interpret the data and analyse the
complex interplay between social structure and women’s health behaviours. While a
Bourdieusian critique has potential to inform health promotion practice by fostering new
understandings of the relationship between health knowledge and behaviour change, it
became clear that this study needed a stronger emphasis on gender given society’s
preoccupation with surveillance of the pregnant female body and the political agenda which
places women as being responsible for the health of their families (Parker, 2014). Without
modification of Bourdieu’s theory, specifically the integration of gender, | felt a Bourdieusian
critique had limitations in explaining how maternal ‘obesity’ is contested and political. | needed
an approach that put phenomenology in dialogue with disruptive theories to imagine new

possibilities of meanings.
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To inform the analysis, | drew from feminist theorising of pregnant embodiment (I. M. Young,
1980, 1990), distressed embodiment (Leder, 2004, 2016), and salutogenic understandings of
health (Antonovsky, 1979). At the beginning of the inquiry | looked at Iris Marion Young's
(1990) philosophical ideas, and her theory became a central part of this approach to enable a
deeper understanding of the ‘problem’ of large maternal bodies. Young’s work on female body
experience, specifically her essay on pregnant embodiment, was put into play with women’s
lived experiences data, llluminating how pregnancy for women in clinically ‘overweight’ and
‘obese’ bodies was an, “observable process coming under scientific scrutiny” (I. M. Young,
1990, p. 160). Young’s analyses continue to be relevant to exploration of how women are
positioned in biomedical maternity contexts and were relevant to this study at several levels.
First, Young’s work pointed to the ways in which gender and social norms produced restricted
female embodiment. Through Young’s experiential lens, she sought to lessen the focus placed
on the female body as an object to be studied. Young shed light on how medical institutions
and practices constitute the experience of pregnancy as one of alienation (Al-Saji, 2010),
bringing to light female experiences in political contexts. In doing so, a critical function is
performed as we appraise the potential for affecting social change through asking
uncomfortable questions such as: “How does medicine exacerbate the disconnections of body
and world”? Young blamed societal structure rather than the individual and brought a tension
to the fore—increased policy attention which places women at the centre of being responsible
for the future health of generations. Young's lens enabled me to explore broader political and
social influences on pregnant women’s ability to see pregnancy as a physiological process and

not a disorder.

Second, my understanding of Young’s work pointed to women’s experiences of bodily
movement in socially constructed and medicalised spaces and women’s forms of expression
given the rules and norms of these spaces. Drawing upon Merleau-Ponty’s ideas about
perception, in her recent work, Young’s (1990) analysis focused on the kind of movement
where the body aims at accomplishing a definite purpose or task. Young described feminine
bodily existence as an inhibited intentionality, in that women appeared uncertain of their
body’s capabilities and felt like their bodies were not completely under their control (perhaps
due to factors such as pregnancy). According to Young, this factor often produced in maternal
women a feeling that pregnancy does not belong to women themselves, rather they experience
their whole body as objectified. In this way, women learn to experience their bodies as a
burden and become conscious of the physicality of their bodies. Women’s consciousness of the
massiveness of their maternal bodies disconnects them from what they want to

achieve through their bodies. Even when Young described the difficulties that women and
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others face in oppressive situations, she alluded to the positive ways in which these situations
are subverted and even enjoyed. While in the experience of pregnant women, “...weight and
materiality often produce a sense of power, solidity, and validity” (I. M. Young, 1990, p. 166),
Young's interpretation shows that maternal embodiment is defined as a disorder and becomes
incompatible with ‘normal’ or holistic understandings of health, creating a tension for women

as they try to manage their bodies as their own.

Thinking with theory involved openness and creativity (Vagle, 2018), and as the inquiry
progressed | drew on other conceptual ideas and frameworks to explore the phenomenon
more deeply, following the flows and swells of phenomena (Vagle & Hofsess, 2016). Leder’s
theorising on distressed embodiment became an important theory to think with and was put
into dialogue with Young’s (1990) theory and the phenomenological data gathered. In ‘The
distressed body’, Leder (2016) discussed the nature of distressed embodiment and reminds us
of the “inescapable force of embodiment” (p. 16). He said that it is with and through our body
that we rush out to meet the world; yet, to inhabit a distressed body changes things. The
harshness and complexity of distress was shown by Leder who considered the etymology of
distress and disease. Since di or dis, meaning ‘apart, away from’, suggests the privative of what
is being modified, words like ‘dis-ease’ confers the absence of ease (Leder, 2016). Leder argued
that distressed bodies are dis-placed or pulled away from our usual place in the world; and in-
dis-ease, the body becomes a thing that feels separate from the world. Leder’s theorising on
distressed embodiment within carceral contexts, specifically his strategies of escape and
reclamation, were used to illuminate the possible meanings for women as they encountered
others in restrictive biomedical maternity contexts. For Leder (2004, 2016), escape emphasised
flight from an oppressive reality, whereas reclamation emphasised redeeming that reality and
rehumanising the lifeworld. Contending that aspects of his carceral theorising were applicable
to other institutions in which similar mechanisms of power mechanisms are at play, such as
hospitals and health care (Leder, 2004), the insights generated reveal women’s strategies for

reclaiming autonomy for bodies that fall outside clinical measures of normality.

Women’s maternal body experience was interwoven with strategies of escape and reclamation
to illuminate how contexts produced or provoked different aspects of the phenomena.
Antonovsky’s (1979) concepts on salutogenic understandings of health were combined with
Young and Leder’s theories. Salutogenesis, meaning the origins of health, is a theory of health
promotion (Antonovsky, 1979) which emphasises health rather than illness. Social change is a
commitment or goal that needs to be explicitly located within post-intentional

phenomenological research (Vagle, 2018). Thus, putting phenomenology into play with
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Antonovsky’s theory of salutogenesis might help affect social change through a critique of
health promotion policy and practice to disrupt illness-focused approaches for ‘high-weight,
high-risk” women. While being mindful that new creations of phenomenology may be critiqued
for moving too far away from their philosophical roots, Vagle’s (2019) assertion was that new
possibilities emerge in the making and remaking of phenomenology. Congruent with post-
intentional philosophy-methodology, this inquiry sought to build on foundational concepts in
phenomenological and hermeneutic inquiry, “while ‘unsettling’ these traditions to invite and
provoke something new” (Vagle, Thiel, & Hofsess, 2020, p. 427). Utilising a contemporary
approach in this inquiry supports my interest in the complexities of promoting health for
ethnically diverse women and enabled me to explore the lived experiences of women who are
considered outside the definitions of ‘normal’ weight, as well as the power dynamics impacting
the provision of care. Considering all facets of pregnant embodiment and women’s social and
cultural understandings of maternal bodies, their connections or disconnections with
medicalised ‘obesity’ narratives, post-intentional approaches offered potential to capture this
complexity. Thus, a post-intentional approach sought both to reveal the multiple experiences
women have in maternity care contexts, while simultaneously disrupting power structures,

factors important to midwifery because of the politicisation of maternal bodies.

The Post-intentional Methodological Process
With these theoretical ideas providing the basis for the study, this post-intentional inquiry was

underpinned by the following five methodological components (Vagle, 2014, 2018):

Component 1: Identify a post-intentional phenomenon in context(s) around a social
issue.

Vagle (2014) explained, “...phenomena are the ways in which we find ourselves being in
relation to the world through our day-to-day living” (p. 20). Phenomena are self-showing and
reveal themselves and, as Soule and Freeman (2019) showed, “...it is not enough to simply
describe these phenomena as they appear, for there is also meaning in what is concealed
behind that appearance” (p. 861). The goal in post-intentional phenomenological research is
to bring to nearness the multiple influences that are concealed by a phenomenon’s
appearance. For example, BMI measurement has become a taken-for-granted aspect of
pregnancy care, yet the forces which are driving such universal approaches often go unnoticed.
Post-intentional approaches can help us see things in new ways and reveal the things that have
become so ‘normal’ — such as the medicalisation of diverse maternal bodies - that we do not

notice what might be at work and what might be assumed (Vagle, 2019).
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Post-intentional phenomenology is a blended approach which bridges the
transcendental/hermeneutic divide (Neubauer, Varpio, & Witkop, 2019); the phenomenon is
treated as the unit of analysis, yet phenomena are multiple, partial, contextual, and in-flux
(Vagle, 2014, 2018). The phenomena were approached as though they were constantly being
made and unmade, done and undone (Vagle, 2020b). This understanding is always coming-to-
be-known, not final, and, in this way, it represents a type of post structural and
phenomenological philosophy-methodology. The goal was to approach a phenomenon openly,
allowing for individuals’ lived experiences and their expressions of those experiences to
provide context. Vagle (2018) explained that a phenomenon is, at best, insight into the social
processes surrounding a phenomenon which produce the shape of the phenomenon for a
particular group of people. This inquiry is not focused on identifying structure and qualities of
experiences, but explores how phenomena are produced in maternity and social contexts. This
through-ness approach assumes, then, that maternal ‘obesity’ as a post-intentional
phenomenon is produced and provoked by women; their social contexts; the contemporary
and traditional discourses about maternal bodies; the degree to which their bodies are
respected; and the maternity and health care systems, policies, and practices that explicitly

and implicitly influence women’s understandings of wellbeing.

In this inquiry, the post-intentional phenomenon is diverse maternal bodies; it aimed to
articulate the meaning for ethnically diverse women with lived experiences of clinically defined
maternal ‘overweight’ and ‘obesity’. Valentine et al. (2018) argued that post-structural
methodologies offer new ways of answering phenomenological questions to create
possibilities for revealing glimpses of the phenomena across contexts, cultures, discourses, and
genders. This is important because of the complexities of the contexts in which women receive
care and reside. The questions that guided the study focused on what it meant to be and exist
in diverse maternal bodies (i.e., bodies labelled as clinically ‘overweight’ or ‘obese’ in
pregnancy and thus constituting ‘high-weight, high-risk’ bodies); bodies which are outside of
medicine’s definition of ‘normal’ weight.

Component 2: Devise a clear, yet flexible process for gathering phenomenological
material.

To gather post-intentional phenomenological material for this study, | wanted to learn from
women who had experienced the phenomenon. Consequently, to better understand the
phenomenon of being in diverse maternal bodies in complex contexts | interviewed women
with clinically defined maternal ‘overweight’ and ‘obesity’ with lived experiences within a
variety of socio-cultural contexts. The semi-structured interview and lived experience

descriptions was selected as the primary source of phenomenological material in this inquiry.
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Component 3: Make a post-reflexion plan.

A reflexive phenomenology of practice was advocated by Vagle. For Vagle, the concept of post-
reflexivity in post-intentional phenomenological research was an out-growth of descriptive
phenomenology’s focus on bracketing (Giorgi, 2009) and reflective lifeworld approach’s focus
on bridling (K. Dahlberg et al., 2008). Describing post-reflexivity as, “...a dogged questioning of
one’s knowledge as opposed to a suspension of this knowledge” (Vagle, 2014, pp. 74-75), Vagle
(2018) later said, “post-reflexing is not about setting aside our prior knowledge, assumptions
and beliefs about the phenomenon, but about exploring how they play a part in producing the
phenomenon” (p. 153). Thus, we are asked to critically engage and interrogate our
preunderstandings in the research process, exploring how these play a part in producing and

provoking the phenomena.

Muth (2016) reminded us that findings in post-intentional phenomenology are not really
‘findings’ as if they were discovered out there; rather, understandings formed through the
researcher’s own lived experiences of doing the research. Early into the research process, |
created a post-reflexion journal which | have used to draw on my self-reflexive thoughts to
consistently examine my position in the research as | crafted phenomenological material. |
occupy the position of both insider and outsider to this research; inextricably linked to the
study and the situations and contexts of the women. My identity as Scottish, white, working
class mother, former midwife, and public health practitioner with a biomedical way of seeing,
and with a body that is of ‘normal’ weight is an inseparable aspect of the study. Applying a
post-structural lens to this study enabled me to post-reflex and enter an ongoing critique of a
contemporary binary position, noticing the different line of flights operating on me and the
phenomena in this study. Post-structuralist philosophical ideas tend to resist or even reject the
notion that there is such a thing as a pure experience or that there is a structure that can be
systematically representative of experience, truth, etc. It also rejects binary positions; instead,
offering ongoing critiques of structures and binaries (Vagle, 2018). The social and biomedical
models of ‘overweight’ and ‘obesity’ represent an example of opposing conceptual discourses
and frameworks which reveal a rigid dichotomy of health and pathology. As | post-reflexed, |
examined how my positionality, background, and insights had the potential to influence the
study. | became aware that both models were operating at a pre-conscious level making it
difficult for me to address the issues. Tethered to my disciplinary past, | found myself entering
the middle of an existing debate of extreme views on the alleged health crisis and moral panic
which wraps the production of obesity as a societal problem. | felt in flux as | recognised my
positionality changing towards a perspective which was becoming more critical of the

dominant medical positioning of obesity. Previously | was ambivalent. | never challenged
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myself to consider how the existence of biases with regard to ethnicity, social class and gender
affected women’s experiences of pregnancy care. While | had been focused on ensuring the
best use of ‘authoritative’ sources of public health evidence | neglected to pay attention to
‘non-medicalised’ accounts of fatness. B. Evans and Cooper (2016) cautioned that neglecting
non-medicalised accounts will leave little room for alternative understandings. Whereas
before, | saw obesity as a behavioural problem caused by modern lifestyles, now | am
challenged to critically explore the debates rather than treat it as axiomatic. This has been a
difficult and disturbing tension for me. | have come to see how women in diverse maternal
bodies experience maternity care and through this inquiry the powerful forces which

problematise and stigmatise women’s maternal bodies are exposed.
Vagle (2018) advocated a reflective approach, noting:

As we post-reflex through a study it is important to document, wonder about and
question our connections/discussion, assumptions of what we take to be normal,

bottom lines and moments when we are shocked. (p. 154)

Approaching a post-reflexive practice involves an analytical noticing of moments in which we
connect and disconnect from the phenomenon, our assumptions of normality, our bottom lines
that we refuse to shift and the moments in which epiphanies are revealed (Vagle, 2014). There
were moments when | connected with the participants and their stories and moments where |
disconnected; for example, when stories appeared contradictory. During these moments of
disconnection, | still marvelled at how women viewed the phenomena, specifically women who
at first resisted nutrition advice only to accept it shortly thereafter. Post-intentional
phenomenology helps us embrace these moments, reminding us that findings are expected to
be tentative and possibly paradoxical. In other words, an examination of the lived experiences
of women as malleable and contextually situated. An approach in which each woman’s
experience was valued as knowledgeable and accurate, despite any contradictions between
and within their perspectives and experiences, was important in this study.

Component 4: Explore the post-intentional phenomenon using theory,
phenomenological material, and post-reflexions.

My dialogism with other theories has helped me to look more closely into what was going on
for women. Being critical in the context of post-intentional research means interrogating
theories so that they do not obscure other ways of seeing during the analysis of
phenomenological data. | sought to strike a balance among my interpretations, the voices of
women themselves, and other philosophical conversations to craft stories in which we can

sense, see, and almost be there with the participants (Vagle, 2014). Such an approach aimed
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to enhance understanding about living within types of maternal bodies as women interacted
with and connected with objects, things, places, and others in the world—specifically the ways
in which women responded to the realities of maternal ‘overweight’ and ‘obesity’ in clinical
encounters, as well as in their everyday lives. Vagle (2014) alluded to there being no goal to
find the common themes of being towards such states of being and how to define them in
post-intentional phenomenological work. Rather, the goal is to see how being towards these
states is manifested (tentatively) in all sorts of ways, “the idea being that opening up these
tentative intentional meanings provide a richer, deeper consideration for others to take up”

(Freeman & Vagle, 2013, p. 730).

Component 5: Craft a text that engages the productions and provocations of the post-
intentional phenomenon in context(s), around a social issue.

At the beginning of this inquiry | drew on an early iteration of post-intentional phenomenology
(Vagle, 2014) which focused on the concept of tentative manifestations of the phenomenon.
The phrasing of the term tentative manifestations reminds us that the researcher’s
authoritative voice is minimised and attention is deliberately focused on situating
phenomenological work as contextual, partial, and incomplete (Soule & Freeman, 2019). In
accordance with the methodology, the continuous deferral of final interpretation of the
phenomenon is important. In this way, the crafted texts presented in following chapters are
considered partial and incomplete. Through Vagle’s (2019) evolving understandings, his later
iteration of post-intentional phenomenology introduced a marked shift which repositioned the
methodology to explicitly focus on social change. Productions and provocations then became
central (Vagle, 2018) in the crafting of post-phenomenological texts. Vagle described a
provocation as a catalyst (e.g., something within the phenomenological material that ignites
something about the phenomenon; or a policy issue that appears to be strongly shaping the
phenomenon). Alternatively, a production alludes to the multiple and ongoing ways the
phenomenon is being shaped over time (Vagle, 2018). Figure 2 shows the conceptual

framework for the crafting of the stories.
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Figure 2. Conceptual framework for the crafting of the stories

Texts were crafted that attempted to capture the tentative manifestations of the phenomenon
in its multiple, partial, and varied medical and social contexts. Vagle’s later theorising also
created an opportunity to illuminate productions and provocations of the phenomena in
different contexts. Thus, the whole-part-whole analysis method focused on paying attention
to glimpses of productions and provocations, to consider how the body of evidence

represented in this thesis might inform social change.

Where the phenomena revealed itself in social contexts, stories were crafted and interspersed
with narratives based on clinical contexts. Thus, data were represented in the form of
individual crafted stories; interspersed with constructs and concepts from relevant literature
and excerpts from my post-reflexion journal. Poetry, as an additional textual form, was
included to evoke new possibilities, showing the important productions and provocations at

work.

Chapter Summary

Clinically defined maternal ‘overweight’ and ‘obesity’ is a phenomenon that is a controversial
and topical issue due to competing binaries on maternal ‘obesity’. A post-intentional
phenomenology offers a focus on being labelled high-risk because of weight and how it relates
to gender and cultural positioning rather than the political aspects which are reinforcing high
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BMI pregnancy as a type of embodiment that is incompatible with health. | chose to craft
through-ness phenomenological research to explore intentionalities and how they take shape
in complicated contexts, retaining the phenomenological commitment to understanding
experiences as lived. Young’s, Leder’s, and Antonovsky’s theories established the basis for the
internal dialogism that exists within Vagle’s (2018) post-intentional approach. Putting Vagle’s
post-intentional approach into dialogue with more disruptive theories accounts for the
complexity of pregnancy as both a physiological and a psychological experience; and reflects
the political forces at play. Understanding women’s experiences from dual perspectives
facilitates our understanding of the universal and differentiated aspects of diverse maternal
bodies; thereby, providing a nuanced picture of the interplay between maternal ‘overweight’
and ‘obesity’ and the socio-cultural, historical, and political conditions within which women
live. | showed that post-intentional phenomenology is capable of being used toward political
ends. Vagle's five-component methodological process was summarised to foreground the next

chapter which explains the methods that facilitated the research process.
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CHAPTER FOUR: METHODS

This chapter presents the methods of research utilised to uncover the experiences of being
labelled as ‘overweight’ and ‘obese’ in pregnancy. It begins with an overview of the research
engagement and consultation, before outlining the ethical considerations. Then, the selection
of participants to this research is discussed along with an overview of participants. Strategies
related to the protection of participants’ personal information and anonymity in this study are
outlined. My approach to gathering phenomenological material is outlined. Next, guided by
Vagle’s (2018, 2014) whole-part-whole analysis method, a description of the approach taken
to analyse the data and develop crafted stories is presented. Finally, and in accordance with
Vagle’s approach, | devised a flexible, yet trustworthy, process for gathering phenomenological
material and interpreting the data. Practical strategies to enhance trustworthiness are

described to legitimise the body of evidence produced from this research.

Engagement and Consultation

An engagement and consultation process was conducted prior to gaining ethical approval. As
the research intent was to involve Maori and Pacific peoples, an information brief (Appendix
A) was prepared to support engagement and consultation with people likely to be interested
in or impacted by this research. Acknowledging the importance of te Tiriti o Waitangi as the
foundation for the relationship with Tangata Whenua in Aotearoa New Zealand, | placed great
value on respecting the status of Tangata Whenua as indigenous peoples. Therefore, an initial
step involved research consultation with Te Atiawa/Taranaki ki Te Upoko o Te lIka; iwi centred
mainly in the Hutt Valley and Wellington city. Once iwi approval was obtained, consultation
was held with stakeholders from a range of institutions and organisations identified in the plan.
A consultation outcomes report was prepared on completion of this process and responses to
consultation documented. Outcomes included a letter of support from the Director of Maori
Health (Appendix B), the Director of Pacific Health (Appendix C), and approval by the Maternity

Quality Committee at one DHB to implement the study.

Another outcome of consultation involved establishing a research advisory group to ensure a
mechanism for cultural and clinical advice to inform the study. The group comprised clinical
representatives from maternity services including Maori and Pacific practitioners and tikanga
Maori specialists, as well as a consumer advisor. Terms of reference were established for the
group (Appendix D). The purpose of the group was to ensure the research was conducted in a
way which reflected the principles in te Tiriti. The group contributed to the development of the

research through critical review of the research proposal, sharing knowledge on the maternity
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systems and processes, and advising on approaches to data collection with Maori and Pacific
participants. A codesign workshop was held with the group which produced ideas for research
guestions, effectively generating consumer perspectives. Furthermore, advice was provided on

all recruitment material, including participant information sheets and consent forms.

Ethical Considerations

The Auckland University of Technology Ethics Committee (AUTEC) were engaged at the
conception of the study to ensure the privacy, safety, health, social, and cultural sensitivities
of participants were adequately considered. Further to AUTEC guidance, a scope of review was
submitted to the Health and Disability Ethics Committee (HDEC) to determine whether the
study proposal required HDEC approval. Once confirmation was provided that the study was
outside HDEC scope of review, the study was submitted to AUTEC for institutional review and
approved (Appendix E) with the condition that the locality organisation agreed the study met
established quality and risk standards. A locality assessment (Appendix F) was completed by
the DHB and constituted a high-level collaborative agreement between AUT and the DHB,
providing authority to approach clinical and public health services. My approach at the service
level involved participation in individual and multidisciplinary team meetings. Such
engagement opportunities enabled me to provide study information and distribute an
information pack containing evidence of ethical approval, locality assessment, study
introduction letters for maternity services providers, participant information sheets, and
consent forms. Clinical and public health teams were informed of what participation for
women would entail, including the format and nature of involvement in the research interview.
This comprehensive approach was designed to promote the research and enable the teams to
make an informed decision about supporting the research. The research proposition was

verbally approved by Te Atiawa.

Selection of the Participants

| sought advisory group support to identify recruitment methods to involve participants with
diverse experiences. My trust-based relationships with Maori and Pacific advisors contributed
to establishing authenticity, which refers to approaches used in the design phase of research
that lead to a showing of a range of realities in participants’ lives (Lincoln & Guba, 1985; Polit
& Beck, 2018). My intention was to have a variety of participants that would enable me to
capture different experiences and achieve a depth of understanding about maternal women’s
diverse body experiences in a variety of social contexts. Thus, women labelled as clinically
‘overweight’ or ‘obese’ in pregnancy were sought. A variety of recruitment approaches was

implemented. First, maternity services, Pacific health services, and Whanau Ora collectives, in
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the locality area, were invited to support the recruitment of women. Additionally, clinicians
were involved as recruiters and were invited to identify pregnant women to participate in the
study. Information packs containing study introduction letters for maternity services providers
(Appendix G), participant information sheets (Appendix H), participant consent forms
(Appendix 1) and recruitment posters (Appendix J) were provided to over 40 lead maternity
carers. Simultaneously, approval was requested from the DHB to place marketing material in
hospital and community settings. Material was posted on maternity and childbirth, and early
parenting education and support agencies’ websites and social media platforms. It was
intended that this marketing material would also encourage consumers of maternity services
to self-refer. The requirement for participants to be registered to receive maternity care at the

DHB was applicable to all recruitment approaches.

All participants self-referred to the study; none of the recruitment was done directly by the
researcher. As per ethical guidelines for observational studies, incentives were introduced to
increase response rates (Ministry of Health, 2012). Accordingly, a S50 grocery, department
store, or petrol gift card was offered to each participant as reimbursement for their time and
effort. Participants were followed up with an introductory email asking them to confirm if they
wished to proceed. All individuals responded to this initial communication and agreed to be
interviewed. Consent forms were completed at the time of the interview, following a face-to-
face discussion about the nature of the study. In summary, the recruitment plan was
implemented as intended. No data were collected on the number of participants approached,
how many, and who declined to consent or their reasons for declining, as that was outside the

scope of ethical approval.

Recruitment strategies led to a higher response rate than anticipated. Although recruitment
ceased after three months, some participants who had received information packs at the
beginning of the recruitment phase self-referred later in their pregnancies or following the
birth. | was open to keep going, as it was thought at this point that these participants’ unique
contexts would generate important insights. Accordingly, 16 eligible participants consented to
participate in the study during the 26-week recruitment period. While a single interview was
intended with each of the women, | modified the data collection process to create an
opportunity to conduct follow-up interviews. Where women'’s stories created an opportunity
to understand the phenomena more fully, | chose to linger a little longer, dwelling more
completely within the data to uncover the dynamic nature of the phenomena in its changing
contexts. Therefore, in accordance with the research methodology, a decision was made to

invite a small number of women (n=3) to participate in a follow-up interview to reveal how

48



meanings might shift and change in and over time, through changing contexts (Vagle, 2014). A
rich and diverse group of participants was achieved, and a decision was made to cease data
collection following 19 interviews as | was not gaining any new insights and data sufficiency

was deemed to have occurred.

My original research intention was to use a multi-method approach involving individual
interviews and group interviews across two phases. It was intended that 6-10 single individual
interviews would be conducted in phase one of the study. In the second phase, a sample of 15-
20 pregnant women and new mothers were to be recruited to participate in a series of group
interviews to explore themes arising from initial interviews, as well as the impact of
contemporary discourses and health promotion messages designed to improve nutrition and
physical activity during pregnancy. Analysis was conducted in an iterative cycle (Sargeant,
2012) and upon reviewing the material gathered in phase one, it was clear the further
interviews anticipated in phase two were not required, as more than enough
phenomenological material had been gathered. Thus, | decided not to proceed further with
data collection. Creating space for phenomena to reveal itself led to a deeper
phenomenological exploration of women’s lived experiences; representing, “..an extreme
form of care that savours the situations described in a slow, meditative way and attends to,

even maghnifies, all the details” (Wertz, 2005, p. 172).

Overview of the Participants

The study took place in the greater Wellington region. The research was conducted in a
naturalistic setting and participants were invited to specify the setting of choice for the
interviews. Of the 16 participating women, 10 chose their home setting. Three selected to be
interviewed at their workplace and the remaining three in a clinical setting. Participants
included English speaking women aged 16 years and older who were labelled as clinically
‘overweight’ or ‘obese’, primigravida, multigravida, and women of diverse ages and ethnicities.
Many women were living with significant socioeconomic deprivation. Data were ascertained
using the NZDep2013 Index of Deprivation (J. Atkinson, Salmond, & Crampton, 2014), an area-
based measure of socioeconomic deprivation for people in small areas of Aotearoa New

Zealand.

Most women were pregnant at the time of their interview (n=14). Non-pregnant women (n=2)
experienced ‘overweight’ or gestational weight gain in their previous pregnancy. Women used
a variety of words and phrases to describe themselves such as: being a big lass, coming from
big stock, bootylicious, fat, large, overweight, and obese. Some women identified with the

clinical terms ‘overweight’ and ‘obese’ and described their bodies in clinically defined ways.
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Finding the language to use for this research has been technically and emotionally complicated.
| felt empowered to use the words that reflected the personal experiences of the women, and
therefore the words and phrases that individual women used to describe their bodies and
experiences were reflected in the crafted stories. The characteristics of the women are

summarised in Table 2.

Table 2. Participant characteristics

Age

20-24 years

25-29 years

30-34 years

35+ years
Ethnicity

NZ European

NZ Maori

Cook Island Maori

N oW

Samoan
Tongan
Niuean
British
Chinese

PR R RN R WO

Deprivation Quintile
1-3 (least deprived) 4
4-5 (most deprived) 12

Parity
Primipara 4
Parous 12

Pre-pregnancy BMI3
20-24 kg/m?
25-35 kg/m?
35+ kg/m?

Unknown

0 b~ W

3 BMI data were recorded where it was known. Maori and Pacific women were less likely to know their pre-
pregnancy BMI than other women in the study. All five Pacific women had no or little knowledge of BMI related
terminology.
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Women received specialist obstetric care (n=10) for medical and obstetric related conditions
such as: rhesus disease, twin pregnancy, Graves’ disease, and multiple sclerosis. The remaining
women (n=6) received midwife-led care. The women attended many different services during
pregnancy including midwifery care, specialist endocrinology, physiotherapy, specialist

maternal mental health, and dietetic services.

Protection of the Participants

Respect for participants’ vulnerabilities was carefully considered. At the outset of this research
| have been aware that discussion could generate an emotional response due to the likelihood
that, “many phenomena within specific cultural and social context are sensitive” (McCosker,
Barnard, & Gerber, 2001, p. 272). Therefore, specific measures were taken to ensure the safety
needs of participants. Protection of women’s emotional and mental wellbeing was a priority
and an agreement with Wellington Women’s Health Collective counselling service was
established (Appendix K), whereby women could contact the service if required. Contact details
of this service were provided so that participants could get in touch directly. Participant
confidentiality was critical due to the study being focused in a single locality and the small
number of individuals participating. | took a variety of steps to maintain confidentiality. For
example, in reproducing participants’ verbatim responses, | removed potentially identifiable
information and nuances of speech that could identify them from any preliminary
interpretation of the data presented and written material within this thesis. A further measure
to protect the women participating in this study involved me working closely with my
supervisors using a reflect and review approach. During the data gathering stage, | committed
to transcribing each interview within three days and providing my supervisors with a copy of
the interview transcript, observations, and self-critique of my interviewing skills. Sharing the
transcripts and debriefing with my supervisors on any ethical tensions that arose and my
strategies for managing these, | relied on them to reflect with me. In doing so, a safe
environment was assured for women through the process of continual review of my

capabilities as a phenomenological researcher.

Biographical and descriptive data were gathered during the interviews providing a backdrop to
uncover key facets of experience and reveal the nuanced and varied aspects of their personal
stories. To protect the participants, potentially identifiable aspects of women’s unique
positionality and their real-world contexts are not included in this thesis. The data, such as
transcripts, consent forms, demographic data, and analytical notes, were kept in a secured
computer programme. The digital recordings and hard copies were stored securely in a locked

filing cabinet, to which only | had access. Assurances were provided to participants that, after
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analysis, the data would be stored securely on AUT premises, not on the private computer of
the primary researcher, along with the consent forms. Furthermore, women were advised that

a pseudonym would be used on all the tapes, transcripts, and reports to protect their identity.

Gathering the Phenomenological Material

Prior to data collection, | used a codesign approach with the advisory group to develop
potential phenomenological questions that would help answer the research objectives.
Following which, a minimal number of broad, data-generating questions underwent a process
of cultural and peer review with a sample of Pacific Navigators and Maori Public Health
Advisors with strong community and cultural knowledges. Next, questions were pre-tested
with a small sample of Maori and Pacific women who were not included in the study. This
process of codesign and pretesting assisted with the development of a core set of culturally
sensitive questions and prompts which were then adapted to suit the cultural needs and
priorities of participants during the interviews. This process supported the development of a

highly contextual topic guide (Appendix L), increasing the trustworthiness of the research.

Key areas associated with women’s lived experiences of maternal ‘overweight’ and ‘obesity’ in
clinical and social contexts were explored in the interview. Participants were invited to describe
their experiences of being in larger maternal bodies, and to discuss the meaning of weight-
focused advice in the context of their everyday lives and social and cultural practices. The
interview was directed towards establishing women’s experiences of pregnancy and their
understandings of gestational weight gain. The first area of questioning was deliberately broad
and then became more focused on women’s experiences such as, being referred to secondary
care because of a high BMI. The meaning that women attributed to health promotion
messaging formed the second part of the question guide. The third area asked the participants
to reflect on contextual factors such as whanau, family, cultural, and environmental influences
on eating patterns during pregnancy. Finally, demographic data were collected to conclude the

interview.

Throughout the data collection phase | continued to dialogue with my preunderstandings, to
examine my assumptions of what seems ‘normal’ based on my own positionality in the
research. For example, one of my preunderstandings focused on my assumptions surrounding
the relevance of the BMI for pregnant women. In my post-reflexion journal, | recorded my
preunderstandings relating to the BMI and its meaning for pregnant women. Before gathering
data, | assumed that all women would be familiar with the term because the measure of the

BMI for assessing risk is a well-established aspect of pregnancy care in Aotearoa New Zealand
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(Knox et al., 2018). Furthermore, as women were informed the purpose of the research was to
explore experiences of ‘overweight’ and ‘obesity’ in pregnancy my assumption was that
women would be ready to discuss weight related issues. | created the interview question: “How
did your midwife or doctor talk with you about your weight or BMI?” to explore women’s
experiences of being asked about their BMI. The following extract shows how | brought my
preunderstandings to the fore throughout working with the data; and, subsequently, modified

my approach to data collection to remain open to the range of realities:

When the Pacific nurse referred Teuili, she told me Teuili was very shy. Because of my
experience with some Pacific women, and the possible sensitivities about asking Pacific
women about their weight, | asked the nurse for her advice on how to approach further
discussions. The nurse indicated that it would be very difficult for women to disclose
their weight in an interview and recommended that | consider the following way to
rephrase the question: “Obviously, when you are pregnant you can gain weight and
sometimes it can be challenging to return to your weight before you became pregnant,
especially if you have more than one child. Can you tell me about your weight before

you became pregnant? Did you struggle with weight problems”?

Following a period of dwelling in the data, and dialoguing with others, | came to see
that for some Pacific women weight may not be an issue per se. Rather, it was likely
that weight was an issue in a western healthcare context. When | asked Teuili if she
could tell me about her weight before she became pregnant, she appeared to brush
off the question, saying, “no, no”. | felt that Teuili found it intrusive being asked about
her weight. Weight did not appear to hold meaning for her; whereas protecting her
baby through moving her body held significance and constituted the main features of
Teuili’s storytelling. My aim was to be reflexive about how | was approaching the

participants.

This post-reflexion extract shows that through mindful attunement to what participants
connect and disconnect with (Vagle, 2018), | was able to refocus questions. Thus, | made a
decision to move away from more biomedical framings of questions, instead capturing

women’s perspectives about what was important to them in relation to pregnancy health.

The tape-recorded sections of the interviews which focused on gathering lived experiences
material ranged from 17 to 47 minutes in length. The whole interview took considerably
longer, particularly as whakawhanaungatanga and other culturally appropriate ways to build

relationships with the women were prioritised before the tape-recorder was used.
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Transcription was undertaken personally, by me, as a way of familiarising myself with the data.
Thus, transcribing became an interpretive act which conferred significant analytical benefits
through repeated and careful listening (Bailey, 2008). The participants were advised of their
right to check and modify the transcript; and transcripts were shared with participants where
they requested a copy. The purpose of inviting participants to review the transcripts was to
improve accuracy and validity of what had been recorded during the interview. Additionally, |
encouraged the participants to extend the data, providing additional content, which is

congruent with post-intentional phenomenological research.

Analysis of the Phenomenological Material

Whole-part-whole Method.

A whole-part-whole analysis method which involves analysis of focal meanings (i.e., moments)
in relation to the whole (i.e., broader context) was utilised in this study (Vagle, 2014, 2018).
Cautioning against an overly mechanistic approach to analysis, Vagle (2018) encouraged more
fluid and creative analytical techniques. Given Vagle’s evolving understandings of post-
intentional phenomenology | was able to work across his earlier and later conceptualising as a
guide to analyse the phenomenological material. While Vagle referred to ‘parts’, once analysis

began the parts were not discrete; rather, they started to blend together.

The initial phase involved becoming attuned to the whole material gathering event and
involved a holistic reading of the entire transcript. The goal at this point was to unravel the
wholes of the phenomenological material. Vagle (2018) contended, “the most useful way to
carry out this part of the process is to operationalise Deleuze and Guattari’s (1987)
philosophical idea - lines of flight” (p. 157), looking for two kinds of analytical noticings.
Following this guidance involved me first looking for ways that knowledge explodes in
unanticipated ways. Reviewing the transcripts, preliminary analyses, and my post-reflexive
journal, | considered questions, such as: “What doesn’t seem to fit? If | follow this ‘mis-fit’
notion, idea, insight, perspective, what might | learn about the phenomenon that is not yet
think-able?” (Vagle, 2018, p. 157). The second noticing related to how to differentiate between
the lines of flight operating on us and the phenomenon. Here, | used Vagle’s suggested
questions as | conducted readings of the data: “Where might | appear ‘certain’ of what
something means? Where might | appear ‘uncertain’ of what something means? Where might
| have extended to something creative and intriguing, but then backed off to something a bit

more safe?” (p. 158).

Sometimes a single word or phrase, from a participant, was so powerful that it needed to be

amplified, such as Pania’s descriptive statement, “I felt like a robot”. | conducted multiple line-
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by-line readings, including careful notetaking and signposting the data that seemed to focus
initial meanings (Vagle, 2014) and asking myself questions of the data, as well as putting my
supervisors’ understandings into play with my own initial interpretations. | highlighted the
parts of the data that appeared to be complex or contradictory; | knew that | could not overlook
the complexity but had to dwell for longer here (e.g., did the woman experience stigma in

secondary care or did she fear a stigmatising encounter)?

Focusing on Intentionality.

| took a systematic approach to describe the object of the intentional relationships, show what
was happening, and reveal the woman’s experiences. In accordance with post-intentional
phenomenology, it was important to describe both the experience and the multiple contexts—
including macro contexts (i.e., social environment, ethnic group) and micro contexts (i.e., the
meaning of being bedridden or the significance of the bed-as-object in secondary care).
Analysis focused on uncovering the intentional relationships between the woman and others
and subjects she encountered. | worked with the data in a systematic way, carefully revising
and re-crafting each whole and part, continually putting them in dialogue with other chunks of
texts from other participants in other data moments (Vagle, 2014) to see what the

phenomenon might become.

| read each of the transcripts and reflection sheets in the same way, paying attention to where
I might have missed opportunities to more deeply understand the phenomenon so that | could
bring the insights forward to the next interview. In this way, | used a form of iteration,
incorporating what | learned about the phenomenon at the beginning stage of the research
into the next interviews. The insights generated through the use of iterative techniques
enabled me to craft additional questions or reframe the ways | asked questions. For example,
from listening to women describe how their experiences and understandings differed from one
pregnancy to the next, or how their experiences were changing from early pregnancy to later
pregnancy, | came to understand that a follow-up interview might be important to more clearly
reveal how the phenomena is being and becoming through the multiple and diverse contexts
of the women. Thus, the insights obtained through the use of iteration guided my decision to

conduct follow-up interviews with some of the women.

Thinking with Theory.

The second part involved thinking with theory. In the design stage of the study, | made a choice
to think with Young’s (1990) feminist theory and ideas as | intuitively felt that a feminist lens
would be important to this inquiry. Then, in the analysis stage, | decided that Young's theory

alone would be insufficient to help me extend and open-up phenomena in important ways
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(Vagle, 2018). Based on the complexity of the data, | made a specific choice to think with other
theories to explain the data more fully, showing both meanings being uncovered, and, more
importantly, how women responded in complex contexts. Introducing theories of distressed
embodiment (Leder, 2004, 2016) and salutogenic understandings of wellbeing (Antonovsky,
1979) became pivotal for providing an explanatory framework through which to show the
experiences of women. Part of what was valuable about this process is the showing of what

women do, thereby elucidating the grey.

Post-reflexing.

Post-reflexing was a primary aspect of my analysis process. The system | created to enable
post-reflexing saw me develop a written reflection sheet (Appendix M) for each participant,
which | then formed into a journal as my post-reflexing deepened. Reflecting on the interview
with Lily, for example, | recorded my observations and reconsidered my approach to asking
guestions. Throughout the interview | had a felt sense | had approached questions from more
of a general qualitative approach rather than a phenomenological approach. The consistent
use of this tool supported me to capture my broader observations following each interview
and informed the analytical process. For every participant, | recorded my immediate reflections
on the interview, making notes on initial thinking that may contribute to the phenomenological
text. | recorded my assumptions about the data and engaged in self-review of my approach as
an interviewer to hone my craft as | moved through the interviews. When my supervisors
reviewed the transcripts, they would also record their own understandings of what the
experiences were for the woman. In this way, journaling became a source of material for
developing the crafted stories, and sometimes poetry. Using my reflection sheets, | worked
across the transcripts and my reflections to pull out the parts that appeared to hold initial
meanings. | continually referred to the reflection tools throughout this process to critically
consider how my presuppositions might influence the analysis. This process of continual review
and reflection enabled me to hone my interviewing craft as | proceeded to interview other

women.

Crafting the Stories.

The final component of the analysis process involved crafting stories to uncover all the possible
and multiple phenomena in women'’s stories; thereby, revealing the tentative manifestations
of the intentional relationships. Arguing that “crafted stories can provide glimpses of
phenomena that other forms of data analysis and presentation may leave hidden” (Crowther,
Ironside, Spence, & Smythe, 2016, p. 826), the authors urged us to consider crafted stories as

a trustworthy methodological tool for capturing lived experiences. Crowther et al.’s (2016)

56



practical framework was used “to reveal ways of being, thinking and acting in the world that
shed light on what is known but covered over, or forgotten” (Crowther et al., 2016, p. 827). van
Manen (2014) claimed the story can be crafted in fiction-based or real ways. In this study the
crafted stories were closely informed by the data to represent women’s actual lived
experiences. Given the importance of staying close to the data, | chose to craft individual
stories rather than blending stories from several lived experiences. | began free writing the
stories, writing around the significant interpretations that arose from the data and looking for
the unnoticed and listening for the particulars of the experiences that were not based on
repetition. | honoured each woman’s personal narrative, showing the ‘difference’ across
women'’s narratives and, in doing so, illuminating the diversity and complexity of women’s
different contexts. Where the data reflected extremely rich and detailed human experiences,
multiple stories were crafted for these participants. Women’s stories were interspersed
throughout the chapters as, oftentimes, their stories related to more than one of the tentative
manifestations produced through this inquiry. Twenty stories were crafted and included in the
tentative manifestation chapters. Where phenomenological material was considered not
relevant to the research question, it was included in Appendix N to acknowledge this

participant’s personal story.

The following excerpt of data, from Pania’s story, provides an outline of the steps taken to
uncover and analyse the tentative manifestations. The interpretive process based on the
conceptual framework for the crafting of the stories in the previous chapter reveals how
disconnection was produced in a mechanised caring context. The interpretive process as shown

in Table 3 involved asking questions:

e  What was happening here (i.e., how was the topic lived out)?
e  What was the woman’s connection with the world and what meaning did this have for
her?

e How did the connections manifest?

Table 3. Interpretative process - Pania’s experience of machinelike care

How the topic is lived out Pania’s intentional Tentative
relationships manifestations of
(interconnectedness) the connection(s)
These appointments didn’t benefit me. They are  Reliving the same Groundhog Day
the ones who benefit; they must get money for experience over and (Ramis, 1993)
having so many meetings with you. | didn’t get over again provoked a experience - the

any reassurance. Pregnancy is a unique and scary  disconnection from her experience of feeling
thing because your body is going through so midwife, her connection like a human robot
many changes. When | got weighed my midwife  with her midwife manifested.

wrote down the weight. | stood there aghast
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How the topic is lived out

Pania’s intentional
relationships
(interconnectedness)

Tentative
manifestations of
the connection(s)

thinking, ‘WOW, she never said anything’; then a
million things started running through my mind.
It would have been nice to have a conversation
about what’s going on with my body, instead |
felt like just another pregnant person waiting-in-
line. | just felt like a robot to be honest. | know
exactly what is going to happen each time. She
measures me, she puts the little device on to
check the baby’s heartbeat, then we get
weighed. She asks, ‘is everything alright’? | say,
‘ves’. She says, ‘any questions’? | say, ‘no’. As | go
out the door, she tells me, ‘have a nice day’. |
come back the next week and we do the same
thing all over again. Maybe most women know
what to ask, but if you don’t know what to ask
you don’t ask. | wondered why it happens like
this but then | think the midwife is the
professional so this must be how it goes.

derailed by the demands
of the system.

A feeling of strangeness
and being othered under
the alienating gaze of
her midwife.

The dehumanised space
inhibited connection
between Pania and her
midwife — the
relationship lacked
authenticity and caring.

Within this
automated care
context, her body
became an object
body — the
manifestation of
vulnerability became
evident when Pania’s
emotional and bodily
needs were not met.

Disruptions and
disconnections
manifested when
Pania experienced
automated patterns
of care —tensions
arose when Pania’s
taken for granted
assumptions of care
as relational were
not met.

In the above example, the interpretation process showed that where the care relationship is
focused on processing the maternal body, connectedness is perhaps not always possible in

procedural-driven care contexts.

The analysis framework was consistently applied to the crafting process, and thus | was able to
move from description into uncovering the intentional relationships to reveal the
phenomenon. In doing so, it shows the analytical steps from the raw data to claims made in
the analysis which led to conclusions drawn. | consider my interpretations are warranted, as
here, | relied on my supervisors to read the transcripts and review my interpretations of the
intentional relationships and tentative manifestations; providing feedback that they shared my

sense that the interpretation fits with the data.

Once the stories were crafted the next steps involved reviewing the texts to identify the
tentative manifestations of the phenomenon. When the tentative manifestations appeared, |
gave them titles. | considered the different ways to organise the texts to reflect the overall
story of the thesis. My struggle with thinking about the shape | wanted to communicate was
evident and | spent considerable time producing and re-producing the shape of the story. While
appreciating that the putting together of the whole story would hardly be clean, a tension was

still evident in this thesis as | sought to round things off in more complete ways. Yet, in post-
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intentional phenomenological research, Vagle (2018) explained that this, “might look a bit
more irregular, and a bit less neat and clean” (p. 160) than hermeneutic phenomenology. Thus,
the reader may experience a sense of the analysis in the following chapters being partial and
incomplete — even leaving the reader wondering why the findings were not tied together more.
Living with this tension is part of the process of post-intentional ways of doing phenomenology;
leaving room for others to dialogue with the texts, re-engaging the phenomenon to see what

might become of it.

Challenges Encountered in Doing Post-intentional Phenomenology.

At times, the analysis felt overwhelming even though Vagle (2014, 2018) provided a gift to the
literature through the detailed whole-part-whole guidance. Engaging with phenomenology for
the first time | encountered difficulty in finding ways of working with the data. Based on my
sense of comfort with generalised thematic analysis methods that | had used in earlier post-
graduate research, | began the process by identifying a list of categories which | then merged
to find a way to begin to represent the phenomenon. After developing 112 categories, | realised
these categories were about the ‘what’. In other words, the categories represented the things
women constructed and how the things appeared to women. | had focused on what the things
represented for women, such as ‘what’ these women described and ‘what’ they saw as being
represented by things and others. To make my analysis congruent with post-intentional
phenomenology | reflected that | needed to make a shift that involved moving away from
focusing on ‘what’ to reveal ‘how’ things were being and becoming for women. Noticing | had
lost my way, | returned to Vagle’s post-intentional texts where | was reminded that the goal of
post-intentional analysis was to examine how meanings come-to-be in relation to things and
others. Being careful to enter a dialogue with the meanings, | sought to avoid describing the
essence of these meanings. Vagle (2014) described theme identification as a tool to support
analysis rather than the goal of analysis. Following this advice, | attempted to return to the
whole-part-whole process but was soon overwhelmed again with the volume of

phenomenological material and a need to find a way to make sense of the data.

A further challenge related to my urgency to more swiftly uncover the tentative
manifestations; thus, my initial analysis focused on the whole, rather than moving between the
whole-part-whole as suggested by Vagle (2014). Neglecting the parts meant it was difficult to
uncover what was happening for the woman and look for the tentative manifestations. Post-
reflexing with my supervisors | uncovered that | had not “spent enough time paddling in the
shallows before wading into the deep” (J. McAra-Couper, personal communication, July 27,
2018). This factor contributed to my difficulty in staying close to the data. My initial tendency

to “jump to the next level too quickly” (J. McAra-Couper, personal communication, July 27,
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2018) could potentially have resulted in analyses which were not grounded in the data in a
post-reflexive way. Returning to Vagle’s core idea that phenomenology is a way of living, which
suggests looking at what we usually look through (Sokolowski, 2000), | was prompted that to

do phenomenology necessitates a need for presence, in other words:

...to leave no stone unturned; to slow down in order to open up; to dwell with our
surroundings amid the harried pace we may keep; to remain open; to know that there

is ‘never nothing’ going on. (Vagle, 2018, p. xii)

The potential for incongruence, by not paddling in the shallow end of knowledge generation,
was turned to an advantage and saw me resolve the incongruity through developing a more
detailed approach to analysis which was needed to reveal the tentative manifestations and
engage the productions and provocations of the post-intentional phenomena in different
moments, situations, and contexts. Using Vagle’s (2014, 2018) whole-part-whole approach to
guide the analysis, | modified the approach to include specific analysis protocols when
challenges were encountered in uncovering the interconnected meanings for women. One
such example to enhance trustworthiness involved taking a shared approach to analysis with
my supervisors. Independent of each other, my supervisors and | undertook analysis of one
participant’s story to test the process; after which, we conceded that the process constituted
a robust and trustworthy approach to analysis and interpretation. Thereafter, this process was
applied consistently to my crafting of each participant’s story, with my supervisors acting in a
review role to ensure my interpretation was not based on my own preferences and viewpoints

but was grounded in the data.

Trustworthiness in this Study

Trustworthiness, or rigour, of qualitative research is crucial to integrity of the findings through
processes that uphold valid interpretations of the data (Cope, 2014). Trustworthiness is
necessary (Connelly, 2016) but there is no clear consensus regarding what constitutes
trustworthiness (Leung, 2015); leading to several definitions and criteria for evaluating the
concept (Carcary, 2009; Koch & Harrington, 1998; Korstjens & Moser, 2018; Rodham, Fox, &
Doran, 2015). Various terms are used in parallel with trustworthiness, including ‘validity’
(Vagle, 2014, 2018) and ‘relevance’ (M. Freeman, deMarrais, Preissle, Roulston, & St. Pierre,

2007).

Since post-intentional phenomenology incorporates elements of post-structural thinking into
traditional methods, there is perhaps an even greater need to demonstrate the
trustworthiness of this flexible and fluid method. As, “the ‘work’ of post-intentional

phenomenology takes place along the hyphen, the jagged edges of phenomenology and post-
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structuralist ideas, where stories are in flux” (Vagle, 2018, p. 126), it is important to
demonstrate the trustworthiness of the analysis presented. For Vagle (2018), discussion of
validity is, “marked primarily by a consideration of the researcher’s sustained engagement with
the phenomenon and the participants who have experienced the phenomenon” (p. 72),
requiring the researcher to be open to the changing nature of the phenomenon throughout all

phases of the study.

The hallmark criteria outlined by Lincoln and Guba (1985)—credibility, dependability,
confirmability, transferability, and authenticity—are considered anchors of trustworthiness
(Connelly, 2016). Additional considerations exist, such as reflexivity (Korstjens & Moser, 2018),
which are integral to quality of qualitative research. Practical strategies to enhance

trustworthiness were selected to fit the post-intentional phenomenological design.

To be judged valid, a phenomenological study must take into consideration
methodological congruence (rigorous and appropriate procedures) and experiential
concerns that provide insight in terms of plausibility and illumination about a specific

phenomenon. (Pereira, 2012, p. 19)

In accordance with the philosophical-methodological understandings in this inquiry my
approach was dialogic from the beginning. Vagle’s (2014, 2018) notion of post-intentional
phenomenology as dialectic enhanced trustworthiness of this study. First, to establish
confirmability; that is, “...the potential for congruence between two or more independent
people about the data’s accuracy, relevance or meaning” (Elo et al., 2014, p. 2), | dialogued
with my supervisors to determine the potential for congruence in the data. This process was
ongoing throughout the data gathering, analysis, and development of the tentative
manifestation chapters. The primary method involved my supervisors and me working
independently to review raw data and preliminary analyses through applying the conceptual
framework for the crafting of the stories (Figure 2). Using this diverge-and-converge
collaboration approach, we worked separately to produce individual interpretations before

coming together to discuss emerging insights and potential lines of flight.

Second, peer-debriefing with cultural and clinical advisors was significant to this study. After
initial interpretation of the data, | tested the worth of my analysis with the cultural and clinical
advisors in the study. This helped me consider alternative ways of looking at the data to see
how lines of flight could be amplified even further. | applied peer-debriefing as a technique to
enable the co-creation of Maori and Pacific traditional knowledge. Peer debriefing involved
working with cultural advisors to provide debrief and feedback on parts of the research

process. This technique helped me become further aware of my views regarding the data,
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enabling a more complete uncovering of my position in the research and how this positioning
might come to bear on the various stages of the research process (Nguy&n & Su’O’Ng, 2008). |
was seeking to understand Maori and Pacific peoples’ perspectives on the data as | was mindful
that misinterpreted data can not only undermine the quality of research but has the potential
to demean the cultural identity of women and families in the study. As an outsider researcher,
| had ethical and moral obligations to protect research participants and avoid unsafe practices.
Given the stories revealed information about Maori and Pacific women’s motivations, values,
and behaviours, it was critical to incorporate techniques for collecting valid information to help

ensure the sacredness of their stories and protect women'’s cultural identity and values.

| selected two peer debriefers with whom | had trust-based professional relationships. |
provided them with early drafts of crafted phenomenological stories, together with an
overview of the research methodology, to support them to comment on the data with a Maori
and Pacific lens. Thus, the crafted stories were put in dialogue with peer debriefers’
understanding of the phenomena, asking, “What are the interconnected meanings that come
into being for the women as they engage with others and things in the world?” The debriefers
were asked to provide oral and written commentary and agreed to share feedback on the
meaningfulness of the stories, trustworthiness of the data, under-emphasised or superficially
analysed points and over-emphasised moments in the data and potential biases or

assumptions. A post-reflexion journal extract is provided in Appendix O.

Debriefing with clinical advisors, to discuss complex concepts related to clinical midwifery
practice, was also important to maintaining trustworthiness. Sharing sections of my
preliminary analyses with midwives to confirm my interpretation of some issues, particularly
around aspects of clinical midwifery, | attempted to deepen my understanding of aspects
related to contemporary midwifery practice. For example, from some of the women’s
narratives it was revealed that midwives were using social terms, such as ‘voluptuous’ to
describe women. Through dialoguing with one clinical advisor, who was familiar with
phenomenological methodologies, | came to understand that use of voluptuous language may
have been provoked by midwifery protectionism and that many midwives use words other

than ‘overweight’ with women.

A further strategy to maintain reflexivity involved me sharing the crafted stories with wider
audiences. Dialoguing with wider audiences often called my earlier understanding of the topic
into question, further strengthening the trustworthiness of findings. | presented the research
methodology, methods, and preliminary findings to a variety of disciplinary groups and sought

feedback on the relevance and meaning of the phenomenological material. Over the duration
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of the study, | have contributed to conferences (Appendix P), including Counties Manukau,
Obstetrics and Gynaecology Women’s Health Day, a New Zealand College of Midwives
(NZCOM) national conference, NZCOM regional meetings, an AUT Centre for Midwifery and
Women’s Health Symposia, a Victoria University of Wellington Research Day, as well as
maternity forums involving clinicians and consumers, and multiple midwifery, dietetic and
public health professional practice meetings. Towards the completion of the analysis phase, a
voice actor was commissioned to narrate the women’s stories which created a more powerful
medium, enhancing the opportunities for audiences to engage and feedback on the data, while
still honouring the women's stories. As stated by van Manen (2002) a sudden silence can occur
when phenomenological texts are read aloud, as if listeners have been drawn into textual
meaning and are struck with perplexity. Sharing the crafted stories at a maternity consultation

forum appeared to have a similar effect:

The audience was silent; they did not know what to say. Real life stories give meaning
to an issue. Hearing this story made everyone in the room pause and think about the
issue from the woman’s perspective and how we can avoid this thing called ‘fat

shaming’. (N. Jackson, personal communication, December 2, 2018)

Nicky explained there was a sense of sadness and disappointment that midwifery could do
better by these women. According to Nicky, the effect of my text gave meaning to the issue.
The audience connected with the story at an emotional level; they responded with silence and

deep reflection.

| also led small group discussions with midwives to share findings to inform the development
of midwifery-led services. Each time | engaged others or presented findings, | analysed the
feedback seeking ways to extend my interpretation of the phenomena, making the analysis
more rigorous. Finally, | led an international collaborative writing project, involving my
supervisors and a scholar at Robert Gordon University in Scotland. This project culminated in a
peer reviewed publication (Knox et al., 2018) (Appendix Q). Such opportunities showed the
importance of research on enabling practice in both midwifery and dietetics and added to the
confirmability of the study through seeing me develop the analysis in a manner which was
responsive to the circulating practice issues and policy contexts. The study’s transferability was
supported through providing a rich description of participants’ characteristics (Connelly, 2016);
and by being transparent about participants’ social, cultural, and clinical contexts. Amankwaa
(2016) contended transferability can be enhanced through approaches, such as these, that can

resonate with others.
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Following the publication of Benade’s (2016) work, in which he applied Vagle’s post-intentional
phenomenological approach in the field of education research, | initiated a meeting with
Associate Professor Leon Benade to discuss his experience of applying the methodology. At the
same time, | presented the method applied in the current study and sought feedback to
increase the likelihood of achieving methodological congruence, thereby enhancing

dependability of this study.

Chapter Summary

This chapter has described the steps that were taken, guided by Vagle's (2014, 2018)
philosophical underpinnings, to best uncover all the possible and multiple phenomena in
women’s stories. This chapter shows the challenges | encountered using post-intentional
phenomenological analysis, as | strived to operationalise Vagle’s philosophical concepts.
Techniques for demonstrating trustworthiness were woven throughout this chapter. The next
chapter will introduce the contextualised and tentative manifestations revealed through this

investigation.
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CHAPTER FIVE: INTRODUCTION TO THE TENTATIVE
MANIFESTATIONS

Chapters six to eight, present the contextualised and tentative manifestations revealed
through this study. The findings are presented in a way that reflects the methodological
processes of post-intentional phenomenology and are thus referred to as tentative
manifestations. The stories | have chosen to include in these chapters reflect one of the
possible ways to craft post-intentional phenomenological texts. The post-intentional
assumptions of the phenomenon taking shape and being produced and provoked reflects the
way | have organised the text. | attempted to find a form that reflected the ‘take shape’
concept; and, in doing so, | wrote around and through the grey areas to amplify the explosive
lines of flight (Vagle, 2018). Thus, the post-intentional texts are organised by the shape |

wanted to communicate (Vagle, 2014, 2018).

The goal was to have the stories serve as difference narratives, rather than centering narratives
(Vagle, 2015). During this process of crafting, my intention was not to capture the essence of
the phenomena, but to craft in a way in which was congruent with post-intentional
phenomenology. The ways in which | have chosen to present the data show my explicit
commitment to allowing the phenomena to reveal itself within the women’s unique contexts—
the spaces, places, embodiments, situations, and moments, all of which were partial and
fleeting in participants’ lives. The micro-contexts and unique nuances are revealed in the
individual crafted stories. Presenting the data as individual narratives enabled ways to engage
the minutiae of the data to discover possible meanings (Finlay, 2014), in a fuller and more
intensive way than interspersing women’s narratives around central themes. Titles were given
to the stories that reflected the content of the phenomenological text and guided the crafting.
As far as possible, titles revealed something unexpected or inherently unique to the story. |
developed the habit of thinking contextually during the writing process as | sought to illuminate

the depth and complexity of women’s lives.

Cheng (2019) reminded us that we often uncover a multitude of things that are more complex
than we will ever really know:
Just being alive means acknowledging the seen and at times having to trust in the
unseen: what is visible is not always the full picture, and what is beneath the surface

can speak volumes. (para. 1)

To understand the ways meanings came to be for women | played, “with and among
philosophies/theories/ideas to see what might come of such playfulness” (Vagle, 2018, p. 124).
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As discussed more fully in chapter three, | drew on theories of pregnant embodiment (I. M.
Young, 1980, 1990), distressed embodiment (Leder, 2004, 2016), and salutogenic
understandings of health (Antonovsky, 1979) to expose the edges where women found-
themselves-intentionally in relations with the world (Vagle, 2018). These theories and ideas
are woven throughout the tentative manifestations chapters to support the explanation of the
findings and show the “multiple meanings already in motion” (Vagle, 2018, p. 34). Though it
was important to situate the present study within theoretical discussions found in health
promotion, midwifery, and critical feminist literature, | did not base initial descriptions and
interpretations on pre-defined concepts and frameworks. Rather, | allowed the tentative
manifestations to reveal themselves before conducting a full and comprehensive review of the

literature.

Putting phenomenology into dialogue with the aforementioned theorists led to the stories
taking on an unexpected, yet natural evolution. It was my intention to invite people in, bringing
a need of knowing more, wanting “a calm understanding to be felt, despite what may never be
known” (Cheng, 2019, para. 2); and, like Cheng (2019), my goal was “to find more possibility in
the intangible and allow for it to come into its own” (para. 2). Thus, | approached all the stories
with great intention. | did not design or plan the frameworks on which to hang the stories. It
all happened in the moment of crafting. Sometimes, | had to re-read, read aloud, and re-write.
Overall, this approach to crafting the stories added a playfulness and experimentation to the
texts that could not be achieved from more structured approaches. Patience and openness
during the writing process led to the phenomena revealing its own complexity (K. Dahlberg et

al., 2008).

The terms ‘productions’ and ‘provocations’ influenced how | crafted the stories and became a
central feature in helping me illuminate unique nuances about the phenomenon. The stories
show the ways in which the phenomenon is shaped through time and continue to be produced
and reproduced. When considering the data as a whole, three tentative manifestations were
formed by several experiential manifestations found throughout the narratives. These were:
connectedness and comfort, disconnection and disruption, and disruption to being-in-disease.
The tentative manifestations presented in the following chapters capture the complexities of
women'’s experiences, including concepts of embodiment during pregnancy and the competing

narratives circulating in social and maternity care contexts.

Women'’s experiences of their maternal bodies were shaped, produced, and provoked by
contexts in which the phenomena shifted and changed. Contextual factors exerted powerful
forces which, in turn, shaped, produced, and provoked meaning for women. The crafted stories
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uncovered a multiplicity of forces, of varying intensity, which called women towards moments,
situations, and contexts in a given situation. The broader, or macro, context represented a
significant shaper of the phenomenon and included negative ideologies surrounding large
maternal bodies and dominant risk-focused narratives and decontextualised health policies.
Powerful contextual factors influenced women’s experiences and the meaning women

attributed to being in diverse maternal bodies.

Findings from the current study are congruent with a salutogenic approach, which recognises
wellbeing as located somewhere on a continuum, with health/ease and disease/dis-ease at
opposite ends (Antonovsky, 1979). In contrast to Antonovsky’s linear concept of continuum,
Figure 3 conceptually represents the positive (H+) and negative (H-) influences at play in a
variety of contexts in the system and in women’s experiences of the system. In this figure, the
dark blue line represents the fluid and morphing manner of the continuum, communicating

how women'’s experiences of ease/dis-ease is not linear.

Figure 3. Post-structural continuum construct: Ease/dis-ease

Figure 3 reflects a post-structural notion, showing the endlessly deferred, continual influences
on the phenomenon in response to contexts which provoke and produce women's responses.
Rather than parallel movement across the continuum, from a post-structural perspective
movement on the continuum is non-parallel as women move in and through contexts. Thus,

experiences of ease/dis-ease are affected through multiple interacting levels. This re-
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production of Antonovsky’s continuum reflects what could be described as a post-structural
model, suggesting that women’s experiences of health and dis-ease were continuously forming
and reforming. Furthermore, the assumptions and beliefs that underpin behaviour and
structure of contemporary healthcare were revealed as influencing factors which shaped
women’s experiences. In some of the women’s accounts, their perspectives can be seen to
suddenly shift, or at least can be compared to an earlier, different perspective they held. The
interplay of societal ideologies and maternity’s watchful, yet critical, gaze, appeared to throw
women into a deep, reflexive awareness about the meaning of being pregnant in clinically

defined ‘overweight’ and ‘obese’ bodies.

The strong mechanistic worldview in maternity, with its dominant weight management policies
and risk-focused health promotion constituted a powerful force. Some women appeared to
resist maternity’s mechanistic view of the body. These women actively and intentionally
resisted, to varying degrees, societal ideologies and maternity’s medicalisation of pregnancy.
Amidst disruption, these women rejected the mechanistic view and asserted their agency to
act against those forces (macro contexts, situations, and moments of influence) to shape their
own health experiences. In these contexts, women felt a deeper sense of (un)disrupted
integrity and experienced a strong sense of coherence (Antonovsky, 1996) which helped them
activate resources to manage conflict. Seemingly rejecting medicine’s view of the body, these
women privileged cultural, social, and spiritual ways of being to mediate disruption. Finding
meaning in harmonising relationships and contexts helped women connect intentionally and
more meaningfully with self, others, and things in the world. These women experienced a
deeper sense of control over their bodies through self-expression and self-determination; and
for some, their resistance to dominant ideologies perhaps represented a move towards

normalising types of bodies and experiences.

Some women seemed resistant to the biomedical paradigm, yet others appeared to
understand their own lives within the context of the biomedical paradigm. These women’s
stories tell of a system of maternity care that increased disruption and disconnection. The
biomedical model of care in maternity, which is focused on fixing, controlling and surveillance
of the maternal body, pushed women towards dis-ease and distress-oriented ways of being.
For these women, the ‘expert’ based biomedical paradigm framed health in negative ways.
Young’s (1990) account of women’s experiences of pregnancy demonstrates that within
biomedical contexts, women’s maternal body experiences are merely peripheral; their
perspectives are not given authority, neglecting the embodied knowledge and feelings of the

woman. For women who moved from disruption to being-in-dis-ease, the related feelings of
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being looked at with a fixed clinical gaze triggered feelings of helplessness, needing to thicken
the skin, and a sudden sensation of being in a ‘problem’ body. The feeling of subjectivity and
alienation frequently occurred in (un)caring secondary care contexts; ambiguities of the lived
body were a common phenomenon. These women experienced less control, and their choices
were constrained by medicalised ways of seeing the world. Thus, the expertise of maternity

shaped many of the women'’s life events and experiences in negative ways.
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CHAPTER SIX: CONNECTEDNESS AND COMFORT

A tentative manifestation of the interconnected meanings that came into being for ethnically
diverse women was connectedness and comfort. The supports that women needed to achieve
wellbeing aspirations—social relationships, cultural understandings, meaning in life, and
humanised care—appeared to have salutary effects on women; provoking meaningful
experiences of positive health in challenging situations and contexts. Health was not only

biomedical; these women viewed their experiences through a salutary lens.

Salutary factors were driven by women to reframe distressing narratives and life events to
achieve harmony and wellbeing. While, comfort and discomfort co-existed uneasily, some
women were orientated towards salutogenic ways of seeing (Antonovsky, 1979). In other
words, their salutogenic drive, their life force (Macdonald, 2005), led to more harmonising
ways of experiencing the world; and, subsequently, a more easeful experience of being-in-the-
world manifested. The ways in which connectivity between themselves, their experiences, and
social histories (Downe & McCourt, 2008) manifested are described in this chapter. Women’s
personal narratives reflect the meaning of being cared for and connectedness with others,
pointing to differential understandings of wellbeing. The stories reflect how salutary benefits
manifested for women when they experienced authentic forms of caring and connectedness.
Salutary contexts took on particular importance for women, helping restore their orientation
to the world and make a more easeful transition to pregnancy and motherhood. The high-level
tentative manifestations revealed, and the meanings uncovered for women in this chapter are

illustrated in Appendix R.

The eight crafted stories in this chapter show how women utilised their environmental
supports and cultural understandings of the body to find meaning in their experiences and help
them manage disruption and disconnection to take a more positive approach to challenging
pregnancy situations. Silivia’s stories tell of a larger span of her life, as she reflected on a
younger self. Silivia’s first story uncovers her experience of finding a deep harmony and joy
from being in a bootylicious body. Then, nostalgic connections related to food traditions and
being with others are unravelled in two more stories by Silivia. Similarly, Nina’s story speaks of
comforting memories linked to place and the social aspects of food. Next, in La’ei’s account,
the experience of connectedness that emanated from spirituality and mothering is revealed.
The experience of connectedness, through being cared for by others, is shown in the following
two stories by Alisi and Pania. The final story illuminates Natasha’s experience of connecting

with weight-focused advice which led to meaningful change.
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Silivia: Bootylicious Bodies

Silivia talks of her experience of bodily connectedness as she reflected on the natural, yet
magical, experience of growing a baby. For Silivia, being pregnant in a large body brought
happiness and contentment; transcendence in the physical and bodily context was evident.
Wellbeing manifested for Silivia from her cultural values and acceptance of her body. Her
noticing of Pacific female bodies brought harmony into near awareness. Silivia described
pregnancy’s transformation of the body; a body which aspired to beauty and producing love.
Reluctant to use the word ‘overweight’ to describe the genetic characteristics of her people,
Silivia introduced a linguistic strategy in which she foregrounded the sensuous, bootylicious

qualities of large maternal bodies, turning away from contemporary portrayals of ‘overweight’:

Looking at the gene factor, being Pacific, there is overweightness, or shall we say
bootylicious overweightness! In Pacific culture big is good. You know, big is beautiful
especially when you are carrying your baby. Our Pacific pregnant women look so
beautiful, they truly honestly do. From their skin to their hair, they look so au naturel

because their body is doing its magic.

Silivia’s artistic expression of overweightness revealed her noticing of Pacific women’s
admiration for their bodies. Silivia also thought that being pregnant meant that women felt
even more beautiful due to their growing bodies. This story calls us to share Silivia’s deep held
belief in the body’s capacity to do what must be done. Young’s (1990) writings on female body

experience suggested:

We often experience our bodies as a fragile encumbrance, rather than the media for
the enactment of our aims. We feel as though we must have our attention directed
upon our bodies to make sure they are doing what we wish them to do, rather than

paying attention to what we want to do through our bodies. (pp. 146-147)

Silivia’s experience did not arrive at the same point as Young’s (1990) generalisation of western
women, in that Silivia did not underestimate her female bodily capacity. Rather than being
surprised at what the female body could accomplish, Silivia joyously related to the body as a
magical and wondrous thing which is physically capable of accomplishing its task. Thus, the big,
beautiful bodies of Pacific maternal women became the object of Silivia’s philosophical

reflection.

Silivia’s story was devoid of concern for the body; rather, it spoke of the body as “trustworthy
and in remaining intact through the ambiguities and ambivalences of human existence” (Trigg,
2017, p. 107). Silivia equated a large maternal body with a healthy body, which gave her a sense
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of bodily certainty. Thus, finding comfort in her large maternal body helped her feel

empowered as she aligned her body with a level of normalcy.

Silivia: Love Me, Feed Me

In this next story, pregnancy and birth is revealed as a time of increased happiness for Silivia.
Recalling the meaning of the experience, Silivia dipped into a vast pool of memory in which
notions of celebration, love, and closeness were summoned. At the time of birth, others were
truly present for her, sharing her experience. Birth became a joyous moment when others

offered themselves to be with Silivia:

When | was pregnant everyone was happy. Pregnancy is like a gift; your baby is the
treasure and their gift to me was food. My family wanted to look after me. If you’re
really well liked in your family then you get everything! Because | was the one in my
family who gets on with everybody | got everything. My room was filled with toys and
food like you wouldn’t believe! Every time people came, they brought food and
presents. My mum would take bag-loads of presents home and come back again to fill
up her car. And the food! You should have seen the food and the chocolate, mmm, so
much chocolate! Bringing food is a respectful thing and it’s sort of a comforter. | felt
very special and really well loved then. It’s a joyous time when we all get together.

We’re all talking, laughing, and eating.

As Silivia illustrated, food created a sense of togetherness for her with others. It was tangible,
visible, and sensory. Hence, food acted as a “sort of comforter” and a potent vehicle in which
her relations with others were strengthened through the communal act of celebrating birth
with food. Silivia relished the fact that she was well-liked, and her experience was of feeling
loved, signifying how she was meaningfully connected to the world. Feeling loved was an
existential experience of being acknowledged by others. Through being with others, she sensed
a regard for her as a person. She was the focus of others’ attention and being loved reminded

her of feelings of pleasure and of feeling close to her family.

Silivia spoke of reciprocity in her lived relations with her family. She described her baby as a
treasure; it was as though her baby was a gift to her family and her family reciprocated with
gifts of food, which deeply emphasised their love for Silivia. A mood of social harmony unfolded
in this context, and enhanced feelings of comfort manifested for Silivia when others brought
gifts of food as a symbol of love. Salutary connectedness was more than feelings or physical
sensations; for Silivia, being with others brought wellbeing into increased awareness. Silivia felt

the completeness of being who she was. Through the presence of others, she experienced
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security of relationships and saw the protective possibilities in relationships. Bottorff (1991)
proposed comfort is our bridge to life, and it is through the experience of comfort that we

become connected to the world:

Our relationship with comfort is intentional; that is, our comfort is experienced in

relation to our stance in the world. (p. 250)

The significance of the manifestation of connectedness and belonging for Silivia was that it
gave meaning to Silivia’s life; as, if she was strengthened through being with others, she was
encouraged in her sense of self. Experiencing comfort reassured her of her connections with
her family and a feeling of ease occurred when she reached a comfortable state of
contentment. Silivia’s story shows how cultural ways of being at the time of birth were a means

to restoring and promoting health.

Silivia: Big Feeds in Aunties’ House

Silivia was excited and joyous as she began her story of big feeds in her aunties’ house.
Reflecting on the big house re-awakened a sensual experience of being with others. Moreover,
the sense of placeness stemming from the house was evident in Silivia’s story. Her remarkable
bond with this physical place was revealed; her experience of living in this place deeply felt.
Silivia was connected emotionally and spiritually to the big house. The house brought meaning
to her mind. She remembered its physical dimensions, the spirit of the place, and the nature
of interdependent relationships within the house. As Myers (2016) wrote, “It is not simply that
we are interconnected, but our very essence is uniquely shaped by the places we inhabit” (p.
3). For Silivia, the big house provided both physical comfort and security, and emotional
meaning. It was, and remained still, a comforting space. Remembering the social activities that
took place there reinforced her sense of belonging. Moreover, the values of her people were
recognised and integrated within this place. Silivia described a positive sense of place,

associating the big house with shared traditions, happiness, and togetherness:

When | was pregnant with Meilani and Airini, we all lived together. We had this big
house which had three apartments. | was up the top with my daughter and my partner.
Two of my aunties lived in the middle and on the bottom was my other cousin. All the
grandchildren would come, you know, all the kids from my cousins that were pregnant.
We’d do a big feed, and we’d all go to each other’s houses. My aunties’ house was the
main one because they would be cooking donuts, pineapple pies, raukau and big pots
of chop suey. We cooked food that was easy to make in bulk and spread it round to all

the kids and us. It was yummy but also very fattening. With Pacific people, it’s the cheap
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foods that are more dangerous to us, like the chocolates, the lollies, the biscuits.
Overweightness may come from the cheaper foods because they are more affordable.
I struggle with being overweight and | see the same struggle in some of my cousins who
are really big and having their children. It’s a personal journey for us. When we’re at
home by ourselves we know the struggles that we feel inside ourselves, but when we’re

together eating and laughing, we can forget about it for a moment.

The meaning of big feeds went beyond nostalgic delight; its symbolism was rooted in Silivia’s
family’s tradition and values. Pineapple pies and raukau were transformed into gifts of
nourishment and gestures of love. Hence the deliciously tasty raukau remained in Silivia's mind
along with the comforting memory of extended family living. In her story, Silivia reminisced
about the donuts and sweet pies cooked by her aunties. Later on, Silivia’s perception of comfort
changed when she described ambivalent feelings in relation to food. On one hand, food was a
symbol of love and nurturance; on the other hand, food was characterised by risk. A painful
recollection caused discomfort for Silivia when she found herself remembering how cheap food
was her family’s lived reality. During this moment, thinking of the cheap food seemed to bring
an awareness of loss, and discomfort arose because of the harm of cheap food. It seemed that
cheap food brought a threat to the integrity of herself and her family. Silivia experienced
danger as a close reality, provoking melancholy as she reflected on the harms of chocolates,

lollies, and biscuits.

Here, melancholy can be understood as a response to loss and for Silivia involved awareness
that harmful food prevented her, and others, from living the life they wanted. She wondered
what could have been. According to Heidegger, our experiences of being-in-the-world are
filtered through moods. “Our entire existence within the world is shaped, coloured,
experienced, and, in a sense, determined by our moods” (L. Freeman, 2014, p. 453). As such,
mood cannot be understood apart from context. For Silivia then, her being-in-the-world existed
against a backdrop of historical, social, and cultural meaning (L. Freeman, 2014). Silivia
experienced the world through a lens of melancholy. Rather than being a debilitating mood,
melancholy was something reflective or thoughtful (E. Brady & Haapala, 2003). In melancholy,
perhaps she was reflecting on the mortality of her people. It was possible that the connotations
of cheap food may have reminded her that her people were facing immediate danger because
of overweightness. In danger, her being-in-the-world was disrupted, and she was confronted
with the reality of loss for herself and her people. Being ‘overweight’ placed her in a situation
of discomfort from which she wanted to escape or at least forget about the distress of the lived
reality of ‘overweight’. Perhaps, during these moments, she had lesser awareness of her
personal journey, which then rendered a different experience. It was also possible that the
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mental move to forget meant that she could protect herself from hopelessness rather than
inviting a mood of despair into her lived realities. Silivia found herself being able to forget about
her personal struggle with overweightness when she recalled those moments of comforting
togetherness with others. Eating and laughing with others possibly invoked the notion of
freedom for Silivia and being with others was a freeing experience of the mind. Finding comfort

resulted in transcendence for Silivia, creating the space to regain energy and strength.

It is important to observe the fleeting meanings that circulate here, and how these were
constructed and deconstructed during the telling of the story by Silivia. She spoke of comfort
which occurred in food and the experience of wellbeing that was generated through being with
others in the big house; yet, it was obvious that this easeful experience changed through a
deeper telling and unravelling of the story as she reflected on the harms of cheap food and the
deep influence of food environments which seemed to make it impossible for her and her
family to make healthy change. In this way, the dichotomy of comfort and discomfort was
apparent for Silivia, but it was her analytical noticing of unsupportive food environments that
rendered her feeling vulnerable and ill-at-ease. Her story reveals the dynamic qualities of

connectedness and comfort, and shows the changing shape of this tentative manifestation.

Nina: Fish ‘n Chips and Jelly Crystal Sandwiches

Nina’s story revealed aspects of home that held meaning for her as she experienced weight
gain in pregnancy. For Nina, home was a contemplative space that evoked memories of the
past. Her narrative reveals the inner tensions and paradoxes of home; a memory of place, of
childhood space, loaded with intense recollections. Cues from Nina’s childhood place brought
memories to her consciousness. She remembered her experience of togetherness and shared
family times. Nina saw herself in the memory, as though she was an observer, watching as
comforting memories linked to place and the traditional and social aspects of food from her

childhood came to the fore:

I've always lived in Wainui and my family were on the poorer side of things. Our income
wasn’t high, and it contributed to how we ate. We grew up on ‘old school’ meals that
were big on meat but had few veggies. Veggies were expensive even back then.
Cauliflower and broccoli were the ‘special’ veggies because they were real fancy. Dad
even used fruit as a punishment food - when we complained about feeling hungry he’d
say, “Have an apple”! We grew up with canned spaghetti Bolognese, which was high
in sugar, or full-on Maggi noodles! Friday nights were the best because Friday was fish
‘n chips night. Every Friday was the same. Mum and dad would go get a movie from
Video Ezy and we’d get the chips. We loved those chips. We started off with half a bag
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and once we got older we got a full bag to ourselves. | think back to the sandwiches
that | was sent to school with. There was always three pieces of white bread and dad
would cut three sandwiches in half. There would be one with tomato sauce, one with
peanut butter and one with jam or jelly crystals. This lolly bread was SO delicious. It
tasted good because it was pure sugar. He gave us pure sugar for lunch [laughter] - it
baffles me that that was even a possibility! | guess | didn’t grow up with a good sense
of nutrition because neither dad nor his mum had the knowledge. There are
generations of us who don’t know how to cook because we had no one to teach us
anything. The place we grew up in played a huge part in how we behaved as adults. It’s
been really hard to make a diet change because this was something | had never

factored into my life.

Nina’s story spoke of, “big home cooked hearty meals”, “delicious lolly bread for lunch”, and
her family’s “love of munchy food”, revealing how memory is not confined to the body itself,
but “it extends to the spaces and situations in which we find ourselves” (Fuchs, 2012, p. 13).
Nina’s food-related memories were implicit with metaphoric meaning; the smell and taste of
food being strong evokers of nostalgia. In her mind, food was associated with experiences of

people and place.

Nina’s story elicited nostalgic feelings connected to childhood experiences. It was as though
her telling of this story connected her more deeply to the past. Nina experienced a deep feeling
of wellbeing when she recalled memories of the people she cared about and the place in which
she grew up. Nina described two particularly nostalgic moments where food was a vehicle for
her remembering. Her thoughts wandered back to what she described as “amazing times”;
times marked by a sense of closeness to others. Remembering her upbringing, she considered
the relationship with her father; fondly recalling her father’s use of “fruit as a punishment
food”. Reflecting on the beauty of the past and the comforting times with her family on Friday
nights, brought forth a vivid blend of feelings and perceptions. Food elicited involuntary
memories for Nina, and these food-related experiences showed to be a bodily and emotional
response involving mental imagery; the smell and taste of the chips bringing her back to her
primary experiences. In another moment, she sensed again the overwhelming familiarity of
family food traditions. Nina evoked positive memories about her dad preparing school lunches,
causing her to romanticise about her childhood. Nina’s second nostalgic moment related to
her lunchboxes filled with jelly crystal sandwiches which were another symbol of her
childhood. She associated happy moments, cherishing memories of comforting food, bringing

feelings of pleasure and love for her family.
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Zhou, Sedikides, Wildschut, and Ding-Guo (2008) described the restorative function of
nostalgia as a psychological resource that protected and fostered positive mental health.
Nostalgia “may facilitate continuity between past and present selves” (Sedikides, Wildschut,
Arndt, & Routledge, 2008, p. 306) and, in doing so, lead to positive recollections of the past,
enhancing meaning in the present. Telling this story seemed to help Nina put past experiences
into the perspective of present life events. van Gennip, van den Hoven, and Markopoulos
(2016), in their phenomenological study of remembered experience, noted that often, past
experiences are remade and retold in relation to the self in the present day. For Nina, the
present saw her explore the personal consequences of her childhood experiences. On one
hand, she construed her memories as largely positive, such as the deliciousness of the lolly
bread. Yet, though she remembered this as a positive experience, her perspective on that
memory had since shifted as she reflected how the eating patterns of her childhood shaped
her relationship with food in the present. Nina spoke of finding it difficult to make sense of
lunches that were marked by so much sugar, feeling, “baffled that this was even a possibility”.
While nostalgia functioned to re-presence Nina with her childhood place, it confronted her
with the impossibility of ever achieving her desired body in adulthood and making the changes
to her diet. Her remembering of past events had a negative impact on comfort, steering her to
a deeper understanding of overweightness and her struggle to manage gestational diabetes.
Again, she recalled the social context of her memories; a bittersweet story of family eating that

she later viewed through a more troubled lens because of her experiences with weight gain.

Home has been theorised as a special place, perhaps the most important place in our lives
providing us with a sense of security and orientation in the world (Dovey, 1985). Not minimising
the importance of phenomenologically grounded and idealised notions of home, such as
Heidegger’'s phenomenology, contemporary post-structural theorisers (Blunt, 2005; Blunt &
Varley, 2004; Easthope, 2004; Gibas, 2019) have produced an understanding of home which
also takes into account the complexity; that is, the “inconsistencies, ambiguities, and
contradictions inherent in home” (Gibas, 2019, p. 606), helping us see that home is both
somewhere familiar and, potentially, threatening to future ways of being-in-the-world. In a
similar way, Nina's story reveals the complexity of home—a stable space where she developed
her love of munchy food and a space of turmoil which had wide implications for her adult eating

patterns.

Having gestational diabetes mellitus in pregnancy seemed to motivate Nina to make a
complete dietary change, as she did not want to re-live the same eating experiences in her
adult years. Thus, despite her fond recalling of the past, Nina’s nostalgic preference was for the
present and of creating healthier eating patterns for her children which led to optimism for the
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future. According to Leder (2004), happy memories can be a source of strength or comfort,
reflecting a strategy of escape or reclamation. Thinking about what life is going to be for her
baby, introduced hope and optimism. In the following passage, Nina’s reimagining of the future

introduces an element of freedom:

We had a birthday party last week. The table was covered in unhealthy food; deep-
fried, high-sugar food. There was nothing for the children to eat that didn’t have sugar.
Even the grapes had milk chocolate buttons and cream stacked on top. When it’s my
daughter’s birthday I’'m going to make home-made healthy treats like monkey tail

sandwiches with avocado and banana ice-popsicles.

Reflecting on nostalgia’s ambiguous position between past and present, Lems (2016)
contended nostalgic experiences are “determined by an ambiguous interplay between self,
time and place — by a constant switching back and forth in time and place and by a ceaseless
re-negotiation of who we were, are and will become” (p. 435). It was plausible that, for Nina,
the motivating potential of nostalgia may have boosted optimism and sparked inspiration to
make a bodily change (Sedikides et al., 2008), eliciting a deeper sense of wellbeing from eating
healthier food and the increased sense of control and decision making over her eating. For
Nina, it seemed that traditional family eating patterns surrounding food acted as a catalyst for

lifestyle change during pregnancy and to protect the health of her baby.

La’ei: Spiritual Wellbeing in Mothering

For La’ei, wellbeing in pregnancy was only possible when she had positive and balanced
relationships between God, her people, and her environment. It was through wellness that she
could meet her obligations to herself, her family, and others. La’ei talked of the meaning of
mothering; her eyes glistening with tears of joy as she described the gratifying role of
motherhood that gave meaning to her life. She cried as she reflected on finding comfort
through mothering and the blessing that God had bestowed upon her. Crying seemed to be a
way for La’ei to express her empathic connection to her children, stimulated by the beauty and

appreciation of her family.

La’ei described the connection between healthy behaviours and protecting her baby. Looking
after her body in pregnancy meant that her baby would be healthy during its life. She held a
deep belief that being healthy in pregnancy would help her baby be strong in this world
and “not struggle with other things”. Her baby was a gift from God and His blessing inspired
her to protect her baby, filling La’ei with a deep sense of wellbeing. For La’ei, love was the
concept of giving, of nurturing her baby while he was inside her stomach. She spoke of how

protecting baby began during pregnancy as she attempted to form an intimate attachment
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with her baby in utero. The spiritual significance of a Higher Power was a comforting and

transforming experience for La’ei:

I look forward to that baby coming because it is a blessing from God to my family. So
that’s why | want to make sure | stay healthy not only for me - the important thing to
me is my baby. To be a mum is to make sure when the baby is born he or she is coming
to this world 100% healthy and not struggle with some other thing. When | stay healthy
I know that my baby is healthy. But if I’'m doing the wrong stuff and I’m not focused on
my baby then I’'m not giving my love for that baby to grow up and be welcomed into
this world. | know exactly how | can protect that baby. The first step starts inside your
stomach. | do everything | can to get closer to my baby when inside my stomach. When
I feel he’s moving I call my kids, “Come, come, he’s moving”. Sometimes | sing and then
massage my stomach. | want him to feel me. Sometimes | know he’s moving and then
I say hello. Then, | feel maybe his leg, or his arms stretch up. Soon I’'m going to get him
closer, closer to myself. ’'m starting that kind of relationship with him inside my
stomach before he comes out, so | can’t wait. | remember the first time | had all my kids
in my arms. | look at them all with the same feeling. | think, “how can | impress them”?
| got six kids right now and this is my last pregnancy. The more babies | had, the more

| knew exactly what | was gonna do.

La’ei felt so much love for her children as she remembered holding each of them near when
they were born. She was compelled to do the best by her children and put her trust in God,
calling out to Him to help her. This expression of gratitude was essential to La’ei’s experience
of spirituality and religiosity which were important components for her sense of wellbeing and
peace. With La’ei’s decreasing fertility, the spiritual dimension gained prominence. La’ei’s
spirituality was enriched through pregnancy and she described how her faith became more
meaningful as awaited the birth of her last child. Her embodied knowing from each of her
pregnancies helped her as she created a deep emotional connection with this baby. Sensing
her baby’s attempts to communicate with her, La’ei created an opportunity for her family to

become close to her baby.

La’ei’s lived experience description captured something of her worldview that then informed
her health and wellbeing, and motivation for change during pregnancy. The following extract
illuminates how La’ei learned how to make healthy change through the visits to her doctor. A

deep experience of comfort manifested for La’ei during this moment with her doctor:

When the doctor advises me to do something to help me help the baby, | try to do it.

It’s going to help me not only in this time, but in the long future. Some other women
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don’t follow the advice because they are lazy. The doctor gives them information and
they go home but they never do it. Maybe they don’t care. But for myself, I’'m always
active. If I've been to the doctor and he suggests | do exercise to help my pregnancy
because I've got a little bit of weight, | love to do it. I'm taking care of myself in this
pregnancy because | have diabetes for the first time. He said, ‘Just be careful and take
care of your diet’. So that’s why | don’t want to miss the appointment because | know
it’s helping me to change, and | take comfort from it. | love my kids and my husband,
and | want to live a long life. Maybe it’s because the love got put inside my heart to love

and take care of that baby.

It was possible that this caring situation represented an exemplar form of culturally congruent
care, which held deep meaning and enabled La’ei to express self-determination. La’ei was
motivated to take up the advice because she intuitively knew it would help her to take care of
her baby. This salutary context constituted a motivating influence on her decision making as
she contemplated and prepared to change. Her doctor’s care held meaning for La’ei which
enhanced meaningfulness of health promotion, and resulted in transcendence in a
psychospiritual context. Receiving health advice gave La’ei a sense of controlling her destiny
and realising her potential as a woman and mother. Thus, for this woman, care extended

beyond the physical dimension and enhanced her involvement in health-seeking behaviour.

Alisi: Being Cared For

In a similar way, Alisi’s story told of a caring situation in which enhanced feelings of wellbeing
and safeness manifested. In this story, wellbeing was created from being cared for by her
midwife. Alisi’s experience was characterised by the extremes of closeness and distance as she
reflected on her earlier experience of birthing in Tonga. Describing her mood towards her
caregiversin Tongan and Aotearoa New Zealand maternity care systems, she recalled moments
of distance with her past experience in Tonga and noticed moments of closeness and comfort

in the present:

This is my first baby here in New Zealand. In Tonga | was having a baby before, but he
passed away inside of me. In Tonga there is no midwife. When | have a problem the
nurse and doctor there will say they will be fast in coming, but they will take their time
and do other work. It’s very different from here because | can tell it’s very important for
the midwife to know if something goes wrong. | feel like I’'m important for them here.
The first time | was talking with my midwife she was showing me the books and helping

me know how to have the healthy food. | am happy having a baby here. | like it because
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when the midwife comes | can see it’s important for her to do her work and look after

me.

Alisi was exposed to a critical event in her previous pregnancy. She recalled her experience of
losing a baby, sharing that her symptoms were not taken seriously by the doctor and nurse.
Her Tongan experience was characterised by tension and broken connections, where she
described feeling insignificant or peripheral. She talked of feeling unimportant, marginalised,
or otherwise silenced during her encounter in the Tongan healthcare environment. While
maternity care professionals offered Alisi reassurances that, “they will be fast in coming”, Alisi
recounted how, “they will take their time and do other work” before reaching her. This
example illustrated how her experience of feeling something was wrong with her baby was
discredited, leaving her feeling cast aside and unimportant. Being ignored, Alisi felt her
credibility, and possibly even her intelligibility, was brought into question. She was left with the
feeling that her caregivers were disconnected from the lived realities of her life situation. Her
existence was not acknowledged, and she felt disconnected from her caregivers when she was

not heard, as though her body and her baby did not matter.

In contrast to her past experience, which was permeated by a mood of being unseen, a
ubiquitous feature of her story in the present is the experience of empathy. Moments of
closeness happened when Alisi experienced ‘being with’ her midwife in the Aotearoa New
Zealand maternity system. A positive image of care was revealed in her narrative, which was
described in terms of feeling closeness with her midwife. The encounter with her midwife
became something more than just a health care appointment; it brought new meaning to her
life, revealing that ‘being seen’ and feeling comfort was an important part of being-in-the-
world. The feeling of closeness was created by her midwife who actively involved Alisi in
decisions about healthy eating. Noticing her midwife’s attentiveness, she felt her midwife had
an intimate understanding of her needs. Closeness with her midwife created a new dimension
of wellbeing for Alisi as she knew her midwife was there for her and, in this knowing, she
experienced meaningfulness. Alisi’s lifeworld was shared with her midwife; it became a
gratifying connection of understanding and the freedom to express herself. Feeling she was

able to open-up without being silenced or misunderstood was almost overwhelming for her.

Being cared for by her midwife brought about a sense of safety and, similar to La’ei, being cared
for gave her a sense of controlling her future through producing safe outcomes for her baby.
Her relationship with her midwife promoted comfort and facilitated relief. According to
Kolcaba (1991), the caring situation is indeed transpersonal and has the potential to bring

about transcendence through expanding individual capacity. Alisi and her midwife utilised the
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concept of salutary factors, which promoted coping. These interactions with her midwife led
to growth and change; feeling important produced wellness and was possibly even a healing

experience for Alisi.

Pania: Loneliness to Belongingness

In a similar way to Alisi, Pania told her story of belongingness, as she navigated pregnancy’s
lonely road. Crisis was a manageable challenge for Pania. In her first pregnancy, her living
situation was fraught with negativities. She spoke of limited financial resources, food
insecurity, and frustration as affecting her emotional resilience. Reflecting on these challenges,
Pania admitted that, “pregnancy can be a lonely road sometimes”. She experienced intractable
loneliness in her first pregnancy, a loneliness perhaps originating from her awareness of loss;
her lack of access to intimate relationships and environmental supports. Pania associated the
experience of loneliness with negative feelings which made her feel painfully insular. It was as
though she was concealed from the world, staying home, sleeping, and doing nothing. Yet, she
longed for more than she had managed to attain, desiring love and closeness in her

connections with others. Kirova (2002) wrote:

In loneliness we discover what other people mean to us. We discover the meaning of
being loved. Perhaps the true being of loneliness is that it becomes an experience
changing the person experiencing it. Perhaps loneliness is our way of becoming human
perhaps because in the experience of loneliness we realise not only our longing to be

“with” the Other, but to be “for” the Other. (p. 164)

Though Pania felt frustrated by her previous pregnancy’s unexpected lows and vexations, and
recalled experiencing the world in negative terms, in this current pregnancy her experience of

detachment and disconnectedness from others were soothed by living with Anaru:

Being pregnant can be a lonely road sometimes. When | was living on my own | didn’t
pay attention to what | ate. | didn’t have much so just ate whatever | had. | didn’t see
many people. | felt stressed and was at home, doing nothing - just sleeping all the time.
But now I’m living here with Anaru | feel quite lucky. We eat well here. Anaru always
has good bread and he’s strict on the fizzies. | stopped having Cocoa Pops and white
bread and started having smoothies and fresh juices. It wasn’t all plain sailing cause at
first, | would go to eat those kind of things, but he would say, “no have this instead”,
and to save arguments | would do it. I’'ve had the benefit of living with him and | notice
the difference between my two pregnancies. Now I’'m eating better, and | feel better.
Even my attitude has changed. I’m closer to my kids; I’'ve got more patience than | used

to have. I've been helping my cousin who was due to have her baby a few weeks after
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I had Ariki. She struggles with weight and asked me to help her. She thinks of salads as
just lettuce and tomato and that’s not appetising for her. | told her | Googled different
kind of salads we can make and so we got together and made kumara and couscous
salads. She still has them now and has made dramatic changes to her diet - not just her
diet but the whole family’s diet. It was great helping her and seeing her happy. The best

support comes from whanau. They are the people that you love, and you trust.

Appreciative of her nurturing relationship with Anaru, Pania described how she felt, “quite
lucky”. ‘Lucky’ is a descriptive label that reveals how being invited to live with Anaru was a
chance happening. It seemed to Pania that this fortunate situation was brought by chance
rather than through her actions; and luck was significant for Pania as it filled her world with
depth and meaning. In luck, she experienced acceptance and love with Anaru. This connection
had an impact on Pania’s wellbeing and, in particular, on her emotional life which was altered
by staying with him. A more easeful experience of being-in-the-world had begun to manifest

for Pania.

Pania felt fortunate to be living in a supportive environment where healthy eating was
regarded as an unspoken set of behaviours. Anaru’s support was a source of resilience that
enabled Pania to enhance her understanding of the relationship between nutrition and
wellbeing. At Anaru’s place, she found herself in need of his concern and longed to be accepted
by him, even compromising by eating the food he suggested. Pania spoke of the negative and
positive aspects of whanau living. Though Pania did not feel she had a choice, she felt Anaru’s
approach was beneficial in helping her improve her nutrition. On another level, as Pania made
sense of her new living context, she felt the changes to her diet positively impacted on her
health. She even pondered if there was an association between improved nutrition and

reduced anxiety.

Through whanau connectedness, Pania experienced a deeper sense of manageability. She
described positive changes in how she related to others and felt an increase in her appreciation
of life. Pania had an awareness of, and gratitude for, the possibilities that living with Anaru
brought. These were primarily expressed as developing increased patience with her children.
For Pania, showing her children patience brought her closer to them. Persisting, even thriving,
amid disruption increased Pania’s regenerative capacity for giving. New knowledge and
understandings on wellbeing grew from her relationship with Anaru, who was a strong

influence in shaping her experience and enhancing her sense of control over her wellbeing.
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Later, Pania found herself in a situation where her cousin asked her to share her nutrition
advice. Extending aroha to other women, Pania’s experience was of becoming both a learner
and a teacher of wellness. Self-reflection, a sense of agency, and commitment to whanau
connections was protective for Pania. Drawing on her heightened sense of agency and its
associated possibilities, she felt a sense of cohesiveness to others that strengthened her desire
to have meaningful relationships by being a part of, and having influence, on her whanau.
Feeling valuable to somebody, being important to others as a person, was essential in providing
purpose in her life. It was also possible that Pania’s earlier experience of loneliness was a
motivating force which presented new possibilities for action. Pania’s experience shows how
whanau connectedness increased her sense of comfort from being-in-the-world and enabled
her to make a lifestyle change during pregnancy. Whanau support helped Pania to mobilise her
own inner resources and motivation to restore healing in this pregnancy. Thus, the experience
of personal involvement in health-seeking manifested for Pania; the sense of wellbeing that

whanau'’s protective cocoon provided was inextricably linked with wellbeing in this pregnancy.

From within Alisi and Pania’s stories, it seems that closeness and comfort associated with
others eased the transition to pregnancy. For both of these women, connectedness with others
enabled them to manage painful feelings of adversity in previous pregnancies, evoking a

positive mood of resilience.

Natasha: Health-Within-lliness

Natasha’s story revealed how her life, lived-in and lived-through a particular body and lifeworld

context, was disrupted; her lived experience of multiple sclerosis bringing her to the edge of

vulnerability. While multiple sclerosis represented diminished bodily and emotional control

pre-pregnancy, Natasha’s maternal body experiences provoked more hopeful perceptions of

body and self:
Nine years ago, | was a size 12 and now I’m a size 22. Being a gym bunny, | ate whatever
I liked because | was working it off. | was in control and liked the size | was then. When
| got multiple sclerosis | was on big, heavy, drugs that made my body swell. Being
bedridden for three months | watched the weight pile on. When anybody came to see
me they never brought me healthy foods. They were like, “Oh you must be suffering,
have a pizza”. I’d enjoy that pizza, but I’d be stuck in bed watching my body grow-and-
grow. They thought they were doing good because it put a smile on my face but, at the
same time, | was disappointed in them. | ate it because what else could | do? | couldn’t
get up and make a sandwich. | felt really depressed but swallowed my feelings. Being

big and pregnant is my reality now and I’m worried about being big more than | ever
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was before. | was told not to gain any more than 7kg. She [obstetrician] said a smaller
person might put on 30kg but a bigger person shouldn’t put on any more than 7kg. |
don’t know what damage it does but obviously it does something, otherwise why do
they put you on the scales. | remember feeling hurt and I’'m thinking, “How dare she say
that”! Her advice was harsh but sometimes you need that harshness, especially from
strangers. But if it wasn’t for her advice | don’t know where I’d be right now. At first |
thought this is my chance to eat and eat, but I’'ve wanted a baby for such a long time.
These nine months were about being able to produce a healthy, active and safe baby -
not to produce ‘another me’. I’'ve only gained 5kg in my whole pregnancy. I’'m so super

proud of myself, | can’t stop smiling. In nine months, | CAN change!

Natasha reflected on a former self; a self who had control of her body, a self who found it easier
to achieve health, free from illness. Her sense of identity and relations with others was
threatened as she felt vulnerable and very much dependent on care and nourishment from
others. She was grateful for their help and, at the same time, doubted their integrity. She felt
hurt that others did not understand the harm of bad food and its consequences for a large
body. When others brought her food, which was incongruent with Natasha’s desired way of
managing her increasing weight, it produced negative eating patterns. Recalling the enabling
behaviour of her family, Natasha had a sense that others offered her little chance of regaining
control of her body and feelings of depression began to emerge. Swallowing her feelings,
Natasha navigated the ‘helpfulness’ of others to regain a sense of wellness. It was experienced
as an ambivalent situation as Natasha was conscious of her ever-changing body and her need

to navigate a return to health-within-illness (Moch, 1998).

Natasha’s story reflects the generation of meanings and their various possibilities, and the
process of making and re-making of her experience of being “told not to gain”. Natasha recalled
being advised not to gain more than 7kg. At first, the advice provoked annoyance for Natasha
as the advice did not make sense to her. She felt it was impossible to adhere to weight gain
recommendations, particularly as she was early in her pregnancy. Natasha explained it was
easy to put on weight. Knowing that she could only gain a little weight led to her being more

focused on nutrition.

Prior to pregnancy, Natasha did not consider that being ‘overweight’ would be problematic.
Conversely, she felt it would be more advantageous for the baby because her baby would have
“more room to grow”. While she knew overeating might harm the baby she did not understand
the harm caused by excessive weight gain. Seeking more understanding, Natasha asked her

doctors to “dumb down” the advice. Later she was made aware that, “the bigger you are the
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higher the chance of the baby being bigger”. Natasha described adhering to the weight-focused
advice because she did not want to harm her baby and came to see that weight monitoring

was important for keeping the baby safe.

A different reality later unfolded for Natasha in which the doctor’s interaction seemed to
change her perceptions. Between my first and second interview with Natasha, | noticed her
evolving and changing understandings of the meaning of being “told not to gain”. She made
sense of her relationship with her doctor and felt intuitively that this interaction helped her
redevelop her self-agency in response to weight gain. Weight-focused advice had a
prescribed effect, helping Natasha heal. She reappraised the earlier negative advice to later
harness the advice, nurturing it and finding something beneficial from it to have a positive
effect on her bodily and emotional wellbeing. Hope was a dynamic and increasingly present
feeling as Natasha reflected on how her interactions with her doctor had a deep effect upon
Natasha as a mother. Realising that she was making changes to help her baby have a different
embodied life to hers increased meaningfulness in her life. van Manen (2016) discussed the
concept of relationality, saying: “As we meet the other we are able to develop a conversational

relation which allows us to transcend ourselves” (p. 105).

Natasha cogently explained how, “pregnancy was a big plus” as it reduced her pain from a
seven or eight, on most days, down to a four or five. Thus, a shift occurred, seeing Natasha
move away from a bodily focus on multiple sclerosis to a re-conceptualisation of health through
connecting with a deeper purpose. Pregnancy became a healing and existentially
transformative experience bringing an enhanced emotional state as well as unexpected joy.
She consciously thought about how her lifestyle may affect her baby’s future health and
planning for her baby’s safe passage into this world characterised the pregnancy. She focused

on fulfilling her commitment to mothering and protecting her baby from the ills of her own life.

Natasha wanted to live a purposeful life. In a sense, she was exploring her purpose in life as
she talked of her aspirations for her baby. She felt a meaningful connection to her baby and
her baby invoked a sense of awe and wonder. Pregnancy brought forth changes in her
relationship with self; her inner yearning was to become a mother, to love and protect her
child. In a pregnant body, she existed both for herself and for the baby. The meaning of life is
to be able to exist for another person (Eriksson, 1992), and providing the best health through

one’s own body and person is a way to this ministering (Bondas & Eriksson, 2001).

Natasha’s experience was initially one of disruption and then one of healing. According to Vagle
(2014), intentional meanings shift and change in and over time, through ever changing
contexts. In this sense, meanings are salient, partial, fleeting, temporary and unstable and are
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at best “glimpses of possibilities” (Vagle, 2014, p. 41). The idea of healing related to the
restoration of a sense of personal wellbeing and dignity (Toombs, 1995), despite the physical
manifestations of illness. For Natasha, healing related to the preservation of personal not
bodily wholeness (Jonas & Crawford, 2004; McDonough-Means, Kreitzer, & Bell, 2004),
enhancing her experience of wellbeing and living a productive life. There was a realisation that
the advice was given with the goal of improving overall health. Coping with recurrent
symptoms and social situations related to the multiple sclerosis was facilitated by maintaining
control and a sense of hope. Healing meant that Natasha accommodated the advice in a way
that enabled her to have a greater sense of wellbeing in pregnancy—bringing about an
experience of health-within-illness (Moch, 1998). Her determination, attitude, and life context
played a large role in her healing experience. There was deep joy to show the beginning of a
major change in Natasha's life, as though she was able to forget about her suffering of multiple
sclerosis. Thus, her unborn baby had evolving significance in her life. In her telling of the story,
pride manifested, and Natasha described feeling “so super proud”. Natasha felt good and
worthy in relation to her weight, because it was through this achievement that she was able to
have a “safe, healthy and active baby”. The meaning of this was an unmasking of deep pleasure
which impacted her sense of self. In Being and Nothingness, Sartre (1943/2003) suggested
that pride had ontological significance and brings the capacity to reveal myself to myself
through ‘the look’ of the other, awakening self-reflective awareness. This experience taught

Natasha something new that she could not have known otherwise.

| identified and resonated with the personally meaningful accounts shared by Natasha. In the
following post-reflexion journal entry, recorded after my interview with Natasha, | recounted
my moment of connection with Natasha. | share my lived experience of managing transference

in sensitive research, offering an existential analysis of my experience of transference:

| was stirred by this story, though unprepared for the personal meaning this story had
for me. While on one level, | was aware that the practice of phenomenology would
necessitate a dwelling and lingering in the lives of others, my taken-for-granted
assumption was that | would remain unaffected by the stories of participants. As
Natasha’s story deepened, |found myself deeply touched by her narrative.
Remembering my tears forming as she described that difficult moment of diagnosis, |
empathically connected with Natasha, even seeing myself mirrored in her; my body
soon becoming responsive to her situation. | recognised how | seemed fascinated with
her multiple sclerosis and how it might be manifesting in my world. Intoxicated by her

tale, | seemed to dwell in Natasha’s story, obsessing about it, becoming more curious
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about her multiple sclerosis, the hidden illness. | watched her closely and saw the way
she moved her body with difficulty, noticing how she stretched and yawned. Mentally,
she struggled to recall her obstetrician’s advice, even laughing as she described how
memory loss was one of the greatest joys of multiple sclerosis. She had me hooked, |
was intrigued, but | catch myself dwelling longer than is comfortable for me and her. |
find comfort in Finlay’s (2014) advice for novice researchers when she cautioned us to

avoid becoming transfixed in individual’s life story, and so miss the phenomenon.

van Manen (2007) reminded us that a phenomenological attitude sees us being open to our

connection with others:

Not unlike the poet, the phenomenologist directs the gaze toward the regions where
meaning originates, wells up, percolates through the porous membranes of past
sedimentations—and then infuses us, permeates us, infects us, touches us, stirs us,

exercises a formative affect. (p. 12)

Chapter Summary

The salutogenic aspects of women’s unique individual, social, cultural, and spiritual contexts
are uncovered in this chapter. Salutary connectedness can be considered a metaphor for how
women interacted with, and were shaped by, health promoting situations and contexts. A
common theme was the importance of relationships to wellbeing. Women sought harmonious
relationships and connections with others to restore order to their world. The women in this
chapter experienced salutary factors in a variety of contexts and situations. Connectedness was
something positive and good, anchoring these women to familiar meanings and ways of being-
in-the-world. Women experienced critical events and situations which were overwhelming and
provoked a strong orientation to generate wellness in a multitude of ways. The experience of
feeling strengthened was achieved through meaningful connections with others, and from
experiencing a deep connection to cultural understandings and embodied knowledge. Thus,
women experienced a deep sense of ease with their decision-making and behaviours. These
findings allude to the importance of acknowledging social and cultural factors, including
authentic approaches to caring, which produce and provoke positive health. These influences
go far beyond medical understandings of maternal wellbeing. The next chapter discusses the

tentative manifestation of disconnection and disruption.
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CHAPTER SEVEN: DISCONNECTION AND DISRUPTION

A further tentative manifestation revealed was disconnection and disruption. Women's
relationships and connections with others in a variety of situations and contexts had an
important influence on how women viewed their bodies. Social contexts exerted disruptive
influences on women, seemingly bringing women into increased awareness of their body’s
capability. Maternity care contexts also provoked disconnection and disruption, where
medicalised care processes and pathological medical narratives unsettled women’s socio-
cultural understandings about their bodies and health. Thus, women experienced intensely

disruptive bodily, emotional, and social transitions to pregnancy.

Throughout these transitions, a mood of being-in-flux was evident for women whose stories
are included in this chapter. The uncertainty and ambiguity that women experienced relating
to body weight made pregnancy a difficult and liminal transition. Weight gain for these women
was like a ‘biographical shift’ from a normalised view of the body to one that may lead to
uncertainty disrupted ways of seeing the world (Bury, 1982). These collective stories show how
women engaged with the world as they navigated disruptive clinical, social, and cultural forces.
The attempt to normalise bodies and situations, in the face of disconnection and disruption,
was uncovered. The high-level tentative manifestations and the meanings uncovered for

women in this chapter are shown in Appendix S.

Six crafted stories are included in this chapter; each reveals how disruption and disconnection
manifested in multiple and diverse contexts for the women in this research. The first story
uncovers Ruth’s experience of fat embodiment and the disruptive experience of bodily pain.
The next two stories illuminate the disrupted bodily and emotional transitions for Lily and
Emma who experienced feelings of being-in-flux during pregnancy. The fourth story unravels
Cheree’s experience of negative transitioning, as she adjusted to a new temporary reality of
being in a large body; this story uncovers aspects related to her acceptance of a temporary
identity as an ‘overweight’ pregnant woman. Then, Pania’s story of machinelike care is
described, revealing how disconnection was produced in a mechanised caring context. The final
story shows the disruptive impacts for Nive through a sense of caughtness when moving

between two different cultural worlds.

Ruth: Being Fat

For some, fat is a transitory identity; though for Ruth, fat was a fixed and marginalised identity.

For as long as Ruth could remember, she was the fat girl. Having lived in a fat body since her
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childhood, Ruth described herself as being a “product of her environment” and coming from
“big stock”. While she gestured to accepting her body, her embodied experience was of intense
suffering. Ruth experienced inner tension, fluctuating between bodily acceptance and
resistance. She read her body as impaired and unchangeable, describing the disabling and

disruptive experience of being fat:

I’'ve lived with it. | accept I’'m fat. This is who | am now. Mum’s fat and my nana was fat.
My nanny used to tell me it was alright because we came from big stock. We couldn’t
leave the table until we finished everything on our plate. It’s not all about the fat gene!
We’re a product of our environment so it’s not an easy road. I’'ve done it many times,
but the weight comes back no matter what. So, this is it. These are the cards I've been
dealt; yet being this big is crippling. Being pregnant and being on crutches just adds to
the pressure of what you can and can’t do. I’'m seeing maternal mental health because
I’'m just down. I’m not coping with the fact that | can’t do anything. | can’t be a mother
to my son, and it feels like I’'m failing. There’s that guilt inside, if | had been slimmer
before | got pregnant | wouldn’t be where | am now. It’s more obvious now that | should
have prepared better before pregnancy. | had all the best intentions, but they fell a little
bit flat. I’'m trying not to show too much. | think about my kids and | don’t want them

to go through me dying early. That’s the reality for big people—our fate is sealed.

Describing the genealogy of her fat family tree, Ruth felt genetically programmed to eat too
many calories. Her way of knowing the world revealed that fatness was not solely under
individual control. Yet, at the same time, she appeared to blame herself. While she
acknowledged the role of genetics in body size, she accepted she was fat because of her
choices. Anguish manifested for Ruth when she talked of having no control over her future.
She had tried to fight the odds of getting bigger with diet and exercise, but this had only led to

regaining lost weight. Her story spoke of her future as having some determinism to it.

Salient themes were revealed in Ruth’s first-person account of disrupted transition to
pregnancy: feelings of shame and self-blame, inescapability from her circumstances, and
failure as a mother. The sense of self-blame and helplessness was tangible and revealed within
her lived experience of being in a fat maternal body. During a reflective moment, Ruth
described how feelings of inadequacy surfaced when she was unable to step up and do more.
Almost every aspect of her life seemed affected—from her aspirations to everyday activities of

caring for her child.

According to Ratcliffe (2015), a person’s experience of mental ill-health involves a change in
how one relates to others, attributable to a disturbance of world. Ratcliffe argued that a
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person’s sense of reality and belonging is not completely lost in depression but, “it is
profoundly altered, in that the person does not feel fully ‘part of the world’ and everything
seems somehow different” (p. 19). Suffering was a lens through which Ruth interpreted her
experiences. Bodily pain and distress welled from within causing her everyday world to become
devoid of significance. Leder (2016) described distress as, “being stretched apart from our
customary lives, where the body becomes a distrusted other” (p. 1), reminding us about the
acute vulnerability of the embodied life. Ruth’s pain was enduring—an ever-present
challenge—which was more than a bodily discomfort. It entangled her in a complex and

ambivalent relationship with her body.

Ruth’s story is characterised by the emergence of a disability as she found herself noticing a
connection between her fatness and disability. Ruth constructed a narrative around
disablement; one which destabilised her world and influenced her connections and relations
with others. In doing so, she assembled a selective account of herself. The pressure of being
on crutches intensified the disabling experience of being big and Ruth alluded to how her body
impaired her movement. Her use of the term ‘crippling’ shows us that she saw her body as
being functionally limited. She read her body as impaired, which to her signified that her body
was physically different to others. Perhaps she was seeking a more enabling means of being-
in-the-world. Focusing on the phenomenon of mobility, Todres and Galvin (2012) argued that
mobility “is centrally characterised by both literal and existential possibility; that is, mobility
involves all the ways we move both physically and experientially to connect ourselves to

motivated lived possibilities” (p. 56).

Whether disability was a valid label or a metaphor for Ruth to make sense of the world, her
phrase conveyed certain lived aspects of her experience. Behind Ruth’s self-defining as a
disabled woman, was the view that her body was impaired, impacted, and at risk of ill-health.
As she considered the consequences of her body size, Ruth pathologised her situation, saying
that “early death is a reality for big people”. Perhaps she adopted contemporary western
pathological medical discourses that serve to (re)produce risk narratives about the fat female
body (S. Murray, 2008). For Ruth, fatalistic acceptance was deeply connected with her
understanding of physical science and she described her intuitive knowing of the link between
‘obesity’ and ill-health. Suffering led Ruth to a new realisation about what really mattered to
her and she reflected that her children were the thread that connected her to the world.
Appearing empathetic, Ruth was aware of the consequences of her fatness for her children;
yet, it seemed that she was separated from the world, watching the world but having little

means of participating due to her emotional and bodily state. Ruth’s story shows how
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traditional family and cultural narratives concerning body weight provoked her beliefs and
understandings. She believed that her body was a barrier to experiencing love and
connectedness with others. Her deep sense of shame in her body saw her hide from the world,
staying silent. Her experience of fat embodiment was intensified as she transitioned to
motherhood. Pregnancy brought a deeper experience of bodily disruption for Ruth; her
increasing weight intensifying her experience of being in an dis-abled body. Reading her body
as impaired, she moved through the world in an altered way, her body being an obstacle to

connecting with self and others.

Lily: An Unfamiliar Body

Lily’s story revealed insights into her lived experience of waiting. She experienced intense
intrapersonal discord as she waited for her pregnancy to end. Lily’s discordant experience was
provoked by her desire to return to a more familiar, capable body. Lily experienced disruption
during time’s slow passage, as though the movement of time was inconsistent with her needs
and desires. Her altered mode of being involved bodily changes, variations in mood, and

worries; her changing body evoking feelings of bigness, heaviness, and stretching:

This pregnancy is just so uninspiring. It's my second baby so maybe it’s not going to be
as exciting as the first one. My first one was a breeze, but this time it’s so different. I'm
unable to focus on anything other than getting to the end - having it all over. But
instead, it goes on and on. | haven’t enjoyed it as much this time around as my first
time. | feel a lot bigger all over. I’'m carrying bigger than what I did with my first baby
and | really don’t like being this big. My body’s struggling to keep up. My skin is a lot
tighter and my legs are a lot heavier. | went to put on a pair of pants today and they
didn’t fit. Yesterday they fitted and today they don’t. | can’t believe how much weight
I’m putting on. I’'m eating really well and exercising but | still can’t stop the scales from
rising. Because of my pelvic pain I've been laid-up on the couch for the last seven
months. I've literally done nothing! I’m usually quite conscious of being fit and healthy.
| weighed more at the start this time so maybe this has had an effect on how my body
is coping? | get quite depressed about it. My focus is on the end. I’'m looking forward to
having this baby out and getting active, then I’ll be back to where | was. But then | think
about how much work I’'m going to have to put in; how much time it will take to get my
body back to how it was. | always thought I’d have three children, but this might be my

last. | don’t know if | can do this again.

As time stretched, Lily became increasingly conscious of the physicality of her body. When her

body swelled from rapid weight gain in the first trimester of her pregnancy she was no longer
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able to do the ordinary activities she associated with her non-pregnant body. Feelings of
control, present in her former body, now became manifest as a mood of restlessness and
boredom. Lily’s experience of pelvic pain meant that she found herself in a situation where she
felt it was impossible to maintain a healthy lifestyle and ensure her weight gain was within
‘normal’ limits. Leder (1984) showed how pain can make the world shrink to here and now;
similarly, for Lily, her world was restricted to her house and lying on the couch. Succumbing to
a low mood, she noticed how her former habits and routines were breaking down, pointing to

a new form of existence and way of engaging with herself and others.

Feelings of powerlessness and a lack of ability to act and change the situation dominated Lily’s
story. She described her body as, “struggling to keep up”, as if her body were an unwilling
other; one which could not keep pace with herself and her expectations. Moving her pregnant
body entailed an unfamiliar awareness of effort and feeling of resistance which never left her.
Aware of her body’s massiveness, Lily caught herself noticing a contrast in her body’s
movement through this and her previous pregnancy. The joyous experience of her first
pregnancy was in sharp comparison to the heaviness and burden she carried through this
disruptive transition to pregnancy. Lily was unable to express herself through her body in the
way in which she used to. Previously, she was confident and trusted her physical body, but in

this pregnancy she was uncertain and hesitant in her physical engagement with other things.

Women can experience their bodies as burdensome, rather than a medium for doing things
through their body (I. M. Young, 1980). Lily described a distance towards her body; yet, at the
same time, seemed to be completely swept up by pain. Pain preoccupied her, loosening her
connections with her former active and capable body. Her world appeared to her as
fundamentally changed. Living in a large, painful body meant that Lily’s relation with herself
was disrupted; the possibility of creating new life after this pregnancy was no longer in reach
as Lily questioned her body’s capabilities. Perceiving her pregnant body as under-performing,

she became uncertain of her body’s future capability.

Young (1980) suggested that feminine bodily existence was an inhibited intentionality. Young’s
point was that having an inhibited intentionality makes a difference in how people think of
themselves. Lily, similarly, seemed to experience split subjectivity as her body changed.
Pregnancy symptoms made her aware of her body and she no longer saw her body’s future
performance possibilities. Though Lily’s changing embodiment altered her experience of being-
in-the-world, limiting her aspirations, she was motivated by the prospect of returning to her

former body. She planned to “get back to where she was”. While she eagerly anticipated
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weight loss after birth, she also experienced trepidation about the time it may take to engender

a more liberated and capable body.

Increasing weight gain and bodily pain was a disruptive and limiting experience for Lily. She
experienced her weight gain as unstoppable despite following the healthy weight guidance in
pregnancy. Resultingly, she viewed her body as a burden; as something separate to her. She

wanted to get back to her old-self and, in doing so, shed the self that was now.

Emma: A Body-In-Flux

According to MacKenzie (2001), our corporeal condition is not static and changes to our
corporeal condition have the potential to change who and what we are. Emma’s lived
experience of pregnancy was of negotiating a changing pregnant corporeality. Emma’s
increasing size disrupted her experience of pregnant embodiment, changing her relationship
to her body. Transitioning to a pregnant body was a distressing experience which provoked the

need to regain control:

My BMl is around 25. My midwife said gaining up to 12 kilos is the ideal. But I’d already
gone above that in the first 12 weeks. I’'m disappointed that I’'ve gained so much so
quickly. I've been active and eating well so | didn’t expect such a dramatic weight gain.
I thought | would be able to control it, but the scales kept going up and up. But the thing
is, I don’t feel unhealthy! I’'ve got my diabetes test soon, but | don’t expect to have an
issue here. My Graves [disease] is under control and | haven’t been tired. You know, I've
got energy. | feel fine, | feel good - I really do. | didn’t want to have this ‘weight thing’
in my head the whole time so | dealt with it by not going on the scales. For my own
personal wellbeing | prefer not to know what the scales say. It’s been my choice to stop
monitoring it. If | continue to feel OK that’s good enough for me. | don’t need numbers
to tell me how much I’'m gaining because | can see my body changing. Weight gain is

natural. I’'m growing another person.

For Emma, pregnancy was not a wondrous and magical time she expected it to be. Instead, it
became a transitionary period where she had to abandon her business-as-usual body. Emma
seemed to believe that her pregnancy was imperfect as she could not control her weight gain.
She was surprised at the sudden increase in weight, despite her uptake of health promotion
advice. Shocked and disappointed at her increasing weight, Emma felt unprepared for the
emotional havoc pregnancy was having on her. While pregnancy had not impacted her ability

to be active, she was getting bigger.
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In a similar way to Lily’s story, Emma’s story spoke of disenchantment with pregnancy as it
brought disharmony that she had not experienced before. At the beginning of her story, Emma
revealed how her sense of harmony was ruptured as she experienced discontent with her body.
In her non-pregnant body, Emma seemed sure and unshakable, but now a new mood of
disappointment became evident as she adapted to her changing embodiment. While Emma
did not deny the reality of her changing embodiment, saying, “weight gain is natural”, initially
she found it difficult to accept bodily changes. It was as though Emma self-objectified, which
produced an initial negative attitude towards her weight gain. Emma was aware of this
negative adaption and sought to attune to her body once again. Later in her account, Emma
talked of trusting her body and she placed her emotional wellbeing above bodily aesthetics. In
her transition to acceptance of weight gain, Emma placed meaning on feeling healthy, rather

than looking a healthy weight.

Young (1990) said, pregnancy was “the most paradigmatic of such experience of being thrown
into awareness of one’s body” (p. 165). In her theory of embodiment, Young provided an
account of the relations between bodies and selves, helping us understand how the integrity
of Emma’s body was undermined in pregnancy. Describing how pregnancy puts the boundaries

of the body-in-flux, Young reflected:

My automatic body habits become dislodged; the continuity between my customary
body and my body at this moment is broken. In pregnancy my prepregnant body image
does not entirely leave my movements and expectations, yet it is with the pregnant

body that | must move. (p. 163)

Young (1990) argued that a woman’s encounter with obstetric medicine can often be an
alienating experience when maternity care professionals’ perspectives are disconnected from
those of the woman. In accordance with Young’s theory, Emma’s experience of going above
normal weight gain limits may lead to alienation, because excessive weight gain tends to be
defined as a disorder in maternity. It was as though Emma’s midwife did not share her goal (to
feel well regardless of how big she was becoming). Emma resisted reliance on objective
measurements of health; instead, trusting her body to navigate the complexities of her
changing embodiment, placing focus on subjective bodily feelings. In this sense, Emma sought
release from the disruption that the scales brought, and to maintain wellness Emma resisted
maternity’s advice to monitor her weight. Young considered that instruments, such as scales,
transfer control from the woman experiencing pregnancy to maternity providers, leading to a

devaluing of the woman’s experience.
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The dominant biomedical model of health assumes that the normal healthy body is unchanging
(I. M. Young, 1990); yet, Emma’s story calls us to remember that it is normal for bodies to
change, as in pregnancy we are “growing another person”. In this part of the telling of her story,
Emma rejected the pathological lens through which maternity negatively critiqued her body.
She found herself reflecting on the baby growing inside her; it was as though this reasoning

helped Emma accept that she would wait until after her baby was born to lose weight:

I’'ve got to accept that it is what it is, and I’ll get it off once the baby’s come. In
pregnancy it’s more acceptable to eat what you like. People are more forgiving, and
they won’t judge you on your lifestyle or what you are putting into your body. But, if
you are not pregnant, WOW! There’s such a drive to be the perfect size 10. Women go,
“Should you be having that pie”? Someone told me how big | looked. Women are so
‘judgy’ with each other and it just seems so normal to judge and compare our bodies
with one another, both when we are pregnant and not pregnant. The mindset for
females is to focus on getting back to our pre-pregnancy weight before we have our

next one.

Here, Emma reflects on the continuous surveillance of the female body, noting how the body
was placed centre stage by other women (Grosz, 1994). Nash (2013), in her works on pregnant
embodiment, provided support for Emma’s lived experience, saying western women have to
reconcile the tension between ‘feeding the fetus’ with their own nutritional needs and
maintaining a socially and clinically acceptable ‘healthy’ maternal body that was not ‘fat’.
Though Emma had a sense of wellbeing, perhaps this was somewhat disrupted by her midwife’s
focus on measuring weight in pregnancy. To be in control of her body following pregnancy was
a way in which Emma could return to a more comfortable state. This yearning to return to her
former embodiment was motivated by her need to return to her pre-pregnancy identity. Emma

perhaps feared a loss of identity, of never getting back to her normal shape.

Emma’s story illustrates the ways in which the phenomenon of being in a changing maternal
body is both shaped by contexts and situations and is being constantly re-produced.
Consequently, Emma’s account reveals how maternity’s pre-occupation with surveillance and
measurement of the pregnant body disrupted her understanding of normality. Her experience
of disenchantment with her maternal body changed when she rejected maternity’s objective

measures of maternal health.

Cheree: “I'm Not Myself”
In imagining why pregnancy was so hard for her body, Cheree reflexively engaged with

possibilities, becoming curious. Exploring what was going on, the phenomena of aging and
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displacement entered her awareness. In the giving up of her home and moving to a new place,
Cheree experienced feelings of disorientation. She was displaced from her home, her whanau,
and her past; the loneliness of being in a different town and being in an unfamiliar body became

more apparent.

Cheree’s pregnancy was unexpected. Describing the disrupted transition to this pregnancy, she

shared:

Pregnancy was a surprise. | was told that it would be difficult to have another baby with
my weight. This is the biggest I've ever been, and it’'s been one of the hardest
pregnancies. I’'m not sure why it’s so hard on me this time - it might be my age or the
move away from my whanau down here - I’'m not sure. | know I’'m not myself. I’'m not
who | was two years ago. Before, | was always out at the gym and socialising. | was
never a sit-down person. | need to get out there again and be a bit more motivated for
all of us. | expect more from myself and | need to do more but I’m not capable of doing
much at the moment. | miss doing things together with my whanau, things like taking
our dog for a walk but that’s all stopped. They keep telling me to do something, that |
must do something! So, | know | need to make a life change. It’s really important for
me personally, and | don’t want my kids being overweight. I’m not confident, but | need

to make a change for me and my kids.

Cheree’s experience of displacement related to her sense of belongingness in the world. She
described feeling, “not myself — I’'m not who | was two years ago”. She felt different somehow,
other than who she was. Ratcliffe (2012) contended that feeling ‘not oneself’ is “inextricable
from our sense of reality; alterations in the sense of belonging are frequently coupled with the

complaint that things, people or the world as a whole seem unreal” (p. 24).

Weight gain produced a change in how Cheree engaged with, and acted in, the world. Her body
was no longer in harmony with the world around her. Allen-Collinson and Pavey (2014)

contended that,

..the physical body enters the consciousness as a cumbersome obstruction, an
immovable hurdle that prevents connection and physically engagement with the world

in ways that were previously taken for granted. (p. 801)

Cheree’s sense of manageability and control over her body in her previous pregnancies was
now difficult to access. Her weight gain led to a slowing down of life which meant having fewer
connections with others. Cheree was not able to utilise her environmental supports, to attain

wellbeing. Cheree’s experience of emotional and physical displacement is perhaps comparable
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with physical illness. Like the experiences of others with illness embodiment, Cheree’s body
became an obstacle to connecting with others. In ‘lliness as unhomelike being-in-the-world:
Heidegger and the phenomenology of medicine’, Svenaeus (2011) used the philosophy of
Heidegger to establish a phenomenology of illness that worked to understand illness, or
‘unhealth’, as a rupture in the meaningful organisation, temporality, and narrative of one’s life.
In illness, Svenaeus argued the “body shows up as an alien being (being me, yet not me) and
this obstruction attunes the entire being-in-the-world of the ill person in an unhomelike way”
(p. 337). Similarly, Cheree’s transition from a homelike to an unhomelike being-in-the-world
fundamentally changed the way she experienced the world. The meanings she ascribed to

things and to herself were radically altered, and not in a positive way.

The felt intensity of Cheree’s emotional and physical experience of displacement and
‘unhealth’ led her to make a life change to remedy her perceived failure. Her need was to get
back to the way things were. Cheree wanted to both make a personal change and influence
her children’s lives. While change was important to Cheree, she was not confident that she
would be able to make the life changes. Committed to protecting her children from future
consequences of ‘overweight’ and ill-health, she was seeking resolution. Her need to make a
firm decision to make a life change, her resolution was to rebuild her homelike being-in the-

world (Svenaeus, 2000).

For Cheree, ‘not being herself’ in a larger body constituted a profound disturbance in her
experience of self, others, and the world, and exposes us to a more deeply understood
experience of human vulnerability. Her story conveys the disruption of belonging that is

ordinarily taken for granted.

Pania: Machinelike Care

In Pania’s story of machinelike care, she described a series of disruptive moments where she
was seen as “just another pregnant person waiting in line”. Pania’s experience of mechanised
care reveals how her midwife’s actions provoked disconnection. Here, she described being on

the periphery of caring processes:

These appointments didn’t benefit me. They are the ones who benefit; they must get
money for having so many meetings with you. | didn’t get any reassurance. Pregnancy
is a unique and scary thing because your body is going through so many changes. When
I got weighed my midwife wrote down the weight. | stood there aghast thinking, ‘WOW,
she never said anything’; then a million things started running through my mind. It
would have been nice to have a conversation about what’s going on with my body,

instead | felt like just another pregnant person waiting-in-line. I just felt like a robot to
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be honest. | know exactly what is going to happen each time. She measures me, she
puts the little device on to check the baby’s heartbeat, then we get weighed. She asks,
‘is everything alright’? | say, ‘yes’. She says, ‘any questions’? | say, ‘no’. As | go out the
door, she tells me, ‘have a nice day’. | come back the next week and we do the same
thing all over again. Maybe most women know what to ask, but if you don’t know what
to ask you don’t ask. | wondered why it happens like this but then | think the midwife is

the professional so this must be how it goes.

A series of tedious care processes occurred in exactly the same way from one appointment to
the next. In these mechanised moments, Pania relived the same experience over and over
again. Pania described a Groundhog Day (Ramis, 1993) experience; every appointment began
to look alike, even the midwife’s dialogue appeared to change little. The routinised and
machinelike nature of care provoked the experience of feeling like a human robot. The most
likely interpretation of Pania’s phrase, “I just felt like a robot”, is in terms of ‘it is as if’ the world
is unreal (Radovic & Radovic, 2002). An amount of strangeness was present in these
encounters, as though her appointments had taken an unexpected twist and somehow she was
an outsider to care—on the periphery of the caring encounter. In this context, she was made
into an ‘other’, an object under the alienating gaze of her midwife. She interprets her situation
of being an object body and she watches her body being watched (Leder, 2016). Care focused

on the things to do, rather than being a space for connection.

Similar to the findings from H. Dahlberg and Berg (2019), who described the lived experience
of health care for pregnant women with diabetes mellitus, Pania’s need was to be
acknowledged as an individual woman with unique ways of being-in-the-world. Seeking a
humanistic connection with her midwife, Pania desired a deeper, more authentic form of care
which acknowledged her embodied experience as opposed to care practices underpinned by
processes. She wanted to be met as a person as she was at that moment, instead of only
following the care processes. To be met in this way, and have unique life histories seen and
understood, was a prerequisite for feeling cared for (H. Dahlberg & Berg, 2019). Instead, for
Pania, the clinic was something akin to a dehumanised space. To understand this experience, |
turn to the work of Leder (2016) who explained how “the living patient, embedded within a
world of involvement and grappling with modes of suffering and concern is reconceived on the
model of a mechanical device” (p. 73). According to Leder, modern medicine’s efficacy can also
cause it to seem dehumanised as it abstracts progressively away from the social context, lived

experience, and healing touch.
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The midwife, being preoccupied with conducting a series of tests in a time-bound context, does
not truly encounter the woman in the room. This compromised connection intensified Pania’s
experience of depersonalisation and, in the absence of empathy and connection, she
experienced a bodily felt and obvious emotional separation from her midwife. Despite
Benner’s (1994) contention that the nature of the reality of the lifeworld between practitioners
and clients holds shared meanings; no such shared meanings were revealed within Pania’s
interactions. Instead, there was a loss of status and a deeply felt awareness of needing to
comply with the routines of antenatal screening. In her midwife’s focusing on routines, it was

as though the body was not even seen, taking objectification to a whole new level.

The expression of vulnerability was also seen in Pania’s story, where she spoke of, “a million
things were running through my mind”. The manifestation of vulnerability implies a strong
need for care and caring; yet, Pania perceived caring as an activity, not as an emotional
encounter. For Pania, this relationship lacked authenticity; it lacked caring and is contrary to
‘other-regarding’ and engaged presence care heralded by Kennedy, Shannon, Chuahorm, and

Kravetz (2004).

Pania’s experience of machinelike care serves as a metaphor for a form of marginalisation in
maternity care. Pania uses the metaphor of the robot, which uncovers her marginalised status
in the clinic. Though metaphorical, the robot helps us understand that Pania is like something
else; she is seen as an ‘othered’ being. Pania watched her midwife work with maximum
productivity in a machinelike way. In the processing of Pania’s maternal body, little interaction
was required. Her midwife’s actions, whether or not intended, provoked a feeling or being like
a thing or a machine. This experience is articulated in terms of feeling like an object. Being,
“just another pregnant person waiting in line” emphasises her lack of embodied presence. In
feeling like a robot, she experienced being glazed over and not really being there. Pania felt
reduced emotionality which can be framed as intrapersonal disruption, even a distance from
the world. She expected pregnancy would be the thread of connectedness that allows her to

be seen as an individual, rather than a cog in the machine.

The routine focused pregnancy care context exacerbated Pania’s experience of marginalisation
as her midwife’s over-reliance on devices, tests, and routines triggered alienation and
disconnection. Aspects of Pania’s personal identity were stripped away in the bureaucratic
machinelike maternity system. Noticing that the emotional constituent of care was missing,
Pania’s experience of care assumed an almost entirely technical meaning, and in this clinical
context technical aspects dominated, indeed overruled, emotional aspects (Kleinman & van

Der Geest, 2009, p. 159).
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Feelings of confusion, from a sense of not knowing what was going on, were evident in Pania’s
story. These events seemingly disrupted her understanding of midwifery care and, in her
attempts at meaning-making, Pania questioned the political context in which maternity care
was delivered. Becoming resentful, this experience provoked a deep curiosity for Pania. She
could not seem to make sense of what was happening. In attempting to reconcile why things
were the way they seemed, Pania legitimately considered how remuneration strategies might
be at play to “benefit them”. Becoming critical, Pania began to question health care ethics. The
meaning was that Pania experienced care as not genuine. While antenatal care was seemingly
good, it was as though it was not really so. Appearing not to fully trust the motivations of the
maternity care system, Pania possibly experienced her interactions with her midwife as
something specious, her appointments as illusionary, even deeply flawed. Giving us a glimpse
of the power imbalance in this practitioner-client relationship, Pania conceded that “the
midwife is the professional so this must be how it goes”. At the clinic, she became subject to
the clinic’s rules and processes; her connection with her midwife derailed by the demands of

the system.

Pania’s narrative is meaningful because it communicates the meaning of caring from a
woman’s perspective. Her story points to the focus on technical aspects being the core focus
of caring in biomedical maternity contexts. Pania’s understanding of midwifery care was that
it should have been uniquely nurturing; yet, her narrative illuminates how her experience of
care and caring was interrupted by the bureaucratic structures. Pania’s reality of the on-the-

ground midwifery care was uncertain and fragile as she came to question the way things were.

This journal entry was written after the crafting of Pania’s phenomenological text. Like other
phenomenological researchers (Smythe, 1998; C. M. Young, 2011), | use poetry here as a
medium for reflection on the phenomenological material gathered in this study. In this
instance, post-reflexing happened after the gathering of data, thus becoming
phenomenological material during analysis (Vagle, 2018). Analysis of my post-reflexions
produced a poem, unpacking my reflexive thinking and my assumptions about the ways in
which | see the phenomenon being shaped, produced, and provoked. In Pania’s story, it struck
me that reliable routines took dominance over person-centred care. The poem reveals that
without humanised approaches to caring, the world appears less understandable, uncovering
how the mechanistic worldview in maternity has the potential for producing disruption and

disconnection:

Pania and the Machine

The system performs like a well-rehearsed routine,
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shaping my world, my view of me.
With rigid doctrines.

Too much machine,

too little care.

Nothing ever happens, nothing happens at all.

The needle returns to the start of the song.

And we all sing along like before.

And we’ll all be lonely tonight and lonely tomorrow (Currie, 1989).

See me, hear me, care for me.
It’s a sad truth,

| just want to feel loved.
Humanise the machine.

Too much machine,

too little soul.

Nothing ever happens, nothing happens at all.

The needle returns to the start of the song.

And we all sing along like before.

And we’ll all be lonely tonight and lonely tomorrow.

Frayed is the thread that connects you and me.
Invisible, silent, the thread can’t hold us,
Frayed is the thread,

which can’t keep us safe.

It had loosened itself and gone.

Nothing ever happens, nothing happens at all.

The needle returns to the start of the song.

And we all sing along like before.

And we’ll all be lonely tonight and lonely tomorrow.

My body is processed like a machine,
not visible to you.

The machine moves forward at pace,
but who benefits?

It's Groundhog Day, day after day.
Each time | left,

| knew.

Nothing ever happens, nothing happens at all.

The needle returns to the start of the song.

And we all sing along like before.

And we’ll all be lonely tonight and lonely tomorrow.

Every word, every move, every action the same.
The gears whirl and whiz,

with Groundhog Day-esque predictability.
What might-have-been if we connected?

It never-was.

Nothing ever happens, nothing happens at all.
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The needle returns to the start of the song.
And we all sing along like before.
And we’ll all be lonely tonight and lonely tomorrow.

Vagle (2019) reminded us that a variety of textual forms, such as poetry, can make sure “the
text engages the post-intentional phenomenon as a social apparatus, and helps readers join
the researcher in the important productions and provocations at work” (p. 11). The chorus in
the song, “Nothing Ever Happens”, (Currie, 1989, track 10) speaks to the misplaced values in
maternity care and serves to deepen our understanding to the social change which is possible
for the maternity system. Carefully uncovering what is happening in the in-between, the chorus
indent calls into question the approach to caring for women, uncovering taken-for-granted
aspects of care such as automated patterns of care. Pania wanted her midwife to be there for
her, not the system, yet it seemed that her midwife was also ‘caught in the system’. Reflecting
the disconnection between the caregiver and the woman being cared for, these lyrics prompt

us to return to seeing care as a relational phenomenon, as something beyond mechanical.

My interest in humanising caring stems from an assumption that caring is a means through
which maternity care can be conceptualised as a means toward equitable change. Maternity
care founded on the premise of production-like maternity care causes harm, provoking a deep
rupture for women. Similarly, findings from Doering’s (2020) study showed that women
struggled with seeking and making a connection in assembly line care contexts. A different set
of premises is needed, one which shows a shift from (un)caring contexts to a more carefulness
of approach. Constraints in institutionalised care contexts can seriously undermine the
midwifery-woman relationship presenting a challenge to midwifery professionalism. Task-
oriented protocols create emotional distance between midwives and women; meaning the
midwife/woman relationship is focused on processing the maternal body. Connectedness is

perhaps not always possible in procedural driven care contexts.

Nive: Caught Between Old and New

Nive lived her embodied life in a complex social and cultural world. For Nive, cultural
inclinations were deeply embedded, and she felt and acted in ways that were largely culturally
determined. In her story, Nive showed how she switched between different cultural
frameworks for understanding the world. On one hand, she instinctively connected with her
Niuean culture and the influence of traditional Islander values, sharing that, “big is normal for
Islander women”. On the other hand, Nive felt some commitment to modernity and western

culture’s beauty ideals:
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It’s really hard with my culture because it’s accepted to be big. Big is normal for Islander
women. Being Islander, you’re allowed to eat and eat and eat. It’s fixed in our heads.
Old-school Pacific women don’t worry about their weight. Many older women are fine
with putting on extra weight and staying that way after baby comes. Men don’t look
negatively at their partners when they get bigger and bigger, and my husband says,
“veah, eat for the baby”. But here is different and people are more likely to say you are
overeating. Young Islander mums have an issue with being big. It’s a trend for them to
be pregnant and still look good. My daughter is 17 and she’s already worried about her
weight. She looked at my body and said, “Oh my gosh mum you’re so big, I’'m never,
gonna get pregnant”! I’'m feeling caught in this in-between space. | feel like saying,
“somebody help me... help me watch what | eat”, because | like to look good and feel
good. I've never been this big before and don’t feel myself, yet I’'m too lazy minded to
do anything about it. | haven’t talked to my midwife about my weight because | don’t
focus on myself when | go to the clinic. Because of my antibodies, all | need to hear is

that baby’s OK. My weight issues are minor in comparison.

The cultural worlds embodied by Nive seemed disconnected. Her story reveals the compelling
‘caughtness’ of being simultaneously Niuean and European. Eating according to baby’s needs
was culturally significant for Nive as a Niuean woman. She spoke of the cultural permission to,
“eat and eat and eat”; yet, being allowed to eat whatever she liked generated a personal
struggle in her daily life as she became increasingly dissatisfied with her body. Nive seemed
unable, or possibly refused, to shed “Islander values”; yet, felt conflicted by these apparent
freedoms. Existing uneasily between worlds, the competing cultural norms generated a felt

sense of ambivalence for Nive.

Nive took Polynesian concepts as real and factual things. In her narrative, Nive was not
reflecting that the Islander way of being-in-the-world was good or bad; she was simply
conscious of it. Western concepts of dieting in pregnancy were, perhaps, simply incompatible
with being an Islander woman and external to who she truly was. Discord showed in Nive’s
story as she attempted to reconcile the multiple selves created for her living between two
cultures. Her story revealed western culture’s influence on young Islander women’s body
image experiences and the generational differences in relation to body acceptance. Nive
described the old and new-school cultures as being thrown together, caught up alongside each
other, complexly intertwined. She might never quite hold old ways, yet may not fully inhabit
contemporary ways of thinking. Hearing her daughter’s views on her maternal body seemed
to pull Nive out of the past and into the present. This pull was experienced by Nive as powerful
and disruptive. Her daughter’s reaction distressed her and at the same time provoked new
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understandings for Nive. This situation seemed capable of disrupting old meanings, and even
potentially overwriting them. Here, the concept of caughtness is not about feeling stuck but
implies a freedom of movement. Nive felt caught, yet could still find herself free to question,
or perhaps simply wonder about, her future embodiment. Nive adopted an objectifying gaze
upon herself, monitoring her own body. It seemed that she could not decide how she felt about
her body and experienced ambivalence towards her body, being neither accepting nor

rejecting of her physical self.

Despite weight management being important to Nive, she described weight gain as a minor
issue. As a Pacific woman, she attached meaning to focusing on her baby. She did not ask her
midwife for weight-focused advice, as her primary concern was for her baby’s wellbeing, the
risks to her pregnancy taking priority. This illuminates the partiality and relative importance of
Nive’s neglected lived reality but her wider concern for her baby’s health renders her weight
gain experience silenced. The tension seemed almost impossible to resolve and Nive described
‘not being herself’ as a result of these disruptive impacts. Although this story of caughtness in
thought may seem trivial, it is in fact crucial in terms of current concerns over the uptake of
lifestyle advice in pregnancy. Nive’s understandings of being-in-the-world were not fixed — she
dynamically experienced a shifting, constant movement, as she tried to make sense of the
significance of both worlds. Her story hints at the complexity of competing contexts in which
women make decisions about their bodies. The co-existence of competing attitudes towards
body size thus have important consequences for maternal health promotion approaches which

must be tailored to the complex lifeworlds in which women exist.

Chapter Summary

These findings address the larger matter of outside forces and contexts on women’s maternal
body experiences. Adapting to being in changing bodies represented a complex transition
where women experienced intense disruption and disconnection from others. Women
experienced the impacts of disruption and disconnection in their lives differently, according
to their individual situations. Contexts intensified the disruptive impacts, increasing women'’s
sense of being in unfamiliar and ‘incapable’ bodies. Maternity contexts exerted a
destabilising and disruptive force which threw women into deep awareness about their
bodies, challenging their taken-for-granted assumptions. For some women, disruption
manifested from the embodied experience of weight gain and the increased physical and
emotional pain which co-existed for them. Although women intuitively knew the transition
to a large body was not forever, being able to make meaning of their altered reality was

important to their emotional wellbeing and acceptance of this temporary state. However,
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this experience revealed ongoing uncertainty and, as such, was never quite stable, given the

unpredictability relating to managing their body weight.

Some women experienced uncertainty and ambiguity before finding a deeper experience of
bodily agency. Others fluctuated between having a healthy body experience and a felt sense
that they were transitioning to a body-at-risk. Some women alluded to maternity’s
preoccupation with being a ‘healthy’ weight rather than women’s embodied understandings
of body size and wellbeing. There are deleterious consequences for women who are unable
to attain a deep sense of wellbeing and these findings confirm the importance of
individualised, person-centred care that takes account of the complexity of women’s lives.
Ultimately, what is at stake are the multiple and complex influences on women'’s lives which
go unnoticed in pregnancy care. An effect of disruption and disconnection was the deep

manifestation of being-in-dis-ease, as discussed in the next chapter.
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CHAPTER EIGHT: DISRUPTION TO BEING-IN-DIS-EASE

Disruption to being-in-dis-ease is a tentative manifestation which illuminates the ways that
disruptive contexts, social and clinical, provoked dis-ease for women as they interacted with
others. This chapter uncovers how the experiences of being in bodies labelled as clinically
‘overweight’ and ‘obese’ manifested in different ways and in different contexts. In secondary
care contexts, women experienced discontinuous unity with their surroundings under the
critical gaze of maternity care professionals. A variety of intentional relationships manifested
and appeared as women came to see their bodies as ‘problem bodies’ embodying despair,
shame, discomfort, distress, and dis-ease. Yet, the crafted stories show that despite being in
disruptive contexts many women found ways to reconnect with their bodies and, in doing so,

reclaimed body and self.

This chapter shows where women living through disruption and in-dis-ease used strategies of
escape and reclamation or a fusion of both (Leder, 2004, 2016). The stories uncover how
women sought ways to escape into the past or present. In contrast to escape being provoked,
living in the present became an opportunity for reclamation or conscious decision-making.
Some women found a way to turn the potentially disempowering medical gaze into a resource-
oriented approach; that is, women found the resources to remake the chaotic, disordered and
unpredictable structures of their world into something understandable and meaningful
(Antonovsky, 1979). The high-level tentative manifestations and the meanings uncovered for

women in this chapter are shown in Appendix T.

There are six crafted stories in this chapter which illuminate women’s experiences in social
situations and clinical contexts. The stories show where women used strategies of escape,
reclamation, or blended integration (Leder, 2004, 2016), and the multifarious forms of these
strategies. The first story reveals Ruth’s experience of distress following an encounter with an
‘other’ on the train and the manifestation of shame which was revealed. In the second story,
Ruth spoke of the secondary care which led to her feeling silenced. Ruth’s strategy of escape is
uncovered in both of her stories — she sought escape from her painful present. The next stories
uncover Sam’s and Christina’s experiences of being looked at with a fixed clinical gaze and
shows how the subjectivity of these gravid women is largely neglected by maternity with its
pre-occupation with fetal surveillance and maternal judgement. Strategies of reclamation take
different forms for both Sam and Christina. Finally, Julie’s and Jennifer’s accounts unravel how
bodily uncertainty manifested when doctors saw the large maternal body as a ‘body-at-risk’.

Similar to Sam and Christina, these women used reclamation to turn their experiences of the
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weight-focused advice into situations in which they exerted their personal power in ways which

were meaningful to their unique situations and contexts.

Ruth: The ‘Look’ on the Train

Being in a fat body meant Ruth lived as an outsider, somehow on the edge, violating society’s
thinness norm. Ruth experienced the ‘look’ of the other on a crowded train when she travelled
to work with her partner. At first, she found herself absorbed in a different world from the
other, completely forgetting about her body. However, when she sensed his noticing of her,
she immediately became aware of her body, because she was the one who was violating the
space of the other and causing annoyance. Anxious anticipation and dis-ease manifested when

the encounter on the train pulled Ruth away from her usual place in the world (Leder, 2016):

We were on a crowded train. We got bumped and pushed in the horde of people and |
got jostled against another passenger. | saw him look at my body with annoyance. He
got huffy and said, “Your bag is annoying me”. | told him | was annoyed that he didn’t
give up his seat for a pregnant woman. That’s when he said, “I just thought you were
fat”! I've been fat FOREVER and I’'ve spent my life laughing off fat jokes. It’s easier if |
beat them to the punch as it takes that sting out of it. But this hit home hard and hit
my partner even harder. We take the car into work now because we just don’t want to
deal with that kind of situation. It’s wrong to me to hide away from it but at the same

time | don’t have the emotional ability to deal with it.

For Ruth, the presence of others brought suffering. She was consumed by acute awareness of
her dis-eased body. Ruth’s body shape concealed her pregnancy. Her need, in that moment,
was for her pregnancy to be recognised. She wanted to be seen as pregnant as opposed to fat.
She used the metaphorical phrase “hit home hard”, revealing her need to have her pregnancy

recognised.

Our bodies enable our connection with others through our association with place. “In turn,
bodies are accessed andread as information sources by co-participants who actively
interrogate the bodies of others in practice in order gain access to embodied knowledge”
(Lloyd, 2010, p. 15). For Sartre, awareness of self can be disrupted through an other’s value-

laden look, which has disruptive potential:

To be looked at, and to experience oneself becoming an object to someone else (and
thus to oneself), makes the person aware of his or her whatness. This conscious
whatness somehow brings about a certain vulnerability, and a profound sense of being

in default of a personal defense or possible escape from the look. (Saevi, 2005, p. 166)
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Sartre’s view was that two people cannot look at each other in comfort and mutual recognition,
rather the subject-object relationship takes the form of conflict. Ruth’s world was drawn
towards that of the passenger, which displaced her own relation to the world. Her feeling of
being visible, of being seen, disrupted her thoughts, derailing her when she sensed his
disapproving look. Though nothing had changed, an element of disruption was brought into
Ruth’s world, bringing other meanings. An all-enveloping mood of insignificance manifested
for Ruth; her sense of belonging to the world seemed disconnected following the encounter.
Lang (1985) said, “the home is incorporated and assimilated into the fabric of embodied
existence; the home being our second body” (p. 201). The other’s rejection of her body, and
the space it was taking up, led Ruth to viewing her body less positively. The everyday activity,

of being on the train, brought deep feelings of shame.

Ruth described the importance of being the first to pull a punch, a conscious and protective
impulse to defend her existence. Ruth used the metaphor of boxing to show that getting her
punch in first was driven by her need to avoid hurt, so that she remained in control of the
distressing feelings. The sport of boxing provides the embodied actions underlying the linguistic
concept of ‘beating someone to the punch’ (Gibbs, 2006). Obstacle and helping metaphors
were revealed in Ruth’s story. For example, her words “beat to the punch” revealed a
transformational journey from ‘fighting ring and contest’ to ‘positive interactions and healing’,
showing her need to restore balance in her relationship with self and others. Her metaphoric
imagery takes us on an imaginative journey of taking out the scorpion’s sting. She was
desperate to attenuate the intensity of the other’s remarks because the words stung so

painfully. What mattered to Ruth was taking the pain out of her connection with others.

Ruth’s metaphorical phrases showed us one thing as another, and, in doing so, extends the
way we see her world. But what damage was caused by Ruth’s use of violence metaphors?
Battling metaphors may have hidden consequences for Ruth, producing feelings of guilt or
failure if she is ‘losing the battle’ and imposing a sense of personal and social responsibility for
managing her body. According to Lakoff and Johnson (1980) metaphors play a central role in
defining our lived realities. For Ruth, metaphorical representation may have provided a

cognitive shortcut for making sense of her relationship with her body in any context.

Ruth desired harmonious co-existence with others; yet, being under another’s critical gaze
disrupted Ruth’s relation with herself and others. The look of the passenger disrupted her view
of herself, separating her from the world. It took her by surprise not enabling her to have her
usual defence mechanisms in place. So powerful was this experience of the look, was the need

to make her body less visible, minimising her place in the world. It was as though through the
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critical gaze of the other, her body was experienced as a limitation and she was unable to
continue to travel by train. Ruth’s decision to stop taking the train shows the depth of meaning
this had for her. Reflecting on her changed life situation this encounter was beyond her
manageability. She could not tolerate it. Dwelling on what she was no longer able to engage
in, she made a deliberate choice to adjust her situation, as though her body was completely
determining her new routine. Travelling to work now required conscious planning. In a critical
way, her being-in-the world was transformed and she was forced to recognise her inherent
vulnerability. Loss of control manifested as Ruth experienced a threat to her lived body and the
fundamental unity between her body and herself was experienced as disrupted. The sense of
inescapability and limitation of freedom is illuminated in Ruth’s story. Using the strategy of

escape, her body would become less visible to others.

Ruth: The Unsafeness of Secondary Care

In another story, Ruth spoke of how dis-ease and disruption surfaced again, this time in a

clinical context. Ruth was transferred to secondary care because of a high pre-pregnancy BMI.

Her story reveals the manifestation of unsafeness of being in secondary care:
I didn’t want to be pregnant anymore. My mental health was deteriorating VERY
rapidly, and | didn’t feel safe. | wanted them to induce me early, but they wouldn’t. |
was being judged for wanting to get the baby out for no reason by my own. They kept
telling me the baby was safer inside, but no one was listening to me. No one listens to
the mum. My baby might be safe but I’'m not. | felt like an incubator. It was absolutely
heart-breaking for me. | had a really funny turn at work one day and came straight to
the hospital. The midwife put the monitors on and said there’s nothing baby related.
She said baby was fine so there’s nothing wrong. But there was something wrong with
me. My heart was going off all over the place. | was in and out of consciousness and my
heart rate dropped right down. There WAS something going on! They left me in a
delivery suite. The consultant came in and he was very dismissive. He wouldn’t even
discuss options of induction. No one cares about the mum. | gave up trying because
there’s no point in asking for help if no one is going to help you. They are the people
who are supposed to help you. The doctors. They’re the ones. It could have gone the
other way and meant | was quite alienated from my baby. Everyone was so focused on
baby that there was the real possibility | would resent her after she was born. | might

not have bonded with her.

Ruth alluded to the many silencings that took place in secondary care that rendered her unable

to communicate her feeling of being unsafe. She described her experiences of inadequate care
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and lack of psychological support which impacted negatively on Ruth’s body and mind
responses to coping. Ruth felt the doctors’ dismissive attitudes undermined the expected
benefits of being in secondary care. For Ruth, the meaning of being looked after by secondary
care related to frequent monitoring and the increased likelihood of being helped, but the
doctors appeared not to be interested. Ruth expected the doctors were there to help her,

commenting “they are the people who are supposed to help you”.

Ruth wanted her concern of feeling unsafe verified; instead, her interactions were fraught with
inattention and a lack of concern for her own wellbeing. Hannah (2014) contended that doctors
are socialised into seeing illness and suffering in particular ways, which creates a distance
between them and the lived experience of their patients. For Hannah, this meant “seeing
people as bundles of symptoms, or data or diagnoses rather than as themselves” (p. 12) which
leads to the emergence of Foucault’s ‘clinical gaze’. Ruth’s body became the subject of the
clinical gaze. It appeared her body became a site of concern for her unborn baby which
intensified her experience of objectification. She felt she was birthing in a system that viewed

her body as a vessel for carrying her unborn child.

Ruth compared her womb to an incubator. With the help of this objectifying terminology, she
visualised her body as an incubator, perhaps revealing that she was distancing herself from her
baby. It was as though the pregnancy was not occurring inside her body but in a separate body
altogether. She described how her importance lessened and she felt she was not significant
enough for the doctors to listen to her. In ‘Pregnant embodiment’, Young (1990) considered
that in pregnancy, because of shifting bodily boundaries between the woman’s body and her
baby, she experiences her body as herself and not herself. Young stated:

The integrity of my body is undermined in pregnancy not only by this externality of the

inside, but also by the fact that the boundaries of my body are themselves in flux. In

pregnancy, | literally do not have a firm sense of where my body ends and the world

begins. (p. 163)

The presence of her baby and the strong medical focus on her baby seemed to devalue the
privileged relation she had to her baby and her own body. Ruth was trying for bodily integrity;
yet her bodily integrity felt violated when her doctors refused to induce her labour. Ruth sought
release from the emotional and bodily pain that pregnant embodiment brought. Her need was
to return to a more easeful pre-pregnant body to minimise disruption in her life. She tried to
be heard as a woman in a situation which made it almost impossible, as from a medical
perspective there was no ‘valid’ reason to induce labour as her baby was safe. She expected to

be helped but her experience was of extreme distress, vulnerability, and disconnection from
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those who were there to help. Ruth felt her decision-making was questioned, her values

judged, her femininity doubted.

In the manifestation of unsafeness, she felt silenced and separate from her surroundings which
brought about a profound experience of ‘unhomelike’ being-in-the-world (Svenaeus, 2011).
This silencing increased her sense of dis-ease, leaving her cut-off from the help she had hoped
for.
The experience of feeling listened to is intrinsically linked to quality of life and evolving
patterns of living and being with others in co-creating meanings, rhythms, and choices

informed by hopes and aspirations. (Kagan, 2008, p. 59)

Feeling unheard created tension in the relationship with her doctors and she spoke of how hurt
surfaced in response to a system which placed the woman’s needs secondary to those of her
baby. Being heard is intrinsic to relationships and Ruth spoke about her hopes that the doctors
could help her. Feeling silenced, for Ruth, meant that others did not understand the
significance of her body returning to a pre-pregnancy state. There was no connectedness with
her doctors, nor did Ruth think the doctors had a shared sense of responsibility for her
wellbeing. Her doctors failed to engage with her entire being. Ruth wanted to express herself
and feel listened to in this dialogical process with her caregivers. She sought non-judgmental
recognition within which she would feel valued and loved. Instead, her experience of not

feeling listened to in this care context was shattering.

Ruth’s story illuminates the way she sought affirmation and reveals her hopes for a significant
affiliation with her caregivers. To be heard and believed was crucial for Ruth’s sense of self and

her connectedness with others.

If our voices are essential aspects of our humanity, to be rendered voiceless is to be
dehumanised or excluded from one’s humanity. And the history of silence is central to

women’s history. (Solnit, 2017, p. 18)

Wendell (1996) claimed that the power of the biomedical model is such that a person’s
subjective descriptions of her bodily experience need the confirmation of medical descriptions
to be accepted as accurate and truthful. The words, “baby is fine, there’s nothing wrong”
invalidated Ruth’s lived bodily experience. According to Wendell, “being told that there is
nothing wrong with you regardless of how acute or debilitating a condition may be can
completely undermine a person’s confidence in her lived experience and relationship to

reality” (p. 123). Ruth sought empathy and looked to her caregivers to connect with her
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emotionally; even to step into her emotional world and walk alongside her. Ruth’s doctors

failed to communicate that they understood the meaning of her lived experience.

Another silencing took place during the monitoring of Ruth’s pregnancy which heightened her
sense of dis-ease in secondary care. A feeling of shame manifested when Ruth made the
decision not to be weighed during pregnancy as she did not want to hear about numbers. Ruth
told her midwife about her decision not to be weighed. Her midwife responded with empathy,
making Ruth’s expression of shame a little easier. However, when Ruth transitioned from
midwifery care to secondary care, her experience changed. She asked not to be weighed but

the doctors insisted on it, as weighing her body would help them monitor her baby’s health.

During this experience, Ruth resisted shame, moving away from it, withdrawing, and staying
silent with her doctors when they asked her to stand on the scales. She gazed at the ceiling,

dutifully doing as she was instructed, retreating into herself:

The doctor insisted on weighing me. | wasn’t happy about it, but they have to do their
job, so | stood there looking at the ceiling [laughs]. I didn’t want to know how much
weight | had put on. | knew | was big. | knew | was not healthy, and | didn’t need the

numbers as well to add to the stigma of it.

Ruth recounted her experience of being told to stand on the scales, in an objectifying manner.
In this story, she noticed the medical narratives which are designed to “rein in the ‘fat’ body
and scrutinise its being-in-the-world” (S. Murray, 2008, p. 213). She was seen as a fat pregnant
‘object’ body that needed to be measured and managed, rather than as a woman who chose
not to be weighed. This (un)caring response confirmed to Ruth that the medical system was
focused on the needs of the baby. Ruth wanted the ability to speak up, to participate. Perhaps,
though, she felt that speaking up might have been considered as speaking out-of-turn, or

possibly she was worried about criticism.

Both accounts revealed Ruth’s deep sense of being-in-dis-ease. The unsafeness of being in
secondary care manifested for Ruth when her concerns were not heard. The needs of the
system were the dominating focus of care, when what mattered most to Ruth was the right to

participation in her care.

Sam: Being Steamrolled

Sam identified as an “overweight lass”. She had been ‘overweight’ for all her life and was
acutely aware of her body weight in her pregnancy. Sam was told to gain no more than 9kg,
recalling weight-focused advice being the focus of conversations in secondary care. Weight was
discussed at every appointment and Sam almost ignored the message because of how much it
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was talked about. Reflecting on her experience of secondary care, she described situations in

which she and her partner felt steamrolled:

I've always been an overweight lass, so I’'m used to being talked to about my weight. |
just shut-off, and when | got pregnant it was the same. They told me | shouldn’t gain
more than 9kg and went on about it at every visit. They always weigh me, but | never
look down at the numbers. Because I’'m a big girl | know what the scales are gonna
say... “one at a time please [laughter]!” Nobody likes to stand on the scales, not even
skinny people. Everybody has got some kind of complex about the numbers. BMI
doesn’t make complete sense to me. | know it’s about how tall | am and how heavy |
am, but it doesn’t really mean anything to me. | want them to talk about me and my
babies, but they never do. It’s all about the numbers on the scales. When | came to my
first appointment, | had barely taken a seat when they mentioned my weight, saying |
was going to need a C-section. | was talked at, they didn’t stop for breath, | was not
involved at all. My partner was there too. He didn’t stand up for me; we were both
steamrolled. After that we decided we are going to take control and | won’t leave the
chair until I'm 100% satisfied | understand what they mean. These are our babies! My
midwife, in contrast, was amazing. She gave me the weight chart early on and she said,
“I’m going to make sure your babies are healthy - I’'m not going to make you hop on the
scales all the time”. The thing is, I’'m confident about who | am. | don’t have a problem
with my weight because I’m the one who controls what | eat. So, if | wasn’t happy with
who | am | would have changed it by now. | love my body and I’m not embarrassed

about being big.

For Sam, this was an appointment about her pregnancy and her and her babies’ health; but,
for her caregivers, it was primarily about her weight and the need for her to have a Caesarean
section. These two factors seemed to put her caregivers ‘in charge’ of what happened to Sam
and her babies. Sam felt talked at and had a sense she was no longer in control of what
happened to her and her babies. Sam’s noticing of dominant medical values initially led to Sam
anxiously and compulsively weighing her body. Revealing her fleeting pre-occupation with
weight early in pregnancy she said, “I'd hop on the scales every morning to see how much

weight I'd put on”.

Sam and her partner were treated as though they were not involved in the decisions of her
pregnancy. It appeared to Sam that secondary care values-based rules were focused on risk.
Upon seeking an explanation for weight gain recommendations, Sam came to understand that

the advice to limit weight gain was due to high pre-pregnancy BMI, the risk of diabetes for the
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babies, and medical concern for her bodily recovery. Sam understood the advice, even
identifying with the ‘problem of overweight’. Yet, there was a sense that, for her, achieving
health was much broader than medicalised re-produced concepts of risk. For Sam, it seemed
that the BMI-focused advice lacked relevance and failed to align with her core needs and

aspirations for health.

Sam also talked of the disharmony between her midwife and doctors in secondary care. For
her, self-efficacy was easier to achieve in midwifery care as opposed to secondary care.
Revealing the inter-professional dissonance, she compared midwifery care with obstetric care.
Sam felt her midwife understood the consequences of BMI-focused messaging on women,
which enhanced Sam’s trusting connection with her midwife. Portraying her midwife as “a
bigger lass”, Sam sensed her midwife identified with Sam’s experience of being ‘overweight’.
She described her midwife’s noticing of ‘something in her face’, which facilitated a deeper
advocacy experience for Sam. There was a connecting with her midwife upon the realisation
that her midwife connected with her on different aspects. Whereas Sam was connected to
doctors through numbers, her relationship with her midwife was on different aspects: aspects

unrelated to just numbers.

Sam’s experience, at first, was of wavering and hesitation as she negotiated her perceived
maternity’s pathologising obsession with weight gain. The experience of steamrolling was
confusing and anxiety provoking. Disappointment and irritation manifested and showed
themselves in resistant moments as Sam became increasingly disconnected from her
caregivers. Sam ‘shut-off’ from her doctors, isolating herself from the chaos happening around
her. This shut-off, and maybe even a splitting from her doctors, may be interpreted as a deep

rejection of the dominance of weight-focused practices and dimensions of medicine.

Yet, later, her experience changed to one of detachment as she came to disregard weight
monitoring because it lacked meaning for her. These discordant relationships were unpleasant
for Sam as it appeared that her doctors were not emotionally attuned to her needs. Sam even
rejected the medical notion that her body was at risk. Her disavowal of medicine’s focus on
weight showed that Sam turned away from medicine’s obsession with fixing and controlling
large maternal bodies. Not feeling respected or involved in decisions about her babies triggered
resistance for Sam. This experience had meaning for her at a deeper level. For Sam, meanings
came-to-be in various ways, in those in-between spaces, where she found herself in relations
with her caregivers. Maternity’s dominant values and practices produced tension for Sam. As

she came to see her interactions as (un)caring she distanced herself from her doctors.
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The following post-reflexion journal entry after my interview with Sam reveals more of
women’s disconnection from numbers, uncovering medicine’s fascination with fat bodies and
associated surveillance tactics, designed to reorient fat bodies to fit in with medicine’s

dominant values:

Before we finished, | asked Sam if there was anything else that she thought | might
have asked her about. With a sudden change of tone and new tenderness in her voice
she said she was so pleased | hadn’t asked her about numbers. She switched her voice
to a different tone, as though she was performing, and her voice was a prop. “Because
I’'m a big girl”, she said, “l know what the scales are going to say - one at a time please”.
She erupted into laughter, inviting me to join her. She seemed to wear her voice as a
costume, perhaps in attempt to help me — her audience on this occasion — accept the
reality of her message. Even though she was laughing, | detected a sadness in her voice;
it was the same sadness I've heard in other women’s voices. Perhaps sadness is
shrouded in shame because being weighed is really a nightmarish situation for women.
| became aware that women wear masks of comedy in maternity, using humour as a
form of cognitive re-appraisal. Comedy was present in so many stories, especially
narratives depicting uncomfortable, alien, environments which push feminine
knowledge with the social and moral discourses on fatness and pull women toward

medicine’s pathologising discourses. Experiences of being pregnant in large bodies are

diverse but a common lived experience is fat as deviant, abject, and pathological.

The phenomena continue to reveal its complexity in my post-reflexive journaling during the

gathering and analysing of women’s experiences.

Following this rupture in the harmony between Sam and her doctors, her perception altered,
and she realised that she had to take control. In these in-between spaces and moments, Sam
experienced a reclaiming of control and enhanced sense of self; a recovering of self-belief and
trusting in her body was unspoken. This restored way of seeing the world gave Sam an
enhanced sense of wellbeing as she reclaimed control over her body and sought an active role
in caring for her babies. Sam’s relationship with her partner helped her to maintain power by
sharing her experience with him; involving him as advocate in an environment where she had
to negotiate relationships and reclaim control. Sharing meant that she received confirmation
from her partner and when the concerns of their experience were confirmed, she felt
strengthened. No longer anxious, Sam’s mood became one of humour and tolerance as she

surrendered to the irresistible force of secondary care.
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Later on, in a different context, Sam found herself in a further situation where a sonographer
believed she was within her rights not to share information about Sam and her babies with
Sam. Sam’s experience reflected an interaction with a sonographer who did not seem
responsive to her need for knowledge. Sam resented knowledge being withheld or controlled.
The sonographer refused to show Sam the chart she was filling out and told her that to see the
chart she would have to ask her doctor. Re-living her encounter with the sonographer, Sam

spoke of her experience of relational turbulence:

When | was having a scan, the situation steamrolled again. | asked to see the chart, but
| was told to ask my doctor. Remembering my last experience, | was not leaving that
bed until | got it. My partner was worried | would have a téte-a-téte with her
[sonographer] but | wasn’t hopping off that bed until | saw it. | want to see, and | want

to understand. I’'m the mother.

The sonographer, for some reason, saw the doctor as having the right to decide who should
see information about Sam and her babies. Sam found herself having to pause and not hop off
the bed until she had the information. Sam’s experience led her to believe that doctors, and
others in secondary care, had a different opinion, so she had to ensure she and her babies were
getting the best care. This story reveals the strategy of reclamation, showing how Sam reclaims
the living present as “a scene for fulfilling and purposive action” (Leder, 2016, p. 169) through
having the courage to confront others in uncomfortable situations. Responding to relational
turbulence, Sam navigated the power differential in these relationships by accessing self-trust
and self-efficacy. Maintaining power was a core priority for Sam; it was her main concern. Her
goal was respectful and equitable relationships with the secondary care team. Sam had a sense
of power that she expressed as a bodily and mental strength to have the right to access

information on her pregnancy.

Sam'’s stories collectively present an interesting insight in the world of pregnancy. When there
are issues such as weight, it would appear that once things are not straightforward there is
almost a transfer of who is in charge of what will happen. In an age of informed choice and
consent, it appears that when there are complications of pregnancy, choice and consent may
not readily live with the woman. This, then, leads the woman to have to act, such as not ‘not
leaving the chair’ or ‘not leaving the bed’ until she is given information and understands. For
Sam, not leaving the chair or the bed was an active reclaiming. It was as though she experienced
the bed and chair as something solid, as objects which provided the space for a reclaiming
action, helping orient her towards her purpose of protecting her body and her babies within.

The furniture perhaps signified support, assisting Sam to regain control of her appointments,

117



easing her sense of distress. Ahmed (2008) examined the concept of being orientated,
exploring what it meant for bodies to be situated in space and time. Ahmed suggested that
bodies take shape as they move through the world directing themselves toward or away from

objects and others:

If we know where we are, when we turn this way or that, then we are oriented. We
have our bearings. We know what to do to get to this place or to that. To be oriented
is also to be oriented toward certain objects, those that help us find our way. These
are the objects we recognize, such that when we face them, we know which way we

are facing. They gather on the ground and also create a ground on which we can gather.

(p. 1)

Sam’s experience was more than a feeling of disorientation or displacement in secondary care.
Sam’s use of metaphors, such as “being steamrolled” and “feeling railroaded”, revealed a deep
dis-ease associated with secondary care which gave a sense of her feeling simultaneously
flattened and yanked in a different direction. It was only through the constricted spatiality of
the clinic that she came to see her lived body as a deviant body. However, her inner knowing
reminded her of the beauty of her body; this memory brought her joy: “I'd like to get photos
taken in my pregnancy and I'd like those photos to be flattering and sexy, showing others how
beautiful pregnancy can be”. Sam had a strong sense of self which enabled her to negotiate

the power differential in the relationships she encountered.

Becoming aware of the power relationships (Lupton, 2012) in secondary care, Sam felt that no
one was listening to her embodied knowing. It seemed to her that her unique understandings
of her body were neither accepted nor valued in secondary care and her doctors’ reluctance to
listen created tension in the relationship. Sam could not embrace authoritative, medical
knowledge without seeking to understand the meaning of such knowledge. Alternatively, Sam
valued the worth of personal knowing related to her pregnancy. She came to the phenomenon
with prior knowledge about her body. She did not deny her knowing as it relates to her body
but used her inner knowing as a basis for learning and decision-making. Sam trusted her
intuition regarding her cognitive and bodily abilities to nurture her babies; she had an
undeniable attachment to her babies. Sam was orientated towards a shared sense of power,
an equal relationality. She was serious about being treated as a moral equal. Her stories
uncovered the significance of her lived body being concretely grounded and present for her.
The objects seemingly anchored her, as though provoking her need to find meaning and re-
connect with herself. Her analytical nature was a resource that she used as a way to stop the

steamroller tactics; helping her make meaning of the challenging experiences.
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Sam’s account illuminates how the particulars of finding oneself in distress become nuanced
and shifts. Being-in-dis-ease in one moment was different to the next and Sam’s lived
experiences were marked by difference and ruptures. For Sam, it would seem that the BMI-
focused approach in maternity was harmful and unproductive. The BMI narrative in maternity
has a high values component and her doctors’ values were in dispute with Sam’s
preunderstandings of a healthy pregnancy. Importantly, her story shows how acts of reclaiming
saw Sam re-mark the boundary for equitable relationships; helping her regain a sense of

authority over her body.

Christina: Maternity Care — Cure or Dis-ease?

The strategy of blended integration (Leder, 2004, 2016) is implicit in this next story. Initially
Christina resisted weight-focused advice and felt ‘tied” because of restrictive guidance. Later,
she described a purposive letting-go of some of her traditional eating patterns to adapt to
western eating as she found herself realising that losing weight would mean a healthier
pregnancy. Christina adopted a strategy of reclamation when her spatiality became constricted
in the alienating context of secondary care, illuminating how she re-harmonised her world,
through positively affirming and thereby reclaiming aspects of dietary advice that might

otherwise seem alien to her.

Pregnant embodiment heightened Christina’s sense of disruption and dis-ease about
bodyweight and appearance. Before pregnancy, Christina was unconcerned about her bodily
appearance. In her former, un-gravid, body she identified as healthy, but in pregnancy she
struggled with the conflicting positions of ‘normal weight and healthy’ and ‘overweight and
diabetic’. Christina sought to understand the meaning of ‘overweight’, as she attempted to

unravel her new ‘overweight’ identity:

I didn’t expect that | will get diabetes because this is for fat people. It’s a little bit of a
worry for me. My family is all in China and | told them | had diabetes. They were
surprised, just like me. My family was so surprised they asked a doctor in China for
advice. Chinese doctors would not suggest | take medicine for diabetes. They say my
blood glucose is standard and can go up to 11 and they think this level is not harmful.
But here my levels can’t exceed 6.7 and they told me Metformin is good. But | am very
uncomfortable about taking medicine. | worry about the side effect on the baby’s
function. | kept asking for reassurance, but the doctor told me medicine is safe, so |
have to listen to him. | don’t tell him about Chinese standards because he is the
professional. This is my first baby and | have no experience, so | will take professional
advice. My family say follow here’s advice as they think that | will be taken care of. But
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I’'m surprised. | still look thin. | feel good. I still look alright, don’t I? | don’t expect that
my size is not good. | don’t even buy a pregnancy dress. | would think I’'m not fat, but

the midwife tells me not to take too much food because of overweight.

Christina noticed the differing approaches to treating diabetes and described the tensions
arising from competing management approaches. Feelings of unease persisted when Christina
began using Metformin in the last trimester of her pregnancy. Reflecting on the eastern
approach to medicine, she explained how pregnant women are discouraged from taking
medication whilst pregnant. Christina transitioned between two belief systems and held
several viewpoints simultaneously, though the different approaches brought about an uneasy
dilemma. Christina’s help-seeking was driven by motivational factors such as dealing with fear
and uncertainty, understanding the nature of the condition, and the approach to diagnosis and
treatment of diabetes. Furthermore, her strong motivation to protect her baby was
manifesting. She shared how cultural connections were significant in her life and helped her
navigate the challenges of receiving care in a western healthcare system. Her meaningful
connections with her family had a powerful impact on how she viewed herself and helped

Christina engender trust in western advice, thus easing her anxiety.

Adhering to traditional values, Christina trusted her family’s recommendation that she should
listen to the advice from her caregivers. In this situation, deciding not to tell her doctor about
the differences she noticed between China and New Zealand, being cooperative rather than
confrontational, held meaning for her. Instead of uncovering her doctor’s treatment rationale
further, Christina’s priority was to preserve harmony in health care interactions. Christina
placed her trust in professional advice, but perhaps she felt obligated to follow the advice
because this was her first baby. Pregnancy was a new experience for her, and it was as though
she felt she had little real knowledge nor the privileged position of having experienced
pregnancy before. Thus, for Christina, embodied knowledge paled in comparison to that of her

doctor: she had to listen to him.

Feelings of dis-ease and anxiety manifested again when Christina’s midwife advised her not to
overeat during pregnancy because she was concerned about her increasing weight. As
Christina did not look ‘overweight’, she was initially reluctant to accept that her weight was
problematic, resisting the messages about ‘overweight’. She intuitively felt her body weight
was normal until she encountered maternity’s watchful and critical gaze. When Christina was
advised to not overeat, she experienced a critical, unanticipated moment. Her experience of
body image and wellbeing was rendered in-flux as she shifted from a familiar to an unfamiliar

embodiment. A feeling of surprise and unexpectedness manifested for Christina. In this in-
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between space, her beliefs and ways of seeing the world became disrupted, as she considered
the possibility that her gravid body was ‘overweight’ and unhealthy. In the philosophical
literature, Dastur (2000) suggested that surprise happens when the event that occurs is an
“impossible possible” (p. 183). Surprise was a sense-making process for Christina. How she felt
in her pregnant body shifted when Christina’s relationship with her midwife brought notions

of risk and uncertainty.

Yet, later, she spoke of how distress turned to delight when she lost weight. Enthusiastic,
motivated, and optimistic intensities were circulating through Christina’s language, were
embodied, and were lived, which, in turn, evoked motivation for change. Christina internalised

the messages regarding her weight. Sharing her experience with calorie restriction, she said:

I’'ve made some big changes. I’'ve been on a very strict diet. | follow the dietitian’s advice
every day and | lost at least 2kg. At first, | feel a bit tied because of the requlations as |
need to check the energy and sugars before | eat anything. But now | command myself
to follow this advice for the rest of my life. | care very much about what | eat. My partner

is healthy now because we eat the same thing. He’s lost weight too.

In feeling surprise, Christina shifted her view of the familiar. As Christina narrated her story, it
facilitated an unfolding process. She reflected on how the experience expanded her horizon,
changing the moment and shedding a different light on the familiar. Thus, elements of
reclamation and escape are shown in Christina’s story. Where her spatiality had been
constricted in the secondary care clinic, her story tells of her doing what is possible to re-

harmonise her world.

We are reminded that we always inhabit the world with others and, as such, space is a shared
construction, deeply influenced by those around us (Leder, 2004). Christina’s story shows how
her dietitian, a sympathetic other, assisted with the process of reclamation. An experience of
‘togetherness’ was produced through Christina’s relationship with her dietitian which radically

expanded her lived space, enabling her to reclaim the present as a scene for decision-making.

The next two stories show how Julie and Jennifer adopted strategies of reclamation. Their
reclamation strategies took different responses when navigating experiences of medical
paternalism in secondary care to claim control and give meaning and richness to their
experience. These stories show how reclaiming embodied wholeness (Leder, 2004) was

challenging in the face of the disciplinary gaze.
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Julie: Knowing Her Body Best
Julie described feelings of shock at uncovering her pregnancy. Recalling her previous

complicated pregnancies, she spoke softly as she recalled the challenges of being pregnant:

| was shocked, absolutely gutted, when | heard about this pregnancy. It was very, very
difficult. Both my previous pregnancies were very different but equally challenging. It’s
been five years since | was last pregnant and now my body has to re-learn everything.
| was huge before | got pregnant. My BMI was almost 50. My specialists are concerned
I will put myself at risk if | gain too much weight. They said it’s going to be risky for me.
They know the stats, but | know my body... | know my body best. | trust my body but it’s
as though they don’t. | would know if something is not right. | just felt dictated to in this
conversation. I’'m getting really distressed about the numbers. It’s psychologically
damaging to focus on BMI because physiologically our bodies are designed to change.
Don’t focus on numbers, focus on anything else. I've talked with a lot of second- and

third-time mums; they all think numbers don’t mean anything.

Doubt enveloped Julie as she prepared for the birth of her baby. Sensing her doctors’ disregard
for her embodied knowing, her initial experience was one of doubt and uncertainty. Julie’s
former confidence in her body was displaced as doubt manifested with intrusive intensities,
modifying her experience and provoking detachment from her caregivers. Julie felt her doctors
did not involve her in discussions about the birth, nor did they trust her intuitive knowing that

her body was capable of birthing normally.

Trusting her body, Julie, at first, relied on deep-rooted embodied knowledge from her previous
pregnancies; her body providing this inner knowing. Julie attempted to make decisions about
this pregnancy and birth, but her bodily knowing seemed to be overlooked and lacked authority
in the conversations with her caregivers. In this maternity context, Julie sensed that medical
knowledge assumed priority and, for her, being in secondary care disrupted her autonomy and
experience of embodiment. Concurring, Bernstein (2011) described bodily doubt as a
disruptive force which can challenge our taken for granted assumptions about the world and,
as such, expose feelings of reality which are vulnerability, existential uncertainty, and
dependency on others. These insights resonate with Carel (2013) who alluded to bodily doubt
as “radically modifying our experience in three ways: loss of continuity, loss of transparency,
and loss of faith in one’s body” (p. 178). For Carel, bodily doubt constitutes a disruptive internal

force which dynamically alters our veer of normality.

Julie felt that her doctors’ intentions were in opposition to her bodily need for control. Distrust
prompted Julie to take steps to reduce her vulnerability and draw from her embodied
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knowledge to engage in a process of re-learning. She shared her account about trusting her
body, saying, “l know my body... | know my body best”. Through interpreting the feelings in her
body, she became aware that her body would intuitively remember what it felt like to be
pregnant and birth. Embodied knowledge is derived from a woman’s perception of her body
and its natural processes (Browner & Press, 1996). The notion of embodied knowledge is
derived from Merleau-Ponty (1962), who referred to it as a ‘knowledge bred of familiarity’.
Thus, embodied knowledge is a type of knowledge where the body knows how to act; the
knowledge seems to be imprinted in one’s body. Cheyney (2008) argued women’s connection
with their embodied ways of knowing can “implicitly challenge the (over)reliance on
technology and hypervaluation of scientific ways of knowing that they believe characterise
more medical approaches to childbirth” (p. 259). It seemed that Julie’s doctors did not take her
judgements about her bodily experiences seriously. She felt that her doctors prioritised
scientific, statistical knowledge as the only legitimate form of knowing. It was as though
medicine would only allow her body to birth normally if the science supported it. Numbers had
dominance in her conversations and, for Julie, such language-discordant conversations lacked
relevance and meaning. Julie found medical language disempowering and spoke of her distress
at hearing about numbers. Julie’s account uncovers how maternity’s focus on the BMI in
pregnancy is ill-placed. Describing the BMI tool as unhelpful, she said, “physiologically our

bodies are designed to change”.

A mood of insignificance manifested when Julie’s doctors seemingly overlooked what was
important to her. In the following narrative, Julie spoke again of the conflicting clinical
perspectives held by her specialist team. Her story shows the opposing views to management

of weight-related risk:

The doctors are keeping on top of my weight which means | don’t have to. I’'m waiting
on them to decide whether a C-section is necessary, and my weight is a factor in their
decision making as being over 120 kilos adds greater risk. My doctors can’t agree
though. One of them said, “let’s just hold off and play it by ear”; whereas another said,
“with your weight, yes, it’s going to be risky and a section will be safer for the baby”.
But the doctor who is reluctant to book me for a C-section is the same doctor who can’t

even find his heartbeat on ultrasound, so | have very little faith in her.

Julie surrendered control to her doctors and described a letting go of responsibility for her
body. On one hand, she wanted to hand over control to her doctor for monitoring her weight;
on the other hand, she did not want to relinquish decision-making about her birth. Through

the act of handing over her body to her doctors, Julie’s embodied experience was of drifting
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apart from the world, from her caregivers. The body is no longer the taken-for-granted seat of
our powers but a distrusted other (Leder, 2016). Julie felt intense pressure to accept the type
of birth deemed safest for her baby; the statistics appeared to mark out a path which was
clearly safer. It was as though she was expected to look at her body through the lens of risk.
Perhaps there was inevitability about relinquishing control in secondary care as Julie
considered holding her own risk would only add to her already sizeable responsibility for her

body.

Following the interaction with her doctors, trust was severed, and a deeper sense of being
disconnected manifested. Julie critically evaluated her doctor’s recommendation that a C-
section was safer. In doing so, she questioned the capabilities of her doctor, as it was the same
doctor who could not find her baby’s heartbeat on ultrasound. In Julie’s view, this doctor was
not a reliable knowledge source and she concluded that the doctor did not have enough
integrity to decide about her pregnancy. Here, her distrust of this doctor evoked a competitive
orientation as she considered the priorities of scientific versus embodied knowing. Julie’s
comment about ‘knowing her body best’ is an example of reclamation as to protect her body
from negative judgement she positively affirmed and thereby reclaimed autonomy, through
her reliance on her embodied ways of knowing. Shared decision-making engenders some
responsibility for those decisions made and this is particularly important when a pregnancy is
already complicated by a challenging history and current risks. Yet, as Julie’s story unfolded, it
appeared that she felt challenged by her lack of involvement in medical discussions. Her
doctors took over decision-making, being directive rather than offering choice, essentially
limiting her reproductive autonomy in undesirable ways. Attempting to negotiate increased
control, in a medicalised and fetocentric context, provoked feelings of discomfort and

disillusionment for Julie.

Julie’s experience was of recurring risk-focused conversations with her obstetric specialists,
conversations that increased her understanding of her doctors’ concerns. Pregnant women
labelled high-risk are more likely to experience negative feelings related to childbirth (Berg,
Lundgren, & Lindmark, 2003). Although these pregnant women require specialist care, they
need to participate in the care process (Berg, 2005). Kukla et al. (2009) argued the importance
of giving women access to births that are both safe and expressive of their autonomy. Julie’s
maternal embodied experiences supported her to challenge the authoritative knowledge of
her doctors (Browner & Press, 1996), using strategies in which she sought other women’s
experiences which enabled her to exert agency in her birthing decisions. Drawing from other’s

embodied knowledge in social networks enabled her to access to legitimate alternative forms
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of knowledge (Cheyney, 2008); in doing so, re-humanising the lifeworld through a strategy of

reclamation (Leder, 2016).

Jennifer: Thickening Her Skin
Jennifer’s story is of bodily uncertainty when she was transferred to secondary care. Feelings
of doubt took on a particular inflection when Jennifer came to realise that she was not having

a ‘normal’ pregnancy:
y

I've always been bigger but this time I’'m at my heaviest. | thought everything was
ticking along quite nicely; thought | was having a normal pregnancy. | knew that | was
looking after myself to benefit my baby. So far, my baby is OK, but it seems that I’'m not
as healthy as | should be. My midwife told me she had no choice but to transfer me to
secondary care. So now, because I’'m a bit heavier, I’'m having to be checked on with
other people as well. It’s upsetting to think that I’'ve been through three other
pregnancies at a similar weight where everything’s been OK, and I’'ve been left alone.
It feels like they are invading on my space. Was this because I’m bigger than | was in
my other pregnancies? I’'m guessing that’s the reason. | felt hurt when | realised, | was
being set apart from other women - normal women having normal pregnancies. My
midwife told me it’s not a nice place. She said to put a thick skin on as they will say
things | don’t want to hear, “they might think you’re not looking after yourself”. | got
so worked-up and frightened before the appointment. It was like going to jail almost. |
felt plunged into the unknown, like | was falling into the mysterious territory of
secondary care. | was really unsure what it meant to go there. | thought they would tell
me I’'ve been silly and that | shouldn’t have done this to myself. | steadied myself,
anticipating a stern telling-off in the corner. | wondered if the staff knew why | was
there. I’'m sure they didn’t, but | had a feeling that maybe this clinic was only for
overweight women. Did they just see me as an overweight person? Would they only see
me as | am now, the weight being a blemish on my character? But it was nothing like |
expected. Really it wasn’t! The doctor made it clear | had to solve the problem of my
big body. | told him my goal weight and he thought | was being very reasonable. When
I heard my BMI being compared to an average person, | knew | had to do something. |
knew I can’t keep doing this to myself. Somehow, I didn’t know | was that big. How did
I even let it get like this? Now I’'m making the right decisions the weight isn’t creeping

on as much as | thought it would! I’'m glad | was told to be smart and clever.

Jennifer’s BMI was more than 40kg/m? at her first antenatal appointment. It was through the
experience of being pregnant that she came to realise the meaning of a high BMI and the
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implications of this measurement for her health. Jennifer described her experience of “all the
goings-on” and the increased surveillance throughout antenatal care because she started this
pregnancy a little heavier. Jennifer’s experience of lived space in maternity was changed by
being a little more ‘overweight’ than her previous pregnancies. Schumacher (2010) noted we
are not usually conscious of lived space; however, it is the space that affects our feelings. The
space in which Jennifer found herself affected how she felt about her body, a sense of threat
and intrusion manifested when the sacredness of pregnancy was not protected. The
celebration and joy of pregnancy she expected was taken away and replaced with the burden
of increased contact with multiple caregivers. For Jennifer, being passed on to secondary care

came with an element of sickness and dis-ease.

The discord in this story points to conflict and resentment at the involvement of multiple
caregivers in her pregnancy, leading to Jennifer feeling overwhelmed by the others involved in
her care. At the beginning of her pregnancy, she intuitively felt healthy, saying, “I knew that |
was looking after myself to benefit my baby”. Yet, through her experience of lived space in
maternity, she came to see that she was not a person who was having a healthy pregnancy:
“So far my baby is OK, but it seems that I’'m not as healthy as | should be”. Jennifer talked of
how her pregnancy was ticking along, making the positive sense explicit, adding “quite nicely”
to emphasise her sense of comfort with her body. Being transferred to secondary care was
almost comparable with being sent to jail, emphasising the constraints on her freedoms and
the giving-up of independence. Suddenly her thoughts became tangled, her body tense, her
senses on alert. In her story, she reflected experiences of disbelief, powerlessness, and
uncertainty, struggling with the reality of being unhealthy. Being sent to secondary care felt

extraordinary, seemingly shattering her worldview.

Jennifer experienced negative emotions related to her transfer of care and she expressed
feeling separated and alienated from other women, recalling how much disappointment she
felt from being pulled-away from healthy pregnant women of a normal weight. This is
confirmed by I. M. Young (1990), who alluded to the tendency of medical conceptualisation to
treat pregnancy as a disease producing alienation for the pregnant woman. It is possible that
the midwife’s depiction of the clinic provoked how alienation manifested for Jennifer,

heightening Jennifer’s concerns that secondary care was an unsafe place.

Jennifer found the surveillance of her body disturbing. The intimate space of her body was
invaded by unexpected others, putting her in a protective position, as though protecting the
space immediately around would protect her body from hurt. She appeared to initially adopt

a defensive position, wondering at others’ intentions. Jennifer was told to thicken her skin — it
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was as though Jennifer felt the world with thin skin which would not protect her there. She
came to see that a thicker skin or defensive layer would help her withstand the criticism and
insults that would likely come. Listening to her midwife’s advice, Jennifer’s skin thickened in
this shared space as though it was a way of projecting a particular version of herself—a stronger
and more invulnerable self—to the world. In Jennifer’s account, the medical discourse of
obesity resonated with her. Her body was the object of the critical gaze under which Jennifer
accepted her deviant identity and the risky status of her body. Under this gaze, her body
softened, conforming, as she became open to new ways of being and found herself aligning
with the perspectives of her doctor and midwife; her experience becoming one of positive

interaction.

The poem that follows illuminates how thickening the skin can keep the outside out, capturing
my own reflections about Jennifer’s experience of lived space in secondary care. It reflects how
Jennifer used the strategies of escape, then reclamation (Leder, 2004, 2016), to harmonise her
world. In doing so, the complexity associated with elucidating the grey and the showing of the
endlessly deferred possibilities is uncovered (Vagle, 2014, 2018). The goal of post-intentional
phenomenological analysis is to elucidate the productions, provocations, and shapes rather
than trying to centre meaning. Jennifer’s story shows that meanings are not fixed nor stable;
rather they are continually being re-shaped. In this way, “..the intentional ‘findings’ of
phenomenological research are de-centred as multiple, produced, provoked, partial and

endlessly deferred” (Vagle, 2018, p. 132).

Keeping the outside out

She says, thicken up your skin.
How | need to grow it tough,

to keep the outside out.

They need to keep checking on me.

Breathe.
Keep the outside out.

She says, | will hear things | don’t want to hear.
How my skin wraps around me tighter and tighter,
in this not-nice place.

They think I'm not looking after me.

Breathe.
Keep the outside out.

She says, it’s not personal.

How I sit there, keeping the outside out.
Miles away | say, this is my goal.

They think I'm being reasonable.
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Breathe.
Let the outside in.

She doesn’t know how it got this way.
How the weight creep is now not so much,
now I’'m making the right decisions.

They are happy. | am happy,

with me.

Let the outside in.

Recently, women’s experiences of hospitalisation in pregnancy have been likened to being in
carceral spaces (Lomax, 2019). In this study, being under intense scrutiny in secondary care
contexts provoked an experience of feeling like prisoners through having little control in
confinement. Similarly, Jennifer’'s story shows concepts of ‘doing time’, revealing how
secondary care resembled a form of a carceral space. van Manen (2016) described the
existential lived space as the space we exist in, or which encapsulates us, affecting how we feel
and act in the world. In the lived space of secondary care, Jennifer was unable to move freely

through space without feeling controlled, observed, and watched.

In his phenomenological analysis of how “imprisonment constricts, disrupts, and fragments
lived time and space, and one’s experience of embodiment”, Leder (2016, p. 9) showed how
individuals construct strategies of response. While the lived space in secondary care provoked
the need to hide or escape, Jennifer’s response changed when it was nothing like she expected.
It was possible that her reasonability, that is, her responsiveness to solving the problem of her
big body, seemed to protect Jennifer in this space. Being-in-dis-ease, Jennifer committed to
working with others through sharing her goal weight, essentially retaining some freedom and
responsibility that Leder (2016) referred to the “ability to respond” (p. 9). It was possible that
her response reflected reclamation as she worked with her caregivers in a positive way,
harmonising her world. Jennifer, perhaps, started by reclaiming the present, asserting bodily
authority through making a decision to manage her weight. Happy, that in the present she was
discovering the joy of being able to stop the weight, “creeping on as much”. Jennifer found a
way to turn the medical gaze, which was potentially alienating and disempowering, into a

source of personal power.

Jennifer thickened her skin to keep the outside out yet later let the outside in. This story
elucidates the grey (Vagle, 2014, 2018), revealing the possibilities of what is happening in the
in-between. It provides a further example of how some women are not passive but active
agents — retaining freedom to respond creatively in restrictive maternity care contexts. One of

the possible things that may be happening here, is what Leder (2016) described as “a careful
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division and manipulation of space, time and movement creates docile bodies of its
inhabitants, minimising their resistance while maximising their utility” (165). It is as though
Jennifer had been conditioned to take on the advice; yet, she experienced this as her own

triumph, even glad that she had attained more self-mastery (Leder, 2016).

From within Julie’s and Jennifer’s stories, it appeared that their sense of certainty and
confidence in their bodies was disrupted in secondary care contexts. Another dimension in
these women'’s stories was that they felt their bodies could not do what they were required to
do, such that a low-intervention pregnancy and birth was entirely out with their bodily
competence. | show that women’s interactions with secondary care, in many instances,
diminished bodily certainty. These women’s bodies were, at times, exposed and rendered
passive and compliant, as explicitly described by Jennifer. Yet, concurrently, these women

moved to a place of positive acceptance and change.

Chapter Summary

In this chapter, women shared stories of complex experiences often filled with ambiguity and
paradox. Findings reveal what it is to be in a distressed body. Though women had a heightened
awareness of their bodies, in many cases they no longer felt at home in their bodies. For some
women, the maternity system produced disruption, moving women towards being-in-disease.
In this state, there was a search for legitimacy which implied a re-evaluation of the relationship
between their identity and sense of self. Being under watchful surveillance appeared to
displace women, pulling them apart from others and self. Furthermore, these accounts draw
attention to the increased and extensive medicalisation and pathologising of maternal bodies.
Contemporary maternity contexts have the power to distinguish between healthy and
pathological maternal bodies, negatively impacting women’s experience of wellbeing. Thus,
the experience of women concerning the ‘overweight’ maternal body as ill and needing to be
managed, can shed new light on taken-for-granted aspects of maternity care. This chapter
showed how women, living through disruption and in-dis-ease, used strategies of escape and
reclamation or a fusion of both. A synthesis of the tentative manifestations is provided in the

next chapter.
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CHAPTER NINE: SYNTHESIS OF THE TENTATIVE MANIFESTATIONS

Putting phenomenology into play, or interplay, with politically oriented theories and
methodologies (Vagle, 2014, 2018) created an opening for me to think differently about
women’s strategies of response in clinical and social contexts. This inquiry has been shaped by
I. M. Young’s (1980, 1990) theorising on pregnant embodiment, Antonovsky’s (1979) model of
salutogenesis, and Leder’s (2016) insights on distressed embodiment. As | moved through this
inquiry, | later turned to Leder’s carceral theorising, namely the strategies of escape,
reclamation, and blended integration, to understand what was happening for women who
experienced maternity care and health promotion in biomedical contexts. The findings
articulate the meaning of being in diverse maternal bodies in complex contexts, in a way that
have not previously been explored. The dialogic possibilities (Vagle, 2014, 2018) expose ‘the
grey’ of the women'’s lived experiences, revealing the complexities involved for maternity care
professionals in meeting women’s holistic health needs. While it may be perceived as surprising
that theories from prison phenomenology have come to bear in this study, it iluminates how
some women experienced aspects of maternity care as something akin to structural oppression
and dehumanising treatment often experienced in the prison lifeworld, and points to how
restrictive care contexts provoked and produced a variety of strategies which enabled women

to re-harmonise a disordered world.

There are connections between the tentative manifestation chapters as this study makes
visible the stories and experiences of the women, in all of their diversity. While the chapters
were structured to reflect the tentative manifestations uncovered, the crafted stories often
related to more than one theme. Glimpses of disruption, disconnection, comfort, and
connectedness are evident in each of the tentative manifestation chapters, illuminating how
women’s experiences of ease and dis-ease were not fixed but continually on the move as they

interacted with others in clinical and social contexts.

The stories uncovered how women accessed resources from multiple levels which anchored
women to familiar meanings and ways of being-in-the-world. Salutary rich contexts and
situations helped women connect intentionally and more meaningfully with self, others, and
things in the world. When women experienced empathetic care, they considered this a salutary
factor, or that it had salutary benefits. The experience of feeling strengthened was achieved
through meaning connections with others, and from experiencing a deep connection to
cultural understandings and embodied knowledge. Thus, women experienced a sense of ease

with their decision-making and behaviours. These women achieved more control over their
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bodies through self-expression and self-determination. It appeared that, for these women,
their resistance to dominant ideologies was possibly linked to a desire to change the focus on
maternity’s rejection of large bodies to narratives towards acceptance of diverse bodies. Their
stories perhaps demonstrate how women were seeking more harmonising experiences and
embodied ways of seeing the world, pointing to the use of reclamation strategies by women.
Person-centred care, which engaged with women’s emotional and value systems, enabled
women to create health. Further, relational richness with maternity health professionals was
revealed as being a critical enabler of wellbeing in maternity contexts, demonstrating the
importance of quality of relationships to wellbeing. The counter narratives produced by

women took on particular importance, helping restore their orientation to the world.

Many women’s stories pointed to disruptive care experiences. In (un)caring contexts, women
came to see their bodies as ‘problem’ and ‘risky’ bodies. Pregnancy care was pre-occupied with
surveillance of bodies and was exclusively focused on women'’s clinical features, rather than
social features and influences on health (including poverty, childhood experience, and
environments) which present risk factors for ill health. The risk-focused approaches and ideals
in secondary care contexts appeared to encourage conformity to the medicalised care
processes. In these contexts, maternal health promotion was received by women in a climate
of risk. Under maternity’s critical gaze, these women appeared to take-up the risk-narratives
surrounding body weight and health. For women who experienced medicalised care processes
and pathological medical discourses, interactions with caregivers were experienced as
detrimental to their autonomy and expression of choice. In these situations, women described
being minimalised in their own care. Dis-ease and distress manifested for these women and

they used strategies of escape to cope with their disordered worlds.

Some women fluctuated between having a healthy body experience and a felt sense that they
were transitioning to a ‘body-at-risk’. These women experienced uncertainty and ambiguity
before finding a deeper experience of bodily agency. Amidst disruption, these women
appeared to reject medicine’s view of the body, instead privileging feminine, cultural, and
spiritual ways of being. Women were active at producing a change in disempowering narratives
to regain order and achieve harmony and wellness. These women’s stories pointed to an active
resistance to the deficits-focused health promotion model in maternity. Disconnecting from
BMlI-focused advice, women were reoriented towards a health promoting paradigm and used
reclamation strategies to normalise diverse maternal bodies and situations. Women did not

appear to consider their bodies were at risk. Rather, these women appeared to privilege their
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bodies in their unique social contexts, valuing the influence of salutary factors which helped

them re-connect with their values and beliefs.

Women sought care which promoted empowerment and wellbeing; desiring control over how
their bodies were weighed, measured, and managed. Care which respected feminine bodily
knowledge, experiences, and dynamic ways of being-in-and-moving-through the world was
essential to achieving wellbeing. Women in this study sought harmonising interactions and
empathetic care which reflected their values, social contexts, and clinical needs. Though
women were being cared for in medicalised maternity contexts, women sought normalising
care experiences and described the importance of caring interactions which validated their
embodied knowledge and shared women’s celebration of transitioning to motherhood.
Women hoped for possibilities for understanding and empathetic care, in which autonomy,
decision-making, and choice remains with the woman. For women, health was not only

biomedical: wellness was not framed by biomedical understandings of health.

Findings identify the need for maternity carers to understand how women’s experiences of
pregnancy differ from caregivers’ understanding of health. Women’s stories expand our
understanding of factors which produce and provoke salutary connectedness and its
associated experience of feeling renewed and empowered for women, which go far beyond
medical and public health understandings of ‘healthy’ bodies and ‘healthy’ lifestyle change.
Furthermore, findings call into question the use of pathogenesis to frame maternity services
and challenge the relevance and effectiveness of deficits-based health promotion models.
These chapters (6-8) draw attention to the extensive medicalisation and pathologising of
maternal bodies and provide the basis for a critique of health promotion and the policy agenda

which need to personalise maternity care and avoid problematising this group of women.

The discussion chapter, which follows, shows that exploring women’s experiences through
post-intentional phenomenological approaches has provided rich interpretation with a post-
intentional emphasis. Recommendations are outlined that consider the implications of health
policy and health promotion practice based on women’s embodied experience as not fixed,

but as fluid and always in motion.
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CHAPTER TEN: DISCUSSION

This chapter draws together the preceding work of the thesis to formulate a response to the
research question and aims which were outlined in chapter one. This important research
reveals a new understanding of maternal health promotion, grounded in women’s experiences,
that is reflective of more inspiring, holistic approaches to health promotion practice. The
discussion is framed around the most prominent threads from the findings; in particular, two
contexts are highlighted: health policy and maternal health promotion practice. Each strand is
discussed, revealing how these powerful contexts produced and provoked diverse women’s
disrupted experiences of being labelled as clinically ‘overweight’ and ‘obese’ in pregnancy. The
chapter offers recommendations for policy, advocacy, practice, education, research, and
service provision which hold promise for shifting the conditions that secure the current model
of service provision in place. Finally, a summary of the thesis contribution to knowledge is

provided.

The Research Problem this Study Answered

In this study, of women’s maternal body experiences, the primary post-intentional research
guestion was: What are the experiences of ethnically diverse maternal women labelled as
‘overweight’ and ‘obese’? The secondary research questions focused on how the various
contextual aspects of the study, such as political, cultural and care contexts; gender; and
women’s individual social, cultural, and personal factors, produced and provoked the
phenomenon. These subsidiary questions became the lens through which the data were
considered, enabling a much deeper exploration of the appropriateness of service provision

and maternal health promotion.

At the beginning of this study, my preunderstandings were grounded in medicalised
understandings of health, which influenced my early methodological decisions. A turning point
came when | embraced a more intentional move towards post-intentional phenomenology.
Vagle’s (2014, 2018) post-intentional phenomenological theory influenced me to go beyond
individual lived experiences and lift my focus to the politicised nature of individualised health
policy and contemporary maternal health promotion. The spaces and places where care was
delivered, as well as the broader political public health context, were integral to this lived-

experiences study.

Women'’s narratives helped me more deeply understand the philosophical complexities related

to public health messaging and the resulting impact on furthering the moralisation of women'’s
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lifestyles. As discussed in the tentative manifestations chapters, preliminary analysis revealed
that multiple world views existed; yet, a single dominant western worldview prevails in
maternity. Thus, this study became less about the messaging and more on women’s
experiences of the packaging of messages in the maternity care context, and the meaning for
women in the context of their social and cultural lives. Given my decision to delve deeper into
exploring the phenomenon from a social contexts perspective, | then had to move further away
from biomedical framings of the research questions to explore salutary influences on health—
shifting from deficits-focused thinking to strengths-based concepts. | recognised this as a more
powerful guide to research because it was informed by women’s influences and possibly
unspoken urgings. Thus, in becoming increasingly concerned about the appropriateness of
public health approaches from a moral and ethical standpoint, | did not want to fuel further
moralisation of this approach to health promotion. | was concerned about the tensions created

for the individual liberty of women within a biomedical care context.

llluminating the Findings Within the Literature

The majority of the literature appears to be underpinned by a biomedical focus and findings in
this study support the dominant themes that were identified in previous research; namely,
medical problematising of higher weight maternal bodies, navigating weight-related
conversations and maternal anxieties, and negative impacts on mental wellbeing. Much of the
research highlighted in the literature review (chapter two), relates to medical problematising
of large maternal bodies and points to how women feel unprepared for weight being framed

as a pregnancy health issue (Parker, 2017). | single out Parker’s (2017) study because,

Participants speculated whether the processes of medicalisation to which their
pregnancies were subjected was based more on generalised medical anxiety about
fatness than an accurate assessment of their individual risk and as such, wondered

whether medical management caused more harm than good. (Parker, 2017, p. 28)

Similar to Parker’s findings, in the present study women'’s stories revealed that weight-focused
conversations lacked meaning and relevance for them. This finding is consistent with that of
Jones and Jomeen (2017), who found that many women with larger maternal bodies appeared
to be dissatisfied with weight management approaches. These authors reported a lack of
transparency concerning weight and that women were acutely aware of the problematisation

of their pregnant bodies, leaving women feeling dissatisfied and disenfranchised.

Furthermore, findings from the present study showed that the majority of women emphasised
the challenges of managing gestational weight given physiological changes. This finding

supports the work of other studies, including Jarvie (2017), which found that weight
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recommendations are unrealistic and create stress for women. Women were concerned about
being perceived as irresponsible, deficient mothers. Many women did not make changes to
food, shopping, cooking, and eating habits despite receiving current government guidance on
healthy eating in pregnancy. Women were cognisant of the challenges surrounding weight

management in pregnancy, particularly given the strong influences of culture and contexts.

Findings in the present study are not consistent with those of Lavender and Smith (2016) or J.
Spencer and Mcintosh (2016) who contended that women are receptive to lifestyle change
interventions and that increased nutritional knowledge acquired during pregnancy enabled
women to change behaviour. The current findings show that while some women made a
lifestyle change, where experiences of empathetic care and togetherness with others was
evident, it was clear that behaviour change was not always a valid goal. Of more significance is
the fact that paternalistic approaches to promoting ‘healthy’ weight gain revealed disruptive
impacts for women. An issue that was not addressed in these studies was the influence of
contexts (i.e., historical, childhood, social, cultural). Employing a post-intentional study design
offered a broader scope than other studies, given its specific focus on uncovering how contexts
produce and provoke women’s experiences. The inclusion of ethnically diverse women in the

present study enabled a deeper uncovering of cultural contextual influences.

While past studies have examined the challenges related to behaviour change, none, to my
knowledge, have considered women’s experiences and understandings of health-creating
factors. The literature makes little to no reference to salutogenesis as a source of inspiration
for maternal health promotion approaches. What is clear from the majority of studies
regarding women and maternal body weight is that they are situated within a model which
seeks to link to a pathogenic focus. Research into women’s experiences of being in ‘problem’
bodies rarely explores this issue through a salutary lens. The findings from the present
investigation are significant in at least two major respects. First, the findings show that
maternity is exercising authority over what are the concepts of health and the ideal pregnant
body weights for women of all cultures. In doing so, maternity practice represents paternalistic,
disciplinary control over gravid bodies. Second, the current model of maternal health
promotion is focused strongly on pathogenesis and it is concerning that there is minimal
evidence of the application of salutogenesis in maternity settings. Present study findings add
to current understandings and go some way to uncover the cultural and social needs of
maternal women and how a culturally responsive maternity care pathway can be re-
envisioned. In summary, these research findings support some of what has already been

published while extending the discussion towards producing policy change in public health. It
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is timely to critique the political drivers of public health policy and educational approaches to

promoting maternal health.

The findings of this study clearly show that many women did not experience weight-focused
messaging as meaningful nor tailored to their unique social, cultural, and even medical
contexts. A case in point, women’s accounts revealed that their holistic health and wellbeing
aspirations were unmet in maternity care contexts. This finding resonates with other studies
that show, in biomedical care contexts, the focus is on fetal wellbeing rather than a holistic
focus on health (Furber et al., 2013; Nyman et al., 2010). In the present study, maternity
adopted a paternalistic, ethnocentric, and fetocentric focus, and pushed mainstream
narratives about the harms of high BMI. Women with high weight were viewed as ‘high risk’
and experienced significant bodily, emotional, social, and cultural disruptions as a result of

health policy, gestational weight gain guidance, and maternity care practice.

In the biomedical model, the majority of women in this study did not experience personalised,
holistic, caring relationships in which they were seen as partners in care. Care was often
exclusively focused on clinical features, namely their weight, other than social understandings
and social concepts of risk. Negative social ideals and risk-focused narratives in maternity
produced negative experiences, and a mood of being-in-flux was evident for women in this
study. Under maternity’s watchful gaze, some women made a shift from normalising their
bodies to internalising and perpetuating biomedical narratives. This finding is consistent with
Parker’s (2017) study which challenged the accepted logic that “excess weight is harmful, and
that they will respond unproblematically to weight related advice and interventions by

adopting the recommended behaviour changes” (pp. 29-30).

In antenatal contexts, women saw their bodies as ‘problem’ bodies. Being marginalised in care
interactions provoked experiences of dis-ease and distress. Women's experiences of (un)caring
behaviours highlight a disconnection from their own understandings of body, alienating them
from their feminine and cultural knowledges and disrupting the meaningful relationship
between their bodies and the world. Thus, being cared for in medicalised maternity contexts
provoked alternative understandings for some women as they came to see their bodies as ‘at
risk’. Even though women experienced maternity care as tumultuous, particularly in secondary
care contexts, some women disagreed with how maternity concerns were prioritised and were
active in producing a change to regain order and harmony. These women appeared to
disconnect from weight-focused messaging to return to more familiar cultural and familial
narratives. Rather than taking-up the biomedical understandings of health, they privileged

salutary understandings in which they re-connected with their emotional and embodied
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experiences. These women’s narratives draw attention to the relationship between embodied
experiences and wellbeing. Reliance on embodied, feminine, cultural, and spiritual ways of
being, helped women find meaning in harmonising and normalising social and cultural
contexts, or even values-based care contexts. In such contexts, they experienced factors which
enabled increased health and wellbeing, and aligned with their social and cultural

understandings of health.

Further, women were active in restructuring power dynamics with maternity care professions
to minimise emotional harm. The spiritual realities of women were inextricable from their
physical realities. Therefore, broader narratives were vital to the telling of lived experiences;
hence, the importance and value of listening to and acknowledging multiple narratives rather
than a single truth. These findings support the idea that women were active in adjusting and
mobilising their internal resources to find meaning, and are in agreement with findings from
other studies (Jarvie, 2017; Keely et al., 2017) which showed that women employed
neutralisation strategies to defend and normalise the issue of weight. Similarly, findings from
the present study demonstrated that women countered medical narratives and neutralised the
threat of the risk messaging to minimise the disruption of weight management approaches in
their lives. In doing so, women were active in reclaiming their unique understandings of the

body and health.

The present study foregrounds the significance of receiving care in medicalised care contexts
in which medicalised risk-narratives dominate care experiences. Findings indicate that risk-
narratives surrounding body size and health in maternity contexts exacerbate a distrust for
female physiology. Moreover, findings raise complexities about women'’s lack of jurisdiction
over their maternal bodies and right to reject maternity’s pathologising of bodies labelled as
‘overweight’ and ‘obese’ in pregnancy—themes which have been highlighted in other studies
(Dahlen, Jackson, & Stevens, 2011; Dannaway & Dietz, 2014; Mander & Melender, 2009). The
picture that emerges from the interpretation of the data is one of women being focused on
holistic health dimensions, which seems intrinsic to maternal wellbeing. What is striking, is that
maternity’s model of care is focused on physical health. It has gone relatively unacknowledged
that this represents a practice concern which creates a tension for women who contest and
counter maternity’s dominant focus on biomedical understandings of health. In light of these
findings, | argue that the fetocentric, individually oriented, decontextualised approaches have
led to contemporary maternal health promotion practices which are not person-centred or
reflective of individual’s situations, social context, and experiences. Findings call into question

the relevance and efficacy of siloed problem-based approaches to maternal health promotion
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which the system is funded to deliver. If current practice continues to remain unchallenged,
there will be greater acceptance of these normalised approaches to weight management

during pregnancy.

The Change that is Provoked and Produced Through this Study

Post-intentional phenomenological approaches for midwifery research can provoke and
produce social change, as Vagle (2018) purported, and may even influence health system
change. The voices of women presented in these pages challenge maternity to rethink how
wellbeing is defined. While wellbeing is not for the system to define, maternity care
professionals should be facilitating and supporting initiatives that deliver against the indicators
of wellbeing, including identity, purpose, belonging, and social connectedness (T. Cassidy,
personal communication, December 12, 2020). Thus, system change is not only about creating
better services, but rather maternity care professionals also creating dialogues that influence
new understandings, engaging with maternal health promotion from people-focused

perspectives. Where maternity care recognises mutuality, health is restored.

My exploration of the topic concludes that system change is needed to promote the
normalisation of diverse maternal bodies so that people-centred outcomes are prioritised in
maternity. There is an urgent need to fundamentally alter the structures and behaviours that
produce automated, paternalistic, coercive, and (un)caring ways of being towards women.
Approaches which are reflective of women’s situations, values, and worldviews and system
change are needed to reorient public health and health promotion to provide more integrated

responses to ethnically diverse women.

This study provokes a rethink in how science and risk is communicated in pregnancy. The
current focus is on communicating the harms and consequences of ‘obesity’ rather than the
social factors leading to ‘obesity’. While it is not the intention to generalise from the present
study, it is possible that contemporary approaches to maternal health promotion are provoking
tense disruption, affecting emotional and mental wellbeing, as well as destabilising cultural
understandings of health and the body through its individualised blaming processes. Findings
show that some women contested these contemporary approaches at the interface of science

and policy, and a case for the re-envisioning of maternal health promotion is warranted.

Findings can be put into a broader picture of something meaningful to midwifery. Practice
shifts are urgently needed to realign care to focus on indigenous perspectives, models, and
actions to promote health. A feminist model of maternal health promotion which takes account

of indigenous values, beliefs, and embodied knowledge is proposed to create a system change
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in maternity to reduce unintended consequences for women in larger maternal bodies cross-
cultures. In midwifery research, there is a strong need for post-intentional approaches which
consider larger cultural and historical contexts and societal structures beyond individuals’
experiences. It is my hope that women’s narratives can inform future policy making processes

to promote the normalisation of diverse bodies and experiences in maternity service provision.

The Problems with Health Policy

Neoliberal obesity prevention policies are directly contributing to the over-reliance of weight-
focused approaches in pregnancy (Parker & Pausé, 2018b). How women experience pregnancy
care is a reflection of these “neoliberal, healthist, biomedical perspective that undergirds the
lifestyle-focused health policy” (J. Brady & Beausoleil, 2017, p. 630). Furthermore, weight
management guidance illustrates neoliberal values with emphases for women on “monitoring
their own weight gain at regular periods during pregnancy” (Ministry of Health, 2014, p. 5). In
the present study, women were encouraged to self-monitor, and were subjected to routine
weighing during antenatal care. Yet, even though no hospital-level policy directive for the
routine weighing of women with a BMI <40 kg/m? existed, medical dominance and neoliberal
approaches prevailed. Findings from this study expose the erroneous emphasis on frequent
weighing as part of hospital-based antenatal care for all women, regardless of body size. The
tensions between women and maternity care professionals are explicit in women'’s stories, and
women sought meaningful connections over technocratic approaches to managing their
bodies. Thus, contemporary health system values are eroding what should be core values of
maternity—wellbeing focused, individualised, person-centred care—and further medicalising
pregnancy care practices. It is important to critically examine the effects of neoliberal policies,

and how contemporary health promotion might compromise care.

Neoliberalist policy approaches are inextricably linked to medical paternalism in maternity
care. According to Sandall et al. (2009), medical dominance presents a challenge for maternal
autonomy and a barrier to equitable maternal health. As medical sociologist Eliot Freidson
(1970) famously argued, medical dominance can be defined as the way in which maternity care
professionals exercise autonomy over their individual work and collective practice. The concept
of medical dominance in maternity care can be extended further to reflect the practice of
pregnancy weight surveillance, which is an example of routine, unevidenced, and culturally
insensitive practice deeply embedded in contemporary maternity care. Women’s stories
uncovered their beliefs that weight surveillance and BMI measurements were not meaningful

components of pregnancy care. Consequently, women were involved in strategies of escape
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and reclamation, with many women intentionally resisting patriarchal ideologies surrounding

medicalised weight management approaches.

Even when women held competing understandings, many seemingly complied with the
weight-focused advice and medical understandings of body weight because maternal
responsibilisation was such a powerful force. Similarly, findings from Parker and Pausé’s
(2018a) study show how women were oppressed by the dominant, medicalised narratives, and
involved in strategies of negotiation and resistances. These authors argued it is important to

explore fat pregnant people’s:

attempts to resist the problematisation of their bodies as a pathway to the production
of counter knowledge on pregnancy fatness that offers new (and less oppressive)
meanings and possibilities for fat pregnant embodiment and subjectivity. (Parker &

Pausé, 2018a, p. 2)

Medicalised narratives and maternity practices contributed to women having experiences of
de-humanised care which were bereft of recognition and respect for autonomy. The
biomedical and patriarchal approach to care changed the relationship women had with their
bodies, as well as altering how women relate to others in maternity. In the present study, |
explored the meaning of women’s experiences of regular microaggressions, for instance the
brief and frequent communications that relayed negative and harmful messaging. The
ambiguous nature of microaggressions meant women were left wondering whether or not
their maternity care professional was stigmatising them. For example, Jennifer’s story of
thickening her skin before care interactions reinforced her experience of being infantilised, as
caregivers adopted moralistic attitudes to her—provoking her understanding of her body as
deviant and defective. In sharing her story, Jennifer talked of the increased interference by
other people, simply because her body was bigger in this pregnancy. Resultingly, the
experience of negative liberty created intense disruption for Jennifer. While she sought
freedom to govern her own body in a way that resonated with her understandings of pregnancy
health, she was not afforded this freedom. According to De Marneffe (2006), paternalistic
practices infantilise competent individuals, thereby positioning them as lacking competence to
decide on what health and wellbeing mean to them. Given how the deleterious effects of
paternalistic practices overlook respect for autonomy, Bellefleur and Keeling (2018) proposed
it is unjustified to continue using these approaches. Attention should focus on reconciling

health policy with respect for autonomy.
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Other women, such as Sam, produced alternative, feminine narratives in which they described
their bodies as capable and healthy even though maternity positioned their bodies as high risk.
Sam spoke of how her individual preferences to not be weighed were not listened to and
described the hostile care context. Sam’s experience could be considered as hostility towards
gender. In an act of counter-resistance, Sam shared her story about how photography might
represent her beautiful pregnant body; thereby reinforcing understandings of pregnancy as
beyond the physical body and broadening the meaning of pregnancy as a holistic life-stage
(Parker & Pausé, 2018a). Similar to Parry’s (2008) study, which showed that women resisted
medicalisation of pregnancy and childbirth, women in the present study contested the
dominant medical narratives. These women resisted the over-reliance on medicalisation by not
standing on the scales and rejecting advice that their ‘overweight’ bodies were in need of fixing.
As an illustration, Julie’s story showed that when she was confronted with risk-narratives
within medicalised secondary care contexts, her embodied knowledge was pushed to the
periphery. Even though she knew her body best, her control and expertise over her own body
and pregnancy went unacknowledged given the power differentials produced through

neoliberal health policies and biomedical practices.

Medicalised narratives appeared to provoke tension with women’s understandings of the
causes of ‘obesity’. Some women alluded to how medicalised health narratives represented a
cover-up of the causes of ‘obesity’, offering counter-understandings which identified
connections between complex contexts and ‘obesity’, rather than the narrative that individual
choice was driving ‘obesity’ rates. Nina and Ruth’s stories point to the influences of poverty
and environmental contexts as contributing to their eating habits in childhood. Findings are
significant in that they point to differences in ethnically diverse women’s meaning of these
narratives. Some first-generation Pacific women did not view pregnancy and the body through
westernised biomedical ideals. It appeared that mainstream maternity procedures and
protocols, particularly surrounding the measurement of BMI, seemed to hold little meaning for
these women. Instead, these women privileged cultural knowledge. While it is not my intention
to generalise Pacific women’s experiences, it appears that for some Pacific women, historical
and cultural understandings of the lived pregnant body were a persuasive force in meaning-
making. This finding has important implications for showing how cultural narratives contest
biomedical narratives and reinforce previous criticisms of the medicalisation of pregnancy
(Parry, 2008). The deficiencies of the biomedical model are explicit in the crafted stories which
illuminate women’s experiences of pregnant embodiment as a complex interplay of historical,

cultural, biological, and economic factors. Women have the right to reject paternalistic,
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dominant medical narratives and, instead, put forth counter narratives that emphasise the

significance of the cultural and social meanings.

Maternity care contexts privilege western culture and health beliefs above that of indigenous
perspectives; thereby, diminishing meanings of health for ethnically diverse women. The
marginalisation of cultural knowledges within health policy and individualised approaches to
health pose significant challenges for indigenous groups. Of particular concern are the
detrimental effects of the highly individualised approaches to health for Maori (Warbrick,
Dickson, Prince, & Heke, 2016). Warbrick et al. (2016) argued that, “this fascination with weight
is levelled particularly at Maori in New Zealand, whose health has been a source of sustained
societal concern for many decades” (pp. 395-396). Considering that the colonial basis of the
dominant culture and structures in Aotearoa New Zealand has severely impacted Maori health
(Hobbs et al., 2019; Shackleton et al., 2019), it is concerning that health policy and associated
guidelines represent a culturally biased approach to policy making through not sufficiently
articulating a Te Ao Maori worldview. Contemporary developments in relation to reversing
inequities for Maori (Waitangi Tribunal, 2019) point to a renewed urgency to design health care
systems which actively acknowledge the ongoing impacts of colonisation to address the
persistent health inequities for Maori and give effect to te Tiriti's guarantee of tino
rangatiratanga. Therefore, omission of specific te Tiriti references in health policy and weight

management guidance is of concern in the maternity sector.

The preoccupation with pregnancy weight surveillance is a routine and mundane practice
which undermines the health status of ethnically diverse women. The undue focus on the
weight biomarker in maternity is perhaps fuelling this interest. The BMI measure of health is
underpinned by a western value system that does not align with diverse worldviews and can
disadvantage indigenous women and marginalise indigenous values. Maternity’s complacency
surrounding the acceptance of the BMI tool seemingly ignores the context by which BMI
reliability and validity is inflated. “BMI is empowered as a measurable quantity through the
lens of medicalisation and evidence-based medicine” (Gutin, 2018, p. 1) and is an increasing
part of the biomedical management of pregnancy. It also represents an example of a measure
of health based on male-centred epidemiology (Daykin & Naidoo, 1995). This clinical measure
represents a tool for assessing pregnancy risk in all women; yet, as a measurement of obesity,
BMI offers little clinical benefit (Pizzorno, 2017). To put it succinctly, it is concerning that the
BMI measure is an increasing part of the biomedical management of pregnancy and underpins

the delivery of weight-focused advice in maternity care.
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Findings from the present study showed women challenged the highly pathogenic focus of
their maternity care provision. Many women described how their subjective experiences of
wellbeing and pregnancy health were minimised, and shared that clinical markers (e.g., BMI
measure) were often privileged. Women in the present study experienced an increased level
of surveillance as high BMI was associated with ‘unhealthy’ and ‘abnormal’, requiring a more
managed pregnancy. The power afforded the BMI in current health policy (B. Evans & Colls,
2009; Gutin, 2018) and, more concerningly, maternity care practice (Knox et al., 2018), has
been questioned. It is difficult to see how these recommendations are supported by evidence,
how they are helpful, or how they would positively impact women’s experiences of pregnancy
(Jette & Rail, 2013). Findings reveal the differing meanings women attached to the value and
importance of BMI as a measure of health. Conforming with the BMI clinical marker, some
women appeared to apply self-governance to weight management. Nina, for example, was
familiar with using the BMI calculator to check her weight. Jennifer’s story also illustrates that
being advised to be “smart and clever”, in relation to managing her weight, held meaning for
her as it enabled her to reflect on previous lifestyle decisions. While she was labelled as ‘high
weight, high risk’ due to body size, Jennifer indicated that she was glad to hear this advice.
Other women, however, described a very different experience and their stories revealed the
more negative aspects of BMI dominated pregnancy care. These women seemingly resisted
the marker, withdrawing from routine weighing. They challenged the classificatory power of
the BMI as a measure of health through declining to step on the scales; instead, putting forth
their own understanding of healthy maternal bodies. Distrusting the tool, Christina refuted that
she was ‘overweight’, though tentatively suggesting that she still looked healthy. Similarly, in
other studies, women distrusted BMI as a tool to support an assessment of health (Kwan,
2012). For many women in the present study, the BMI tool reinforced women’s sense of
disruption in pregnancy, ensuring they remained in a state of anxiety about the possibility of

their bodies being at-risk and sites of concern for their unborn baby.

The use of the BMI measurement alone fails to acknowledge that health can still be attainable
for women classified as clinically ‘overweight’ or ‘obese’. Knox et al. (2018) argued, “it is timely
to expose a pathological paradox in which, if they have a BMI 225 kg/m?2, this is understood as
always abnormal, covering up that some of these women are actually enjoying a healthy
pregnancy” (p. 31). Many women in the present study found these measures confusing and, at
times, intrusive and offensive. Maternity care was seemingly delivered in a way that
marginalised women’s values. There is an unbalanced focus on markers of illness in pregnancy,
such as BMI, which often leads to culturally stigmatising treatment that further seeks to

problematise pregnant women with particular bodies and experiences. There is a need for
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maternity care to use measures which capture a much broader understanding of health and
wellbeing in pregnancy. Women have a right to evidence-based pregnancy care, and | question

the continued use of BMI as a tool for assessing health of maternal women.

The Problems with Behaviour Change Approaches in Maternity

Behaviour change approaches continue to dominate health policy. M. Kelly and Barker (2016)
alluded to how changing health behaviour is an attractive policy option because focusing on
simplistic ‘obesity’ messaging avoids the need for creating complex policy solutions which
would demand change at the socio-environmental level. However, most efforts at getting
people to change behaviour in respect to ‘obesity’ prevention have had insufficient effects
(O’Hara, Taylor, & Barnes, 2016; Salas, 2015), particularly for groups experiencing income
inequalities (Michie, Jochelson, Markham, & Bridle, 2009). Furthermore, and important to the
Aotearoa New Zealand context, behaviour change interventions are likely to increase health
inequalities (Tengland, 2012). This is significant as Maori and Pacific women are subject to
intensive targeting for weight-focused public health interventions. It is concerning that
maternal health promotion continues to focus on fixing ‘problem’ behaviours and denying

women the right to bodily autonomy and equality.

Contemporary maternal health promotion disciplines and regulates ‘at-risk’ lifestyles. Such
biopolitical health promotion practices encourage self-regulation (Mulderrig, 2019) and calls
women to internalise the narratives of responsibilisation to manage their weight (Parker &
Pausé, 2018a). Thus, women are morally accountable for their actions. Women in the present
study experienced health promotion interactions as moralistic and there are many aspects in
women’s narratives which show how women were subjected to moral criticism for failing to
take-up the weight management advice. Brown (2018) argued against the moralisation of
people’s health related behaviour, contending that moralisation may inadvertently cause harm
through reinforcing notions of individual choice and responsibility. Women’s stories alluded to
how their ‘unhealthy’ behaviour was often viewed as ‘bad’ behaviour. Jennifer, for example,
talked of her fearfulness of a “telling off” in secondary care for failing to pursue a healthy body.
Ruth’s story alluded to how being a higher weight was not only considered a visible sign of poor
health, but an outward sign that she was failing to care for baby. Ruth’s experience of
mothering doubt was underpinned by her belief that she could not be a mother to her son
because she had not managed to slim before her pregnancy. Thus, behaviour change narratives

problematise women’s maternal bodies.

Emerging evidence alludes to the potential harms of contemporary weight management

approaches. While there is evidence that health promotion is providing people with better and
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more comprehensible information (Noggle, 2018), there is a growing body of research which
shows the harmful impacts of current approaches. Parker (2017) explored pregnant women’s
views of weight-focused narratives and encounters in maternity care. This study showed that
approaches which elicited experiences of fat shaming and fat stigma compromised women’s
health and wellbeing through provoking feelings of trepidation and fear. This insight is
concerning yet unsurprising given strategies involving fear appeals to promote better maternal
health are deeply embedded in maternity practice. Kok, Peters, Kessels, Ten Hoor, and Ruiter
(2018) argued such strategies will be ineffective unless the necessary conditions for change
exist. Concurring, Parker (2017) reminded us that, “when it comes to the complexity of
women'’s weight, we leave well enough alone and do nothing at all” (p. 30). It is critical to
change the narrative, shifting these taken-for-granted ways of caring for women by challenging

the assumption that the educational approaches to weight management are unproblematic.

Coercive approaches and nudge tactics are a core feature of current policy and practice which
push women to think about the potential harms of ‘problem’ behaviours. Mulderrig (2019)
argued, the “use of nudge tactics helps legitimate a narrowing of the sphere of governmental
responsibility for this complex and classed social problem by pathologising working class
lifestyles as inherently irrational” (p. 101). In coercive contexts, nudging is used to encourage
compliance with maternity care protocols. Where medical paternalism and authority coexist,
it puts the individual in a weak position (Tengland, 2012). Many women in the present study
received care in coercive contexts, which contributed to experiences of powerlessness and
being psychologically disconnected from maternity care partners. Pania described how her
involvement in her care was minimised. Speaking of her confusion surrounding machinelike
care processes, she questioned if routine weighing was an incentivised practice in maternity.
O’Hara et al. (2016) located strong evidence of coercive and paternalistic approaches
concerning choice in their analysis of weight-related public health initiatives. In depersonalised
care contexts, coercive strategies jeopardise women’s rights to bodily integrity, self-

determination, and expression.

Interest in maternal health promotion models based on emotional appeals and fear techniques
is being fuelled in the current policy climate. Such models perpetuate the value of ‘teachable
moments’ for motivating women to adopt risk-reducing behaviours (Paterson, Hay-Smith, &
Treharne, 2016), positioning pregnancy as the best opportunity to disrupt the generational
cycle of ‘obesity’ (Walker, Kumar, Blumfield, & Truby, 2018). Phelan’s (2010) model for weight
control is a hallmark of current medicalised forms of health promotion. Arguing that pregnancy
prompts feelings of elation and fear about fetal wellbeing, Phelan pointed to the value of
approaches which influence women’s decision-making in relation to lifestyle change. Women
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in the present study were subject to fear arousal techniques through maternity care
professionals’ use of direct telling strategies. Despite the popularity of such approaches,
limited evidence exists for the continued application of the teachable moment model in
supporting behaviour change (L. Atkinson, Shaw, & French, 2016). Furthermore, the use of fear
to promote health is ineffective and unethical. What harm is being done to the midwife/woman
partnership when maternal health promotion is based on the use of fear appeals, particularly
when the necessary conditions for achieving a lifestyle change may not exist? Fear strategies
have no place in person-centred, values-based approaches to pregnancy health, and it is timely

to deprivilege the hegemonic practices of teachable moment models.

In accordance with current guidance, there is pressure on women to vigilantly monitor and
self-regulate their own weight gain during pregnancy (Ministry of Health, 2014). In the present
study, maternity care professionals imposed regular weighing during antenatal visits, even
though no localised policy existed. Thus, women came to see that weighing was a necessary
component of care. Maternity’s intensive surveillance provoked meaning for women that high
BMI was not simply a risk factor for future disease; rather, the large gestational body was
treated as a disease in itself (Mulderrig, 2019). Some women described how coercive
approaches lacked meaning for them. Ruth talked of her care provider’s insistence at being
weighed, even though she had advised that she did not want to be weighed. Similarly, other
women appeared to tolerate maternity care practices and interactions in which care providers
showed dislike and unfriendliness towards women in larger bodies. Such ‘caregiving’ strategies
represent a move closer to medical paternalism. Care which prioritises an individual’s lifestyle
choices above their autonomy directly contradicts person-centred, humanised care, exposing
a fundamental tension in maternity care. The governance of maternal bodies using intrusive

interventions is unjustified.

Current literature emphasises the importance of lifestyle interventions to change ‘problem’
behaviours among pregnant women (Wilkinson, Donaldson, & McCray, 2018); yet, isolated
lifestyle interventions to address weight gain in pregnancy appear to have only modest benefit
(Hill et al., 2017). The most recent Cochrane review of approaches for preventing excessive
gestational weight found that lifestyle interventions reduced the risk of high weight gain by
20% on average (Muktabhant, Lawrie, Lumbiganon, & Laopaiboon, 2015). The latter evidence
base is seemingly neglected in favour of ‘just-in-case’ health care which adopts medicalised

health promotion interventions targeting ‘high risk’ individuals.

Current approaches ignore the social context and rarely consider social and cultural norms as

being important in public health (Hardin, McLennan, & Brewis, 2018). Health policy typically
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abstracts behaviours from contexts within which they occur (M. Kelly & Barker, 2016),
neglecting how childhood contexts, individual life histories, and environments shape the
development of eating patterns. It is evident from women’s narratives that wider social
determinants of health created a dynamic set of complex conditions that undermined their
ability to develop healthy eating patterns. Nina reflected how her dietary preferences took root
when she was a child and influenced by her family’s economic circumstances. In the same way,
Silivia’s story illuminates the harms of cheap food and the deep influence of unsupportive food
environments. Health promotion intersects with westernised connotations of health and
beauty, minimising diverse bodies and experiences and neglecting the legitimate embodied
experiences of ‘other’ bodies. Silivia’s story challenges the dominant medicalised
understandings of the maternal body through her persuasive, attentive remembering which

call us back to see Pacific pregnant bodies as beautiful bodies.

Furthermore, when policy approaches conflict with social and cultural obligations and
economic concerns, interventions lack meaning. Again, Silivia’s story of growing up in the big
house and of food bringing the family together has profound social meaning from which she
could not disengage. For Maori and Pacific peoples, notions of cultural identity and wellbeing
are entwined with the preparation and consumption of food, as shown in Nive’s story about
how, “Being Islander, you are allowed to eat and eat and eat”. Weight-focused behaviour
change initiatives in pregnancy have ethical implications, as they neglect cultural patterns of
social exchange, obligation, and connectedness. “Critical too is the need to better understand
context as the (perceived) relevance of health behaviours will vary with women’s individual
obstetric and medical history, and their wider circumstances” (Olander, Smith, & Darwin, 2018,
p. 2). Individualist health promotion problematises values and behaviours when these may well

be aligned with women’s cultural obligations and understandings of health.

The ethics of behaviour change approaches are increasingly being scrutinised, and research has
questioned whether such approaches to health promotion are as helpful as they are promoted
to be (Brown, 2018). Given weight-focused messaging is framed as enabling informed choice
and promoting autonomy, it is unsurprising that these approaches attract minimal ethical
criticism. The consequences of current approaches include moralisation of people’s lifestyles.
Moralisation was evident in the present study and the findings reveal that women experienced
a disproportionate focus on medical concepts of health. Jennifer’s story talked of moralisation;
the meaning of health promotion for Jennifer was that she did not value health as she
neglected to maintain a healthy body in-between pregnancies. The moralisation of larger

pregnant bodies is un-just and my concern is the way in which maternal health promotion is
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fuelling the moralising of maternal lifestyles, lessening attention on the systemic factors that

hold poor health in place.

How Policy and Practice Provoked and Produced Women’s Experiences

Paternalistic health promotion underpinned routine pregnancy care for women in the present
study. While preventive health policy has a critical role in improving public health, “we risk
being unjustifiably paternalistic towards those who reject these benefits” (Kniess, 2015, p.
892). Such practices restrict liberty and represent a form of medical paternalism which
produced a tension for women. The negative impacts of medical paternalism in health care
have been described Vallgarda (2012). Woliver (2010) pointed to how women actively and
intentionally resist the medicalisation of pregnancy. While some women resisted
medicalisation and rejected health promotion because it was incomprehensible, such as Emma
and Lily who found it difficult to meet weight gain recommendations when their bodies were
physiologically designed to gain weight, other women, who experienced being cared for in a
paternalistic manner, described care as a negative experience, sharing stories of care
experiences as being against freedom of choice. For these women, paternalistic forms of health
promotion led to distorted power relationships and reduced wellbeing. Paternalistic care
disrupted cultural meanings and understandings surrounding the maternal body. In maternity,
the harms associated with limiting the liberty of women who have strong cultural inclinations
around the role of food and eating in pregnancy appears to go unnoticed. Medicalised care
contexts marginalise women'’s lived experiences, “ensuring women’s perspectives and insights
are rarely told, heard, or given any authority” (Parry, 2008, p. 786); emphasising the
inadequacy of a narrow biomedical model for understanding women’s experiences with

pregnancy.

The focus in maternity is pathogenic—the emphasis being on morbidity, mortality, and risk
reduction (Walsh & Murphy, 2007). One problem arising from maternity’s uncritical adoption
of policy is the over pathologising and problematising of higher weight maternal women. In the
present study, pregnancy care was overshadowed by risk-averse practices and disease focused
rules and protocols. It is problematic that health is being framed by maternity’s pathogenic
focus which, in the present study, led to unintended consequences that created a complex
landscape of contradictory body norms. Nive’'s story, for example, demonstrates the
complexity of caughtness between two cultural worlds. For Nive, being encouraged to “eat and
eat and eat” demonstrates that what maternity sees as problematic, appeared to be the very
thing that mattered to some women. The findings of the present study illuminate how

maternity care professionals problematised larger maternal bodies. This stance by

148



professionals provoked women’s experiences of their bodies as being at-risk and led to
increased vigilance over bodies and behaviours. Risk-averse, just-in-case healthcare, in
maternity contexts, represented a biomedical space in which women’s understandings of
health were being produced and re-produced. In these spaces, women were expected to
minimise risk which created a tension between women’s own views of responsibility and the
neoliberal view which negatively affected women’s sense of self. For Ruth, who described
having no control over her future, the focus on risk and pathology raised feelings of apathy and
fatalism. Risk management may only be part of the experience for diverse women (Crowther

& Lau, 2019) and need not be the continuing force driving maternal health promotion efforts.

Maternity’s fetocentric focus is a consequence of individualised policy, and women receive
pregnancy care in environments which marginalise women'’s lived experiences of pregnancy.
The present study found that fetal risk is omnipresent for higher weight women. This finding
supports the work of other studies in this area, including McPhail-Bell, Bond, Brough, and
Fredericks (2016) who described women’s experiences of being in risky bodies which posed
danger to their babies. Like these findings, almost consistently, women in the current study
were not given information on how high BMI may be harmful. Natasha, for example, did not
understand why weight was important and sought more understanding, finding it difficult to
interpret her obstetrician’s rationale. Women'’s stories alluded to how their bodies were
marginalised and their behaviour monitored to protect their unborn baby, interpreting weight-
focused advice as messaging about the body-as-packaging. In comparing her womb to an
incubator, Ruth’s story illuminates the meaning of her experience of going unnoticed, of being
barely there, pointing to the politics of in/visibility (Woodward, 2015). As Baker, Choi, Henshaw
and Tree (2005) argued, “the power and influence of the obstetric hegemony, with its
philosophy of pathology and a paternalistic model of care enacted within a fetocentric
environment” (p. 319), seeks to regulate and manage maternal bodies so that they are

complicit passengers.

Reimagining Maternal Health Promotion

There is an urgent need for a paradigm shift in the scope and expansion of maternal health
promotion in maternity. In the present study, women experienced their bodies as being
problematised by maternity care professionals which provoked and produced sub-optimal
wellbeing outcomes and experiences of care. The findings challenge the current paradigm of
contemporary maternal health promotion and reveal how the biomedical model lacked
relevance—creating disruption and negative consequences for women. Findings establish an

evidence base that stimulates new directions for reimagining more equitable, weight-inclusive
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health promotion for women in diverse maternal bodies living in complex contexts. A new
conceptual model which recognises and celebrates women’s differences within a health
promoting paradigm can support a reimagining of public health efforts that do not further

problematise and stigmatise women in diverse bodies.

Health promotion has struggled to retain its original essence, particularly the emphasis on
health as a positive concept. Therefore, what has come to be accepted as contemporary
practice poses a challenge to the original intent from which health promotion has evolved.
Maternal health promotion is being delivered in patriarchal structures and is reliant on
epigenetic frameworks which are given priority in biomedical science. The tendency to focus
on pathology within health promotion contexts has contributed to technological dominance of
women’s bodies (Pendleton, 2019). Findings from the present study reveal that behaviour
change is not always a valid goal; women'’s stories clearly show that health promotion founded
on the principles of empowerment and caring is required to support women to achieve health.
Thus, maternity care professionals need to critically reflect on the ongoing relevance of
behaviour change approaches in pregnancy. Large maternal bodies are meaningful to some
women and need to be acknowledged. There is a pressing need for a clearer conceptualisation
of equity-based health promotion to support health policy. A rethink is needed to reinvest in
maternity care that privileges cultural nuances and that account for the complexities of
women’s lives. The challenge for maternity lies in being prepared to validate women’s

divergent values and alternative mental narratives.

Reimagining maternal health promotion considers new possibilities for equitable and culturally
competent approaches and responses to the diverse contexts in which women live.
Understandings of maternal health and wellbeing need to extend beyond biomedical concepts
and embrace caring as a relational phenomenon (Gillespie et al., 2018) in the delivery of health
promotion. In this present investigation, women’s needs were more concerned with caring
ontologies (care processes and therapeutic relationships) than about weight management and
goal-setting strategies. New directions for maternal health promotion, underpinned by caring
ontologies, will go some way to acknowledging the unique role of women as partners in caring.
Transitioning to approaches that focus on holistic understandings of health and wellbeing,

rather than isolated pathologies, will enhance empowerment of women.

Revisioning of maternity care for ‘high-weight, high-risk’ ethnically diverse women, involves
moving towards a model that privileges female bodily knowledges. Findings from the current
study showed that women’s embodied experiences were facilitated by the biomedical model

of pregnancy and revealed the harmful effects of current practices. Concurring with McPhail-
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Bell et al. (2016), who argued that not telling people what to do is of critical importance for
health promotion in decolonised care contexts, | contend that a radical shift in the delivery of
maternal health promotion is needed to avoid an undue reliance on individual behavioural
change. A universal approach is insufficient, as demonstrated by findings that show women’s
rejection of medicalised narratives and responsibility-indicating interventions. Midwifery
needs a model of maternal health promotion informed by midwifery ontological and
epistemological underpinnings, otherwise midwives are at risk of defaulting to a dominant
paradigm of individual blame so prevalent in the biomedical model (G. Parker, personal

communication, February, 28, 2020).

Health and wellbeing promotion is a core midwifery competency, as highlighted in the
Midwifery Scope of Practice (Midwifery Council of New Zealand, 2010); yet, the application of
policy within a biomedical framework is undoubtedly creating tension for midwives who
promote health and work within a wellness-oriented scope of practice. Women in the current
study experienced health promotion based on pathogenesis and risk, and the majority of these
women received shared care because high BMI constituted high-risk. Thus, midwifery care and
possibilities for wellness promotion are likely to be diluted in a biomedical model. While the
Midwifery Scope of Practice (Midwifery Council of New Zealand, 2010) does not specifically
acknowledge the role of midwives in facilitating behaviour change, opportunities exist to
reflect empowerment approaches to health promotion. Empowerment is based on
collaboration, which is closely aligned with midwifery partnership principles. Midwifery needs
to resolve the tensions and ethical issues inherent within the dominant behaviour change

model.

Salutogenesis is a promising framework to reimagine maternal health promotion. Salutary
approaches represent a way of seeing women in diverse maternal bodies as part of a
population rather than positioning them as part of a shared high-risk group (Crowther & Lau,
2019). Antonovsky’s theory of salutogenesis highlighted the inadequacy of risk-focused
paradigms for understanding health and health promotion (Browne, O’Brien, Taylor, Bowman,
& Davis, 2014) and, instead, introduced a resource-oriented perspective on generating
wellbeing. While Browne and colleagues (2014) argued that midwifery broadly embraces a
wellness approach to maternity care, findings from the current study show that this does not
appear to be the case for women with higher weight. The challenge faced by midwives lies in
leading a resurgence of a wellness approach in the context of antenatal care to scale-up efforts
in the redesign and redelivery of maternal health promotion. Salutary ways of seeing could
hold success for refocusing the current norm of surveillance and risk aversion (Garcia-Moya &
Morgan, 2017; Perez-Botella, Downe, Magistretti, Lindstrom, & Berg, 2015), leading to greater
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possibilities of positive health for women in ‘risky’ bodies. Harmonising the technological and
biomedical models (Schmid, 2011) to refocus health promotion on more salutogenic concepts,

including Te Ao Maori concepts of wellbeing, requires urgent action.

Recommendations for Policy and Advocacy

This study has revealed that evidence-based policy approaches that take account of the
interests of women from diverse backgrounds, as well as diverse bodies, is urgently needed.
Post-normal policy making approaches are recommended as such approaches require policy
and decision makers to more ethically address the uncertainty and decision-stakes associated
with designing health policy in complex systems. Critical review of health policy and weight
management guidelines in pregnancy is required as these politicised policies are driving the

current practice norm of surveillance and risk aversion.

Political level advocacy is needed to contest the current government position by critiquing
policies, practices, and ideologies to identify biases and knowledge gaps that may interfere
with effective and equitable care of pregnant women. To improve the experiences of women,
it is critical that future health policy is informed by an approach that acknowledges the
significance of cultural contexts on health. This will go some way to adopting an inclusive
approach to improving health through assessing the impact of cultural contexts on food choices

and the effects on reinforcing or destabilising health and wellbeing (Napier et al., 2017).

Nga Tatohu Aotearoa — Wellbeing Indicators Aotearoa New Zealand* reflect an international
movement to provide a more holistic view of wellbeing. It is recommended that Manatu
Hauora/Ministry of Health should use these indicators to inform maternal health promotion
policy to support individuals and whanau to make decisions around wellbeing for themselves.
Furthermore, strengthening matauranga Maori across the maternity system is an important
enabler of maternal health and wellbeing. Manati Hauora/Ministry of Health, in partnership
with Maori partners and other stakeholders, should explore opportunities to consider how the
priority areas for action in Whakamaua/Maori Health Action Plan (Ministry of Health, 2020)

can enable change for Maori wahine, whanau, and communities.

Recommendations for Practice and Education
The recent health system reform plan advocates that a population health approach is needed
to improve public health and health equity (Health and Disability System Review, 2020). The

plan highlights that health promotion (which involves creating health promoting

4 Source: Stats NZ and licensed by Stats NZ for reuse under the Creative Commons Attribution 4.0
International licence.
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environments) is a core population health function necessary for a high-functioning health
system. There is specific acknowledgement that, “Health promotion involves a broad set of
actions to foster good health and wellbeing. It is much more than just providing information to
people to encourage them to adopt healthy lifestyles” (Health and Disability System Review,

2020, p. 86). Also acknowledged is that

sometimes the push for simple solutions can undermine the broad vision of health
promotion and focus on changing the behaviours of individuals at risk of disease and
illness, rather than looking to address the upstream factors that underpin risk
behaviours across communities or populations. (Health and Disability System Review,

2020, p. 87)

Given maternity is at the centre of the health system for maternal women, maternity must
invest in population health and lead all aspects of maternal health promotion. The maternity
system must effectively collaborate with other parts of the system to make nutritional
knowledge transculturally accessible for women. Thus, a key role for maternity care
professionals is to understand how to make science communication in maternity more
meaningful for women, whanau, and communities. Shifting the focus of individual behaviour
change to promoting human rights and creating conditions for women to be empowered is

critical to reinvigorating health promotion.

In Aotearoa New Zealand, providers of maternal and child health education rely heavily on the
nutritional science perspectives. The role of such agencies in maintaining the dominant
narratives concerning lifestyle behaviours and personal choice needs new scrutiny mechanisms
(Getz, Sigurdsson, & Hetlevik, 2003). As the need for refocusing health promotion in maternity
is becoming more apparent, curriculum providers similarly need to shift the emphasis towards
the importance of basic relational skills to implement health promotion. Salutogenic theory
can assist with changing the focus from a risk-averse education curriculum to one which
theoretically is more health promoting. This would go some way to reorient health promotion,

making space for divergent values and cultural understandings of the body.

Education on weight bias and weight neutral approaches to care could be incorporated into
maternity professionals’ education to minimise negative attitudes towards women in larger
maternal bodies. It is imperative that midwifery education providers take a neutral stance and
discuss concepts from a social model, as well as biomedical model, of care to enhance
midwives’ knowledge and understanding of competing discourses. Promoting culturally safe
and culturally competent maternity care would re-vision medicine’s existing understandings

and biases towards women and support the reframing of risk communication strategies.
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Incorporating a focus on critical appraisal of contemporary health promotion approaches and
the outcomes of these approaches will go some way to transforming approaches to promoting

health and wellbeing.

Recommendations for Research

Research which explores approaches to improve the effectiveness of maternal health
promotion and the equity of outcomes for Maori and Pacific peoples is urgently needed. Post-
colonial indigenous research methodologies are required to ensure future research is inclusive
of indigenous knowledge systems to understand the social change that can be produced from
non-colonised health promotion approaches. Future studies in the context of indigenous
research priorities, including research that emphasises equity of maternity care, is whanau-
centric, and enhances socio-cultural, emotional, and physical wellbeing to inform indigenous
health promotion approaches, are needed to contribute to wellbeing for all women,
particularly Maori and Pacific women. Jasanoff (2007) suggested that research which draws on
technologies of humility can accommodate the partiality of scientific knowledge and increase
the focus on embodied knowledge and lived experiences to make for increased tolerance of
diverse ways of knowing. Such research approaches would explore how bodies labelled as
having maternal ‘overweight’ and ‘obesity’ are managed under the semblance of risk

management.

While the theory of salutogenesis offers a viable alternative to the focus on pathogenesis
(Bauer et al., 2020; Crowther & Lau, 2019; Perez-Botella et al., 2015) it is not being practically
applied in maternity contexts (R. Kelly, Hauck, & Thomas, 2016). As a result, there is a lack of
evidence which examines maternity care within a salutogenic framework (Perez-Botella et al.,
2015). Future research, using a salutogenetic lens, could be useful to explore the complexities
of contexts and to ask women to identify factors that support their own salutogenic sense of
health in pregnancy. A salutary lens for understanding the ways in which women adapt to being
in a large pregnant body in different contexts could provide useful insights about the diverse
factors which positively influence health in caring contexts, with a particular focus on
understanding salutogenic concepts from Maori and Pacific viewpoints. Considerably more
work will need to be done to transform critique into a conceptual model based on, and
informed by, midwifery ontology and epistemology, and produce a framework for midwives to
use in practice. A possible post-doctoral study emerges which is focused on generating

salutogenic insights for women categorised as at-risk in maternity.

This study focused on ethnically diverse maternal women'’s lived experiences of being labelled

as clinically ‘overweight’ or ‘obese’; however, there are further opportunities for research to
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shed light on the implicit power dynamics that determine the way ethnically diverse women
are viewed and cared for in maternity and to challenge the dominant biomedical mental
models. One aspect worth future investigation would be to explore colonisation as a
determinant of health for pregnant women; new transformative research approaches should
recognise the socio-political-economic influences which are holding health disparities in place.
Research which provides evidence on how maternity services meet the requirements of te Tiriti
principles of active protection and equity is also needed to understand the level of compliance
with the principles of te Tiriti. Such research could involve Maori women in designing and

conducting studies.

Recommendations for Service Provision

There is a need to re-examine the governance mechanisms that can improve health outcomes
and to consider how priorities are set. Health promotion is a non-clinical quality improvement
activity and, as such, should be incorporated in the maternity quality standards (Ministry of
Health, 2011). In light of these findings, urgent action is needed to change maternity services
through developing maternal health promotion quality standards which recognise tikanga
Maori and matauranga Maori. Whakamaua/Maori Health Action Plan (Ministry of Health,
2020) should be used to support a review of the maternity quality standards to determine the
extent to which quality standards and practice requirements are reflective of Tiriti obligations
to improve the quality, safety, and experience of maternity services received by wahine hapi
and their whanau. This measure would go some way to encouraging continuous self-reflection
of the midwife’s effectiveness in meeting women’s needs—holistically and culturally—and
would facilitate the provision of accessible care that is woman-centred and culturally safe, with
an aim to ensure equity of health outcomes for Maori. It is recommended that a new DHB
performance measure for Tiriti-inspired, holistic maternal health promotion is included. Given
the majority of women with high BMI will receive shared care or obstetric care, all maternity
care professionals should be compliant with standards. Evidence from the current study should

go some way to inform a review of the Maternity Standards in Aotearoa New Zealand.

Whakamaua/Maori Health Action Plan emphasises the significance of the health and disability
system in delivering more equitable outcomes for Maori (Ministry of Health, 2020). The long-
standing health inequities between Maori and non-Maori (Marriott & Sim, 2015) reveal there
is much scope to transform care provision. Maori and Pacific peoples have disproportionately
higher health needs (Shackleton et al., 2019), and mainstream health promotion efforts often
fail them because approaches are not informed by Tiriti-inspired thinking. It is legitimate to ask

what the consequences might be for Maori consumers of maternity services, given providers’
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response to the challenge of applying te Tiriti in the context of supporting Maori. There is a lack
of information about how maternity quality and safety governance bodies meet Tiriti
principles. It is unethical and harmful to continue to apply western frameworks to Maori

maternal health in the face of persisting inequities.

This study has generated the following recommendations for maternity service provision.
Under a Tiriti partnership model, Manatt Hauora/Ministry of Health and M3aori partners should
drive change to prioritise Maori and ethnically diverse women’s values as a measure of

reversing inequity:

e Establish a new independent non-governmental organisation or authority, in
conjunction with Maori partners, to codesign culturally competent maternal health
promotion, providing advice to Manati Hauora/Ministry of Health and other Crown
agencies.

e Appoint a new advisory group, which reflects mana Maori and matauranga Maori
expertise, to critique, re-develop, and implement a national guideline to guide
maternity providers implementing health promotion standards.

e  Partner with Whanau Ora Commissioning Agencies and Pasifika communities to build
on the strengths and capabilities of whanau, supporting whanau-centred approaches
and drive a shift from individually focused services towards a more holistic view of
family wellbeing.

e  Prioritise matauranga Maori and kaupapa Maori approaches to explore cultural harms
for Maori pregnant women and whanau receiving care in mainstream maternity care
contexts, and empower Maori (tino rangatiratanga) to develop their own model of
maternal health promotion with full resourcing.

e  Prioritise codesign and wahine-led strategies for new health promotion policy and
transformation of how maternal health promotion is delivered in maternity contexts.
A critical Tiriti analysis approach, such as that outlined by Came, O’Sullivan, and
McCreanor (2020), should provide the overarching framework for conducting a
retrospective review of the policy guidance for healthy weight gain in pregnancy
(Ministry of Health, 2014) to identify where policy fails to incorporate Maori aspirations
or reflect the provisions of te Tiriti.

e  Engage in collaborative action involving Nga Maia Maori Midwives Aotearoa, the New
Zealand College of Midwives, the Royal Australian and New Zealand College of

Obstetricians and Gynaecologists and the Royal New Zealand College of General
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Practitioners to take a Tiriti partnership approach to developing a joint position on
maternal health promotion.
e Develop an indigenous measure of wellbeing in pregnancy that considers holistic

concepts of health.

Strengths of this Thesis

To my knowledge, this study was the first to explicitly explore the phenomenon of being in
larger maternal bodies from a post-intentional phenomenological perspective. Post-intentional
phenomenology is important as it enables a combination of theories. Through the
philosophical freedom afforded by post-intentional phenomenology, a notable strength of this
thesis involved thinking with other theories to reveal the deepest interpretations and
understandings of the phenomenon in their multiple and changing forms. For example, putting
Leder’s (2016) carceral theorising, namely the strategies of escape and reclamation, into
dialogue with women’s maternal body experiences, enabled a showing of how women used
different strategies to protect their body and themselves where the size of their body and
lifestyle decisions were judged intolerable. For Leder (2004), the construction of a lifeworld is
not only provoked by mechanisms of power, but constitutes a strategic response to them. The
crafted stories and interpretative approaches revealed women’s strategies for coping with
adversity and restraint in, at times, disempowering contexts. Thus, the political possibilities of
post-phenomenology enabled a wider exploration of health messaging as yet another form of
control. The uncovering of meaning with feminist theory enabled this interpretation to come

to light.

Post-intentional phenomenology also enabled telling of a complex story and showed how
intensities are constantly circulating and changing, from moment to moment, in a variety of
contexts and situations. In doing so, the study illuminated the system change needed to
transform women'’s experiences. Being a disruptive, politically oriented theory, the application
of post-intentional phenomenology enables findings to disrupt dominant narratives
surrounding the management of maternal bodies and illuminates how unrealistic policy and
deeply entrenched medical narratives are driving inappropriate health promotion, intensifying

the fetocentric contexts in which women receive care.

| believe this was the first study to combine a post-intentional exploration of large maternal
bodies, and crafted stories in a post-intentional phenomenological research design. The
combination of topic and methodological approach enhances trustworthiness such that
research findings can lay a firm foundation for future research. Storytelling methods for

midwifery research connects with midwifery. Midwifery has a long oral tradition knowledge,
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wherein knowledge has been generated through storytelling rather than scientific data (Gould,
2017). The interviews were data-rich, and women’s stories represent a way of knowing that is
relevant to maternity. Scientific knowledge is dominating midwifery; yet, midwifery aims to
support and enable physiology with minimal intervention. The current study clearly shows the

challenges for midwifery in reconciling these tensions.

Another important strength of this study is the space it creates for social and system change.
Findings act as a catalyst to create better services through an explorative reimagining of
maternal health promotion and shift the pathological medical narratives, instilling new
narratives which value difference. This study points to where resistance to change might lie,
such as the mechanisms of power that are at play in care contexts that drive paternalistic care
practices and the medicalisation of pregnancy for women whose bodies are categorised as
outside normality. Maternal health promotion policy and practice is still dominated by generic
and monocultural understandings, revealing the urgent need for Tiriti-dynamic solutions to
redefine caring and the promotion of maternal health and wellbeing. Knowledge from this
research supports our collective capacity to reimagine wellbeing for women in diverse
maternal bodies. This study privileges women'’s voices to produce a different account of the
relationship between medicine, bodily difference, and normality; and, in so doing, creates
space for contemplative reflective practice which questions some foundational assumptions

such as how to provide sensitive, holistic care for the majority of women.

Thesis Limitations

What emerges from this study are insights into the manner in which maternal health
promotion, caring, cultural values, and wellbeing intersect for these women. A limitation is that
this research was initially driven by a biomedical-oriented design and orientation towards
pathogenesis. | created the basis for research towards targeting study populations within a
‘high risk’ category and set out to explore women’s experiences of ‘overweight’ within a
behaviour change paradigm. This determined how | recruited women to the study, designed
the data collection tool, and interpreted the data. For example, recruitment materials used

medical framing to recruit women labelled as ‘overweight’ and ‘obese’ in pregnancy.

The framing of the research questions and methods for gathering data was predominately euro
western. | problematise my own research approach and | am critical of the inadvertent risks of
applying a western research paradigm and knowledge system to study the impacts of
contemporary maternal health promotion among ethnically diverse women. A core reason for
this study design was to increase the voices of women marginalised in the maternity care

system—either through ethnicity, class, or political drivers. This approach may have led some
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women to consider their body was at risk, if it had not been made implicitly known. Adopting
a medical framing to recruit women with a high BMI could have inadvertently communicated
that women were at risk, in risky bodies, simply because of the nature of the risk-focused
guestions. A post-intentional design enabled my own uncovering of my increasing discomfort
as | could not step inside cultural or spiritual worlds. As a result of doing this research, | now
challenge and resist dominant discourses that marginalise women who experience
discrimination and oppression within the maternity system. | have come to understand that a
body that seems abnormal could be perfectly normal by a woman’s individual standards and

circumstances.

While insights into the manner in which caring, cultural values, and wellbeing intersect for
women emerged from this study, taking a salutogenic approach to this kind of research would
have required a shift of formulation of research questions and a shift in the study population
(i.e., women in diverse bodies). Using a salutogenic framework to interpret the data would
have, for example, provided a more innovative approach to gain new insights regarding how
health can be produced and maintained in dynamic interplay between factors in a patriarchal,
medically driven maternity care system. A natural progression of this work is to analyse

women'’s experiences using a salutogenic framework.

Furthermore, it is possible that interviewing most of the participants only once represented
missed opportunities to further uncover how the phenomenon may have changed shape over
time and in different contexts. Reflecting further on the underlying assumptions of post-
intentional phenomenology lends itself to an alternative approach—serial interviewing—that
involves interviewing participants on multiple occasions. Further studies could focus on using
serial interviewing to explore the experiences of the lived maternal body (as a post-intentional
phenomenon) as phenomena are lived by individuals and are in a continual state of production
and provocation, shifting in and over time (Vagle, 2018). According to Read (2018), serial
interviewing can help produce more nuanced data to overcome biases associated with one-off
interviews, including a tendency toward safe responses in which participants flatten complexity
and minimise the impact of social and political power dynamics. Finally, | made the decision
not to involve the women in confirming the crafted stories given the value and appropriateness
of member checking in phenomenological research approaches has been questioned and
human understanding is always evolving and open to ongoing interpretation (Crowther et al.,
2016). Thus, while it could be argued that member checking is not essential, or even congruent,
with post-intentional phenomenology, it is still possible that not engaging women in confirming

the stories may have undermined the credibility of the data in this study.
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Thesis Contribution — Summary

Exploring women’s experiences using post-intentional phenomenology has provided rich
interpretation with a post-intentional emphasis and was appropriate to answering the research
questions. This research was sensitive to the dominant role of medicalised and patriarchal
ideologies which continue to assert and maintain power over maternal bodies in contemporary
maternity care contexts. Findings of this study expose the inadequacies of weight-normative
approaches to health promotion and question who is benefiting from the normalcy that has

been created through an increasing focus on medicalisation of pregnancy.

This study focused on the voices and stories of women classed as ‘somehow on the edge’
because of clinical ‘overweight’ or ‘obesity’. It brings attention to the need for shifting the
power dynamics and identifying the disconnections evident in maternal health promotion and
caring contexts. Given the complex cultural and social contexts in which women live, it is
important to realise that, for some women, western understandings of health and western
values are secondary to their wellbeing aspirations. Thus, transforming maternal health
promotion must involve challenging the current deficit mainstream mono-cultural health

promotion to change the narrative about what produces wellbeing for women cross-cultures.

This study illuminates that prioritising women’s voices in the future design of health policy and
health promotion practice in maternity is a promising way to pursue more just and equitable
care for all women. Women in this study were active in how they responded to care
interactions and health promotion discourses; they exerted strategic responses—sometimes
intentional, other times pre-reflective. Women retained the power to reclaim, resist to
integrate, even in disruptive, alien, and at times, (un)caring contexts. The insights generated
represent a gift to the literature to support new ways to provide personalised, relational care

for women in complex maternity care contexts.

The present findings are significant in many respects; particularly for challenging the adequacy
of current approaches to promoting health and wellbeing for maternal women. Findings from
the current study show understandings about indigenous women’s experiences to inspire
decolonising ways of thinking about future design of health policy and health promotion
interventions. There is a need to focus on indigenous perspectives, models, and actions to
promote health. Working with all women, but particularly women with diverse bodies, requires
holistic health promotion which has a salutary focus. Maternity care provision needs to
acknowledge women’s voices and move towards a system of care that is underpinned by
holistic understandings of wellbeing. This is the social change | hope can be produced by the

study. It is my intention that this research challenges the science-driven narratives and
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practices which continue to disempower women and will actively promote new ways to

conceptualise and normalise diverse pregnant bodies and experiences.

This study adds understanding to how risk is perceived and acted on for ‘high-weight, high-risk’
women. Attempts to control risk are introducing new areas of risk such as reduced wellbeing,
mental ill-health, and cultural harm for Maori and Pacific women. Colonising health promotion
contexts reinforce biomedical weight narratives and may inadvertently cause psychological,
social, and cultural harm to indigenous women. Women’s experiences of maternal health
promotion, and of being in (un)caring contexts, present new opportunities to reinvigorate
health promotion as a relational phenomenon. Reimagining maternal health promotion and
deeply listening to women’s experiences of maternity care have produced findings which call
for the rejection of weight-focused approaches in maternity. Maternal health promotion is
failing women, in particular, wahine Maori. The redesign of person-centred maternal health

promotion must align with te Tiriti overall.

Finally, this thesis has provided deeper insight into the basis for development of a new model
of maternal health promotion. A feminist, indigenous framework which uses a salutary lens is
needed to inform health policy and the design of maternal health promotion. Findings have
important implications for developing a model of maternal health promotion which legitimises
feminine bodily knowledge and cultural knowledges, and situates interventions, “within a
decolonising framework that empowers women, rejects deficit victim blaming discourses and

recognises contexts of deprivation” (Reid, Anderson, Cormack, Reid, & Harwood, 2018, p. 7).

Concluding Thoughts

Maternity service provision in Aotearoa New Zealand is heavily focused on biomedical
principles and practices, and this study sheds light on the implicit power dynamics in
biomedical contexts that determine the experiences of maternal women in diverse bodies. In
particular, women’s experiences were provoked and produced through the underlying mental
modes such as medicalised, colonised health promotion, and gender biases embedded in the
maternity care system. Thus, a power shift in the mental and social narratives associated with
diverse maternal bodies is needed as these feed into the stereotypes that undermine women’s
experiences. Findings clearly indicate that current approaches to maternal health promotion
require a radical rethink; focusing on weight is a distraction to meeting the holistic needs of
pregnant women. While other research might convey that behaviour change can occur as a
result of nutrition and physical activity interventions during pregnancy, this body of evidence
suggests behaviour change approaches should not be the goal. Instead, this thesis offers

inspiring stories which challenge the legitimacy of current thinking in maternity that weight
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equals health, and reveals future possibilities for changing the maternity culture. Inspiring
stories help us reimagine what it might mean for women’s health if we shift expertise in
women’s bodies away from medicine and maternity and back to women themselves. Exploring
maternal women’s experiences of caring practices in contemporary maternity services
provides opportunity to advocate for more aspirational approaches to wellbeing. The task that
lies ahead involves engaging maternity care consumers, and other influencers in maternity
care, to engage in constructive dialogue to determine the system change that must occur to
ensure women can manage their bodies as their own. Such dialogue is critical to shifting the
factors that perpetuate paternalistic health promotion and medicalisation of bodies that

medicine has defined as abnormal and in need of treatment.
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GLOSSARY>

Aroha To love; feel pity, concern for, compassion;
empathise.

Bipolar affective disorder A severe and chronic mental health condition.

Diverse maternal bodies A term to describe maternal bodies which are labelled

as ‘overweight’ and ‘obese’ in pregnancy according to
the Body Mass Index. These bodies constitute ‘high-
weight, high-risk’ and are considered outside of
medicine’s definition of ‘normal’ weight.

Endometriosis A chronic inflammatory condition driven by the
hormones oestrogen and progesterone.

Graves’ disease An autoimmune disorder that results in the
overproduction of thyroid hormones

Kaupapa Maori approach Maori approach, Maori topic, Maori customary
practice, Maori institution, Maori agenda, Maori
principles, Maori ideology — a philosophical doctrine
incorporating the knowledge, skills, attitudes, and
values of Maori society.

Mana Prestige, authority, control, power, influence, status,
spiritual power, charisma — mana is a supernatural
force in a person, place, or object.

Manaakitanga Hospitality, kindness, generosity, support - the
process of showing respect, generosity, and care for
others.

Maori Indigenous New Zealander, indigenous person of

Aotearoa/New Zealand — a new use of the word
resulting from Pakeha contact in order to distinguish
between people of Maori descent and colonisers.

Matauranga Maori Maori knowledge — the body of knowledge originating
from Maori ancestors, including the Maori world view
and perspectives, Maori creativity and cultural
practices.

Medical paternalism Views, attitudes, behaviours, and practices in
maternity contexts which do not support the
principles of autonomy and decision-making.

5The M3ori Dictionary https://maoridictionary.co.nz/ is the source for all Maori terms in this glossary
except for the term Whanau ora.
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Medicalisation of pregnancy

Multigravida
Multiple sclerosis

Pacific peoples

Primigravida

Raukau

Rhesus disease

Salutogenesis

Tangata Whenua

Te Ao Maori

Te Tiriti o Waitangi

Tikanga Maori specialists

Tino rangatiratanga

Weight-inclusive

Weight-normative

The general medicalisation of pregnancy refers to the
physiological processes of pregnancy that are now
controlled by the medical profession and viewed as
medical conditions to be monitored and treated.

A woman who has been pregnant more than once.
A disease of the central nervous system.

The term Pacific peoples does not refer to one
homogenous group of people. In this document, it is
used to encompass a variety of Pacific Island nations
and communities who are linguistically, culturally, and
geographically distinctive from each other.

A woman pregnant for the first time.

A food dish baked with corned beef, coconut cream,
wrapped in taro leaves.

A condition where antibodies in a pregnant woman’s
blood destroy her baby’s blood cells.

A term applied in health sciences to refer to an
approach to wellbeing which focuses on health and
not on disease.

Local people, hosts, indigenous people — people born
of the whenua (i.e., of the placenta and of the land
where the people’s ancestors have lived and where
their placenta are buried).

The Maori world view which acknowledges the inter-
connectedness and interrelationship of all living and
non-living things.

New Zealand’s foundation document which
represents an agreement between the British Crown
and representatives of Maori hapd.

Tikanga are Maori customary behaviours and
practices; specialists provide advice on engagement

with Maori as they apply to research.

Self-determination, sovereignty, autonomy, self-
government, domination, rule, control, power.

Emphasis on health and wellbeing as multifaceted.

Emphasis on weight when defining health and
wellbeing.
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Whakawhanaungatanga

Whanau

Whanau Ora®

& Wikipedia

Process of establishing relationships, relating well to
others.

Extended family, family group, a familiar term of
address to a number of people — the primary
economic unit of traditional Maori society. In the
modern context, the term is sometimes used to
include friends who may not have any kinship ties to
other members.

Whanau Ora is a major contemporary indigenous
health initiative in New Zealand, driven by Maori
cultural values. Its core goal is to empower
communities and extended families to support
families within the community context rather than
individuals within an institutional context.
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APPENDICES

Appendix A: Information brief on proposed health research involving
Maori and Pacific peoples

&[ﬂ]'ﬂ‘ HEALTH+ENVIRONMENTAL

SCIENCES
Information brief on proposed health research involving Maori and Pacific

UHIVERSTY

peoples

The purpose of this brief

This brief has been produced to support the researcher to begin initial consultation and
conversations with a variety of M3ori and Pacific peoples before putting a full research proposal
together.

Consultation process

A consultation process will guide the researcher in establishing research practices which ensure that
research outcomes contribute to improving Maori and Pacific health and wellbeing. Consultation will
provide the researcher with an opportunity to:

* Develop meaningful engagement in the development of the research to develop clarity
around the proposed project and understand the relevance of the project for Maori and
Pacific communities

e Match research interests with local needs

s Hear perspectives on the acceptability of the intended research topic

s Provide the opportunity for M3ori and Pacific stakeholders to add to, build on and refine the
project

* Understand how Maori and Pacific Peoples can be involved in the research project

* |dentify which Maori and Pacific groups and communities could be involved in the
consultation process.

Consultation plan

Initial consultation will be held with Waiwhetu (Arohanui ki te Tangata), the constituent Marae of Te
Atiawa. Following advice from tangata whenua, further consultation may occur with a variety of
national and regional bodies including:

*  Nga Maia
» Te Ora Rata o Aotearoa
o New Zealand College of Midwives

Maternity Services Consumer Council

Board
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Maori Health Services Development Group
Maori and Pacific Health Units
Pacific Health Service

whanau ora collectives |

« Tamariki Ora.

Timeframe for developing the research proposal

2 March =5 October 2015.

Summary of the proposed research

Working title

Women's experiences of being overweight and pregnant in Hutt Valley.

Rationale and significance of the study

There is a rising prevalence of excessive weight gain in pregnancy and more women are already
obese when they become pregnant. Excessive gestational weight gain increases maternal risks for:
pre-eclampsia, gestational diabetes, and weight retention postpartum with associated long-term
health consequences (Nehring et al 2011; Alavi et al 2013). The literature has also reported lifelong
consequences for the baby, including a fourfold increased risk of large-for-gestational-age infants
(Chung et al 2013) and a consistent increase in BMI and blood pressure and an abnormal metabolic
profile in childhood and early adult life (Fraser et al 2010; Mamun et al 2003; Oken et al 2007).

As a result, cases of maternal obesity in antenatal clinics are growing. Weight management
strategies are increasingly focusing on pregnancy as an opportunity for optimising gestational weight
gain (Campbell et al, 2011). However, women's perceptions of obesity, nutrition and physical activity
are socially bound. They are viewed differently by different populations and the social and cultural
context in which people live may influence the success of dietary or physical activity interventions
targeted at pregnant women (Warin, 2008). There is, however, little New Zealand literature on this
topic, despite its importance for effective maternity care. While previous research has examined
factors affecting healthy change in pregnancy it has been primarily quantitative in nature and has
been limited by small sample size and homogeneous samples. Furthermore, studies have focused on
women of all BMI categories and varying ethnicities (Sui, Turnbull and Dodd, 2013) and there has
been no analysis based on minority perspectives. Therefore, studies exploring socio-contextual
factors which influence the uptake and effectiveness of interventions during pregnancy, particularly
for Maori and Pacific pregnant women, are required.

Key issues to be investigated

To better understand Maori and Pacific women's experiences of being overweight and pregnant a
qualitative investigation is proposed. This study aims to answer four questions:
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1. How do overweight and obese women experience maternity care, advice and
interventions following the implementation of the New Zealand weight management
guidelines?

2. s antenatal weight management advice delivered according to the cultural needs of Maori
and Pacific pregnant women?

3. What are women's perceptions about the approaches which are required to prevent
excessive weight gain in during pregnancy?

4. What factors preclude making healthy change during pregnancy for Maori and Pacific
women?

Research participants

Participants will include women aged 16 years and older, primigravidas, multigravidas, women with
a BMI 2 30 kg/m?, women with singleton pregnancies and women of varying ethnicities (including
Maori and Pacific women). A sample of 30 pregnant women attending -maternit\.r will be
sought.

Recruitment
The maternity service will be invited to support recruitment of women.
Data collection

Data will be collected using semi-structured kanohi-ki-te-kanohi interviews to gain insights into the
experiences of the participants.

Principle stages of the investigation

Initial stages of the investigation will involve consultation with key stakeholders and collaborators.
A participatory approach to research design will be developed with stakeholders and approaches
to data collection with Maori and Pacific consumers will be co-created with cultural advisory
groups. A preliminary review of the literature will be conducted to finalise the research aim and
objectives. Thereafter ethical considerations will be explored. A locality assessment will be
completed between the university and _to provide a high-level agreement as
required by the AUT Ethics Committee.

Research benefits

Understanding women's experiences is pivotal to improving their health. The needs and
experiences of pregnant women with a BMI 230 kg/m’ need to be central to the design and
implementation of their care if recommendations are to be met; this in turn should increase their
satisfaction with the maternity service and improve their attendance and health. Understanding
the lived experience of obesity in pregnancy will help the Ministry of Health and maternity services
at the policy, commissioning, and clinical level to improve clinical and public health interventions.
In addition, findings will inform behaviour change strategies for meeting pregnancy weight gain
recommendations and increase lead maternity carers’ understanding of socio-cultural factors
influencing weight gain during pregnancy. Promoting research with Maori and Pacific consumers
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of maternity services will benefit local communities by increasing awareness of the factors which
contribute to social and cultural wellbeing and minimise health inegualities for priority
populations.

About the researcher

The research will be carried out by Susan Knox, the primary investigator. Susan's current role is a

project manager with Regional Public Health at_. Susan is managing the_
project which is a collaborative partnership between Regional Public Health, the Service Integration
and Development Unit of the three DHBs, Te Awakairangi Health Network and Compass Health.
Susan has a clinical background in midwifery practice. Additionally, she has broad experience in
public health including seven years within Regional Public Health.

Susan's research will be conducted independently cf-DHB. The research is being
undertaken as part of a PhD study within the Faculty of Health and Environmental Sciences at
Auckland University of Technology. Susan’s primary supervisor is Associate Professor Judith Mcara-
Couper, Head of Department Midwifery and Co-director at the Centre for Midwifery and Women's
Health Research. Dr Andrea Gilkison, Programme Leader and Senior Lecturer Midwifery is the
secondary supervisor to the study. In addition, tikanga advice will be sought from a research
advisory group (involving M3aori and Pacific advisors) which will provide informal advice and
direction at each stage of the project.

Contact details for the researcher

Please contact Susan to discuss any aspect of this project:

susan.knoxe [N
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Appendix B: Letter confirming support — Maori Health Directorate

Mr Charles Grinter

Research Ethics Advisor

Auckland University of Technology Ethics Committee
Room WA505D

Level 5

WA Building

55 Wellesley Street East

Private Bag 92006

Auckland 1020

5% June 2015

Mr Grinter

Letter of Support for Research Proposal

The research proposal to explore “The maternity experience of weight management advice
for pregnant women with a body mass index = 30 kg/m®” has my strong support.  Susan
has led a satisfactory consultation process in -District Health Board and | am
confident that this research contributes to Maori health development. A strong
foundation for co-operation and collaborative relationships with local Maori health service
providers has been created. Susan has also established research practices which work to
ensure Maori are engaged in the planning and design of this study.

As the Director of Maori Health at -District Health Board, | believe this research
study is important and will be implemented in a way which is consistent with Maori cultural

values.

Nga mihi,

Director Maori Health

c.c. Susan Knox
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Appendix C: Letter confirming support — Pacific Health Directorate

6 March 2015

Mr Charles Grinter

Research Ethics Advisor

Auckland University of Technology Ethics Committea
Room WA 505 D

Level &

W Building

55 Wellesley Street East

Private Bag 92006

Auckiand 1020

Dear Mr Grinter

Letter of Suppaort for Research Proposal — FhD Candidate Susan Knox

I 'would fike to express my strong support for Susan Know's (PhD candidate] research
proposal, “The matemity experience of weight management odvice for pregrant women
with o body mass index = 30 kg/m®®, This proposal builds well on the current Minister of
Health's pricrities to improve maternal and child health sutcomes.

As the Director of Pacific Health Ht_ District Health Boards,

believe this research study Is iImpartant, feasible, and will be implemented in a way which is

consistent with Pacific cultural values. Susan's ressarch is significant to improving Pacific
health outcomes and | am hopeful that this proposal will be a success.

Yours faithfulky

Lirector Pacific Health

t.c. Susan Knox
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Appendix D: Research advisory group terms of reference

&[ﬂ]'ﬂ-‘i HEALTH+ENVIRONMENTAL
i SCIENCES

Research advisory group terms of reference

Purpose and remit of the advisory group

The purpose of the research advisory group is to provide an effective engagement point for the
researcher to access advice and input to the research being undertaken with AUT University. This
group is established to ensure this research is conducted in a manner that is consistent with the
Treaty of Waitangi principles, that is culturally responsive and informed by service and consumer
perspectives. The aim of the group will be to work collabaratively to inform the development of the

research. In particular the group will support the researcher to:

— establish cultural safety for the project providing appropriate cultural oversight and advice
- identify approaches to collecting data with Maori and Padfic participants
— talk safely about the research and its associated challenges.

The group will also contribute to the development of the research through:

- providing critique in ways which are challenging to the researcher

— sharing knowledge on the maternity systems and processes

— advising on the process of obtaining consents for data collection

- providing advice to ensure relevant audiences/stakeholders are engaged in the research
- providing a eonsumer voice to the development of the research proposal and research

design
- ldentifying emerging issues which are encountered along the research journey.

Membership

The group will ecomprise of representatives of maternity services (ineluding Maori and Pacific
practitioners and tikanga specialists) and a consumer advisor to the study.

Frequency of meetings

The group will meet an a quarterly basis throughout the duration of the study (March 2015 — March
2019). However, the group may be asked to provide assistance and guidance out with scheduled
meetings.

Re-imbursement of Expenses

Payments are available on a koha basis for meeting attendance.
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Appendix E: Letter confirming ethics approval for the study

AUTEC Secretariat

Auckland University of Technology

D-88, WUA406 Level 4 WU Building City Campus
T:+64 9 921 9999 ext. 8316

E: ethics@aut.ac.nz
www.aut.ac.nz/researchethics

1 June 2016

Judith McAra-Couper
Faculty of Health and Environmental Sciences

Dear Judith

Re Ethics Application: 16/126 A critical hermeneutic study exploring the experience of being overweight and
obese in pregnancy and the impact of health promotion messages and contemporary
discourse on behaviour change.

Thank you for providing evidence as requested, which satisfies the points raised by the Auckland University of
Technology Ethics Committee (AUTEC).

Your ethics application has been approved for three years until 30 May 2019.
As part of the ethics approval process, you are required to submit the following to AUTEC:

e A brief annual progress report using form EA2, which is available online through
http://www.aut.ac.nz/researchethics. When necessary this form may also be used to request an extension of
the approval at least one month prior to its expiry on 30 May 2019;

e A brief report on the status of the project using form EA3, which is available online through
http://www.aut.ac.nz/researchethics. This report is to be submitted either when the approval expires on 30
May 2019 or on completion of the project.
It is a condition of approval that AUTEC is notified of any adverse events or if the research does not commence.
AUTEC approval needs to be sought for any alteration to the research, including any alteration of or addition to any
documents that are provided to participants. You are responsible for ensuring that research undertaken under this
approval occurs within the parameters outlined in the approved application.

AUTEC grants ethical approval only. If you require management approval from an institution or organisation for your
research, then you will need to obtain this.

To enable us to provide you with efficient service, please use the application number and study title in all
correspondence with us. If you have any enquiries about this application, or anything else, please do contact us at

ethics@aut.ac.nz.
All the very best with your research,

4 P

Kate O’Connor
Executive Secretary
Auckland University of Technology Ethics Committee

Ce: Susan Knox, Andrea Gilkison
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Appendix F: Letter confirming access to the DHB locality

06 April 2016

Susan Knox

PhD Student

Centre for Midwifery & Women’s Health Research
AUT

Dear Ms Knox

Research Application: Women's experiences of being overweight and pregnant

Thank you for forwarding your research application for completion of lhe-DHB’S internal
approval process for clinical research.

Following internal consultation, | am pleased to advise that locality approval has been granted. Sarah
Boyes, as Director of Operations, Surgical Directorate, has been appointed as the DHB lead for this

research project and should be contacted in the first instance for any enquiries you have.

On completion of this study please forward a copy of the final report for inclusion in an annual report
to be developed of all clinical research activities undertaken throughout the year m- DHB.

Yours sincerely

Executive Director Quality & Risk
istrict Health Board
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Appendix G: Study introduction letter — maternity services providers

AU

TE WANANGA ARONUI
O TAMAKI MAKAL RAL

Study introduction letter - maternity service providers

Date study introduction letter produced
01 April 2016

Dear maternity services provider,

Working study title: Women's experiences of being overweight and pregnant

My name is Susan Knox and | am a PhD student at AUT. | am writing to let you know about a research study
that pregnant women and new mothers could take part in. The research study is being conducted by
researchers in the Centre for Midwifery and Women's Health Research at AUT. We are writing to ask you to

support us in recruitment of women to this important study.

Why is this study being conducted?

This study is being done to learn more about women's experiences of being overweight and pregnant. In
addition, we are interested in finding out women’s views on weight-focused advice and interventions. The
reason we want to know more about this is that obesity is a rising problem in New Zealand. As obesity
prevention efforts are being targeted at pregnant women, we want to better understand how to help
women engage with nutrition and physical activity advice and health promotion interventions.

Has ethics approval been granted?

This study has been approved b-]HEI- Quality Team and has received ethics approval from AUT
Ethics Committee.

Who are the participants?

‘We are looking for pregnant women and new mothers who want to take part in this research study. There
are two phases of the study. In the first phase, we want to recruit 12-18 pregnant women to take part in
individual interviews. In the second phase, 15-20 pregnant women and new mothers will be recruited to
focus groups.

We are interested in recruiting pregnant women and new mothers who:
» Self-identify as living with overweight or obesity
# Are overweight at the start of pregnancy or have gained too much during pregnancy
# Have been given advice on how to gain the right amount of weight during pregnancy
* Use maternity services in- such as hospital maternity care or Maori and Pacific health
providers.

Women who take part in the study will be able to bring a support person. As a thank you for taking part in
the study, women will be compensated for expenses incurred in participating.
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What support would we like?
‘We would like to invite you to raise awareness of this study which women who meet the inclusion criteria.

Participant information packs will be provided to support you to talk with women about taking part. These
packs contain information for women and include:

# Participant Information Sheet
* Consent Forms
# Poster advertisement.

Susan Knox, Lead Researcher’s, contact details are included in the pack. Please encourage women who are
interested in taking part to contact Susan directly.

What to do if you would like more information

If you need more information on this study | welcome the opportunity to talk with you or your team.
Please do not hesitate to call if you have any questions as you read over this material. We are happy to
review any of this with you and answer any questions you may have. If you would like to speak with Susan
please contact her at susan.knox@aut.ac.nz (022 368 4632).

Thank you for your time.

Sincerely,

@U&Q& M\\’ko ¥

Susan Knox (Lead Researcher and PhD Candidate)
Associate Professor Judith McAra-Couper

Dr Andrea Gilkison

Centre for Midwifery & Women's Health Research, AUT

Approved by the Auckland University of Technology Ethics Committee on 1 June 2016, AUTEC reference
number - 16/126
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Appendix H: Participant information sheet

AU

TE WANANGA ARONUI
O TAMAKI MAKAL RAL

Participant information sheet

Date information sheet produced:

01 April 2016

Working project title

Women's experiences of being overweight and pregnant

An invitation

My name is Susan Knox and | am a student at AUT. | am inviting you to take part in research exploring
women's experiences of being overweight and pregnant. | am recruiting pregnant women who use
maternity services in- Please take time to read this information sheet. This sheet will tell you
what the study is about and explains what your participation would involve. Your participation is valuntary.
You may withdraw from the study up until the time when data collection is complete (01 January 2017).
This research will contribute toward my studies for a Doctor of Health Science degree.

What is the purpose of this research?

The study will explore women'’s experiences of being overweight and pregnant. | also want to understand
what women think about the advice they have been given on healthy weight gain in pregnancy and
whether this advice has led to lifestyle changes.

How was | identified and why am | being invited to participate in this research?

Your midwife or other health care provider may have invited you to take part in the study if you are
pregnant and identify as overweight. Your midwife or health provider may have given you advice on how to
gain the right amount of weight during your pregnancy. You may also have found out about the study from
a poster advertisement. The invitation is open to pregnant women who were overweight at the start of
pregnancy or have gained too much during pregnancy.

What will happen in this research?

Taking part in this research will involve an interview lasting about one hour. | may also ask you to take part
in a follow-up focus group. In the focus groups we will discuss your thoughts and feelings towards different
kinds of health promotion booklets and other materials. In the interview you will be asked about the
meaning of advice about healthy eating and keeping active. You will be asked to talk about the things that
make it difficult or easy to make changes to your lifestyle during pregnancy. The interview will be held at a
place that is private and convenient for you. You can invite a support person to be with you during the
interview.

The interview will be audio taped and later transcribed. These tapes and transcripts remain confidential to
my research supervisors and myself. A pseudonym or false name will be used on all the tapes, transcripts
and reports to protect your identity.

194



What are the discomforts and risks?

| do not anticipate any risks to you from this study. However, sometimes such interviews in which you share
your thoughts and emotions can make a person feel vulnerable. Some women may find questions are
sensitive or cause embarrassment. This may happen because | ask you to think about how you felt when

your health worker talked to you about weight gain in pregnancy.
How will these discomforts and risks be alleviated?

You will be in control of how much information you share. You do not have to answer all the questions and
you can stop the interview at any time. No information will be reported in the research that could identify
any person without the express permission of the person or persons concerned. Counselling services will be
available should you need them as a result of the study. You may get in touch directly with the counselling
services by contacting them at:

Wellington Women’s Health Collective
Level 5

175 Victoria Street

Wellington

Phone: 04 384 7709

Email: wwhc54@xtra.co.nz

What are the benefits?

The benefits of taking part in this study are that you will be part of exciting new research that has the
potential to benefit women and families through increasing health workers’ understanding of the types of
support women need to make healthy lifestyle changes during pregnancy. The study may also assist me in
obtaining a qualification.

How will my privacy be protected?

Confidentiality will be assured. Each interview will be audio taped and later transcribed. These tapes and
transcripts remain confidential to my research supervisors, transcribers, and myself. Transcribers involved

in the study will be required to sign a confidentiality form. If you take part in a focus group, each participant
in the focus group will agree to keeping all discussions confidential to group members.

To ensure confidentiality and data protection your identity will not be disclosed to anyone. A pseudonym or
false name will be used on all the tapes, transcripts and reports to protect your identity. All information
relating to you will stored securely for five years. The researcher will be responsible for destroying the data
and nothing that identifies you will be stored.

What are the costs of participating in this research?

The costs to you will include your time involved in attending the interview and your transport costs to the
venue for the interview.

What opportunity do | have to consider this invitation?

If you would like to take part in the study, a commitment from you will be required at the time of the
interview.

How do | agree to participate in this research?
You will be required to sign a consent form that will be available at the time of the interview.
Will | receive feedback on the results of this research?

You will be invited to a presentation to hear the results of the study. You will also be offered a written
summary of the findings within six months of the study finishing. Findings may also be presented at
conferences and seminars. Your identity will not be revealed in any of these contexts. The final research
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will be published as a PhD thesis, which will be available in the university library. There will also be
publications from the study that will appear in journals.

What do | do if | have concerns about this research?

Any concerns regarding the nature of this project should be notified in the first instance to the Project
Supervisor, Judith McAra-Couper, jmcaraco@aut.ac.nz, 09 921 9999 ext. 7193. Concerns regarding the
conduct of the research should be notified to the Executive Secretary of AUTEC, Kate O'Connor,
ethics@out.oc.nz , 09921 9999 ext. 6038.

‘Whom do | contact for further information about this research?

Please keep this information sheet and a copy of the consent form for your future reference. You are also
able to contact the research team as follows:

Researcher Contact Details:

Susan Knox (PhD Student)

Centre for Midwifery & Women's Health Research, AUT
Phone: 022 368 4632

Email: susan.knox@aut.ac.nz

Project Supervisor Contact Details:

Judith McAra-Couper

Centre for Midwifery & Women's Health Research, AUT
Phone: 09 921 9999 ext. 7193

Email: jmcaraco@aut.ac.nz

Approved by the Auckland University of Technology Ethics Committee on 1 June 2016, AUTEC Reference

number 16/126

196



Appendix |: Participant consent form

AU

TE WANANGA ARONUI
0 TAMAKI MAKAU RAU

Consent form

Project title: Women’s experiences of being overweight and pregnant

Project supervisor: Judith McAra-Couper

Researcher: Susan Knox

(0] I have read and understood the information provided about this research project in the Information
Sheet dated 01 April 2016.

(@] I have had an opportunity to ask questions and to have them answered.

(o] | understand that notes will be taken during the interviews and that they will also be audio-taped
and transcribed.

(o] | understand that | may withdraw myself or any information that | have provided for this project at
any time prior to completion of data collection, without being disadvantaged in any way.

(o] If | withdraw, | understand that all relevant information including tapes and transcripts, or parts
thereof, will be destroyed.

o | agree to take part in this research.

(o] | wish to receive a copy of the report from the research (please tick one): YesO NoO

Participant’s signature: ....

Participant’s name: T R G RS NG G

Participant’s contact details:

Date:

Approved by the Auckland University of Technology Ethics Committee on 1 June 2016, AUTEC reference
number - 16/126

Note: The Participant should retain a copy of this form.
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Appendix J: Recruitment poster

Overweight in Pregnancy Study

Email: susan.knox@aut.ac.nz
Phone or text: 022 368 4632

AU

A research study to understand
the experiences of women who
are overweight and pregnant.

Researchers at AUT want to find out whether weight-focused
advice helps women make lifestyle changes.

This study is for pregnant women who identify as overweight.

Research is always voluntary!

This study might be a good fit for you if:

* You use maternity services in

* You were overweight at the start of pregnancy or have gained too much
during pregnancy

* You have been given advice on how to gain the right amount of weight.

If you decide to take part in the study you will be invited to an interview to
share your experiences. You can bring a support person with you.

Compensation for expenses incurred in giving your time is offered.

To take part or for more information please contact the researcher - Susan Knox.
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Overweight in Pregnancy Study

Email: susan.knox@aut.ac.nz
Phone or text: 022 368 4632

Email: susan.knox@aut.ac.nz
Phone or text: 022 368 4632

Overweight in Pregnancy Study

198




Appendix K: Letter confirming the provision of counselling services for
participants — Wellington Women'’s Health Collective

PR WELLINGTON WOMEN'S HEALTH COLLECTIVE INC
I WAHINE ORA O TE WAIMAPIHI
R . Level 5 175 Victoria St PO Box 11 731 Wellington 6142

www.wwhc.org.nz Telephone 04 384 7709 Email wwhc54@xtra.co.nz

W
7

5 April 2016
Dear Ethics Committee,

We have been approached by Susan Knox, who would like to know that women taking part in her research
project can have access to counselling at WWHC if needed.

We have outlined our position to Susan, as below.

Women in Susan’s study who are eligible for WWHC's counselling service are welcome to contact WWHC
for counselling. If our service is waitlisted at the time, we will work with the client to find an acceptable
alternative.

Eligibility is determined primarily by income. There is no set level (we use a little discretion) but the woman
needs to be in a position where she can't afford counselling elsewhere. If the woman is actively suicidal,
presenting primarily because of rape/sexual abuse or alcohol and drug problems, we will support them to
find the specialised agencies who work with these issues.

Women whose income is too high to be eligible for counselling here are still welcome in the support
service, where they will have access to a support worker as they need her. They can come for a session in or
ring up for support. The support service can also ‘carry’ clients while they are waiting for counselling, here

or elsewhere.

We will always work with clients to find alternative counselling if need be, and encourage them to stay in
touch until they have obtained counselling.

We hope this is clear. Please feel welcome to contact us if necessary.
Yours sincerely,
Robyn Goldsmith

Coordinator
Wellington Women's Health Collective
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Appendix L: Interview topic guide

Interview topic guide

Opening questions

Tell me about becoming a mum
Tell me about your pregnancy so far

Referral to a clinic theme

What was your experience of coming to the clinic/weight management service/diabetes
appointment?
Tell me about why you were referred to the clinic.

Weight theme

What is the meaning of being overweight for you? [Women's own terms to be substituted).
How did your midwife or doctor talk with you about your weight?

Advicefhealth promotion theme

What advice were you given about healthy eating/keeping active/ looking after
yourself/protecting baby/pepe?

How were you involved in a conversation about your weight/nutrition/exercise/feeding
intentions?

Contextual factors theme

What is your family’s eating patterns or cultural traditions around food and exercise during
pregnancy?
Describe the place you live and the social or cultural parts of your life that affect weight.

Concluding the interview

Is there anything you were hoping | would ask that | have not, or anything else you can think of
that might be helpful to me?
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Appendix M: Interview reflection sheet - Lily’s example

Interview reflection sheet - Lily's example

Immediate
reflections following
the interview

Lily was the second woman to be interviewed. | had a strong sense
that | was not asking questions in phenomenological ways; ways
that would elicit a story. | experienced a discomfort in the way |
‘directed” my conversation with Lily. Being mindful of my influence
as a researcher, | wondered if my questions inadvertently
increased Lily's perception of weight-related risk. While she self-
identified as overweight, neither Lily nor her midwife perceived
any risk associated with her pre-pregnancy BMI or increasing
weight gain. Lily said, “I can’t stop the scales from rising”. As a
follow-up, | asked: “Where does this leave you thinking about how
to manage your weight and look after your health, given your
midwife doesn’t feel it's an issue to worry about”? On reflection, |
became aware that | needed to more carefully frame my
guestions to stay focused on the woman's experience and avoid
perpetuating risk.

Initial thinking on
the parts that might
contribute to the
phenomenological
text

The experience of high weight gain and the impacts on bodily
movement.

The relationship between weight gain and a hurrying of
pregnancy.

What it feels like to be in a body that is struggling to keep up”.
The experience of weight gain while eating within nutritional
guidelines and how it feels when it becomes intuitive to ‘eat for
two'.

What are my
assumptions in
relation to this
phenomenological
material?

Mormal pregnancy symptoms, such as pelvic pain, minimise
opportunities to be physically active.

Reflections on how |
might hone my craft

Focusing the research on the phenomenon and using
phenomenaological approaches to dig down into meaning.
Explore women's use of language more as language is a core
feature of phenomenology.

Supervisors’
responses to the raw
data and my
reflections on the
interview

My supervisors’ perspectives reminded me that the ‘participants
determine the interview’. This means | let the interview go where
it will and don't leave the story behind. While the interview was
tricky to navigate, my supervisors noted my attempts to return to
the original questions.

Analysis could focus on how body image issues seemed very real
for Lily, as well as the adaptation women make when weight gain
recommendations are unrealistic.
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Appendix N: Phenomenological material not included in the study

Phenomenological material not included in the study

Teuili’s crafted story: Our loving shelter for baby

Being active held greater significance for Teuili when she was pregnant. For Teuili, bodily movement
revealed her desire for a strong and healthy baby. Perceiving movement as a significant and vital
aspect of her human existence, Teuili’s story uncovered how movement was an expression of her
innate need to nurture and keep her baby safe. Resisting tiredness, she challenged herself by moving
her body and found comfort in physically moving her body to help her baby be strong. Though being
pregnant meant it was difficult for her to exercise, she intuitively knew that moving her body was a
way for her to embody her natural maternal instinct to nurture her baby. Teuili's story spoke of her

intense yearning to protect her baby:

It's the happiest thing that I'm pregnant but it's hard for me to move my body. | feel like
sleeping but | push myself to do everything, so | can look after my baby. | must move my
body, so the baby can move, and so the baby can be strong when he or she is born. Last year
my brother had a new baby, but she was just one month when she passed away. She was
breastfeeding baby on the bed lying down and then she went fast asleep. The breast stopped
the baby’s breath. it fell on top of the baby’s foce. That's why the baby’s dead. It's really hard
for me to forget that experience. Because of this | want to help baby be strong and be
prepared for the new-born. | don’t want to ride in the car. | just want to stay home and move

my body, so the baby can be strong.

Teuili was exposed to critical life event which caused emotional distress. This factor brought about
an unbalance in several dimensions for Teuili and a mood of sadness enveloped Teuili as she
recounted an experience of loss in her family. She seemed haunted by the details surrounding the
death of the baby and drew on a vivid anthropomorphic metaphor, as though to draw us into her
story and help us understand the significance of this loss. She described how, "the breast stopped
the baby’s breath”. Her tendency to anthropomorphise the breast speaks to us about her values in a
visceral and emotional way and allowed her to make her point more concrete. Loss affected Teuili’s
bodily experience of being-in-the-world. In grief and sadness, she reflected on loss as a possible
situation she might experience. Her body was so affected by this experience and her response was

to reflect on her embodied life.

Teuili searched for ease and painlessness. Her need was to experience more relief and she restored

order in her world through physically moving her body. She was pulled towards the protective and
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comforting qualities of staying at home which seemed to be provoked by her experience of family
loss. It was as though she wanted to temporarily put aside the outside world, until after her baby
was born. Being outside of her home threatened her sense of wellbeing and it was as though being
outside separated her from her purpose of helping baby be strong. She seemed to have a conscious
awareness of how her lived space protected and provided her with comfort. Intuitively Teuili knew
that being outside of the home, in the car for example, could pose a threat to her body and to her
baby and she became distrustful of the outside. It appeared that though her very existence, a loss of
self even, might be experienced if she left home. For Teuili, staying at home was not oppressive, but
a relieving experience, and in this context, positive wellbeing was obtained by the reassurance of
being inside. To be inside the home, helped her feel safe and offered a stabilising effect on her
waorld, shielding her from difficult or unpleasant realities. Thus, home became a protective place
where she could recollect herself in a space of familiarity. Being at home sheltered her body and
provided a structure for her life during pregnancy. In this way, staying at home supported her
intuitive ways of coping, helping her connect with her baby and experience a deep sense of

wellbeing.
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Appendix O: Post-reflexion journal extract — peer-debriefing with cultural
advisors

Post-reflexion journal extract: Peer-debriefing with cultural advisors

The following extract from my post-reflexion journal provides extracts from the cultural advisors’

responses to the data:

Pacific advisor's written response to the crafted stories:

These crafted stories were so rich that each time | read through the analysis | experienced
ranges of emotions about what was shared. It gave me confidence that with each read, |
experienced consistent commitment in applying an empathy lens to how you reflect,
articulate and describe what each respondent had shared with you. There were no surprises
in the data and analysis for me, my reflective lens is one of lived experience. This is best
defined as a New Zealand born woman of Tokelau and NZ-Euro descent, who has navigated
the process of carrying and giving birth to four children with my S5amoan husband. In this
process we embraced and valued raising our family in constant support and close contact
with both our immediate and extended families who live in proximity. Being a family of multi
ethnicities, my reflective lens also includes an ongoing lived experience of the strengths and
challenges of committing to navigate and live up to or mediate any similar or conflicting

familial, cultural and religious traditions and/or expectations.

Having lived some of the elements of these stories, my emotions were stirred on reading
and through this personal response | experienced an effectiveness in the methodology used.
| appreciate the analysis and crafting as meaningful, knowing that Susan does not have this
lived experience in a Pacific context. The data and stories these women shared with you and
paired with your empathetic and consistent methodology/analysis gives me a sense that you
were ethical and trustworthy in your approach with the respondents. How someone will
share a story is different based on their personal experience and perspective. But it is
consistently evident you have formed enough trust with each respondent through their
willimgness to share. There is evidence of the depth at which you gained trust in that they
communicate beyond what happened and have defined how they felt, or how they were
impacted — it is in these rich definitions that | sense actuality of your research. In my lived
experience | have experienced or seen these behaviours and heard some of these feelings

you articulate very well (A. So’otaga, personal communication, October, 12, 2017)

Ana provided affirmation of my data interpretation in important ways. For example, Ana suggested a

deepening of the analysis to write-in interpretive conjectures surrounding the meaning of ‘being
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lazy” from Pasifika perspectives. On noticing the multiple references to this concept in the data, Ana

helped me to think about Pasifika meanings and discourses, as opposed to western meanings:

Far Pasifika women, it helps to think of the concept ‘being lazy” as a claim that can also refer
to women not being seen as reaching, or striving to participate in or undertake familial,
religious or cultural norms, traditions or advice. For example, a woman, that is pregnant may
perceive her goal and actions will lead her to produce a healthy baby if this looks different
to, or she seems resistant to her cultural or family tradition where she allows everyone or
particular family members to have a role also in ensuring baby is healthy — then ‘being lazy”
could allude to this resistance. Being lazy in this context could mean, they are failing their
baby and their family. In doing so this is dishonourable to the family, bringing shame upon
the family unit. Ana pointed to the constant cycle of judgement around ideals that Pasifika
women navigate during pregnancy. There are often different ideals also based on the
placement of the parents and baby in the family. To ensure the best outcome for the baby
the woman must be cared for. Depending on who the parents are and the status of the baby
to be, this can mean being, ‘totally bubble wrapped, cared for and served’ through to an
expectation to move into an identified family members home to prepare for baby being
born into a wider family support system. (Ana So'otaga, personal communication, October,

13, 2017)

Ana was selected because she is an insider, with prior experience of Pasifika traditional knowledge
as well as the research topic. She self-identified as a mother of four to a Samoan husband,
preventive health worker, and woman with an interest in healthy environments, nutrition and sport.
Ana brought a New Zealand born Tokelau lens to the data and was ideally positioned to comment on
the data from a Pasifika and western world view. Ana was supplied with initial crafted stories from
each of the five Pacific participants in the study. She read and re-read the crafted stories over a
period of a few months, after which time a single meeting was held. | asked Ana to comment on my
assumptions operating about Pasifika women's stories, namely that spirituality appeared to be
influential for some Pasifika women in how maternal obesity was produced and provoked-these
influences closely connected women to the health of their baby. Supported by Ana’s Pasifika view on
the data, | came to appreciate the importance of the micro and macro contexts more deeply, for

women in the study.
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Maori advisor's oral response to the crafted stories:

Bubba Hiko was similarly selected as an insider with experience of Maori traditional knowledge.
Bubba was New Zealand born Maori and Samoan woman who brought knowledge and
understanding of Maori, Samoan, and European culture to the data; and importantly ensured input
from a Tiriti perspective. Bubba had prior experience with the topic of research through her personal
interest in nutrition and fitness. Bubba was supplied with initial crafted stories from each of the
three Maori participants in the study, which she read and re-read over a month. A single meeting
was held with Bubba as her preference was to provide feedback through conversation. This post-
reflexion extract provides Bubba’'s oral response to the data:
Bubba felt that the Maori participants were alluding to aspects of whanaungatanga, or
village approach, in their stories. Bubba explained the village approach is not focused on the
individual but rather looked at women’s experiences from a family or ‘village” lens. Bubba’s
interpretation of the stories revealed that all the women related to the concept of ‘village”
[village defined as whanau or medical teams) in their telling of stories; though this
manifested in different ways. Two women talked about the concept of village support in
positive terms i.e., decisions being made on their behalf by medical professionals. From a
Maori perspective, the importance of making connections is culturally embedded. Referring
to Julie’s story, Bubba described the importance for Julie of her doctors taking control of
lulie’s weight gain. It was a challenge for Julie not to gain weight and Bubba thought Julie
was educating herself through clinic appointments. Julie was not necessarily being passive in
the handover of her care, as | at first assumed. Instead, this connection with the doctor
seemed to constitute a meaningful connection for Julie, as it was her intention to bring in
and involve these clinicians as part of her village of support. Julie's village consisted of
doctors and specialists and perhaps Julie trusted them in the same way that others would
trust whanau. Bubba interpreted that it was a positive experience for Julie to hand over her
care to the medical team, as this supported her safe passage through pregnancy and
childbirth. In a different story, Pania involved her previous partner as her village, even
speaking of her experience as being thankful to Anaru, as a result of which she was then
positioned to support her own whanau. Bubba thought that these women did not want to
feel that they are making decisions alone; rather they wanted to trust in others to help
them. In this way, Bubba said, women have less chance of ‘stuffing up’. For Julie and Pania,
whanaungatanga was a positive element of their experience; yet for another participant,
Cheree, she was lonely and had no help. As Bubba reminded me, there was no one in

Cheree’s village to say, “Yeah, all good Cheree, all good!” From her reading of the stories,
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Bubba uncovered that Cheree had a deep need for whanaungatanga yet could not access
this. Though Cheree visibly had a village (her partner's whanau), Cheree had no meaningful
connections and thus no support. For Cheree this meant that she couldn’t take control of her
unhappiness because she had no village. (B. Hiko, personal communication, December, 14,

2017)

| shared with Bubba my judgements and surprise that Maori appeared passive in clinic settings and
eager for this knowledge. My assumptions were that being Maori, these women would have access
to more traditional whanau knowledge and given this, they may have less reliance with mainstream
pregnancy care. Bubba thought that in lots of ways Maori have been pulled out of their own culture
and now must rely on cross-cultural trust and opportunities for educating themselves in mainstream
environments. On hearing this, | felt naive in that | had failed to understand the impact of
displacement on Maori, which might be apparent for some of these women who experience a sense
of isolation and loss. Though | initially came to the data with a fixed-focus western lens on these
women's stories, involving Bubba in a peer-debriefing role, led to me re-writing these stories to
reveal deeper aspects related to cultural context. It was not that | shied away from this but more
that | simply did not see it. Through dialoguing with Bubba, | noticed how phenomena had exploded
through my relations. My ability to stay open to alternative understandings saw the phenomena

reveal its own complexity rather than imposing an external structure on it.
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ABSTRACT

Background: Linde amention has been paid ro understanding the unintended consequences of
health policy for midwife-woman partnerships. The measure of Body Mass Index (BMI) is one
such policy example which has become established in contemporary midwifery pracrice as a tool for
assessing pregnancy risk. The universal accey of BMI an unsertling paradox for midwives
concerned with promoting woman-centred practice. The increasing focus on BMI is challenging for
midwives as they navigare erhical rensions when direcred to underrake pracrices which have porenrial
unwonted consequences for the midwife-woman parmership.

Aim: The aim of the study was o explore the use of an indicator, using BMI as an example, wo provide
an inrernarional perspective on obesity prevenrion policy and marerniry care provision.

Method: A compararive case study approach was aken, using descriprive cross-narional compararive
analysis of obesity prevention policy, weight management guidelines and midwifery models of care
in New Zealand and Scotland.

Discussion: Despire promoting healthy weight gain in pregnancy, New Zealand and Scorish health
policies may be missing health promorion opportunities. Focusing on BMI in marerniry, per se,
should not prohibic other assessment of lifestyle issues or delivery of services based en individual
needs, capaciries, histories and sociological characteristics. Relying solely on pre-pregnancy BMI as
a marker of health in all women has remained relatively unchallenged and, as such, constirures a
pelicy problem because ir occludes the facroring in of other lifestyle issues thar may significandy
alver individual risk srarus. Further, such an assessment of risk srarus is ideally arrived ar wirhin a
parmership model of maternity care, rather than reliance on an a prion medical vest.

Conclusion: Deconrexrualised policies are challenging for midwives where medical and midwifery
values are in conflice. Policy which fails vo consider the multple and complex conrexts of women’s
lives is confronting for midwives as they amempr ro re-articulare the meaning of woman-centred
practice. Furthermore, BMI as a tool may be ineffecrual. The current focus on BMI in policy and
practice requires re-consideration.

Keywords: midwifery parcnership, health policy, weight management guidelines, BMI, Mew Zealand,
Scotand

INTRODUCTION

Lirtle arrention has been paid o understanding the uninrended
consequences of health policy for midwife-woman parmnerships.
Torloni, Berran, and Menaldi (2012} highlighted how maternal
obesity is a real concern in pregnancy. Evidence shows thar
maternal obesity significantdy increases the risk of adverse
maternal and infant ourcomes (Marchi, Berg, Dencker, Olander,
& Begley, 2013) and of admissions for specialist care (Denison
er al,, 2014). The growing evidence has led o obesiny-targered
policy recommendarions in New Zealand and Scodand (Ministry
of Health, 2013b: Scomish Governmenr, 2010: Scorrish
Governmenr, 2011), yer lide is known abour the porenial
impacr of such policies on midwifery pracrice. The measure of
Body Mass Index (BMI) is one such policy example which has
become established in contemporary midwifery pracrice as a ool

for assessing pregnancy risk. One unintended consequence of
such policy, and is associared gesrarional weight management
guidelines, is an apparent preoccuparion with weight surveillance.
Such a focus on weight rather than pregnancy lifestyle care, in nurn
can pathologise the whole pregnancy for the woman.

BMI was originally intended as a rool used ro monitor progress
rowards government rargers on overweighe and obesity (Hall &
Cole, 2006). Subsequently, BMI has been widely adopred in policy
and pracrice as a ool for individual assessment of overweighe and
obesity during pregnancy (Instirure of Medicine, & National
Research Council, 2009). BMI is therefore now used as the sole
method of weight-based risk strarificarion in pregnancy. We are
not disputing thar BMI can be useful when used across populations
bur contest its use as the sole basis of risk strarificarion. We are
concerned thar the use of the BMI measurement alone may fail to
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consider or recognise thar some women are overweight and remain
healthy. Their BMI is often the dominaring focus of their care plan,
when whar marters most 1o women is a positive care experience
based on compassion, choice and digniry (Morad, Parry-Smich, &
MecSherry, 2013). This appears ro contradicr the bespoke narure
of care. Thus, the intrusive BMI is one such case that highlights
a tension berween individualised care o women juxraposed o
the rourine namre of the dominant policy approaches wo weight
management. It is rimely w expose a parhological paradox in
which, if they have a BMI 225 kg/m’, this is understood as always
abnormal, covering up thar some of these women are acrually
enjoying a healthy pregnancy. In other words, the BMI-relared
policy implicarion is thar this places all women wirth a BMI aver 25
as ar risk, which leads ro standardisarion of care and may be moving us
away from our focus an women-centred, individualised care.

The aim of our paper is to explore the use of an indicaror, using
BMI as an example, 1o provide an international perspective on
policy and marernity care provision. New Zealand and Scorland
are used for comparison as they are two couniries with high-income
economies and are served by well-educared, regulared, registered,
health care pracricioners. Both countries have persisting disparities
in socio-economic staruses and a rising obesity prevalence within
low-income populations, which are growing causes for concern
(Minisery of Health, 20135b; Scorrish Government, 2010). See Table
1 for the comparison of prevalences berween the rwo countries.

. Comparative demographics between adults in
aland and Scetiand
Variable New Iealand Scotland
Orverweight Orvarweaighl [44%]) Overweight [65%])
and obesity Obesa (31F) Obese [28%)
Ooesity by women [32%)] Wemen (29%)
gender Men (298] Men [28%)
Cinesity by Pocilic peaphes [46%) Chiness [4%)
afmricity Mo (47} AsicnfOmer (FE)
Asian peoples [12%)
Oibesty by Mast depiived oieocs Maost depiived aneos
depivation  [£2%) |37}
Least deprived areas Least depived areos
[22%) 121%)

Sowces: Minkiny of Healih {201 50) and Scotiish Govemment [2015)

While the countries in terms of obesity prevalence are nor vasiy
differen, the issues relared to health inequalities, marernity service
provision and marernity policy approaches ro address obesity are
dissimilar. An ideographic approach was chosen o understand
cach country in its own terms (Kohn, 1989). Each narion was
weated as an object of study, and the approach was selecred
w highlight the unique elements related 1o marernity service
provision and marerniry care policy o address obesity. Here, we
explore how policy and maternity pracrice diverge and converge in
the two regions. We are particularly concerned with uncovering
the unintended consequences of adopring a population wel in
woman-centred  practice, the porential consequences of which
have gone relatively unexplored. By examining mwo sers of policies
across different regions, the salient aspecrs of the issue relared w
the routine measurement of BMI in pregnancy can be highlighred.
Further, we discuss rhe tensions evidenr for midwives as they
implement BMI-focused policy while engaging with women in
partnership relationships.
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This paper begins with a brief overview of relevant lirerarure
in relarion o obesity and weight gain in pregnancy. We then
describe policy measures in New Zealand and Scorland which
aim to promorte healthy gesrarional weight gain, before describing
how the counrries have soughr o implement weight management
guidelines in pregnancy. This is followed by analysis of each
country's midwifery models of care to answer: *How far and in
whar ways are New Zealand and Scodand promoring woman-
centred pracrice in pregnancy?” To conclude, we highlight the
lessons drawn and reflect on the challenges of implementing
policy in ways which ensure the well-woman focus.

Literature review

Owerweight and obesity are defined as abnormal or excessive
far accumulation thar presents a risk w healch (World Health
Organization, 2015b). The negative impacrs associated with
overweighr and obesiry in pregnancy for mothers and their infanrs
are well documented. Ir is argued thar excessive gestarional weight
gain is the mest delererious consequence of pregnancy {Gilmere,
Klempel-Donchenke, & Redman, 2015). Maternal obesiry leads
o an increased risk of borh gestational diabetes and hypertensive
condirions for women and, for the infanr, perinatal dearth,
congenital anomalies, birch rrauma and high birch weight (Adamo
eral., 2013; Caralano 8 Ehrenberg, 2006; Dodd, Grivell, Nguyen,
Chan, & Robinson, 2011 Furber et al., 201 3; Galrier, Raingeard,
Renard, Boulor, & Bringer, 2008; Galier-Dereure, Boegner, &
Bringer, 2000; Lashen, Fear, & Srturdee, 2004; Leslie, Gibson,
& Hankey, 2013; Ramachenderan, Bradford, & McLean, 2008;
Ryan, 2007; Stotland, 2009). Low-income women were found ro
be more ar risk than middle- and high-income women for excessive
gestational weight gain, pointing o obesity-relared disparities
being a growing concern (Yeo 8 Logan, 20014). Furthermore, the
predisposition to obesity is hereditary and is thoughr vo impact
the health of future generations (Mouwrtakos er al., 2015; Pirkola
et al., 2010). Such evidence is fucling interest in pregnancy as a
critical period 1o promore healthy weighe gain (Huda, Brodie, &
Sarear, 2010).

Drespite pregnancy being an oppormunity for health promorion,
current obesity prevention initiatives have shown linde evidence
of success. Questions have been raised abour the effecriveness of
obesity-relared pelicy approaches, with few of these approaches
subject ro rigorous evaluarion and fewer still showing unequivocal
evidence demonstrating efficacy in srabilising or reducing body
weight (Essingron & Herrelendy, 2016). Ir is unsurprising thar
the weight-focused approach o obesity r is being
challenged (Bacon & Aphramor, 2011; Hafekost, Lawrence,
Mirrou, OSullivan, & Zubrick, 2013).

In common with biomedical approaches ro weight management,
the emphasis on “one size firs all™ (Hill er al., 2017) secks
standardised care parhways, neglecting the muldple conrexrs
within which women exisr (Keely, Cunningham-Burley, Elliorr,
Sandall, & Whirtaker, 2017). The Internarional Confederation of
Midwives (ICM: 2017a) argues thar the provision of marerniry care
thar is service-centred rather than woman-cenored can conribure
to the medicalisarion of pregnancy and childbirth. Inhorn (2006)
describes medicalisation as the biomedical rendency w parhologise
otherwise normal bodily stares, leading ro incumbent medical
management. Pregnancy is a life event which has been medicalised
with pregnant women's expericnces epitomising the process of
medicalisation (Zadoroznyj, 1993).

BMI appears to be part of the increasing medicalisarion of
pregnancy, with pregnant women increasingly being viewed
through the lens of parhology. Pregnancy is a normal human
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process which, like many processes, can vary from person o
person. As such, bislogical approaches are narrow in focus and
minimise opporrunities for midwives o enable women o make
sense of their health and well-being. Policy has paid livtle arrention
o the social conrext of marernal popularions ar risk of obesity
{Heslehurse ex al., 2011). Concurring, Sutherland, Brown and
Yelland (2013) suggest thar approaches which focus on behaviours
thar immediately lead o obesity, withour considering the social
drcumstances thar shape behaviours, are likely o have limired
reach and impact on low-income groups. The rhetoric of personal
choice, within which the obesity epidemic debare is framed, makes
it difficult to see the serucrural barriers which encourage poor
health or poor dier for women living in unhealthy environments
(Cain, 2013). According w Greener, Douglas and van Teijlingen
(2010), the prevailing biomedical interventions aim to enhance
the health promoting capability of exisring services o prevent
or reduce obesity. Yer, withour evidence from large-scale trials,
it remains unclear whether adherence o suggesred weight gain
ranges improves maternal and infane health (Nadenal Insooue
Health and Clinical Excellence [NICE], 2010).

As sociologist C. Wright Mills (Mills, 195%) famously argued, we
need 1o see personal problems (induding and especially medical
ones) as public issues and vice versa: it is inadvisable and misleading
o see personal issues as separate from rtheir complex historical
and social contexts. Further, such approaches as those referred
above, serve to heighten anxiery and increase weighr-based stigma
(Lindhardr, Rubak, Mogensen, Lamonr, & Joergensen, 2013:
Mills, Schmied, & Dahlen, 2013). Emerging evidence supports the
view thar focusing on healthy lifestyles racher than on gestarional
weight is likely 1o be more effective (Keely er al., 2017; Smith e
al., 2015). For example, in her srudy of women's lived experiences
of co-existing BMI >30 and gestrional diaberes mellitus, Jarvie
(2007) found women sought less directive, more collaborarive
care. Similarly, findings from a feasibility smudy, and the degree
of acceprability of a brief midwife-led intervention in thar soudy,
showed thar women welcomed individualised discussion regarding
dier and exercise (Warren, Rance, & Hunrer, 2017). Arguably, a
greater focus on promoting healthy lifestyles railored ro individual
needs and preferences would be more acceprable and aligns more
dosely with the midwifery model of working in parmership
with women.

Midwifery is based upon a parrnership berween women and
midwives which aims to promore healthy ourcomes (ICM, 2017h).
The ICM Code of Ethics for Midwives {2008) urges midwives
o develop a parmnership wirth individual women, in which they
acrively share informarion and supporr women in their right w
acrively paruicipate in decisions abour their care. The midwife’s
role is to facilivate the safe passage of women and babies through
the marternity care system (Koniak-Giffin, 1993), yer policy
constraines porentially impact upon this primary midwifery focus,
compromising the optimal ability of midwives o support women
in achieving a mormal pregnancy.

Design

Compararive analyses of policy and models of care in New Zealand
and Scotland are presenced. Descriprive cross-narional comparisons
can provide imporant new insights (Kan & Lau, 2013: Room
ex al., 2013; Shield er al., 2013). Similardy, Musingarimi (2009)
conducted a descriprive comparartive analysis of obesity-relared
policies within the devolved adminisirations in the United
Kingdom (UK). We used descriptive methods to analyse relared
lirerarure, policy and guidelines ro explore how policy and pracrice

diverge and converge in the two counrries. A lirerature review

was conducred to identify stand-alone policy documents, dared
2010-2016, which propose public health frameworks for acrion
and guidance for weight management during pregnancy in New
Zealand and Scotland. We examined pre-conceprion, pregnancy
and postparrum-relared policies relaring ro weight on entering
pregnancy and weight gain during pregnancy, paying particular
arention to how BMI is used in marernity pracrice. Case studies
outline the high-level policy respense and the major lifestyles
interventions in place ro oprimise gesrarional weighr gain. It is not
in the scope of this paper 1o explore how government arrangements
affect policy; nor is it our intention o advance understanding of
policy processes or identify the successes and failures of the current
measures. We do not intend o critique policies for their impacrs
bur rather we seek o understand current approaches and the
extent to which policy and marerniry guidance suppors pregnant
women to adopr healthy lifesryles. The following section describes
the policy response and models of maternity care in each country
as a basis for underraking a compararive case study.

FINDINGS

New Iealand case study

The MNew Zealand Health Straregy’s Roadmap of Actions
(Minisery of Health, 2016) lays down a plan o rackle long
rerm conditions and obesity. The recendy lunched Childhood
Obesity Plan (Minisery of Health, 2015b) ses the direcrion
for prevention of, and early intervenrion to address, obesiry. A
package of initarives to prevent and manage obesity in children
and young people is being implemenred. The iniriarives aim ro
take a life-course and progression of condition approach and
include: rargered interventions for those who are obese: increased
support for those ar risk of becoming obese; and broad approaches
ro make healthier choices casier for all New Zealanders. The focus
is on feod, the environment and being active ar each life stage,
starting during pregnancy and carly childhood. Development of
the policy drew on narional and international evidence outlined in
the Interim Report on Ending Childhood Obesity (World Health
Organization, 2015a).

The New Zealand marerniry care model is unique in thar women
choose their lead marerniry carer (LMC), wsually a midwife, who
provides continuity of care for women from early pregnancy,
through the labour and birth and wp o six wecks posrparnum
(Rowland, Mcleod, & Forese-Burns, 2012). LMC midwives
claim from rhe government for the services they provide, so thar
marerniry services are free o eligible women, unless the woman
chooses a private obstemrician, who can charge over and above
government funding. This model means thar the LMC midwife
is able ro build a close relarionship with 2 woman and her family/
whanau (exrended family group) during her pregnancy, developing
rrust and preparing the woman for the labour, birth and becoming
a parent. Thus, LMC midwives have an opporunity to tap into
whar is known as rhar “reachable moment™ and potentially effect
change o support healthy lifestyles and berter ourcomes for both
the woman and her family (Pan, Dixon, Paterson, 8 Campbell,
2014).

Guidance for Healthy Weight Gain in Pregnancy was published ro
support a reducrion in the incidence of “inappropriare” weight gain
in pregnancy (Ministry of Health, 2014). This guidance updared
the advice provided in the Food and MNurntion Guidelines for
Healthy Pregnant and Breastfeeding Women (Ministry of Health,
200&). The advice is o encourage women o monitor their own
weight ar regular intervals during pregnancy and the pasrpartum
period and discuss this with cheir LMC as part of their care plan.
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BMI is normally calculared ar booking/firsy visit, ideally before 10
wecks' gestarion (Minisery of Health, 2014).

The healthy range for BMI is defined as 18.5 w 25 kg/m®, with
obesiry being i as a BMI of 30 kg/m® or above (World
Health Oeganization, 2015b). Marernal obesiry is defined as pre-
pregnancy BMI 230 kg/m® {Chen, Feresu, Fernandez, & Rogan,
2009). In order ro identify overweight and obese women, midwives
measure women's BMIs which are calculared through height and
weight measurements (kg/m®). Midwives and other providers
of maternity care measure women’s BMIs ar the beginning of
pregnancy to guide care and assess risk, given rhe significandy
elevared risk associared with overweight and obesity in pregnancy
for both mother and child, as signalled over the past two decades
or so. It is expecred thar dierary and lifestyle advice is offered, or
the woman is referred to a specialist, based on her BMI (Ministry
of Health, 2012). I is a requirement, for example, ro elevare care
from low risk o higher risk caregories in many hospitals across
New Zealand.

Despire the availability of guidance since 2006, lirle is known
abour midwives” acrual pracrice in relation o giving advice w
women in refation o gesrarional weight gain. A narionwide
cohom study involving 428 midwives described the pracrices of
LMC midwives when discussing nurrition, activity and weight
gain during pregnancy {Pan er al., 2014). Findings showed the
majority of midwives provided informarion on nurrition and
exercise during pregnancy and measured the height and weight
of women in order o derermine BMI. However, lirde is known
in Mew Fealand abour how such weight-focused advice leads
behaviowr change, or nor, in women with a high BMI within a
coninuity of carer model.

Scolland case study

Scotland has one of the worst obesity records among Organisarion
for Economic Cooperation and Deveplopment (OECD) counrries
{Scorrish Government, 2010). A number of government policies
and initiarives aimed ar addressing obesity are in place there.
Marernal obesity in isolarion from conmexmual forces is not the
focus. The focus is on improvements within the wider communiry
of Scoland rather than in individuals, or individual groups in
isolation (Scorrish Governmene, 2011). In the Prevention of
Obesity Roure Map (Scomish Government, 2010), the government
and the Convention of Scortish Local Aurhorivies (COSLA)
outling their long rerm commimment 1o rackle overweight and
obesity. The goals are to have the majority of Scotland’s adule
population within a normal weight range and o have fewer
overweight or obese children in Scotland. Thus, the majority of
policy iniciatives are focused on childhood obesity, the school
environment and the workplace. The commirment 1o reducing
prevalence of childhood obesity is reinforced by the inclusion of
a national indicaror to increase the proportion of healthy weighe
children (Scortish Government, 2011). Following analysis of the
Roure Map using the ANGELO {Analysis Grid for Environments
Linked o Obesity) framework, Mooney, Jepson, Frank and
Geddes (2013) found thar, while all of the four domains of
physical, econemic, legislarive and socio-culural influences are
represented, there is a disproportionate imbalance of policies in
the armirude/behavioural arena compared 1o the builr environment
and ar the expense of the legislative and economic domains. These
authors further argue thar, while the picrure is unsurprising, i is
art odds with the increasing body of internarional evidence abour
whar works best.

Despite obesity being a UK-wide public health concern, there
remains no evidence-based UK guidelines on recommended
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weight gain ranges during pregnancy (MICE, 2010). The Scorrish
Government launched Improving Marernal and Infant Nurririon:
A Framework for Acrion in 2011 (Scowish Governmenr, 2011).
While this policy recognises the imporrance of good nurrition
before conceprion, during pregnancy and in the early years, it
did not go so far as w publish guidance on whar is considered
a healthy gestarional weight gain. Despite this paucity of
evidence on recommended weight gain ranges, direction has been
provided ar the policy level, not in terms of clear guidelines bur
as conrinuous advice on lifestyle and activiy levels throughour
pregnancy across the UK marernity sysrems (NICE, 2010). NICE
suggests offering supporove specific and pracrical informarion
to elicit behavioural changes which includes: discussing earing
habirs and safe physical activity: providing pracrical and railored
informartion; dispelling myths abour whar and how much 1o ear
during pregnancy; measuring weight and heighr: calcularing BMI
ar the first contacy; and being sensitive to any concerns mothers-
to-be may have abour their weight. The advice is to nor weigh
women repeatedly during pregnancy as a mamer of routine but
only if clinical management can be influenced or if dier and weight
changes become problemaric. Offering a referral 1o a dietitian or
appropriately rrained health professional is encouraged o suppore
women 1o lose weight after pregnancy.

The Midwifery 2020 programme emphasises the public health
role of the midwife across the UK and provides guidelines on care
in relarion o obesity and measuring height and weight on beoking
(Midwifery 2020, 2010). If the woman's BMI is more than 30
it is recommended thar midwives discuss the risks and explore
the woman's dier. Many Scorish regions emphasise conrinuiry
across antenatal care bur ofren withowr continuity of carer; nor
does this care, CECCPE N Fare CIFCUMSIANOES, [FAVETSE INTEAParmm
and all posrnaral care. The fragmented style of midwifery care
for the majority of the Scorrish popularion would seem ar odds
with providing individualised dietary advice. However, the health
care culrure and systems in Scorland are now evolving. A recent
review of marernity and neonaral services (Scorish Government,
2017) recommended conrinuity of carer for all regions across
Scotland within five years. Recommendartion 1 our of 76 in
the review stares, “Every woman will have comtinuity of carer
from a primary midwife who will provide the majority of their
antenatal intraparium and posenaal care...” (p.64). At the ime
of writing, carly adoprer sites have been identified char will work
on implementing this priority recommendartion across Scodand.

Policy convergence and divergence between
New Zealand and Scotland

Policy responses converged in a number of areas. Marernal obesiry
remains a priority on the policy agendas of both New Zealand and
Scotdand. However, weight management interventions to address
obesity in pregnancy are in their infancy in both couneries. Wriren
policy refers to obesiry as a "socieral problem™ which goes beyond
individual responsibility; the rarionale being thar obesity cannot
be viewed simply as 2 health issue, nor will it be solved by reliance
on individual behaviour change. Despite acknowledgement of the
broader socio-environmenral influences on health, New Zealand
and Scomish policies conrinue 1o offer 2 narmow, medicalised, non-
individualised approach to healthy weight management.

Four areas of policy divergence were found. First, the Scorrish
Government has selected narional indicarors o monitor progress
of the Prevention of Obesity Roure Map (Scortish Government,
2010). A key indicaror for children is to “reduce the rare of increase
in the propordon of children with their body mass index ourwich
a healthy range by 2018” (Scotrish Government, 2010, p.2).
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Subsequent 1o this, Scotland developed physical acrivity rargers
as an indicaror for adulrs, aimed ar increasing the proportion of
adults reaching recommended levels of exercise (Musingarimi,
2009). In New Fealand, no similar rargers have been idenrified for
reducing child obesity or for increasing physical exertion.

Second, the New Zealand Childhood Obesity Plan (Minisory of
Health, 2015b) direcrs midwives 1o use the narional guidelines
on healthy weight gain during pregnancy (Minisiry of Health,
2014). Mo such guidelines have been published by the Scorish
Government. In the UK, NICE (2010) failed to offer guidance
with regard o whar construres appropriare gesrarional weighe
gain, due ro the uncerrainry surrounding the recommendarions
available, particularly the widely used Instirure of Medicine (IOM)
guidelines (Poston, 2017; Scom ex al., 2014). Consequently, while
weighing women throughour pregnancy is not standard pracrice in
Scotland, New Zealand pracririoners are recommended to provide
BMI specific advice wo avoid excessive gestational weight gain.
Third, while New Zealand's obesity prevenrion policy is cenrred
on a life-course approach for pregnant women, this is less evident
in Scorrish policy. In contrasr, Scorrish policy focuses less on carly
life interventions, leaning more roward environmental change.
Given the differences in ethnic group composition berween New
Zealand and Scotland, we might expecr w see cross-narional
differences in pelicy making o support ethnic populations ar high
risk of obesity-related inequirics. There is mo such divergence.
Despite the face thar Miori and Pacific peoples account for over
20% of the population in New Zealand and face a disproportionare
health burden artriburable 1o high rares of overweight and obesity
(Theodore, McLean, & TeMorenga, 2015), New Zealand policy
fails w provide increased support for minority populatons.
Instead, the Mew Zealand Childhood Obesity Plan proposes
increasing access o spoming oppornunites for young people in
communities where participarion rares are low and the risk of poor
health is consequently higher.

Recent evidence points to the loss of funding for Mion-led
initiarives. This is described by Theodore er al. (2015) as a lost
opportunity 1o identify the most effecrive intervenrions for
improving health and reducing health inequities. This in turn,
they say, represents a substanial risk o oprimal Miori health,
despite the responsibility of the New Zealand Government under
the Treary of Wairtangi (New Zealand’s founding document) ro
ensure Maori have ar least the same standard of health as non-
Miori (Medical Council of New Zealand, 2008). Paradoxically,
the Childheod Obesity Plan has failed 1o gain support amoeng
Miori and Pacific peoples. Scotland, on the ather hand, a country
unaffecred by obesity-related erhnic inequiries, acknowledges the
consequences of obesity and caurions health professionals ro avoid
approaches which "reflect, perperuare and porentially increase
social inequalities in health in Scotdand™ (Scomish Government,
2010, p.2).

From comparative exploration of the two counrries” policies, it
is evident that two themes are worthy of further discussion: the
impact of models of midwifery care thar focus on relationships and
continuiry of care and the role of the midwife within these countries.

DISCUSSION

The UK's Cenrre for Marernal and Child Enquiries, the Royal
College of Obstetricians and  Gynaecologiss  (Modder &
Firzsimons, 2010) and NICE (2010) advise thar all obese pregnant
women be provided with accurare and accessible informarion
abour associated risks and how these may be minimised. They all
recommend thar ehsterric care is prudent for women whose BMIs

are more than 30kg/m? rather than midwifery-led care. Yer caurion
needs to be raken not ro pathologise the woman due 1o her weight
alone. An individualised approach is called for thar recognises the
specific and complex contexrual factors thar impinge on the health
starus of all consumers, including pregnant women.

Both countries under review recognise the midwife as the key
health  professional; albeir the models of care are complercly
different otherwise in philosophy and pracrice arrangements.
The one universal fearure of borh regimes is thar, regardless of
the model of care, all midwives promore woman-cenired pracrice.
Scomish midwifery services are currently fragmenred compared ro
Mew Zealand’s integrared services which are based on continuiry of
carer. [n this contexr, fragmented care means thar Scorrish women
receive care from communiry midwives who provide antenaral and
postnaral care bur rarely provide intrapartum care, other than the
occasional primary birth either ar home or, where available, ara
stand-alone birth centre. Even when a primaryfcommuniry birching
service is provided by communiry midwives, this is rarely by rhe
named anrenatal communiry midwife bur whoever is on call ar the
rime. In this way, fragmented care in Scotland refers o the face
thar a named midwife does not follow the woman throughour her
childbirth experience, as is the case for many New Zealand women
whao book with an LMC. The fragmented style of midwifery care
for the majority of the Scorrish popularion would seem ar odds
with providing individualised care. This fragmented experience
has been highlighted in Cheyne er al.’s (2015) review of Scorrish
marternity experience, in which women frequently repored the
dissarisfacrion with having to repear their story w different healch
care professionals throughour the childbirth experience. It is now
rare thar GPs and community midwives share pregnancy care in
Scotdand. Although many Scorrish regions arrempr midwifery
continuity across antenanal care, they do nor provide the degree
of continuiry across intraparoum and postnaral care as experienced
by most New Zealand women. For the most parr, in the Scorrish
context, commumnity midwives provide a degree of conrinuity of
care in pregnancy because antenaral clinics can be arranged around
the off-dury entidements of the community midwife. However,
inrraparmum care is unpredicrable and posmaral care may fall over
weekends when the rostered community midwife who provided
the antenaral care is neither on call nor scheduled o work. In
addition, the Scomish community midwife, unlike in New
Zealand, does not follow the woman wherever her care is being
provided. None of these community midwives, however, shares the
same level of porential as the conrinuiry of carer model in forging
oprimal midwife-woman relarionships over ime and, therefore, the
facilitation of health promotion oppormunities. As Scotland moves
rowards implementation of the Best Start recommendarions for
conrinuiry of carer, it will be important to establish how evaluarion
of the continuity of carer service measures the standard thar the
service intends to achieve over rime; e.g., “whar does continuiry of
carer look like?™ and "how will it be measured™ are very pertinent
questions now needing 1o be answered as the implementarion of
the service rolls our across Scotland.

Treating each woman individually, thar is, as a person with a unique
combination of histery, capacities, life-chances, oppormuniries
and socielogical characteristics based on gender, ethnicity, age,
starus, educanional and religious affiliarions, o mention juse a
few, not enly berer serves the woman herself, bur also enables the
LMC 1o offer specialised advice and supporrt to facilitare oprimal
management and lifestyle changes, if necessary. v is an anathema to
good health and a human righes agenda ro simply label 2 woman as
obese and reear her as personally irresponsible or incompetent just
because this pracrice makes the UK nurse or midwife professionally
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compliant (Mursing and Midwifery Council, 2008). Referring o
the UK midwives, Swann and Diavies (2012) agree thar midwives
have a major public health role in addressing obesity, ver argue
for individualisric care vo help promote normal bimh for obese
women. As they stare:
The conceps of the woman as expers in ber awn body,
with the right to make informed decisions, is central 1o
the midwifery model and shosld nor be abandoned simply
becanse visk fiactors ave identified (p.11).

The above commentary reflects the by now srandard midwifery
philosophy ro always focus on the normal; although, as Scamell
{2016) points our, rensions can arise when divergent care objecrives
are in conflice. In pracrice, therefore, managing risk while
promoting normality is a reality for the majority of midwives who
must perpensally guard against “the midwifery rheroric of normal
birth. .. [being].. deviralised by the onic prioritisation of
risk management and sensitiviry” (Scamell, 2016, p.19).

Swann and Davies (2012) contend that more evidence is
required 1o identify how midwifery care with obese women
can improve their health ourcomes. Evidence-based decision-
making necessitates thar midwives scrurinise the evidence, lisen
o women and deliver eritically informed, woman-centred care
recommendarions; although, in our epinion, this may not be
polirically popular nor supported by the dominant medical group
in most maternity domains.

Pracrice should be in line with best available evidence, bur whose
evidence? Ménage (2016) affirms a broader definition of evidence
is required, including evidence derived from the woman, the
midwife and research, alongside the environmental facrors. The
decision-making model developed by Ménage (2016} can assist
midwives in considering and analysing evidence for decision-
making in parrnership with women, ensuring thar, “the weighring
of one piece of evidence over another is somerhing thar is discussed
and negoriated within the woman-midwife parmnership™ (p.140).
While further evaluarion of the model is needed, this framework
holds promise for a more respecrful and equitable approach o risk
assessment that berrer reflects the complex lived realities of women
on low incomes.

A salient fearure to emerge from obesity-targered policies is an
cxplosion of weight-focused discourses leading o increasing
surveillance and focus on risk in contemporary maremiry care.
McGlone and Davies (2002) mainrain thar the BMI calculanion
was never intended for individual diagnosis, yer the pre-pregnant
BMI has emerged as the srandard measure ro label women wich a
high BMI as "ar risk™ (McGlone & Davies, 2012) and as a singular
ol in “hdping midwives to help obese pregnant women rowards
a healthier pregnancy” (Poston, 2017). The use of a standard
BMI measurement fails 1o facror in women's complex histories,
capacities and sociological characteristics. Further, reliance on
BMI alone compromises the midwifery model of parmership
which does appreciare complexities and forges collaborarion
berween midwife and woman. Our aim is 1o endorse the view
thar obesity in pregnancy represents a mulrifacered and complex
social process and, although ir has serious medical implicarions,
the exrent of these involves more than jusr calcularion of BMIL
Instead, we aim o stimulate debare on the reliability and validicy
of a blanker approach of using pre-pregnancy BMI as a ool for all
women in assessing risk in 2 normal pregnancy.

Further, we warn against an uncritical ingestion of a discourse
underpinning much BMI messaging leading to srandardised care
pathways in favour of a licde publicised, counervailing discourse
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thar gives a realistic appraisal of health ar any size (Rowe & Fisher,
2015). Unforounarely, although midwives are charged with
enabling woman-centred, family-centred and culrurally sensirive
care, generic, biomedical health policies conrinue ro dominare.
The effecr is to create an unsrable relarional space which challenges
the professional/consumer parmership thar could porencally
flourish: a partnership which is foundarional o the salurogenesis
lying at the heart of midwifery practice. Ideally, midwives adopt
the role of critic and conscience of marernity cares the challenge
for midwifery being o locare imelf more explicidy in a public
healrh care conrext o bemer enable critique of the rescarch which
may impact upon women's experiences of care.

STRENGTHS AND LIMITATIONS

Our argument is made on the basis of 2 comparative analysis of
health policy and models of care rather than on whar women
or midwives say abour this, so caution needs o be taken in
drawing conclusions. The paper conrribures a descriprion of the
wariations in policy contexts and mavernity practice berween New
Zealand and Scotland and has highlighred imporrane differences
in the models of marernity care across these rwo countries. The
opportunity to foreground divergent and convergent policy and
practice across two different regions is a strength of this analysis

because aspects worthy of further investigation (such as the voices
of women and midwives) have been idenrified.

CONCLUSION

Midwifery philosophy has developed over rime in contradistinction
with medical philosophy 1o interprer pregnancy as a normal
life event. The unintended consequences of health policies such
as singular reliance on BMI 1o derermine risk starus have the
potential to universally pathologise the individual, in this case o
reinterprer pregnancy as a high risk life event. Hence, the use of
BMI in maternity merits rigorous debare. The role of midwives
extends beyond the provision of woman-cenired care vo the crifigue
of emergent approaches and therefore promotes the autonomy of
midwifery. We have shown thar policies designed 1o regulare and
diminish whar has been called the obesity pandemic in Western
countries have had the effect of directing midwives 1o undertake
practices which are porentially derrimenral ro the midwifery
parmnership  relationship based wpon person-centredness and
salurogenesis. The ongoing challenge for midwives is o drive
improvements in health policies thar are simultaneously congruent
with the partnership model of midwifery pracrice. This may entail
replacing a simplistic and singular medical indicaror, such as BML
with a composire indicaror representing complex underlying facrors
unigue o individual women. The value of this shift in policy would
be an enhanced focus on ourcomes thar marer to individual women
and berter facilitare the management of overall health, incuding
weight gain, before, during and after pregnancy. Congruence
berween health policy and midwifery practice is important if best
practice and oprimal ourcomes are to be achieved.

Our paper is a small conrriburion o understanding the uninrended
consequences of health policy on midwifery practice. We point
rowards furure possibilities for more effecrive approaches in
marerniry care. There are mulriple influences thar serve 1o shape
government policy. We have highlighred how the BMI measure
has become established in maremnity care, yer ims universal
implementarion and acceprance is unlikely to meer the needs of
the majority of women. Policy which fails to consider the mulriple
and complex contexts of women’s lives challenges the very narure
of woman-centred pracrice which lies ar the hearr of midwifery
pracrice in Mew Zealand and Scodand.
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Appendix R: Tentative manifestations and meanings — Connectedness and
comfort

Tentative manifestations and meanings — Connectedness and comfort

Connectedness
& comfort
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Appendix S: Tentative manifestations and meanings — Disconnection and
disruption

Tentative manifestations and meanings — Disconnection and disruption

Disconnection
& disruption
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Appendix T: Tentative manifestations and meanings — Disruption to being-
in-disease

Tentative manifestations and meanings uncovered - Disruption to being-in-
disease

Disruption to
being-in-disease
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