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ABSTRACT

This thesislluminatesg 2 YSy Qa YIF GSNYy I f o062Ré& SELISNASyOSa

into being for womenlabelled as clinicaly#’2 @S N¥» S A 3 K éQPhehoyhéholodicalo S a

interviews with 16 women were used to gather datdsing a posintentional
phenomenological design, phenomenology was put into dialogue thigbries of pregnant
embodiment, distressed embodimenand salutogenic understandings of hdaltCrafted
stories provided the practical framework to show how contegteduced and provoked
62YSyQa SELISNASyOSao

Women describedare as beingreoccupied with control and surveillance of maternal bodies.
In biomedicalcontexts, narrow versions of nomtity existed. Weighfocused advicevas
received by women in a climate of rigk2 Y Sy Q & teldofi 2phitferSidg of care that led to
disconnection from others, creating intense emotional, bodily, and cultural disruption. In

restrictive care context®y 2 Y S pofliés and experiences were marginalised. Understandings

of wellbeing as holistic and interconnected were neglected, provoking a variety of responses

which helped women to rdarmonise a disordered world. Women soughinianised and
empathy-basedcare which reflected their cultural values, social contexts, and clinical needs.
For women, health was not onlybased on weight; ratherjt was framed byholistic

understandings oivellbeing

The fndings prompt a shift fromveightfocusedbehaviour change gproaches and cafbr
more aspirational approaches to wellbeing which are defined by women themsdiiey.
challenge the current paradigm of contemporary maternal health promotion and reveal how
the biomedical model lacketklevance exposinghe tensions that women experience when
their values are in conflict with I G SNy A 1@ Qa ARSI f A& &yiBightg T
generated through this study uncover how current trendsimblic health policy anchealth
promotion pradice privilege scienceand professional knowledgesvhile marginalising
62YSYyQad SY0O2RASR 1y2¢ftSR3ISOD

Practice shifts are urgently needed tealign care to focus omdigenous perspectives and
embodied knowledge to shift the conditis that problematisevomen in large maternal
bodies.A realistic approach to wellbeing begins by valuing and accepting diviséyoices

in these pages show that transformative innovation is needed to igamate health promotion

as a relational practicdhe fndings represent a body of evidence that prompts new directions

for reimagining more equitable, responsive health promotion.

a LIS



TABLE OBONTENTS

F N SRS I YN O T Il
TABLE OF CONTEINT S . ..ottt et e e et et e e et e e e et e e e s et s e s saeesasebasesssannseeseren 1
LIST OF FIGURES ... oot e e e e e et e e et e s b e et s ame e e ab e e aaessbn s e st sesansanen VI
[ IO S AN = I VI
ATTESTATION OF AUTHORSHIP......ccoe et ee et e e et e e s eme e e s eees VII
ACKNOWLEDGEMENTS ... .ottt e e e e st e e e e e e e e s e abme s aaa e e e eeranaas VIl
[T ][Ny N [ N IX
CHAPTER ONE: ORIENTATION TO THE.STUDY. ..ottt e 1
STUDYAIM ANDRESEARCRIUESTIONS. ... tttttteteeeassiaitttttetteeeeeeeeeesasaannssbssseeeeeeteaeeessaaasnnbsbbeeeeeeeaeeeens 1
JUSTIFICATION FOR TBIIBDY. ...uituiitniitniteteiaetaneeanesatse st s tta e st s st seansetaseensstnssanssetserasesersnsernsernnns 2
L Sy L0 =T =T 0 Y = R 3
MY POSITIONING ABESEARCHER. . ..euuiitttitniiiieeit it et ettt e e st ettt et seasea e st s et setesaetansesnsasnresnasernes 5
UNCOVERINEY PREUNDERSTANDIS. .....cuituniittiittettseiasetnessnsssaessnsesnsssnssansssnsesnessssesnessnserasssnseres 6
THE SISO TRUCTURE . ..ttt ittt ettt e et ettt e et e et e e st e et e e s e e aa s e b e st e s aa e e st e e b e e aasaan s e saes b e sassbnseansssnenn 7
CHAPTER TWO: LITERATURE REVIEW......cootiiiieee ettt e e et e s e e e s s saaams 9
CONTEXT FOR THEVIEW . et ttttttttieeet et e ettt astesstsesaes st s st s st saaesaa st sa s st esan e saesb s et sebnseanssstassanessnns 9
S 0] 210! = V| PR 10
APPROACH TREVIEWING THHTERATURE ... .ctuiiteit ettt eeeteetestesstsestestaesstesstasssestessnesstersneesnierans 10
S o 100 =T =T =TT 11
[ 11 N 12
MEDICAPROBLEMATISING FIRTERNABODIES. .. ..uuiituiiitiiiiiieetiseiiesie e et e eaesstseansssnseansssnserassraees 23
NAVIGATINGEPERONALISHDARE. .....uiitniitteeiteiteeetteeet e est e et eesa s et s eaa st esasstsranessneraeetnrereesnseees 24
NEGATIVEVIPACTS O EDICALISATIQIN .1t ttteetneitneetteeaeestessneestessessnessnesssssssestnessnessssersneesniesnees 26
GAPS IN THETERATURE . .. ctttttte ittt ee et e et et e e et e et e et e e e s aa e sb e et et aa e et e saa e e st aen e saestasesnsetnnns 27
CHAPTEBUMMARY. .. ettt et ettt eee et e saee et e saa e e st e et e e aa e e b e e b s e b e e aa s s ab s st e s aa e e st e sbassaaestnsasnesbnsesnssannns 30
CHAPTER THREE: METHODOLQGY. ...ttt ettt et emet e s e et esssaaa s e s e abasemeran 31
COMING TAPOSTFINTENTIONAPHENOMENGOLOGY. ...uivniitneitneirteestieenerserteesneesteesesssesessniernesrneees 31
F AN OIS = = L0 Y 17 33
PUTTINGPHENOMENOLOGY INPGAY WITHDTHERTHEORIES ....vuiveeitneieneeeteeeaeeeteeseeesnseeasetnssenssnsenns 36
THEPOSFINTENTIONAVETHODOLOGICRROCESS. .. cvutiiteiieniieieeitetae it esaeesaeesanseansssasenssneeenssenaes 39

Component 1: Identify a pesttentional phenomenon in context(s) around a social issue.39
Component 2: Devise a clear, yet flexible process for gathering phenomenological matedi@l.

Component 3: Make a poesflexion plan..............iiiiiie e 41
Component 4: Explore the peasatentional phenomenon using theory, phenomenological
material, and POSTETlEXIONS........ooii i 42
Canponent 5: Craft a text that engages the productions and provocations of thergestional
phenomenon in context(s), around a SOCIAl ISSUE...........covviicurriimrieeiieee e eeee e 43
L@ 1 U 1 Y 44
CHAPTER FOUR: METHOLS...... ..ottt iiitmiiee e e s s siiee e e e s s st temeee e e e e s snnntaaneaeessnssaassmeeeeeeennnnees 46
ENGAGEMENT ANBDNSULTATION. ¢ cceeetettteerntnennnnnnnaseseeeeeaeearaeeeeeeereeeennnssssnnnnnnnssansaseseeeeeeaaneeereeeesd 46
ETHICALCONSIDERATIONS. ...ttt e s e e s s e e e e e e e eeeeeeeeeeeeesssebebs s e s e e e e e e e eeeeaeaaaeetenenssnnnnnnnnnnnnnnnnnsd A7
SELECTION OF TIHERTICIPANTS. ...ctttttttutinnunnaaaeeseeaeaeeeeseseeeeesssssssssnnnnnssassseseseseeaeseeeseeeneesssssnnnnen 0
OVERVIEW OF THERTICIPANTS .....cetttttttttitituniiaaaaeeaeaeaeaeaaeeeseeeeeeeeessssssnnnsnnnnnnsssesesessaeaseseeeeeeeeess 49
PROTECTION OF TRIRTICIPANTS. .. cetttttttttttttntituiiaaaaeaeeaeaeeaeaaateteteeeesessssssssnnnaaasaaaaaeeeaeeaaaeseeeeeeen 51



GATHERING THEEHENOMENOLQGALMATERIAL. ...t ettiiitietiee et aet e sseeaa e s e et e s s st sebseansssbssanessnes 52

ANALYSIS OF TREENOMENOLOGIAMIATERIAL ...vuuueeeeeititeseeeeetuueeeseessniaeseesssstnneeesrnsnnaeeessssnnnnees 54
Wholepart-whole MethO ... e 54
FOCUSING ON INEENHIONGAIITY.c . ...vvveeeeeieeee e e s e e e e e e e e e e s s rrr e e e e eeeeeaeeaeeas 55
THhINKING WIth TREOIY... ..t e e e e s e s st r e e eeeeaeeeeeeannnenes 55
POSEEIIEXING. ..ttt e e 56
Crafting the STOMES.....cii it e et e e e s sn e e e e s aabreeeeeane 56
Challengesttountered in Doing Pogttentional Phenomenology...........cccovvvvieieiiiieeeeeend 59

TRUSTWORTHINESS IN B Y, ... iitieeiiieee it ee ettt e et e e et e e et e e e et e e eea e e e et eeeatneesenneessnneeeernsd 60

CHAPTEBBUMMARY. ...ttt ettt e ettt e eettee et e e e et e e e et e e et e e eaa e e eaanee st setanaeestnseesansesstnaaeesnseersnnasens 64

CHAPTER FIVE: INTRODUCTION TO NHETIZE MANIFESTATIONS.......cccooiviiierrveeee e 65
CHAPTER SIX: CONNECTEDNESS AND COMEQRT......coiiie i eeeeevme e eeaaens 70

SLIVIABOOTYLICIOUBDIDIES ... .cevtttuieeeeeeitieseesetttaseeseestnnseeesastaaeeseestsnseeesestanaaesesrnnseeeesesnmnnns 71

SLIVIALOVEME, FEEDME. ....uu it iiiiiiii e ettt e et e e e e e e et e e e e et e e e e e e e aat e e e s e e saaaeeeesastanseeeeeernen 72

SLIVIABIGFEEDS IMUNTIESHOUSE.......iitieeeitee ettt e et e e e e e e te e e et eeeaa e e s st e eesaeeesnneeeran 73

NINA FSHW GHIPS ANDELLYORYSTABANDWICHES. .....uciiiteiiiieeeet e eee e et e et e e et e e e reeeebaeeenanaeees 75

LABT SPIRITUAMVELLBEINIBI IMOTHERING. ....uuueeittneeitteeeettteetteeseteeeesteessnneesetaeesstnsesssnaeeessaaesennees 78

ALISIBEINGCAREDFOR ... cietieet it e et e e e e et e e ettt e e eate e e s st e eeeaeeeata e s esanaesstnaeesnsessanesetaaeersnnares 80

PANIA LONELINESS BELONGINGNESS. ... ituiiteiti ettt ieieeetieete et eetaeeteesnaesasesteetsesneesnersneesnseennns 82

NATASHAHEALTHWITHINILLNESS. ... ot ctiieeeie et e et e et e et e e e et s e e ean e e e et e e e ean e e sann e entnnaeannsaees 84

L@ T o 1 B Y LY Y PN 88

CHAPTER SEVEN: DISCONNECTION AND DISRUPRTIOQ......coiiiiiiiiieiiiee e, 89

L U I 11N Ny 89

LILY, AN UNFAMILIABBODY. ...ttt etteiteette et e e te et ee st e et e et e e st e et e s e ean e e st e et eesnsesnnastnssnneetnresnaestaenns 92

Y AN =] 5 N ) PP 94

(@ Ttz o VL 2 Y R 2SI = 96

PANIA MACHINELIKBARE ......uueiitieeetteeeeetee e et e e e et e e e et e e e s et e e e e e e e e st eeetaneeeetnesesaneesbaeeesneeesnnaerees 98

NIVE CAUGHTBETWEEKDLD ANDNEW. ... .eettneiti et ee e e et e e eteeeeet e e e eae e e et e e eaaeeeanaeeetaeeenannas 103

CHAPTERUMMARY. ...ttt eeetteeeet e et teee st e e st e e s et e e e ettt e e saneeeta e eeannaeaaneeetnaaeanasstnneaesnnserannaeenen 105

CHAPTER EIGHT: DISRUPTION TOBEMNGEASE ..., 107

RUTH THEWGOKDN THHERAIN......ceiiiee e e e eeee e e ettt s s s e s e e e e e e e e e e e e e eeeeesaaeaeanbstnsnnnneeseeeeeeas 108

RUTH THEUNSAFENESS SECONDARTARE ... ..ctuiieiitiieeii e eeteeeetaeeeeateeesteeeetteeean e setaeessnnaaaennnaes 110

SAM: BEINGSTEAMROLLED. ... .cettiieeeieee et e et e e e e e e e e et eeeee e e eteeeeataeeeeaa e e esaeessaaeeesaneeeanneeees 113

GHRISTINAVIATERNITEARES QURE OIS EASR. ....eiiitiiieeeieeiiiiee e e e ettt e e e e e eets s e e e e eaatnn s aeeantanaeeeeennes 119

JULIE KNOWINGHERBO D YBE ST .. ettt et ieiieet et ee et e e et e e atee st e et e et e ean e saestneesnaesneesnsesnsasnaesnnae 122

JENNIFERTHICKENINBIERSKIN. ... evueeeetiee et e e et e ettt e e et e e e eteeeeaa e e e et e e s e e e eba e eesanaesssnneeesnaeesnnsnns 125

CHAPTEBUMMARY. ...t eeett e ee et e e et ee et e e et e e et eeeeta e e e s e e et e e eaaneeaaa e eetaeeeanesetaneeessnaeennnaneees 129

CHAPTER NINE: SYNTHESIS OF THE TENTATIVE MANIFESTATIONS.......coieceevvvine. 130
CHAPTER TEN: DISCUSSION. ... .ottt ettt ettt e eme e ee bbb s e eeeeeeseesasbanmeaeeseereaes 133

THERESEARCIPROBLEM THETUDYANSWERED.......uuiiitueeitteeeetieeetteeeetneessnneesstaaesennaessnnaeessnaeasssnns 133

ILLUMINATING THENDINGINVITHIN THEITERATURE ....uuiiitieiiieee et e eee e ee et e e et e e et e e e eneeeraeeeenanns 134

THECHANGE THAT PROVOKED ANPRODUCEDHROUGH THETUDY. ... cievnieiiiieeeeieee e e eeveeeeeanas 138

THEPROBLEMS WITHEALTHPOLICY. 1.ttt etttteiteet et e et e et e et e e etee et e ese e st e saesst e eaneesneeneetnsssnaeanssnns 139

THEPROBLEMS WITBEHAVIOURHANGEAPPROACHESMATERNITY. ..cevvveiiieeeeeteeeeeieeeeeeee e eeennneees 144

HowPOLICY ANBRACTICEROVOKED ANPRODUCEMWOMENSEXPERIENCES.........oeeveveieeeiieeeeveeeeennnas 148

REIMAGININGAATERNAHEALTHPROMOTION ... eitteeeeeeeee et ee e e e e e e e e e e et e e e eaasesan e eeaneeeenneeeeens 149

RECOMMENDATIONS HBIRICY ANBDVOCACY.....cuuuiiitueeeitnteeetiaeeetaaeeetneeettneesstaeessaaaeenneesrnaeesennns 152

RECOMMENDATIONSRHPRACTICE ANEDUCATION. ... .iituuetitieeeetteeeaneeetaaeeestneessanaeessneeennseeesnneassnns 152

RECOMMENDATIONS HRIBEARCKL ... .cetueeiitiee ettt e e e ettt e e e e e e e e et e e e ean e e et e e eateeeeta e eeanaentanns 154



RECOMMENDATIONS FEHRVICPROVISION. ... ivtiittiitiietiie i eeaessi e eanesste e st e saasestesstsessasstnsssnassraeesns 155

STRENGTHS OF THHEESIS ... e ttttttieteetietiut e eeeetstiatseeseeetntseeeeestreeseestnnreessertanareerrannaaaeerersnnnnnns 157
THESIEIMITATIONS ..t ettt e et eettte e e e et et eeeee ettt eseetees et e eeeess s eeeseesaaa e seessesanneeseesstanseesennrnnnnss 158
THESISONTRIBUTIOGISUMMARY . ....ceettttueeeeetttteeeeseattseeeesstntseessestnneeesssssnnaeesrerneeessnnanaaes 160
CONCLUDINGHOUGHTS .1ttt eieettieeeeeetetteseesesttataeseeseastan s aeeeettan e eaesesstanaeeeeststnseeesssnnnseeeeernnnn 161
REFERENGCES ... ..ottt e et e e e et e e e et me e e st e e e e et e e e eestn e eeesameas 163
GO S S A R et ettt e e e e et eeeeaa e eat e aera 180
APPENDICES. ... ettt e e e e e e e et e e e e e ame e e et e e e e et e e e eata e eeeaameas 183
APPENDIA: INFORMATION BRIEF ON PROPOSED HEALTH RESEARCHWNVOMINEAGIBC PEOPLES...183
APPENDIB:LETTER CONFIRMING SUPRORT h WHEALTHDIRECTORATE. ....cuuiieeeriiiiieeeeeeannneeeseenninnns 187
APPENDIK:LETTER CONFIRMING SUPRGRTIFIGEALTHDIRECTORATE ..cevvvueieeeririiieeeeerennieeeeeennennns 188
APPENDI®: RESEARCH ADVISORY GROUP TERMS OF REFERENCE.........ccvvuiereriiiiiieeeeereniineeeeeeenns 189
APPENDIE:LETTER CONFIRMING ETHICS APPROVAL FOR THE STUDY....uiiieeiiiiieeeeeeeiriee e eeeeeninnnns 190
APPENDIF:LETTER CONFIRMING ACCESS TOHBIEDCALITY....uuuiieieiitiiieieeeeernnaeeeeeesntinseeseesnnnneeees 191
APPENDI:STUDY INTRODUCTION LETTERTERNITY SERVICES PROVIDERS.......eivvvieeiiieeevieeeennne. 192
APPENDI¥: PARTICIPANT INFORMATION SHEET......0uuiiiutieiiteeetteeeetneeeeriaeessteesesneessnneeeernaeeesnness 194
APPENDIX PARTCIPANT CONSENT FQRM. ....uueiirtneeeruneettteeestneeesteeeeraeerstsessneesstaeeeesneeseraeersrnns 197
APPENDI:RECRUITMENT POSTER. ..ctuiittieiteitteetttetteettaettae et e est e et e esaresneestaeeaeetnrernastnrennassnreens 198
APPENDIK:LETTER CONFIRMING THE PROVISION OF COUNSELLING SERVICES FOR WRTIDIBARKS
VWOMENS HEALTHOOLLECTIVE. ..t eiitieietu e ee e e et e e etae e e st e e eatn s e e asaeee st eesan e eeannaesstneeennsaeanneeennn 199
APPENDIK:INTERVIEW TOPIC GUIDE.....cuu i iiiiiieiiieeeet e eeetieeesteeeeaneeeanneeetneesann e sstnaeesnnaesannseennn 200
APPENDIXI: INTERVIEW REECTION SHEBRTLYS EXAMPLE ....ccuuiiiiieeiiieeeiieeeeineeeean e e st e e eaaeaennnees 201
APPENDIN: PHENOMENOLOGICAL MATERIAL NOT INCLUDED IN THE.STUDY.....uuceviiiereneeenieeeennnnas 202
APPENDIX: POSTREFLEXION JOURNAL EXTRREEFDEBRIEFING WITH CULTURAL ADVISORS............. 204
APPENDIR:CONFERENCE CONTRIBUTIONS RESULTANT FROM THIS THESIS.WORK........ccovvvnnnennnn.. 208
APPENDIR: PUBLISHED MANUSCRIPT RESULTANT FROM THIS THESIS WORK......cccvvvviieeeereniiiaeeaes 209
APPENDIR:TENTATIVE MAFESTATIONS AND MEANIQIGSNNECTEDNESS AND COMEQRT............c...... 217
APPENDIS:TENTATIVE MANIFESTATIONS AND MEANINSSONNECTION AND DISRDIR...........cccvvnnenenn. 218
APPENDIX: TENTATIVE MANIFESTATIONS AND MEANIDISBUPTION TO BEAMEDISEASE.........ccvvvnneeeee. 219



LIST OFIGURES

HGUREL. DISTINGUISHING PASTENTIONARHENOMENOLOGY. .. .eutituniitnetneitneeanestneesnesssersnessnsersnassenes 35
HGURE2. CONCEPTUAL FRAMEWORK FOR THE CRAFTING OF THE.STORIES......ccvviiiiiiiiiiiiiiceenennnnn 44
FGURB. POSTSTRUCTURAL CONTINUUM CONSTRABEDISEASE ......ciivtnieiitiieeieiee st e eseiseesanseseaneesenans 67

LISTOFTABLES

TABLEL. CHARACTERISTICS OF INCLUDED STUDLES ....tuuutetetittieeeereesinnieeeseesntnnseeeseesnnaeeessssnnnnseessennnns 13
TABLE2. PARTICIPANT CHARACTERISTICS .uuuuuiietttttiiiieeeeetinnaeeeeeeastanieeesestnnaasessssstnnaeesesssnnsaeesansnnsens 50
TABLE3. INTERPRETATIVE PROCBSSIAZ EXPERIENCE OF MABHKE CARE ......vvvvureeaiaaaaaaeeeeeeaaaaeeeeeeeenees 57

Vi



ATTESTATION ABTHORSHIP

| hereby declare that this submission is my own work and that, to the best of my knowledge
and belief, it contains no aterial previously published or written by another person (except

where explicitly defined in the acknowledgements), nor material which to a substantial extent
has been submitted for the award of any other degree or diploma of a university or other

institution of higher learning.

Q. 7
OUDON b\w\o-K_

{ATYSR XXXXXXXXXXXXXXXXXXXXXXXXDD

28 February 2021

5F GSR XXXXXXXXXXXXXXXXXXXXXXXXX

vii



ACKNOWLEDGEMENTS

LGQa (GKS ¢2YSyQa @2A0S8Sa Ay Yeé (KSaxa GKIFG gA
a2 3ASYSNRdzateées S@Sy ¢KSy (KIG ¢glayQli Slaeégsz o
voices to make a change so that maternity care is fairer for all pesopl all bodies. Personally,
Yé NBaSIHNOK G221 YS Ay dzySELISOGSR RANBOGAZY A
Ay GKS YAYydziAlS 2F tAFS GKNRdzAK ljdzr t AdlF GABS
loved writing this thesis and trust ¢dan become a powerful resource fm@imagining health

promotion.

| amgratefulto my supervisors Judith and Andrea who have nurtured and influencetthis
research.Thank you for helping me learn to trust my own voice and challenging me to think
phenomenologically. Your reminders to paddle longer in the shallows, as a way of uncovering
0 KS0 @i ¢ h8pcédme work through a necessarily complex method.

| appreciatethe other academic relationships that have shaped this study. In the Centre for
aARGATSNE YR 22YSyQa | SIfdK wSaSINOKzE L ¥F2
Susan Crowther for introducing me #ol 3 fp&tihéentional phenomenology and to Leon

Benade for sharing hiasightsof applying the method.

| thankJennie Billot andulie Trafford, for their coaching at the AUT writers retre@atsanks
also to the brilliant teanin the Graduate Research Schd@ppreciate the financial assistance
provided through the AUDoctoralFeesScholarshipnd the feesstipend.| was grateful for
the financialsupportfrom the Mauriceand Phyllis Paykelrust Scholarship in Health Science

and the Heart Foundation New Zealand.

In particular, thanks to the clinical and cultural advisors to this reseantfor my closepublic

healthfriends and colleaguesho supported me throughout this process.

Spedal thanks to Shoba Nayar for editing the work and to Marty Wilkinsomfawing the

visuask.

Above all, | appreciate being loved by Martin, Tom, Brd Pickles when | happily skippeid

to write.

Ethics approval for the research (16/126) was grariigdAuckland University of Technology
Ethics Committee (AUTEC) on 1 June 2016.

viii



DEDICATION

In dedication to Fionaan inspiring researcher and friend.



CHAPTER ONERIENTATION TO BARDY

Asg S Qg8ehin the debatesover abortion or plasticsurgeryor pregnancynutrition,
everyonehas an opinion about what women should and should not do with their
bodiesc evenif they R 2 yimRabit a femalebody themselves (SchrobsdorffSifferlin,
& Bajekal2018,p. 18)

Thesewords, in Time magazine,on July 23, 2018, point to how women are becoming
overwhelmedby the debatessurroundingprotection of pregnancyhealth. The statement
boldly capturesthe dynamictensionswomen experiencein managingtheir bodiesas their
own. Furthermore,the authorsilluminated how pregnancynutrition is deeplyembeddedin
public consciousnessshowingthe upward momentum which positions nutrition alongside

other critical public healthand ethicalissuesaffectingwomentoday.

In recentyears,nutrition-programmepolicy, targeting pregnantwomen, hasbeendeveloped
(Ministry of Health,2015) however,increasingpolicyfocuson promotinghealthyweightgain
in pregnhancyis challengingfor midwives and women alike. Midwives concerned with

promoting personcentredpracticeencounterethicaland moral tensionswhenimplementing
policy recommendationswhich are in conflict with ¢ 2 Y S yindeistandingsof gestational
weight gain(Knox,Crowther,McAraCouper & Gilkison,2018) Thecontextsin whichwomen
live are diverseand complex.Policyapproachesandweight managemenguidancewhichfail

to considerthesecomplexitesarechallengingor midwivesasthey attempt to practicein ways

alignedwith midwifery philosophy.

Sudy Aimand ResearchQuestions

In this study of 4 2 Y S yh&@einal body experiencésthe primary research question was:
What are the experience of ethnically diversematernal women labelled asclinically

W2 @S NBaBd\ebde3t@ The secondary research questions focused on how the various

contextualaspects of the studproducedand provokedthe phenomenon:

1 How do contemporary ghlichealth policy and practice contexts produce and provoke
$2YSYQad dzy RSNEGFYRAYy3a 2F KSIFHEGK FyR ¢Sff

1 While this work focuses on the experiences of womenot all pregnant people are women.
Transgender and gender nonbinary people hagproductive body experiences and perspectives on
maternity care which may be both similar and unique from cisgender women.

2L dza S aAy3tsS ljd2adkdA2Y YIFNJ] & | NP dagtloulit NI ality dzZOK |
of this phenomenonand highlight the contested nature of the use of these terms.



1 How do sociecultural narratives concerning body size and pregnancy provoke
62 YSy Q& uid&dtahdings, and health behaviours?
1 How do medicalised weighibcused narratives in maternity care contexts unfadd
what is the meaning of these narratives for women?
T 126 R2 62YSyQa S§E LIS NKkeyselBeibeitdandpet@ninnia 1 K S ¢

relation to others and things?

Justificatiorfor thisSudy

There has been an inexorableincreasein obesity in almost all countries (NCD Risk Factor
Collaboration, 2016)with obesity and its determinant&dentified asrisk factors for non
communicable diseaséSwinburn et al., 2019) ikeother countries obesityprevalencerates
arerisingin Aoteaoa New Zealandwith onein three adults(32%)classifiedas‘@beseda n 2 NJA
and Pacificadults and those with the highestlevels of deprivationare disproportionately
affected (Ministry of Health,2018) Economidnequality representsa growing concernwith

rising obesity prevalenceamongstpeople experiencingincome inequalities.Whilst there is
clearevidenceof aworldwide problem,beyond establishing this fadtitle progresshasbeen

made (Kleinert & Horton, 2015Y0f mncern,urgent recommendations and policy hast led

to positive changewhich Swinburn et al.(2019) attributed to policy inertial Y R & & (. NB y 3
opposition to those policies by powerful commercial interests, and a lack of demand for policy

F OGA2Y o068 G(GKS Lzt AO0¢ OLID MO

A key area of concern in public health policy has been the impacts of obesity on maternal health
(Torloni, Betran, & Merialdi, 2012) Obesityin pregnancysubstantiallyincreasesthe risk of
adversematernalandinfant outcomes(Marchi,Berg,Dencker Olander,& Begley2015) and
of specialistareadmissiongDenisoret al., 2014) Suchevidencehascontributedto obesty-
targeted policy recommendationsn AotearoaNew Zealand(Ministry of Health,2015) and
guidancefor healthy gestationalweight gain (Ministry of Health,2014)leadingto pregnancy
being viewed as a critical period for primary prevention of obesity (Hula, Brodie, & Sattar,
2010) Furthermore it hasbeensuggestedhat the potential for healthgainthroughimproved
diet is enormous, providing abasis for targeted action to reverse the cycle of poor
health (JamesNelson,Ralph,& Leather,1997) However critics, suchas Cain(2013) argued
that the personal choice narrative, which provides the broader framing for the obesity
epidemicdebate, makes(in)visiblethe structural and political forces which maintain poor
health. Concurring Kleinertand Horton (2019)addedit is unacceptablethat obesityis still
regardedby someasindividualresponsibilityresultingfrom baddecisiormaking.Intheir view,

& 2 0 Sisiofteln & chronic, progressive disorder leading to poor health, unwarranted stigma,
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ay R Ay ONSBI &E&IRne& HwuEtdnZ0K9(p &1} Yet,the prevailingpolicy climatefails
to acknowledgethe complexsocial,cultural, political, and economicfactorsthat existin the
wider environment,whichmaylimit the succes®f pregnantwomen in makingand sustaining
healthy changePolicy discoursesepresent narrow, medicaised perspectiveson the
managemenbf gestationalweightgain.Weightfocused medicalised narratives are prominent
in health policyand related guidancewhich have comtbuted to riskbasedmessagingand

health promotion approacheis contemporary maternity care.

Focusing on weight, rather than approaching the midwifaman partnership from a holistic
perspective can pathologise the whole pregnancy for the wongignoxet al., 2018)ynd calls

on pregnant women to have increased vigilance on their maternal bodiesu@my; Parker
(2017)y 2 i A OSR GKI G aKSFHfGK adedaidsSya KI @S NBalLry
interventions intended to regulate and managdifa Y G SNy I f 02RASa¢ 0o LD
important is thatpregnant embodiment and the related notions of the social and cultural
pregnantbody-aslived have not been acknowledged in prevention approacfié&rin,

Turner, Moore, & Davies, 2008hd, conseq8 y (i f 8B 2 a XY AS63INI S (2 Ayl
f AGSR SELISNASYOS Ia 3ISYRSNBRI (Aphramdezt IDERp. 6 2 RA ¢
315)

Ultimately, obesity is a complex phenomenon, intimately tied to the way we lead our lives in

the modern world(Hannah, 2014p ¢ Kdza = ¢ 2 Y Sy (edperigricas 8angot de 0 2 R¢
disentangled from the complex contemporary contexts in which womenHfewstudieshave
exploredthe experiencef womenin AotearoaNew Zealandwhich are requiredto provide

much neededinsightsinto largermaternalg 2 Y S {fv€di&xperiencesand the meaningof

weight-focusedpolicyand maternalhealth promotion for ethnicallydiversewomen.

Research Approach

Guba and Lincoln (1994)gued that questions of philosophical position are the fundamental
starting point guiding qualitative inquiry. Emphasising this poiis (2005)agreed that
evidence gathered during a research project cannot be separated from the standpoint of the
researcher. The inteconnectedness of my own theoretical position with the research
questions and methodology facilitated a transparent amgbrous 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

sociceconomic position. At the same time, differences in contemporary socidbral, and

YSRAOIT NBaLRyaSa G2 ¢ SAiIkobweidht dai, ad wielFaS éir ¢ 2 Y S
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ability to comfortably engage in relatiships. This research brought into nearness the
experiencs of Of A yovedveight: W R W 2far vameniddilerse ethnicities and social
circumstances anblB I dzA NER | LKAt 2a2LIKAOIE adlyOS gKAO
being pregnant in a large bodg body which is considered a deviation from the ideal. It is no

longer the case, a€ounihan (1999nce suggested, that pregnandallows women toe

ampleQand free of the negative societal gaze that comes with being overnge{ght201).
CKSNBF2NBS | YSiGiK2R2f238&8 6KAOK SylofSR Fy dz
focused health promotion ardst medical narratives and contemporargaternal health

promotion was important.

I drew from a posintentional phenomenological approach to answer the research questions.

Mark Vagle, an American phenomenological curriculum and educational theorist, wiooke
underpinned this research, openag postphenomenological ways for me to explore how

women find-themselvesbeing in relation to others and things in the worléagle (2018)

believed that the phenomenon is seen both as something experienced by igidirad and as

I &a20AFt | LILI NI ( dza @ -integtiond ipHeoManah 2sNFoduEed and K S L.
produces, is provoked and provokésK N dz3 K &2 OA | £ N@dgle,#0AS82py a A Y
1400 a& 321 f Ay (GKAA& NBaSlH NDnosis, at bast2insiBnSiMe y a i N.
a particular shape the phenomenon has taken within a specific context at a given moment in
GAYS F2NJ I 3A SFafle DR .AAL) Tie Tinit bd&alysdis Sherefore, was not

the women themselves or maternity @aprofessionals who pathologise women in bodies
F02@S Wy2NXIfQ gSAIKGD® bSAGKSNI g a Al (KS Lz
of analysis was how the womenrere in different states of being and becoming through their
interconnected relatios with others In the same way, from a posttentional
phenomenological perspective, the theoretical concern was not whether women felt inhibited

in a large body. The concern was how the perception of inhibited was produced in that moment

and how this production connéad with other productions, assumptions, and meanings

I 3a20AFGSR gAGK fFNBS YIGSNYI f 02RASao® /2y
theorising, this research conceived pastentional phenomena asirculating through social

relations andsocial spaesand produced through the dynamic entanglements among direct

lived experiencecontexts,discourses, policies, practicespcialhistories, languagehabits

popular media, politics, objects, etfvagle, 2018)In utilising a postntentional approach|

probed for alternatives, other ways of understanding what it is likeégregnant in a large

body; understandings that went beyond the dominant medical narratives of authority which
medicalisel KS FSYI S 0602Reéx Ll2aAidArnsmasnn OkAlySANGT it &
the site of disease and failu(8. Murray, 2008} Kdza = + I 3f SQa G(KS2NRaAy3
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and methodological foundatioto explore the multiple influences operating on women in large

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

Post-intentional phenomenological approachase noticeably absenih midwifery research.

¢CKSNBE A& OGFtdzS Ay SELX2NAYy3 K26 | WLRaGSRQ
understandcontemporary pai SNY a-S2 ASOYRANAAAY T FTNRY o6SAy3I Ay
part of an approach to enhancing health and wellbeinge Tenets of posintentional
phenomenology align with those of midwifery practice, which is focusegastnership and
personcentred 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 questionWhat are the interconnected meanings that conméo-being for ethnically

diverse women living in different cultural and so€iconomic communities?

My Positioning asesearcher

| am drawn tosocial justicenspired public healthwhich is why érientedto postintentional
phenomenology as a research approach. Contempornabjighealth ischaracterised by caring
values and an unrelenting pursuit to shift the conditions that hold injustice and inequality firmly
in place.Thus, a posintentional approach, with its commitmestto social change, drew me

in. My phenomenological intexst in doing this research materialised from practice concerns
as a pblichealth programme manager and previous midwlfea recent role as a programme
lead for a governmenrtunded maternal nutrition intervention, evaluation methodology
focused ormeasuring if the programme led to pregnant women making the changes intended
by the programmeThe intervention was unsuccessful, and the evaluation failed to uncover
the wider contextual drces at play which influencedl 2 Y S yespénses to maternal health
promotion efforts.The current focus iAotearoaNew Zealand intervention programmes is on
impact evaluationSuch galuation rarely, thoughyncovers the nuances or complexity of our

everyday lives.

| becamemore conscious othe need for public healtiprogrammes,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 anore curious response to measuring the worth of interventions was
required. It became apparenthere was more to why women did not make the intended
changesl became intrigued with the things or entities that mattered more to women and how
they found themselve inseparably connected withther people $ubjecty and animate,

inanimate, ideasand discourses (objects in the worldjagle, 2018)



A further positioning occurred through my disciplinary socialisation to particular research
approacheqgRay, 1999)Through my affiliation to pblic health, | am familiar with qualitative
approaches to inquiry. The seistructured interview is @ommon approach to elicit rictiata

on human experiencéBearman, 2019)and | have become familiar with this method through
collecting data from smaé#cale health service research and evaluations. | utilised this approach
in my earlier posgraduate research tgathersensitive data from young, male consumers of

mental health services.

Uncovering\ly Preunderstandings

| chosethis research topic because tiphhenomena 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 politicis€dbesity is an example ofplicy issue

that is occurring in a valuggddden domain.lt is apparent that obesity has the complexity,

G G @ LA Okf 2 VI fWaRvBetAh® gei@riee is complex, the facts uncertain, the issue

is urgent and of high public interest, there is ghivalues component and those values are in

R A a LJ&icknéan, 2015, p. 3Through the obesity epidemic, body size has become a focus

for public health interventions. Obesity has been described as a wicked probléwmtéaroa

New ZealandSignal 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 RdwOA &Y YI yAFTSa d &
through ®lonising contextgWarbrick, Came, & Dickson, 201B)y own view is that lifestyle
politics,westerndominated perceptions of weighand resultant ineffective glicyand health
promotion approaches may actually be increasing obesitated inequities. & dzO{1 YI y Q&

(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 thesisKnox et al. (2018)explored the uanticipated negative
consequences dBMHocusedhealth policy for midwifevoman partnerships. We endorsed

the view thatmaternal'®@besity(has serious medical implicatigrsowever we warned against

an uncriticaldzLJG F 1S 2F (G KS WK S IQfistckde uBdSrpinningimughydf t 6 S
maternal health promotionMidwifery is challenged to reflect on the value of positioning itself

more explicitly in a pblichealth context to better enable critique of health policy and health

promotion practice.

| drew on my preunderstandings as an interpretative tool through which | viewed the
phenomenaThompson, 2018)Gustin (2018gmphasised the importance bking mindfulas

a phenomenological attitude. She described the need to observe, with a neutral mind,svhat i
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happening and stay present in the momeRwstreflexivity is essential to podhtentional
phenomenologyVagle, 2014, 2018) andferstoa/ dzy G ANRAY 3 @A IAf | yOS 27F
opposed to suspending knowledge designing the research, | made mgysumptions and
preunderstandings of the phenomenon explicit at the beginning of the study-refisking
happenedthroughout the different stages of this inquiry, evdrefore the gathering of
phenomenological materialVagle, 2014, 2018 My process wasngoing and subsequent
chapters reveal how my positionality is in flux and contextual. Rather than putting my
preunderstandings aside, | have mattiem visible. One of the ways which | uncovered my
preunderstandings before data gathering was through bemgrviewed by my supervisor.
Additionally, during the period of data gathering, | created a pefiexion journal; extracts
from this journal are shown in subsequent chaptrseveal how my preunderstandings and
assumptions influenced my early interpagions. Finally, posteflexing occurred during the
crafting of the postintentional text. This pushed me to question my understandings, the
tradition | was operating within, and the history from which | was launctifagle, 2018)It

was through this prcess that | gained increased openness by being more aware of my

preunderstandings.

ThesisSructure

This thesis comprises ob thapters:

Chapter Onéhas outlinedthe aim, research questionsnd justification for this inquiry. The
research approactand + G A 2y I £ S T2 NJ O#ngdtianalpknomdndogy@€®@ &4 LJ2 &
briefly describedIn doing so, ishowswhy this topic is important to me. My presuppositions

have been identified.

Chapter Twopresents the findings of aarrative review of the literature2 y 62 YSyYy Q&
experiences of maternabverweightandWbesitT f A § SNIF G dzNB NBf F 4§ SR (2
2F YIOSNYyAdGe OFNBT la ¢Sttt Fa 62YSyQa dzy RSNA

which affect engagement witlveight-focusedmessaging during pregnancy.

Chapter Thregresents the research methodology. The theoretical perspective that informed
my methodological decisions for answering the research question is outi@iegpter Four
outlines the methods utilised to enhance trustworthiness of the research fin@éindprovides

an overview of the participants.

Chapter Fivéntroduces thefindings, or tentative manifestationfom the data. Chapters Six,

Sevenand Eightevealthe tentative manifestations of the phenomenon of beiladpelled as



Of AYAOI f @& RYAZSNIkGWE KQhapter Nige provides a synthesis of the

tentative manifestations.

Chapter Teris a critical analysis and discussion of the wider contextual factors, namely health
policy and maternity practice contexts KA OK A Y T dzS yddiéhées. dexhapisf Q&4 SE
concludes by arguing the significance of the studyuture policyreviews practice, education,

researchand service provisian



CHAPTER TWOTERATURREVIEW

This chapter presents findings from the reviewitafrature and places the study in the context

of what has been researched and written in relation to the research topic. Specifically, the
NEOASSE RNIga 2y fAGSNI (dzNE ToneRvEightddWbesigns S E LIS
literature related to w@ Sy Qa SELISNASyOSa 2F YIFIGSNyAdGe
dzy RSNAR Gl YRAYy3Ia 2F GKS ONBIFRSNI a20Alf |yR Odz
with maternity care providersThis narrative literature review is organised thematically.

Themes importanto understanding the phenomenon are summarised and synthesised to

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

Contextfor the Review

AotearoaNew Zealandhas among thédnighest prevalence rates &fverweightand BbesityQ

in comparison to otherdeveloped countries(Organisation for Economic ¢@peration
Development2017) In their analysis of age, period, and cohort effects on BMI, Wilson and
Abbott (2018)found thatBMI has risen sharply in Aotearoa New Zealand adults in recent years.
Based on currentlata, it is expected that thpopulation mean BMI will exceed 30 kgf/ ¢ the
clinical cutoff for obesity¢ in the next decadeThe authors also found that, within the
ActearoaNew Zealand contexsocial andenvironmental factors were clearly associated with
population level increases in BMData indicate the strong possibility @ficreasingobesity

relatedethnic and socioeconomicenualites(Wilson & Abbott, 2018)

The serioisimpacts associated with materndverweighfand Wbesityfor women and their
infants are well documented. Excessive gestational weight gain has been purported to be the
most deleterious consequence of pregnaii@imore, KlempeDonchenko, & Redman, 2015)
Maternal WbesityQeads to an increased risk of botlegiational diabetes and hypertensive
conditions for women; and, for the infant, perinatal death, congenital anomalies, birth trauma,
and high birth weightAdamo et al., 2013; Catalano & Ehrenberg, 2006; Dodd, Grivell, Nguyen,
Chan, & Robinson, 2011; Furles al., 2013; GaltieDereure, Bogner, & Bringer, 2000; Galtier,
Raingeard, Renard, Boulot, & Bringer, 2008; Lashen, Fear, & Sturdee, 2004; Leslie, Gibson, &
Hankey, 2013; Ramachenderan, Bradford, & McLean, 2008; Ryan, 2007; Stotland; 2008)
genemtions are considered at high risk of experiencing health harms caused byajates
obesity riskqdMourtakos et al., 2015; Pirkola et al., 201Burthermore, lowincome women

were found to be more at risk than middland highincome women for exces@vgestational

weight gain(Yeo & Logan, 2014)



The available literature is dominated by the consequences of matéavarweighQand
Whesityn pregnancy and the evidence has led to increasing pressure to improve health and
health care through more apppriate interventions(Sutherland, Brown, & Yelland, 2013)
Despite the call for improved public health interventions, a systematic review of pregnancy
lifestyle interventions inBverweighand WbeseXregnant and postnatal women concluded
the certaintyof evidence was too low to determine whether weighanagement interventions
starting in pregnancy are effectiv®glrymple, Flynn, Relph, O'Keeffe, and Poston (2018)
Furthermore, there is little consensus around effective strategies to engage with waboen

weight managemenfDodd et al., 2011; Thangaratinam & Jolly, 2010)

Scope oReview

There is a growing literature on the experiences of health professionals in providing care to
Wverweightand Wbese&pregnant women(Foster & Hirst, 2014; N. Heblarst, 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, 20C8nverselythere is a paucity of literature
RSAONAROAY3I 62 YSy Qi lafd mbadial HodieSithough asmail Sakly/ol
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, & ONtirg, 2011) Furthermore, obesity
prevention interventions differ in their effectiveness across s@aonomic group¢Backholer

etal., 2014y YR ¥S¢ aidRASa KI @S SELX 2NBR (G(KS az20Al
behaviours during pregnancy. Studies whichlude the experiences ofotearoa New

%S f Iy R Qoiomiéadlydlisadvan@ged women are required to provide much needed
AvaArdakia Ayidz 62YYYy IS NG B ¥ RS wR & giddkdé e 2 F
of education and behavioural interventie 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 conéxt for this research and so focuses on studies concerned with exploring
LINBAY | yi 62 YSy Qsof rhale@d BventelghO8nd Wik sit@dahd identifies
knowledgegapsrelatingtog 2 YSy Qa S E LIS NIhddnyativé mategnity cabeS A 3 K (i

Approachto Reviewing theliterature

Ly | 002 NRI y OS-intrticn& pherorBehdfofya partid® raview of the literature
was conducted prior to the study to situate the research problem in existing scholarly
conversations Although partially reviewing thditerature could be considered contrary to
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conventional norms in qualitative studiegagle(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 phenomenonC2 NJ I 3f S (GKSy> &0 KflentiddNA Y I NEB
phenomenological approaches is to captteatative manifestations of the phenomenon as it

is livedg not to use existing theories to explain or predict what might take gl§ed24). Thus,
during the analysis and interpretation phase of the researtisought 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 apptoach.
had considered using the Preferred Reporting Items for Systematic Reviews andiMdyaes
(PRISMA) butue to the methodological requirements to conduct treview in a number of
stages, | found that the use of the PRISMA framework was not releRaatews of the most
recent relevant publications and fields that were not integrated in the preliminary review were
included at the final stages of crafted stori€ndings of the partial and revisited review were

accumulated

Searcl8rategies

Inclusion and exclusionriteria for considering studies in this review were developed and
literature selected accorditg The criteriaincluded literature whichfocused centrally on
Woesityh y NBEFGA2y (2 YIFIGSNYyAdGe OFNB 6AyOf dzRAyY 3
and delivery of health care, encounters with health professionals, and understanding of risks

of excess weight gainpublications in Engliskanguage journalsand mixed methods designs

with a variety of philosophical lenses. Studies were excluded where they did not centre on the
maternity care experienc including studies with a specific focus on the belief$8bésed
pregnant women relatedo being physically active and their perceptions of barriarsl

enablers otbehaviour changeStudies were also excluded where they had a specific focus on
weight stigmatisation or weight bias, as there is a separate botietdture onweight stigma

in pregnancy careWhileweight stigma may be finding of my research | am not aiming to

SELX 2NB 62YSyQa tA@OSR SELSNASyOSa 2F 6SA3IKI

An electronic literature search of articles publishedhe English languadeetween 2010 and

2020 was conductedsing 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 useaternity experience*, obestndpregnan*

Terms were exploded, and medical subject headings resulted in a retrieval oéfed@nces.

Following the removal of duplicates, titles anostractsrelevant to the research question were

11



reviewed for subject relevance. Articles 86F were discarded écause they were not directly
related to my research question. Articles (n=22) were included in the review where the primary
T20dza o6l a 2y 62YSyQavveieigh® A SuAndSpe§@dA, oo SA y 3

perspectives on maternity care

Findings

Nineteenstudies, two metasyntheses of qualitative research on the maternity experience for
women with a BMi o0 1 %and adscoping review of qualitative evidemeere 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.dypence Ritchie, LewisandDillon
(2003) Ten of the 19 primary research papers originated from the United Kingdom. Three were
Scandinavianthree studies were conducted in Australend one study was set ikotearoa

New Zealand. Participants in tetearoaNew Zealand study represented two of the largest
ethnic groupsa n 2add\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 conducte in different settings, consistent themes were identified across the studies.
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Tablel. Characteristics of included studies

1.Saw, Aung,  To examine the evidence Soping English n/a Four themes were identified: (1) inconsistent or abst
& Sweet(2020) of maternity care A review using a language information regarding weight management, (2) weig!
Australia experiences oW2 0 S a thematic studies using based stigma, (3) medicalisation and depersonalisa
women synthesis qualitative of pregnant women with obesity, and (4) a desire
process to data information need for change.
collate
findings
2. Cunningham, Touncoverthe Exploratory Maternity 11 women with Three theneswere identified:o M0  WF S St A
Endacott, & experiences ofaternal  qualitative setting I . aL xWly2gtSR3IS 3IILIQZ YR 6ol
Gibbong(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 womeR & Interpretive Scientific ~ 21womenwith ¢ KS 62YSy 6SNB ARSYGATA
Sandge, & Holm experiences of being analysis, basec studies I . aL LINB3AyLl yd TachghSwomen held differing
(2018) targeted as severely on semi kg/m? perspectives on this classificatiothey describedthat
Denmark Wverweightduring structured weightbasedapproactes were justifiedMost 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 45 years
later

To provide a bigpsychoe

social understanding of

the experience of women
. using semi

6AGK | kgl

To describeghe dual
perspectives of weight

based care management
|.

fromg2YSy Qa
YA R 6 Nigniainds

Interpretive
phenomenolo
gical analysis

structured
interviews at
6-10 weeks
postnatally

Qualitative
study using
thematic
analysis
approach
using semi
structured
interviews

Maternity
setting

Maternity
setting

15 women with
§ .alL
kg/m?

17 women with
high BMI and 2
midwives

reported that the interventions during pregnancy did n
lead to any lasting lifestyle change.

Participants were conscious of the problematics
communicating obesity in pregnandyata revealed a
unconscious collusion betweemomen and maternity
care providergluringweight-focusedconversations.

Five themes were ideifted: (1) reluctance to anc
difficulties discussing weight and its implications,
Y I G SNY A ( &barkgksRaZiirig ©NFofen with
high BMI, (3) inconsistent weigimanagemenpractices,
(4) beliefs about thedrivers of obesity and (5)
opportunities tosupportwomenwith behaviour change
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6. Jarvig2017) To explore the lived

UK experiences of women
with co-existing obesity
and diabetes mellitug
pregnancy and the post

partum period
7.Jones & To explorehe
Jomeen(2017) experiences of women
UK gAUK | . al

maternity care

8. Keely, To explore the
Cunningham experiences, attitudes,
Burley, Elliott,  and health behaviours of
Sandall & pregnant women with a
Whittaker BMI >40 kgh?

(2017) Scotland

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
semk
structured
interviews

Maternity
setting

12 qualitative
studies about
62YSy(
experiences of
maternity care
when their
BMl is over 30

Maternity
setting

27women with
co-existing BMI stressors that compromised their ability to mana

Xonmj 3

n/a

11 women with
BMI >40 kgh?
and 7 @artners

Women experienced a number of social and econo

complicatedpregnanciesWomen experienced weight
based stigma.

Findings describetbur key concepts whicheflect the
experiences of maternity care for women with a B
xonY om0 AYAGALE SyO2dz
missing out, and (4) the positive intervention.

Six themes were identified: (1) the complexities
weight histories, (2) relationships with food, (3) resist
NAa]l (G23SGKSNE o6n0 LINB3
dietary advice, and (6) postnatal intentions.
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9. Parkel(2017)

New Zealand

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

11. Knight
Agarwal et al.

(2016) Australia

12. Spencer &
Mclintosh
(2016) UK

To explore what it is like Foucauldian

for fat pregnant women
to experiencepractices in
maternity care that
problematise their bodies

To explore the

experiences of women
with maternalobesity in
the USmaternity care

system

To investigate the
experiences of pregnant
62YSYy GAGK
kg/m? receivingantenatal

care

¢2 RSOGSNX¥YAY
lived experiences of
weight management in

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 4 women with a

management
intervention

27 self
identified fat
women

16 women with

¥ . al

16 women with

I . alL
kg/m?

BMI of 3740
kg/m?

Three themes developed from the data: (1) weic
matters, (2) swept awaynd (3) sticks and stongsithin
which participants described meaningslated to their
bodies produced throughmedicalised narrativesand
practices

Womendescribed mixed experiences of maternity ca
some considered care aappropriate and satisfactonr
care, othersreported at least one negfive encounter
Three themes emerged: (1) personalised care,
depersonalised care, and (3) setting the tone.

Four themes were identified: (1) a long history of obes
(2) lack of knowledgeelating to the consequences (
obesity, (3) conflicting messagingbout weight and
gestational weight gain, and (4) motiva to eat well
during pregnancy anthe seeking of support.

Four themes were derived from the data including,
changes women made, (2notivation, (3) issues o
control, and (4) perceptions of self.
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pregnancy using oneto-
one interviews

13. Lavender & Touncoverinsighsinto A general Scientific 34 women with Three themes were identified: (1) disappointment tr
Smith(2016) the experience of interpretive study I . alL informational expectations were not met, (2) readine
UK pregnant women with approach kg/m? to make a lifestyle change yet this was not encoura
. alL >mdwheh 3 k using focus during routine antenatal care, ad (3) changing
accessing maternitgare  groups and behavour.
and participating ina semi
lifestyleintervention structured
interviews
14. Murray To investigate the Phenomenolo Maternity 7 women with  Fourthemes were revealed: (1) being caught off gue
(2014) Canada meaning and experience: gy using face setting high gestational (2) losing your bearings, (3) hanging on for dear life,
of women with high to-face weight gain  (4) hoping for health.

gestational weight gain  interviews

15. Heslehurst  To exploréébese Interpretive Maternity 15womenwith YS® FTAYRAYy3I& AyOf dzRSRY
etal.(2015) UK LINB Iy | yi @2 approach setting I . aL (3) experience of negativity, and (4) priorities a
experiences tonform using low kg/m? desired outcomes.
servicedevelopment structured
depth
interviews
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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 prepregnant BMI
X 0 N mAddrikgtheir
interactions with
maternity care providers

To explore the
perceptions and
experiences of
Wverweightimaternal
women

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

Qualitative
study using a
phenomenolo
gical
methodology
approach

Maternity
setting

Qualitative

descriptive
study using
faceto-face
methods

Maternity
setting

Exploratory, Unclear
qualitative

study using

semk

structured

16 women with
§ .alL
kg/m?

14 women with
§ .alL
kg/m?

6 women with a
.al xomn
and 7 midwives

Two themes were identified: (1hegative responss
from maternity care providersand (2) perception tha
helpful information related to how beindbeseXuring
pregnancy might affect maternal health and fetal heal

Four themes were identified: (1) beitgverweightand
pregnant (women expressed discomfort with the
weight and discussed frustration with pibperceptions
and stereotypes), (2) being on a continuum of chai
(women were at various stages of change with so
women actively managing their weight), (3) c
alongside us (a variety of responses from hee
professionals) and, (4) wanting the sameatment as
SOSNr2yS StasS 662YSyQa

clinical guidelines led to a loss of personalised care).

Women and midwives held different perspective
Women identified eating and activity were related
weight and improved health but felt confused due
conflicting messagingnd reported a lack of nutritiona
advice. Midwives perceived that women did netlise

18



weight management in

focus groups the implications of high BMiIneither did they have

pregnancyservices nutritional understanding or skills to cook healthy fooc
19. Keely, To explorédbes« Semi Maternity 8 women with a Women perceived themselves as generally healthy
Gunning & 62YSyYy Q& LIS N structured setting . aL xm?n did not consider their weight had a negative effect
Denison(2011) obesity as gregnancy interviews their health in pregnancy. All women were aware tf
Scotland risk factor and their there were risks assated with high BMI in pregnanc
experiences of maternity however, they were not aware of risks until durii
care pregnancy.
20. Smith & To increase Meta- English n/a Six papers were synthesised following a search
Lavender understanding of the synthesis of language electronic databases. Five studies were conductec
(2011) UK maternity experience for qualitative studies using England and the sixth study was SwediShe authors
pregnant women with a research qualitative concluded that pregnancy is a critical period for lifesty
.aL xwmn 1 Ik studies using data intervention as women perceive obesity and weight g
an are acceptable in pregnancy and are likely to initi
interpretative weight loss in the postnatal period. Women report
approach lack of advice angberceived negative treatment fron
health professionals.
21. Furber & To explore the Qualitative Maternity 19 women with  Women experienced humiliation andveightbased
McGowan experience®f maternal  design using setting aBMbk o p stigma describing howtheir weight led to increased
(2011) England women with aBMI>35 semk kg/m? medicalisation otheir pregnancy.
kg/m? structured
interviews
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22. Nyman,
Prebensen, &
Flensner(2011)
Sweden

To describédbeseQ Qualitative Maternity 10 women with  Women described the meaning of their experience
62YSy Q& SELJI studyusinga setting I . alL living with a constant awareness of the body. Negat
encounters with phenomenolo kg/m? emotions and feelings of being vulnerable we
midwives and physicians gical approach reported, and women reported negative experiences

during pregnancy and
childbirth

health care and judgemental attitudes from health ce
providers.
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{ YA UK | yR(201L)ddasiBadi®faund six studierectly related to the scope of
their review. Since then, a systematic review and methnography of the experiences of
62YSY 6A0K | ?(Jored & Jgoean, 20%dpnified 12 qualitative studies, three
of which were included in the earlier revigWwurber & McGowan, 2011; Nyman, Prebensen, &
Flensner, 2010; Weir et al., 201MWlost of the papers included in the reviews focused on
52YSyQa SELISNRASEASSE AAK (I dbs §iakipiian B @ a smaller

number of studieslived experiencedata were a small component of tmeainstudy.

¢CKS LINAYFNE &d0dzRASA AyOfdzRSR Ay GUKAA NBOASH
experiences of matrnal WbesityQ Explicit theoretical frameworks, commonly used in
midwifery research, were applied in just under half of the studies. Qualitative research seeks

to produce newknowledge grounded in human experien€®@andelowski, 2004and it is
importantto apply a rigorous methodological approach to generate meaningful insights on the
phenomena.B. C. Evans, Coon, and Ume (20didggestedd G KS2 NBGA OF f  F NI Y S
provide navigational devices through thw, swampy groun@of practice disciplines in

studies concerning complex human behavigufs. 13) ensuring congruence between the

stages of the research process and the selected theoretical framework to produce findings

firmly grounded in theory.

Elevenof the primary researclstudies(Cunningham tal., 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.s@@et8d

general interpretiveapproachesor did not make the paradigmatic underpinnings of the
research explicitGiven theprocess for conducting analysis has not been adequately described

in the studies not associated with specific paradigiewell, Norris, White, & Moules, 2017)
evaluating the trustworthiness of the research process is diffi@daun & Clarke, 2006 it

unclear if these studies achieved congruence with the traditions of the research disdipli@e.

study employed a sociological designd anothera Foucauldia-inspired discursive approach

to analyse lived experiencePhenomenological research approaches have been relatively
neglected in favour of general interpretive approaches. Only six studies selected
phenomenology method variations 2 S E LJ 2 NB rmitg ekgeyeacagDadoy etal.,

2016; KnightAgarwal et al., 2016; Lindhardt et al., 20C3L.Murray, 2014; Nyman et al., 2010;

J. Spencer & Mcintosh, 201&)ostintentional phenomenological methods were not used to
dzy O2 GSNJ AyaA3aKGa 2y 62YSyQda tABSR SELSNASYO

absence of this approach, points to the unexplored opportunities to apply a deeply congruent
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philosophich 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), behaviouraiterventions (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, 2014n nearly all the studieg 2 YSY @A GK | . a
kg/m? were selected as the targg@opulation; the exceptions beingolton et al. (2017yvho

included participants with or without a high BMI an@.L.Murray (2014)who focused on

women who were ovegaining during pregnandy Ly (201Kt R7Eselidentified

fat women were recruited. Itwo studies Holton et al, 2017 Murray, 2014) BMI category

was urknown Only one studyHolton et al, 2017 included women with nanal BMI (n=8) and
Wverweightwomen (n=3). Findings indicate thdlverweight® 2 Y Sy . -80Lkgh® arg
underrepresented in the literature. Given the importance of exploring a phenomengaried

contexts (Vagle, 2014 Al O2dzZ R 0SS I NHdzSR Wrvaigharg YSyY Q&
appropriate to theresearch a itenhance understanding of the phenoenon. Moreover, the

findings from women irgbeselcategories may not have generalisability for women with

Wverweightbr women who experience increasing weight gain in pregnancy.

While studies in this review identified participants who were able tamihate important
FSFEGdzZNBa 2F GKS LIKSy2YSy2ys AG Aa Llaairofts
selection of women from specialist clinics, behavioural interventions, and larger stuthigs

not be representative of the target population and, teéore, represents a limitation of the

studies. Communities often are made up of distinct subgroups or individuals with similar and
disparate perceptions of particular phenome@uzuki, Ahluwalia, Kwong Arora, & Mattis,

2007) thoughtful decisions regandfy sampling are requiredt is important that cultural

diversity in samples is achieved foster a layered approach to understanding the

psychological, social, and cultural facets of the phenomenon.

Studies included in this reviewollected data at a sgle point in time (either during the
antenatal or postnatal periodgxceptinghree studies(Furber & McGowan, 2011; Jarvie, 2017;
Keely et al., 201 hat interviewed the same women more than ontteoughout pregnancy

and the pospartum period. The stragth of this design feature meant that issues raised before
birth could be explored and developed furthé@verall, although the primary studies utilised
different research designs and were conducted in different settings, consistent themes were

identified. Three dominant themes incled: (1) medical problematising of large maternal
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bodies(DeJoy et al., 2016; Furber & McGowan, 2011; Keely et al., 2017; Mills et al., 2013;
Nyman et al., 2010; Parker, 201{J) navigating weightelated conversation$S. Atkinson &
McNamara, 2017; Cunningham et al., 2018; Furness et al., 2011; Holton et al., 2017; Jones &
Jomeen, 2017; Keely et al., 2011; Knigbarwal et al., 2016; Lindhardt et al., 2013; Saw et al.,
2020;D. Smith & Lavender, 2038nd (3) maternal anxieties and negative impacts on mental
wellbeing(DeJoy et al., 2016; Furber & McGowan, 2011; Furness et al., 2011; Jarvie, 2017,
Lindhardt et al., 2013; Mills et al., 2013;L Murray, 2014; Nyman et al.020; Parker, 2017)

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

MedicalProblematising oMaternalBodies

¢KS LINRPofSYIFGAAlLIGAZ2Y 2F FlLiySaa Ay LINBIyl yoOe
maternity care(Parker, 2017)Inthis study, participants described how their weight became

GKS F20dza 2F LINB3IAylyoOoeé OFNBT axoSay3a OFraid I 3
Y2NB LRAAGAGDGS OASs 27F (K@Parked, DEyS Npdticigargs: f (G K |
speculatedwhether care was based on biomedical health framather than an accurate
FaaSaayvySyid 27 62YSyQa AYyRAGARdIzZ-f NRa|lP ! a |
YSRAOLIf Aal A2y (2eiREhdngsichaffeage the dcddftes NGz dhaimen will

accept biomedical message frames by taking up the recomedhbdhavioursand point to
62YSyQa NB2SOilA2y 2F YIGSNyAdeoa ARSIFfAAAY3

Similar issues relating to the increased medicalisation of obesity when pregnant wetiGeden

by Nyman et al. (2010gndFurber and McGowan (201Women inthesestudiesdescribed a
aSyasS 2F LISNaR2YIlIf NBalLR WardedSiljff delioyErveighiito S A y 3
being high riskwhich necessitatedmedicalised cargrocesses 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 evidencebefng classified as &igher risk of

medical complications because ‘@fverweightor WbesityQIn a study byDeJoy et al. (2016)

some women were transferred tgpecialist care without medical indication, with many
participants reporting thatgproviders conflated an elevated risk for certain complications with

certainty thatthe clientwould developd K2 4 S 02 YEIR2)OI G A2y & ¢

Ly ahitf Raw)diidRe DQa2yYSy s5NB 02y OS5 Na@donitel (i KS
medicalised model of careontributed to a lack of personalised caamd reluctance by
providersto assessisk on an individual basi¥iewing high gestational weight as a medical

issue is likely tdisadvantage women who, aside from begigssified as clinicallgverweighQ

2 NJ Y 2@ oG dher health issues. An ovating emphasis on weight messagimgy

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 st(ihege,
2017; Keely et al., 201&)mnployed neutralisation strategi¢e defend and normalise the issue
of weight. Keely et a(2017)illuminated the limitations of engaging with materriébesityQ
primarily as a nutrition phenomenon; they argued that weight is more complex than nutrition
alone. Overall, findings show thiatost of thesewomenconsideredheir weightto bean issue

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

However, in their study of two maternity units in New South Walés et al. (2013)eported

exceptions which they attributed to cuital norms. Three Pacific Island women were included

in this samplenone ofwhomfelt concern or dissatisfaction with their weigivhen compared

with (other) Australian women in their sample. This findingimsilar to that ofother studies

which have reported that Pacific woménl 6 St f SR | & W2 @&dasPdsitvE 1 Q 2 N
about their weight and health as their slimmer peéBsewis, McGarveylones, & Swinburn,

1998) The authors concluded that while there is evidence of a preference for a healthy body

size,Pacific womenreported less weight biasompared with Australian women. This theme

WoSAy3a 2y | 02y dAy dzdzYMillg &t al. (PRI3) BBtREto theaPaddiS & O NA ¢
al YL S® {2YS 62YSy 46SNB O2YF2NI+ 6f GoskeameK (KS
FNRBY | o0 O13aINRdzyR 6KSNB GKS@QNB LINBiGe 23SN

(Mills et al., p. 314)This omment illustrates the influence of cultural norms and social ideals,
YR LRAydGa G2 GKS aA3IyAFAOFYyOS 27F FdzNIi KSNJ NB

lived experiences.

Navigatingoepersonalise@are

In their meta ethnographic synthesis, &snand Jomee(2017)found that many women with
I . alL méwere dissatisfied with how maternity providers approached weigicused
conversationsand described how risfocused conversationsad become a dominant theme
in antenatal careS. Atkinson ad McNamara (201 #eported thatwomen were cognisant of
the inherent challenges for maternity providers in communicating wefgbtised advice.
Findings showed thaproviders usedcolludng approachesith women to avoiddifficult

conversations.

Several studies suggested that the stigmssociated withobesity made communication

between midwives and women problemati€or examplef-urness et al. (201hpted that:

As a result of sensitivitgurroundinglanguage and anxiety about creating offenite
gl a LISNDOSAGSR GKIG ¢2YSyQa 2o0Sairide Yle
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properly during midwife consultationsand that messages were given in a vague,
AYRANBOG YIYyySN G@.5WLINRGISOGQ 020K LI NIAS2

In other words, messages about obesitydaweight management may be blurred, and
ambiguous obesity messages produced feelings of discomfort and un&aseen in Furness

et alQ @011)study, described hearingnixed messages argpoke of the need for messages
with clear and consistent framing gupport them tomake informed decisionabout weight
management Comparable findings aroseLindhardt et aQ 201%)study which showed that
women felt that obesity was addressed in a vague manner. Furthermore, women experienced
a lack of information laout referral to specialist obesity units without their knowledge and
were often not informed of the consequences of beldgeseQ Lindhadt et al. also reported

that adviceabout gestationalweight gain was inconsistent aniithout follow-up support,
noting that women did not receive information about the implications\ifesity¥or their
pregnancy.Concurring,Saw et al. (202Q)lescribed inconsistent or absent information as a
major theme represented in the studies included in their scoping review. &Mvemen did
receive advice, it focused on potential negative outcomegloésityQ Furthermore Saw et al.
reported that where women experiencestigma and bullyingrom health professionals, this
undermined their relationships an®2 YLINE YA & SR ¢ ® ¥iygoganith wRigha A NJ
management adviceSimilar findings were shown biills et al. (2013who described how
women foundmaternity providers usedvoidanceactics or werecritical2 ¥ 62 YSy Qa A T

behaviours.

Lindhardt et al. (2013fpound thatwomen experienced weight bias in maternity settiragsd

they described experiences of discrimination which elicited feelings of being marginalised in
health interactions. Participants felt misunderstood and accused bhyaternity care
professionalsnd reported lack of empathy and understanding. Accordirgaw 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 beirgted in asarcastic and negiae
manner were also reported as acre theme in many of thestudies whichD. Smith and
Lavender (2011)ncluded in their metasynthesis although the authors noted thatew

examples obuchtreatment were provided in the form of quotations.

One studyfound a variety of experiencedills et al. (2013found some women described
weightfocused conversations as unhelpful, yet others reported-jumlgemental approaches
by maternity providers which did not lead thiscomfortabout their weight. Most womein
the study did not experience discriminative maternity ca®reported in previous studies
(Fraser et al., 2011; Furber & McGowan, 2011; Nyman et al., 2BibdiJarlyKeely et al. (2011)
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reported that no women had received negative treatment; it wagpsising to these women

that maternity providers did not discuss their weight.

Lavender and Smith (201@vealed that women had openness to being approached and were

ready to make lifestyle change. These authors concluded pregnancy was an opportumnestic

to intervene, as women considered it more acceptable tdéhwerweightin pregnancySaw

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 stwtich purposivelyrecruited
participantsfrom an existing weight management interventidn Spencer and Mcintosh (2016)

reported that dl participants made changes to food, shopping, cooking, and eating habits
which they attributed to increased nutritional kwledge acquired during the pregnancy.
Motivationto manage their weight through goal settiggt & S@GA RSy i Ay LI NI A OJ
though only four participants took part in the studyhe methodological approach in this study

drew on the principles of interpretative phenomenological analy$iBA)to understand
62YSyQa tABSR SELISNASYyOSa 2 Whig §is Bkéyithatvtthisy | 3 S Y
aidzRe ¢l a O2yRdzOGSR Ay | 6l & 6KAOK SYOoNF OSR
homogeneoussamples (J. A. Smith & Osborn, 201%)ppraisal of sample size sufficiency is

absent, neithemvere any potential negative influences on recruitment discusieas making

it difficult to determine data adequacy in this studiindings from bdt studiesrecruiting from
interventions(Lavender & Smith, 2016; J. Spencer & Mcintosh, 204)rted experiences of

increased motivation through attending weightanagement programmes which begtre

process of behavioural chang@verall, itisappardn G KF 0 62 YSy Qa LISNDSLIA
with health professionals is subjective, with participants describing both positive and negative
health care experiencewhich may differ within maternity care settings and across study

settings.

Negativedmpacts ofMedicalisation

Lindhardt et al. (2013jound that psychological and emotional wellbeing was reduced in

W2 6 praghadt womenConcurringDeJdoy et al. (2016)oted that psychosocial distress was
experienced by women who gained more than tleeommended limits with participants
reportingthat the quality of their interactions with providers had an impact on their emotional
adjustment to pregnancyThe majority of women descrited the ongoing consequencesf

these interactionsbeyond pregnancy(DeJoy et al., 2016}urthermore,Jarvie (2017jound

that weight recommendations are unrealistic amtreasedvomerQa S ELISNA Sy 0Sa 3

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

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

Mills et al. (2013found that most womerexperienceddiscomfort with their weightData

NE @S| t SR rugrativhSwihavaightto | 8 SR a0 SNB 2 G & LIA y 3 @010 dzND S NJ
study in English maternity units, found that many women described situations that highlighted

the stigma associated with being pregnant awtheseQ 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 eamenwdescribed

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
caregiversBeingdbese&zontributed to the guilt that wmenexperienced due to the perceived
inevitability of risk@Xo 2 G K F2 NJ (G KS A NJ 2aloyig withAfdarSof deaflaRd riotKk S 6 | G
0SAYy3 IotS (2 0S5 {KRSywbBneffag, K010 i 826)€ekniys oRshak A f R NE
and guilt were evident where weigitias was prevalentWomen experienced being told not

to become pregnanteliciting feelings ofanger and guiltand descriied O NB LINR A RS
behaviour as offensive which increased shame #eedings oflow selfworth. The authors

further reported thatwoment | 6 St f S Rarelataisk ¥f 2e6liSgadiScfimination 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 thie ¢ SNB 4SSy o0SKAYR GKS FFaGé

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

Gaps in theiterature

The review of the literature proved unproductive in uncovering the lived expergente
maternal® @S N S A Dlsesit@lor diyeRewdmen in AotearoaNew Zealandnaternity

contexts. In fact, the literature related to maternaiBverweighQand WbesityQdoes not
adequately address questions related to the meaning of wider contextual Bacto2 y 62 YSy Q:
experiences, the views of women larger maternal bodies 2 NJ 2 T expeeNc8syof) a
weightfocused adviceln this regard, the presenhquiry aimsto significantlycontribute to
understandinghow health policyand maternal health promotionpractices impact on the
experience®f women of diverse ethnicities and socioeconomic statstsper & 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 1frimary studiestwo metaanalysesand a scoping
reviewthat met the criteria for inclusion. These studies were limited by sample composition.
Common to most of the studies, selection criteria were rarely detakeavagustification of
sampling strategyThe population of interest wgsredominantlywhite women from the UK,
Scandinavia, Australia, and Canada. Ethnicity and social backgrotisdsipleswere not
adequately described in all studies. Despite the importance of including ethnically diverse
samples to address disparities in health care, -dominant ethnic groups continue to be
underrepresented in health care resear@fRenert, RusseMayhew,& Arthur, 2013) Research

into the cultural dimension offbesityQis required to avoid exacerbatingbesityQrelated

inequalities(Thomas, Hyde, Karunaratne, Herbert, & Komesaroff, 2008)
Potential limitations to what are evident in the literature reviewa:

1 The lack of specificity of findings from AotearoaNew Zealand context represents a
significant limitation in the knowledge bagenly one study included in the review was
based in the Aotearoa New Zealand cont&itte extreme inequalities facigptearoa
New Zealands a strong argument for building culturally responsive interventions
GKAOK GF1S F00O2dzyi 2F OdzZf Gdz2NF £ ySSRa FyR
experiences of maternity care is necessary to improve the evidence basémgct
of social, cultural, and environmental context on the meaning of (i S Nyérwvdighty
and ®besityOhas been relatively unconsidered in the literatuven approach that
focuses on health promotion and addresses the social determinants of health may be
appropriate in pregnancy, but research is needed in this &Bzcon & Aphramor,
2011;C. LMurray, 2014)

f  Current approaches do not acknowledgaternal® 6 S&A A i & Q I @cclirringJK Sy 2 Y
within and shaped by families and communitiékeely et al.,, 2007 Further
consideration of interventions which view food, bodies, and eating as highly embodied
within social contexts is urgently needed. Even where studies promise-aspiho
social understanding of materndbesity(¥e.g, Atkinson& McNamara2017) analysis
of wider contextual aspects is missing from the discussion.

9 Literature points to the pivotal roles of maternity care professionals providing
mechanismdgor enabling women to realise their wellbeing aspiratiqi®aw et al.,
2020) There is a aucity 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 anadyslsnterpretation

of demographic variables such as ethnicity and secimnomic status.

Most studies recruited women from maternity umibntexts which can be considered

an appropriatesetting However,in AotearoaNew Zealancprimary maternity care

services can be delivered by a commuiibsed lead maternity carer or a District

Health Board(DHB) funded primary care provide(Ministry of Health, 2000)
LySldztAGASa Ay F00Saa G2 Y GdSN¥Radie OF NB
groups(Craig, Taufa, Jackson, & Han, 2008; Ratima & Crengel W@l @omen being

more likely tohave late presentation ahaternity careand attendinfrequently. This is
AAIAYATFAOLYG a NBONHAGYSyYyld 27 needszoNdke | Yy R t
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¢xplored the psychosocial, emotional, and social experiences of
predominantly nompregrant W2 6 Sen&l® participants Research indicates that
internalised weight stigma negatively impacts on mental health, leading to greater
psychological distreggorbes & Donovan, 2018 Wverweightand WbeseQvomen

Where physical health is perceiy to be poorer due to obesitselated conditions,
psychological and mental wellbeing appears to be intensifiexylor, Forhan, Vigod,
Mcintyre, & Morrison, 2013)Furthermore, the social wellbeing of individuals may be
negatively affected due to the s@ticonditions and negative attitudes that are
associated with stigmatisatiofMakowski, Kim, LueRikorski, & von dem Knesebeck,

2019) There is a gap in those studies includtethis review on the lived experience of
maternal Whesityin relation to meral wellbeing, cultural, and social influences on

women living in multiple and diverse situations and contexts. There is an urgent need

to address this gapnd obtaina full picture of the broader dimensions of how maternal

women labelled aslinicaly¢ S@&% SA IKIQ 2N Y206S5SaS5SQ RSAONRDO
psychological, emotional, medical, and social issues.

t 380K2t23A0Ff aLlSota 2F oSAy3a OflFaaAirfFas
especially in relation to the impact of increaseddicalisation of pregnancy for women

where WbesityQs the only risk factor. As observational work was not carried out at
antenatal clinics it is impossible to say whether these accounts mirrored reality in terms

of actual advice given by health professatsr Therefore, studies cannot provide data

generalisable to théotearoaNew Zealand setting.
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1 Womenin diverse maternal bodiesequire different maternity care considerations
(Saw et al.,, 2020§ 2 62 YSY A (i K wHich aidnts fa QeedstS BeeK (i
understand divers@g 2 YSy Qa LINBFSNNBR RAaAO02dzNES&®

1 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.

1 Only one study specificallpvestigated the lived experience of gainiwgight while
pregnant regardless of preregnancy BM(C. LMurray, 2014)

1 Many studies involved midwives as interviewers, increasing the potential for recruiter
bias. McNeill and Nolan (201XTeported that midwives are increasingly involved in
conducting research where the setting is familiar. There was little discussion of the

influence of insider researchstatus on emergnt data and research findings.

ChapterSummary

Postintentional phenomenalgy holds promise for generating new insights through an
expansive unfolding of the multiple and varied meanings surrounding the phenomena of being
labelledas clinicallj2 6 S&aSQ | YR W2 @ STNBr&id ahkeil far paiyfentahiS 3y I y O
approache to consider larger cultural and historical contexts, power differentials, or societal

a0 NH2OGdNBa 6S82yR AYRAGARIZ £ 4Q SELISNASyOSao
08 ARSyiGAFTeAy3d SEAAGAY3T NBMISH NsBkwedydand 2 YSy Q.
W20 SMABAEIo0fS SOARSYOS 2FFSNR fAGGES dzy RSNE
Pacific, and New Zealand European womamg their journey through the maternity care

service. Given the persistent inequities Amtearoa New Zealand research is needed to

dzy RSNEGFYR an2NA FYyR tFIOAFTAO LISNBRLISOGAGSA
approaches which resonate with these population groups. Despite its obvious significance, the
influence of social context and contempoyacultural discourses on weight in pregnancy
remains a relatively neglected area of researche Thrrentresearch willuncover a deeper

dzy RSNEGFYRAY3 2F fAOBSR SELISNARSYyOSa 2F an2NR
women living in a variety obsial and cultural context§hus, theproposed study will go some

way to ensure that the needs diverse maternalvomen are met with a culturally responsive
maternity care pathway. The reasoning and justification of this research topic has been

establisted through the iterative dialogic conversation with the literature.
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CHAPTER THREETHODOLOGY

¢KA& OKI LIWISNI LINBaSyia GKS LIKAf2az2LIKe FyR YSI
body experiences. | discuss the rationale for selectiq@st-intentional phenomenological
approaclta contemporary traditiogto inform the research. Key concepts and pritesp
important in a postintentional approach to phenomenological research are outlined. First, a
ONRST aéyz2LlaAia 27 otlonzafin®midnality i§ frovidedl to RBrih@sShwin &4 v
the concept of intentionality has come to be defined in pdentional phenomenology. Then,

I showhow leveraging postntentional phenomenology, alongside other politically oriented
theories and idas can be usetb reveal the complexities for women in managing their bodies

as their own. To this end, | draw from feminist theorising of pregnant embodighdvit Young,

1980, 1990)distressed embodimentLeder, 2004, 2016and salutogenic understaimys of

health (Antonovsky, 197%o inform the analysis. Finallyintroduce+ | 3 f S-€bénpofeit@d S

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

Coming tdPostintentionalPhenomenology

In the planning phase of the studtheorists and theories were selected that were seen as
FAGGAYT 4SSttt 6AGK |y SELX2NIGA2Yy 2F LINB3AyI
WYverweighand 2 6 S&aA 8 Qd LyAGALIEte&s @Iy alySyQa KSN
was considered. At that fpat, hermeneutic phenomenology offered a substantive philosophy

and supported my early conceptualising on the toplowever,in the process of developing

this inquiry, a number of factors provoked me to seek a different philosophical and
methodological gound. First, early gathering of phenomenological material uncovered the
O2YLX SEAGe 2F G(KS G2LAO Ay GKS oNBIFRSald aSy
turning to feminist perspectives on the bodaw me enter into a critical dialogue with

medid f AASR YR &20Alf yI NNI GA dhpswithioférdiSedditty § K NZ
dialoguingwith experienced academiam policy issues, particularly the phenomenon of BMI

as a pathologising marker of health in pregnafi€gox et al., 2018fforded a reimagining of

the studyand uncoveredvhat frames my seeing

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

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

Third, following a partial review of the literaturd observedthat some of the articles which
YSG GKS ONARGSNAI FT2NJ NBOASg FStid AyOoz2YLX SGS
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unexplored and meaning was not uncoverethrough exploiing relevant literature, |
understood this phenomenon was about the failingsyadternity 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 Georg®arker(2017) argued that the dominant focus on body weight in maternity
contexts reinforce 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 maybbtter
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 heterondvityatand

developing strategies to address the(p. 31)

t SNKI LA (KS LKSy2YSy2y WakKlIYSR Ayid2z KSIFftGKQ
the maternity care system is forging disconnect and divide between women and those who are
there to partnerwith women? Being in a disconnected and divisive maternity care system is
producing and provoking this phenomenoRurthermore, the complexity of postormal

science phenomena, such as materdalo SAA G QY LRAYyGa G2 SGKAOL
associatedvith 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 weigbtused neoliberal discoses are

being produced and reproduced. In particulabecameconcerned about how BMbeight
messagingvas meeting the needs of ethnically diverse women and the equity impact of
weightfocused individualistic interventionso Teframe tteissue it was critical tha politically

orientated phenomenology was selected to uncover the influence of contexts, such as policy

and practice, in producing and provoking the phenomenon.

Following presentation afny research proposahnd debriefingwi K ! | ¢ | OF RSYA 0a:
(2014)postintentional phenomenology was recommended, to discern how elements of post
structural thinking could inform the research (S. Crowther, personal communication, October
30, 2015)Upon further readingl found resonancen postintentional phenomenology, given
its potential for capturing the complex and dynamic productions of a phenomena as it moves
in-andthrough the often contradictondiscoursessurrounding the topidSoule & Freeman,
2019) L FSt G Ay alsiappddrh hél& thdipotentiaB for Sli€rupting the neoliberal
discourses on body weight circulating in maternity contexts. Coming to-iptsitional
phenomenology opened up possibilities to unsettle and disrupt contemporary health
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promotion practices, partiularly the narrow definitions of normalitgeoliberal narratives.
Consequently, to openp the phenomena | became more intentional in my effopisgducing

020K |y AYGSNIINBGADGS YR I RSAONALIIAGS NI LN
includingelements of posstructural 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 phenomegy as a catalyst for
political possibilitiegVagle, 2018)l developed a method for gathering and interpreting data
in accordance with anew approach to phenomenology which Vadg2014, 2018; Vagle,
Clements, & Coffee, 201T¢ferred to as postntentional phenomenology. | reshaped the
researchdesig 2 I f A 3y ¢ AnfeRtionallpt@hoBéndlogitakcanitepts and adapted
the research question to focus on the phenomenpheing labelled aslinicallyW2 @S NB» S A I K
YR Ww20S8aS5SQ Ay ¢aslthe 8ritisflatialsisibe rgséatck quastion became,
OWhat are the experience of ethnically diversematernal women labelled asclinically

Y2 @S NBaSd\ebde®* The secondary research questions focused on how the various
contextualaspects of the studproducedand provokedthe phenomenonand became the

lenses through which the datsere explored.

I P2Y& (i ISdhibnality

Phenomenologyseeks to explorgphenomena as they manifest through livestperiences
(Valentine, Kopcha, & V&gl2018) YR &l G SYLIia (2 SELX AOFGS (KS
2dzNJ SOSNEBERI & SEA &{ad yMarerr, 1920dzNJ 1A phSnbraeNdloBy:
intentionality is where meaning resides. Intentionality has been described as an active
relationship in vinich we experience the world destowedwith meaning(K. Dahlberg et al.,

1990, p. 181) As sucE Ay (iSy A2yl fAGe R2SE rafie@ lan YSI y

interconnectedness among people and all things in the wévdgle, 2020a)

This study drew on classigahenomenological notions of intentionality. From Husserl, the

notion of intentionality, ultimately, consciousness of the worldfess), was an indissoluble
relationship between knowing self and the object of its consciousness. In Husseidiatated
phenomenology one is studying the-wéss of a phenomenon (the intentional relationship

between subject and object)-or Husserl, any type of entities produce auoss intentional
thoughtca 9y GAGASa O2dzZ R 0SS LIKe&aAOlIf 202S0Gaz LIS
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universals (the general concept of colour), states of affairs and mental entiieh as
0K2dZAKGAZ AYI B&nade20t6ypR13AHS St Ay 3¢

From Heidegger, beirig-the-world, that is, seHvorld inseparability, goes deeper than pre
consciousness to our very being; a shift in ontology rather than epistem@\dgth, 2016)
Heidegger(2002)described intentionality as an embadi experience of a conscious subject
FTAYRAY 3 2y SQiindesShrfintehdéd objBct. Asisuct2 WirouglRintentionality the
unit of analysis imeither the experiencing subject nor the experienced object, but the
intentional relationship mandsted between the twoKumm & Johnson, 2014The focus

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

5NI gAy3d @993)dogtcphéhenienological theorising to construct a pastentional
phenomenology, Vagles-envisional intentionality through bringing a postructural lens to

the notion (Valentine et al.,, 2018L Yy LKRSQ& O2yOSLIiA2y 2F Ayi(Ss
direction of experiences areonstantly shifting and changing over tiratentionality being

the meanindul ties that link people to the worloh whichthey find themselves. Similarly, pest

intentional phenomenology applies pestructural thinking to intentionality, drawing on the
poststructural perspectives thaknowledgeis tentativeand ever changinfvagle & Hofsess,

2016)

In a similar way tovan Manen (199Q) Vagle (2018)described intentionality as
AYGSNO2yySOGSRySaas y20Ay3 AyuSyuaazylrtade a2
subjects (this is, human beings) and objects (that is, allrdthinags, animate and inanimate,

and ideas) in the world (28). This distinction is important because Vagle signified intended
YSIFyAy3a | NBE 3ISy S Nrhiougfessis useditd remekent mdvemeint, 2 y
moving from a focus on being to a foams becoming, production, and provocation. In doing

so, he claimed that this, then, allows us to see intentionality as intentionalities;is> & | a
Ydzft GALIX ST LI NIAFETZT FESSGAy3a YSEHyAy3aa GKFdG O.
(Vagle2018,p. 45) Postintentional phenomenological approaches addressttirteugh-ness

of intention in which Vagle contered the social aspects of a phenomena are engaged as

intentionalities take shape in complicated contexts.

Distinguishing posintentional pheiwomenology from earlier phenomenologiesyagle
illustrated the differences betweer dza & Sseént@lied intentionality and a dentred
intentionality (see Figurdd ® + (2@L#, @@ &ake shapemage can be juxtaposed with
images of anessential 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 phenomenologicahquiry aims to consider phenomena as tentative, fleeting, and

incomplete(Kumm & Johnson, 2014)

gy
A&

Take shape Essential are Hermeneuticpiral

Figurel. Distinguishing postntentional phenomenology

Figure 1 represents a posintentional shift that resists locatingssences and embraces
contexts, situationsand the partial(M. Freeman & Vagle, 200%hus 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 shdkrough 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 manifestaioand appearances, extends the
interpretive focus on being towards revealing deeper insights into how the phenomena is
a2O0AL f @& BeiNRingod@&RMe poststructural notion that phenomena are
constantly changing and our understanding of thermk i’ K S NB y (i (valentin# eXEIA | f £
2018, p. 466)

A ¥ 4 A x

The conceptual move to podty 6 Sy G A2y f AGeé NBFEtSOGSR =+ 3f SQ
edges of phenomenologfAdsitMorris & Gough, 2017)sing poststructural ideas. In this

study, | attempted to wik along the margin®f post-intentional fhenomenolog to seehow

the phenomena might take shape throughuggingin 5 St Sdzi S 'y R Ddzl G NN&X Q
concept(Vagle, 2015) orraine (2005argued that Deleuze and Guatarri were interestethim

endess ways in whictinings connect rather than on what things a€iven the posstructural
commitment to perceiving thingssinterconnected Deleuzean perspectives can help us begin

to see that we might aim to enter the middle sfrongly ravelleccontexs (Vagle, Monette,

Thiel, & WesteiNeal, 2017)n which large maternal bodies are simultaneously celebrated

LINPOfSYFGiAASR Ay G(G2RIeQa O2yGSEGa®
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Ly | O02NRIyOS gAlGK 58St Sdzoferdyes maysrbvith thelsiiifeA y 3 a =
adzo2SO0tG FyR GNB G2 F2tft2¢ 0(KI {1 (VageoteHesNa Ay
2016, pp. 336337) In postintentional phenomenology we are encouraged to pursue these

lines of flight, actively searching foew analytical insights to see how knowledge might take

off. In this inquiry, lines of flight, as a philosophical construction, pravalevay to explore

how women conceptualise encounters as fluid and shifting connections with people,
discourses, objectgnd things; rather than perceiving them as stable essences as pregnancy is

lived out, in, and over timeAs suchpostLIK Sy 2 YSy 2t 2 3A O f  (-§hiftifigh | NB 3
assemblages continually on the move in interacting with the world, rather than péngei

GKSY | a &il(\afles& HofaeasSa018 a3s7)

PuttingPhenomenology int¢lay withOther Theories

Finding the essence of the phenomenon, as V&pR0a)explaired, is not the central goal of
phenomerology, rather, phenomena are conceivedas dialogic. Thus, another key
phenomenological ideaf importance throughout the inquiry was putting posintentional
phenomenology into dialogue with complementary theorikss important to bring all helpful
GSEGa (2 o0SI N 2y 2afddgayetiofénRiNbisdal quedtnindzyiiasS N&
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 dialoguwith each other to explore new ways to opap the
phenomenon. | read critical theories, such as race theory and labelling theory, and theories
informing philosophies of the body (e.ilerleauPontyQd A RS & | 0 BeitmjopedS NO S LJ

to howthese idas might see my knowledge takéf in new directions.

L AYyAGAlLffte O2yaAARSNBR . 2d2NRASdzQa &a20AFf (K¢
O2YLX SE AyGSNLX & o6S0G6SSy &a20Att &dNUzOG dzNB
Bourdieusian critiquéhas potential to inform health promotion practice by fostering new
understandings of the relationship between health knowledge and behaviour change, it
0SO0FYS OfSIN) GKFEG GKAAa &atdzReé ySSRSR &l N
preoccupation with sureillance of the pregnant female body and the political agenda which

places women as being responsible for the health of their fam{fesker, 2014)Without
Y2RAFTAOFGAZY 2F . 2dNRASdzQa G(KS2NEBST aLISOATAOI
critique had limitations in explaining hawaternal'#besityis contested and politicall 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 embodirieM. Young,

1980, 1990)distressed embodimeniLeckr, 2004, 2016)and salutogenic understandings of

health (Antonovsky, 1979) G G KS o0S3aAyyAy3a 2F GKS Ayljdzi NBE
(1990)philosophical ideas, and her theory became a central pattiisfapproach tenable a

deeper understanding ¥ (1 KS oPlaiyPnatersaibodies. 2 dzy 3Qa 62N] 2y FS
SELISNASYOSs aLISOATAOFItte KSNJ Saale 2y LINBaAy!
f AGSR SELSNASYOS&a RIFGlIZT LftdzYAyrdAy3 K2é LINE
YeSaSQ 062RASE sLa +Fys a20aSNDLof §. MINRIHSaa O
1990, p. 160p , 2dzyd3Qa tylteasSa O2ylGAydzsS (42 06S NBf !
positioned in biomedical maternity contexésmd were relevant to this study aeveral levels.
CANBRGX |, 2dzy3Qa ¢2N)] ddadendidSdRial hiokms prédScedirésiicied A y &
female embodimentt K N dzZA K |, 2 dzy 3 Q& Sight® Neksénythie fotus platef y & >
on the female body as an object to be studi®&hung shd light on how medical institutions

and practices constitute the experience of pregnancy as one of aliengiE®aji, 201Q)

bringingto light female experiences in political contexts. In doing so, a critical function is
performed as we appraise the pmitial for affecting social change through asking

dzy O2YF2NIi 6t S ljdzSaldAzya &adzOK |ay al2¢g R2Sa Y
YR $2NIReéK ,2dzy3 ofl YSR a20ASart adNHzOG dzNB
to the foregincreased plicy attention which places women at the centre of being responsible

for the future health of generations. 2 dzy’ 3 @ablddBefaiexplore broader political and
a20A1f AYyFtdzsSyOSa 2y LINBIAYlIyl s2YSyssdad 0Af Al

not a disorder.

{SO02yRSY Yeé dzy RSNEGlI YRAY g 2WSy adzy IEIHNS N#2SNIO S &
Y2@3SYSYyild Ay a20Alffe O2yaidNHzZGSR IyYyR YSRAOI f
given the rules and norms of these spac&sawing uponMerleauPontyQ&a ARSI & | 0
perception, in her recenwork> | 2 (#%98)8nalysis 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
02R&Qa OF L} 0 Athek bosli&dereinof ddmpletly Wndet thelr &ntrol (perhaps

due to factors such as pregnancy). According to Young, this factor often produtedeimal

womena feeling that pregnancy does not belong to women themselves, rather they experience

their whole body as objectifiedin this way, women learn to experience their bodies as a
0dzZNRSY YR 0S02YS 0O2yalOAaz2dza 2F GKS LIKeaaAolfa
massiveness of their maternal bodies disconnetiiem from what they want to

achevethroughtheir 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 enjoyedVhile in the experience of pregnant women X ¢ SA A K G I y |
YFEGSNAFEAGE 2FGSYy LINRPRdAzOS | (. MSvung 1920Fp. 198) 6 S NI
,2dzy3Qa AYUSNILINBGFGAR2Y aK2ga GKIEG YFGSNyrte S
AYO2YLI GAGES 6AGK Wy 2 NMheld, credtidg ik erhisibrifar wahendzy R S N

as they try to manage their bodies as their own.

Thinking with theory involved openness and creati\itiagle, 2018)and as the inquiry
progressed | drew on other conceptual ideas and frameworks to explore theopiamon

more deeply, following the flows and swells of phenoméWagle & Hofsess, 2018) [ SRS N &
theorising on distressed embodiment became an important theory to think with and was put
AyiG2 RALf 23 da890)haoiyknd theptsfidr@rplogical dat@ | § KSNB&R & Ly
distressedbody> [ SRSNJ 6 vnmMmc0 RA&OdzZA&SR GKS yI (dzNB 2
2F (KS aAySaldl LI o {16 sdidhat @ i with ahd trBughro8nbddy

that we rush out to meet the world; yet, to inhdba distressed body changes things. The
harshness and complexity of distress was shown by Leder who considered the etymology of
RAAGNBaa IyR RAaSIFaSe® {AyOS RA 2NJ RA&Z YSIyA
is being modified, words lIK¢ R 138 SQ O2 y F SNE (ieded, 201@Ladena@ied 2 F S|
that distressed bodies amis-placedor pulled away from our usual place in the world; and in

dis-ease, the body becomes a thing that feels separate from the wpri.R $hbidflsing on

distressed embodiment within carceral contexts, specifically his strategiessc#peand
reclamation, vere used to illuminate the possible meanings for women as they encountered

others in restrictive biomedical maternity contexts. For Lg@604, 2016)escapeemphasised

flight from an oppressive reality, whereas reclamation emphasised redeeming that reality and
rehumanising the lifeworldContending that aspects of his carceral theorising were applicable

to other institutions in which sirfar mechanisms of power mechanisms are at play, such as
hospitals and health cargeder, 2008 G KS AyaA3aKida 3ISYSNI SR NBC

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

22YSyQa Yl ( paxdntelasitetwoeen itk strategies afscapeand reclamation

to illuminate how contexts produced or provoked different aspects of the phenomena.
Iy i 2y 2(@a9) cdRepts on salutogenic understandings of healtre combined with

. 2dzy 3 | yiReorfesS Salithigariesis, meaning the origins of health, is a theory of health
promotion (Antonovsky, 1979\hich emphasises health rather than illnessci@l change is a
commitment or goal that needs to be explicity located within pogéntional

phenomenological researchVagle, 2018) Thus, putting phenomenology into play with
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lyG2y2@0aleéeQa GKS2NE 2F a4l f dzi 23Sy S &itigue f A AK
health promotion policy and practice to disrujinesst 2 Odzd SR | LILINBveightKk Sa F 2
highNJ& & { Q Whike Yehy mhindful that new creations of phenomenology may be critiqued
F2N) Y2QAy3 G(G22 FFEN Fgl @& FNROYasskrtoh Wds thi hefv 2 3 2 LIK
possibilities emerge in the making and remaking of phenomenolGgyngruent with post

intentional philosophymethodology, this inquiry sought to build doundational concepts in
LIKSYy2YSy2ft23A0Ft YR KSNXYSYySdziAO AYyIldZANEI a¢
LINE @2 1S &2 Y@aplk AThid, & H&sesR020,p. 427) Utilising a contemporary

approach in this inquingupports my interest in the complexities of promoting health for
ethnicallydiverse women and enabled me to explore the lived experiences of women who are
considered outside the definitionsfo Wy 2 N¥I £ Q ¢SA3IKGZ +a oSttt | a
the provisionofcare@ Y A ARSNA Yy 3 | ff FI O0SGa 2F LINBIYylIyld
cultural understandings of maternal bodies, their connections or disconnections with
YSRAOIf A DS K I WNG SdleifidBal approdh@dioffered potential to capture this
complexity. Thus, a podtitentional approach sought both to reveal the multiple experiences

women have in maternity care contexts, while simultaneously disrupting power strugtures

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

ThePostintentionalMethodologicaProcess
With these theoretical ideas providing the bafsisthe study this postintentional inquiry was

underpinned bythe followingfive methodological componen{¥agle, 2014, 2018)

Component 1: Identify a pesttentional phenomenon in context(s) around a social
issue.

Vagle (2014kxplained & ¥henomena arethe waysin which we find ourselves being in

relation to the world through our dao-R I &  f (A 20} Bhéhémena are sethowing and

reveal themselves ands Soule and Freeman (2018howedX Xitdis not enough to simply

describe these phenomena as they appear there is also meaning in what is concealed

0 SKAYR UKL {p.3610m Igddl-ingoSt-Bitentional phenomenoloigal research is

G2 ONAyYy3d G2 ySFENYySaa GKS YdZ GALIX S Ay Tt dzsSycC
appearance. For example, BMI nsegement has become a takdar-granted aspect of
pregnancy care, yet the forces which are driving such universal approaches often go unnoticed.
Postintentional approaches can help us see things in new ways and reveal the things that have
become sdHormdCX; such as the medicalisation of diverse maternal bodigst we donot

notice what might be at work and what might be assun(€dgle, 2019)
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Postintentional phenomenology is a blended approach which bridges the
transcendental/hermeneutic dividéNeukauer, Varpio, & Witkop, 2019)he phenomenon is

treated as the unit of analysis, yet phenomena are multiple, partial, contextual, afhaxin

(Vagle, 2014, 2018Yhe phenomena were approached as though they were constantly being

made and unmade, done anshdone(Vagle, 2020b)This understanding is always comiog

be-known, not final, and in this way, it represents a type of post structural and
phenomenological philosophyethodology.The goal was to approach a phenomenon openly,
allowing for individuadQlived experiences and their expressions of those experiences to
provide context. Vagl€2018)explained that a phenomenon is, at bestsightinto the social

processes surrounding a phenomenon which prodthee shapeof the phenomenonfor a
particulargroup of peopleThis inquiry is not focused on identifying structure and qualities of
experiencesbut exploreshow phenomena are produced maternity and sociatontexts. This
through-ness approach assumes, then, that matern& 6 S& A (i & Q -intedtional LJ2 & (
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; ad the maternity and health care systems, policies, and practices that explicitly
FYR AYLIX AOA(GtE AyTFtdzsSyOS 62YSyQa dzy RSNR G yYRA

In this inquiry, the postintentional phenomenon is diverse maternal bodiesaitmed to

articulate the meanig for ethnically diverse women with lived experiesoéclinically defined

maternal WverweighQand 2 6 S & Waledtifedet al. (2018prgued that posstructural
methodologies offer new ways of answering phenomenological questimnscreate
possibilities for revealing glimpses of the phenomena across contexts, cultures, discourses, and
gendersThis is important because of the complexities of the contextghichwomen receive

care and reside. The questions that guided the study focused on what it rreebatand exist

in diverse maternal bodies(i.e., bodieslabelledl & Of AyAOlFff& W2@FSNBSA
LINBE3Iyl yOe | yR (i kweight, BighilB & } Q)dbddeREnEH#Kerodtsde of
YSRAOAYSQA RSTAYAGAZY 2F Wy2NXIEQ gSAIKID
Component 2Devise alear, yet flexibleprocess fogatheringphenomenological

material

To gather postntentional 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 materna#verweighQand 2 6 SaA e Q 6AGK fABSR SE
variety of sociccultural contexts. The semstructured interview and lived exgpience

descriptions was selected as the primary source of phenomenological material in this inquiry.
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Component 3: Make postreflexionplan.

A reflexive phenomenology of practice was advocated by Vagle. For, Yfragg®ncept of post
reflexivity in postintentional phenomenological research was an-gumpwth of descriptive
LIKSYy2YSy2f 238 Qa (Bidr@,2E09pad/fefléciNg lievdld dppfaad focus

on bridling(K. Dahlberg et al., 2008)escribingostNB T t S E XaZibg@ied questiahingiof
2yS0a (y26fSR3IS | &4 2nishi¥ a8 R BRIP4 PplZ28E)Sa0id A 2 y
(2018)later & I A R Zrefléxinl i$ niot about setting aside our prior knowledge, assumptions
and beliefs abouttie phenomenon, but about exploring how they play a part in producing the
LIKSYy 2 YSy2yé¢Thus e aren psked do critically engage and interrogate our
preunderstandings in the research process, exploring how these play a part in producing and

provokingthe phenomena.

Muth (2016) reminded us that findings in po#éttentional phenomenology are not really
WFAYRAYIEAQ a AF GKSe& 6SNBE RA&AO2OSNBR 2dzi

2

l.j

NE&SI NOKSNRa 26y fABSR SE LSt yededrah pobdess R 2 A y 3

created a posteflexion journal which | have used to draw on my seffexive thoughts to
consistently examine my position in the research as | crafted phenomenological mdterial.
occupy the position of both insider and tsider to this researchinextricably linked to the
study and the situations and contexts of the women. My identity as Scottish, white, working
class mother, former midwife, angublic health practitioner with a biomedical way of seeging
andwith abodyth G A & 2 F Wiy anNdsepdrable asgedt 8f khé studypplying a
poststructural lens to this study enabled me to pasflex and enter an ongoing critique of a
contemporary binary position, noticing the different line of fligloperating on meand the
phenomena in this studyroststructuralist 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, truthg.dt also rejects binary positions; instead,
offering ongoing critiques of structures and binar{®agle, 2018)The social and biomedical
models of\Bverweightand WBbesityxepresent an example of opposing conceptual discourses
and frameworks which reeal a rigid dichotomy of health and pathology. As | pefiexed, |
examinedhow my positionality, background, and insights had the potential to influence the
study. | became aware that both models were operating at a-poascious level making it
difficult for me to address the issuesethiered to my disciplinary past, | found myself entering
the middle of & existingdebateof extreme views otthe alleged health crisis and moral panic
which wraps the production of obesity as a societal problem. I tiefiux as | recognised my
positionality changing towards a perspective which was becoming more critical of the

dominant medical positioning of obesit{ereviously | was ambivalent never challenged
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myself to consider how the existence of biases wétfjard to ethnicity, social class and gender

I F¥FSOGSR 42 Y Sof megnalick ca@WdileS Yiad Seen focused on ensuring the
best use ol I dzii K 2 NA ( I {puichealthieidan® Idgle@ed to pay attention to
Wy X¥¥gRAOI f A & SfRainesk.®) Bvarzyinid £oopger (201Butiored 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 critally 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

problSYlF GAasS FyR aidAaavYlrarasS 62YSyQa YIGSNyrt o2
Vagle(2018)advocated a reflective approach, noting:

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

bottom lines and moments when we are shockga 154)

Approaching a posteflexive 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 revaaladle, 2014)There

were moments when | connected with the participants and their stories and moments where |
disconnected; for example, when stories appeared contradictory. Diliege moments of
disconnection, I still marvelled at how women viewed the phenomena, specifically women who
at first resisted nutrition advice only to accept it shortly thereafter. Hostntional
phenomenology helps us embrace these moments, remindirtgatsindings are expected to

be tentative and possibly paradoxical. In other words, an examination of the lived experiences
2F¥ 62YSy a YIftSIo0fS |yR O2yiSElGdz fte &Ad
experience was valued as knowledgeable and mateyu despite any contradictions between
and within their perspectives and experiences, was important in this study.

Component 4: Explore the pastentional phenomenon using theory,
phenomenological material, and pastfflexions

My dialogism with othetheories has helped me to look more closely into what was going on
for women. Being critical in the context of positentional research means interrogating
theories sothat they do not obscure other ways of seeing during the analysis of
phenomenological ata. | 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 participgiMagle, 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 wasfzbcifically the ways

in which women responded to the realities of matertderweightand® 6 SaA e Q Ay O
encounters, as well as in their everyday livéagle (2014) alluded to there being no goal to

find the common themes of being towards such states of being and how to define ithem
postintentional phenomenological worlRkather, the gal is to see how being towards these
adridisSa Aa YIyAFTSadSR ouGSydalaAogSteo Ay |ttt &:
GSyialr A0S AyliSyaGaAaAz2ylt YSFEyAy3a LINRBODARS | NI
(Freeman &/agle, 203, 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 gogtntional phenomenology
(Vagle, 2014)which focused on the concept of tentative manifestations of the phenomenon.
¢KS LIKNIXaiAy3d 2F (GKS GSN¥Y GSydaladAaAdS YIYyATFS:
authoritative voice is minimised and attention is deliberately focused on situating
phenomenological work as contextual, partial, and incompk&eule & Freeman, 2019n
accordance with the methodology, the continuous deferral of final interpretation of the
phenomenon is important. In this way, the crafted texts presented in followiragptehs are
considered partial and incompleté. K N2 dz3 K (2049)e¥divBuinderstandings, his later
iteration of postintentional phenomenology introduced a marked shift which repositioned the
methodology to explicitly focus on social chanBeductions and provocationthen became
central (Vagle, 2018)n the crafting of posphenomenological texts. Vagle described a
provocation as a catalysé.g.,something within the phenomenological material that ignites
something about the phenomenoior a policyissue that appears to be strongly shaping the
phenomenon). Aernatively, aproduction alludes to the multiple and ongoing ways the
phenomenon is being shaped over tinf¥agle, 2018) Figure 2 shows the conceptual

framework for the crafting of the stories
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. Muminate how meanings
Describe the are constantly being

object of the Reveal the tentative y
fntjentional manifestations of produced and re-produced

relationship the connections

(interconnectedness)

v

Uncover the intentional
relationships

(the woman's connections
with the world and the
meaning it has for her)

Show how the
topic is lived out
(describing of
context and showing
what is happening)

Figure2. Conceptual framework for the crafting of the stories

Texts were crafted that attempted to capture the tentative manifestations of the phenomenon

Ay AGA& YdzZt GALI ST LI NILAIFIEEZ FYR @FENASR YSRAOL
created an opportunity to illuminate productions and provocationstled phenomena in

different contexts. Thus, the wholeart-whole analysis method focused on paying attention

to glimpses of productions and provocations, to consider how Hwody of evidence

represented in this thesisiight inform social change.

Where he phenomena revealed itself in social contexts, stories were crafted and interspersed
with narratives based on clinical contexfBhus, data were represented in the form of
individual crafted stories; interspersed with constructs and concepts from retditarature

and excerpts from my poseflexion journal. Betry, as an additional textual form, was

included to evoke new possibilitieshowing the important productions and provocations at

work.
ChapterSummary
Clinically defined maternaverweightand® 6 SaA &8 Q A & | alcittoyersESy 2y

and topi@al issue due to competing binaries on materndibesityQ A postintentional

phenomenology offers a focus on beiladpelled highrisk because of weight arftbw it relates

to gender and culturgbositioning rather than the political aspects which are reinforcing high
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BMI pregnancy as a type of embodiment that is incompatible Ww#hlth. | chose to craft
through-ness phenomenological research to explore intentionalities and how they tedqmes

in complicated contexts, retaining the phenomenological commitment to understanding
experiences as lived. YoddiedeR d YR ! yiz2y20a1eQa (KS2NASa Sa
AYGSNYLFE RALFE23A&YQULposHntéHORaR diJEINB R OK Dy t dzli @A § E
postintentional approach into dialogue with more disruptive theories accounts for the
complexity of pregnancy as both a physiological and a psychological experience; and reflects
0KS LREAGAOIT TF2NOSa& I éxpetighdes flom pudlRpSrdpBictivesy R A Y =
facilitates our understanding of the universal and differentiated aspects of diverse maternal
bodies; thereby, providing a nuanced picture of the interplay between matéewvakweighQ

andP 6 SaiideqQ |eyltiral hisdbical Aaddpblifical conditions within which women

live. | showed that postntentional phenomenology is capable of being used toward political
SYRa® = lcdnpdhéntmethidddoSical process was summarised to foreground the next

chapter whichexplainsthe methods that facilitatd the researchprocess.
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CHAPTER FOWRETHODS

This chapter presents the methods of research utilised to uncover the expesiefideing
froStft SR ad W2 @SN SA JKvéghs with & ovewiewSohitleQesdargh LINE =
engagement and consultatipbefore outlining the ethical considerations. Then, the selection

of participants to this research is discussddng with anoverviewof participants. Strategies
relatedtotheproteé A 2y 2F LI NIAOALI yiaQ LISNE2YIf AyF2!
outlined. My approach to gathering phenomenological material is outlined. Next, guided by

+ | 3 {26819,2014whole-part-whole analysis method, a description of tapproach taken

to analyse the data and develop crafted stories is presented. Finally, and in accordance with

+ 3t SQ&8 FLILINRIFOKZ L RSOAASR | Fhhéameoofodgcal & S
material and interpreting the data. Practical strategies to enhandrustworthiness are

described to legitimise thbody of evidencegroduced from this research.

Engagement an@onsultation

An engagement and consultation procesaswonducted prior to gaining ethical approvals

the researchintent g | & (2 A § @ Padfi® peapies, anformation brief (Appendix

A) was prepared to support engagement and consultation with people likely to be interested

in or impacted by this researcicknowledginghe importance ofte Tiriti 0 Waitangi as the
foundation for tre relationship with Tangata Whenua in Aotearoa New Zealand, | placed great
valueon respecting the status of Tangata Whenua as indigenous peoples. Theeforiial

step involved research consultationwith Teél A I g I k ¢ F NI} Yy { A | AentedS | LJ2 ]
mainly in the Hutt Valley and Wellington citPnce iwi approval was obtained, consultation

was held with stakeholders from a range of institutions and organisations identified in the plan.

A consultationoutcomesreport was prepared ogompletion of this process and responses to
O2yadzZ GFriGA2y R20dzYSYiSR® hdziO02YSa AyOf dzZRSR |
Health AppendixB), the Director of Pacific HealtAgpendixC), and approval by the Maternity

Quality Committee at one BB to implement the study.

Another outcome of consultation involved establishingesearchadvisorygroup to ensure a
mechanism forcultural and clinical advice® inform the study.The group comprised clinical
representatives fromy' I G SNIJ A & & SNIIA OS é&ific prationdeRang/ tiRangan 2 NJA
a n 2dpdcialistsas well as a consumer advisderms of reference were established for the

group @ppendixD). The purpose of thgroup was teensure the research was conducted in a

way which reflected the principles ie Tiriti. The group contributed to the development of the

research througteritical review of thaesearch proposal, sharing knowledge on the maternity
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systemsand B2 0S&daSasx yR FR@GAAAY3I 2y | LILINKIficOKSa
participants. A cdesignworkshop was held with the group whighoducedideas for research
questions, effectively generating consumer perspectives. Furthermore, advice wadgaron

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

EthicalConsiderations

The Auckland University of Technology Bhics Committee (AUTEC)vere 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 Ethi€Committee (HDEC) to determine whether the
study proposal required HDEPproval Once confirmation was provided that the study was
outside HDEC scope of review, the study was submitted to AUTEC for institutional review and
approved(AppendixE) with the condition that the locality organisation agreed the study met
established quality and risk standards. A locality assessmgpedixP was completed by

the DHBand constituted a higHevel collaborative agreement between AUT and the DHB,
providing authoity to approach clinical andublic 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 assessnstaty
introduction letters for maternity services providerparticipant information sheets, and
consent forms. Clinical anduplic 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 designedranmwte the research anénablethe teams to

make an informed decision abowsupporting the researchThe research ppmsition was

verbally approved by Te i A I 6 | @

Selection of théAarticipants

| soughtadvisorygroup supportto identify recruitment methods tanvolve participantswith
diverse experiencedy trusto F A SR NBf F G A2y aKALA oA futedn 2 NA |
to establishing authenticitywhichrefers to approaches used in the design phase of research
thatleadG 2 | &aK2gAy3 2F I NIy 3SLirkdn &\NGbbaf1986, P& A Y
& Beck, 2018)My intention was to have a variety of participants that would enable me to

OF LG dzNB RAFTFSNByYy({ SELSNASyOSa [yR | OKAS@S
diverse body experiences in a variety of social contekisis, women labelled as clinigall

W2 FSNBSAIKGQ 2N W20 Sa A ariely ¢ recalt®enhy/dppfoches waSNBE &
implemented. First, raternity servicest I OA FA O KSIFf 6K aSNIBAOS&X | YK
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the locality area, were invited to support the recruitment of womémditionally, clinicians

were involved as recruiters and were invited to identify pregnant women to participate in the
study. Information packs containing study introduction lestfar maternity services providers
(Appendix G), participant information skets @ppendix H), participant consent forms
(Appendixl) and recruitment postersAppendixJ were provided to over 4@ead maternity

carers. Simultaneously, approval was requestenn the DHBo place marketing material in
hospital and community settireg Material was posted on maternity and childbjréind early

LI NBydAy3a SRdzOFGA2Y FyR &adzZJI2NI 3SyOASaQ
intended that this marketing material would also encourage consumers of maternity services
to selfrefer. The requirement for participants to be registered to receive maternity care at the

DHB was applicable to all recruitment approaches.

All participants seffeferred to the study none of the recruitment was done directly by the
researcherAs perethical guilelines for observational studies, incentives were introduced to
increase response ratgdlinistry of Health, 2012)Accordingly, a $50 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 interviellpwing a faceo-

face discussion about the nature of the study. In summary, the recruitment plan was
implemented as intendedNo data were collected on the number of participants approached,
how many, and who declined to consent or their reasons foridiex), as that was outside the

scope of ethical approval.

Recruitment strategies led to a higher response rate than anticipaiétiough recruitment
ceased after three months, some participants who had received information packs at the
beginning of the reruitment phase selfeferred later in their pregnancies or following the
OANILIK® L ¢l a 2Ly G2 1SSLI I2Ay3Iz a AL o1t a
contexts would generate important insigh#sccordingly, 16 eligible participants gamnted to
participate in the study during the 26eek recruitment periodWhile a single interview was
intended with each of the women, | modified the data collection process to craate
opportunity to conduct followdzL) A Y G SNIBASgad® 2 KSNBE 62YSyQa ai
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 phenomienigs 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 foligevinterview to reveal how
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meanings might shift and change in and over time, througinging contextgVagle, 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 insgtdslata sufficiency

was deemed to have occurred

My orighal research intention was to use a mutiethod approach involving individual
interviews and group interviews across two phases. It was intended t&t$ingle individual
interviews would be conducted in phase one of the studythe second phase, asple of 15

20 pregnant women and new mothewngereto be recruited to participate in a series of group
interviews to explore themes arising from initial interviewss well asthe impact of
contemporary discourses and health promotion messages designedpt@ve nutrition and
physical activity during pregnancpnalysis was conducted in an iterative cy¢&argeant,
2012) and uponreviewing the material gathered iphase one it was clear the further
interviews anticipated in phase two were not required, asore than enough
phenomenological materidiad been gathered. Thus, | decided not to proceed further with
data collection. Creating space for phenomena to reveal itself led tadeaper
LIKSy2YSy2t23A0Ft SELX 2Nl GA2Yy 2 ¥g dahelrghed A QD
form of care that savars the situations described in a slow, meditative way and attends to,
SOSY YI 3y ATFA SEVeErtz,2G0%, p. a7R)S RSGF Af &€

Overview of theéParticipants

The study took place in thgreater Wellington region. The rearch 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 settiRgurticipants
included English speaking women aged 16 years and olderwere labelled as clinically
W2 @S NI S A 3 KphiMigravidld, ritdtigravidaSand women dizerse ages and ethnigs.

Many women were living with significant socioeconomic deprivatData were ascertained
using the NZDep2013 Index of Deprivat{dnAtkinson, Salmond, & Crampton, 2054) area
based measure of socioeconomic deprivation for people in small aredstefaroa New

Zealand.

Most women were pregnant at the time of their interview (n=14). Nowagnant women (n=2)
experienceddverweightbr gestational weight gain in their previous pregnantpmen used

a variety of words and phrases to describe themsestesh asbeing a big lass, coming from

big stock, bootylicious, fat, large, overweight, and obe&dame women identified with the

Of AYAOIf GSN¥Ya W20SNBSAIKGQ YR Ww26S5aSQ | yR
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Finding the language to userfihis 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
experiencs were reflected in the crafted stories. The characteristics of the women are

summarised iMable?2.

Table2. Participant characteristics

Age
20-24 years
2529 years
30-34 years
35+ years
Ethnicity
NZ European
b% an2NA
/221 LaftlyR an2NA
Samoan
Tongan
Niuean
British
Chinese
Deprivation Quintile
1-3 (least deprived) 4
4-5 (most deprived) 12
Parity
Primipara 4
Parous 12
Prepregnancy BMi
20-24 kg/n?
25-35 kg/n?
35+ kg/nt
Unknown

~N O W

P PR R NP WO

0~ W

3 BMI data were recorded where it was knowa n 2 NR& adifigwdmen were less likely to know their pre
pregnancy BMI than other women in theudy. All five Rcificwomen had no otittle knowledge of BMI related
terminology.
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Women received specialist obstetric care (n=10) for medical and obstetric related conditions

such as: rhesudiseasefi s Ay LINB3IylyOes DNI@SaQ RA&SFaASs I
women (n=6) received midwifled care.The women attended many different services during
pregnancy including midwifery care, specialist endocrinology, physiotherapy, specialist

maternal mental health, and dietetic services.

Protection of theParticipants

wSaLISOh F2N LI NBswasdaledullycangidereddzheyoGsedothia reskaich

| have been aware that discussion could generate an emotional response due to the likelihood
that,t a YI y& LIKSYy2YSyl gAGKAY aLISOATAO MOGaskardzNT £ |
Barnard, &Gerber, 2001, p. 272Therefore, specific measures were takertsurethe safety

needsof participants.PN2 4§ SOl A2y 2F ¢2YSyQa Syz2GA2yIlf | YR
YR Fy FINBSYSyild sAGK 2S8SttAy3adzy 22YSyQa |
established AppendixK), whereby women could contact the servi€eequired Contact details

of this service were provided so that participants could get in touch direBHyticipant
confidentiality was critical due to the study being focused innglsilocality and the small

number of individuals participating. | took a variety of steps to maintain confidentiality. For
SEFYLX ST Ay NBLNERAzOA Y 3 ,Lienblied polehtially ideatiflabléd S ND | (
information and nuances of speecthat could identify them from any preliminary
interpretation of the data presented and written material within this thegisurther measure

to protect the women participating in this study involved me working closely with my
supervisors using a reflect andview approach. During the data gathering stage, | committed

to transcribing each interview withithree days and providing my supervisors with a copy of

the interview transcript, observations, and setitique of my interviewing skills. Sharing the
transcripts and debriefing with my supervisors on any ethical tensions that arose and my
strategies for managg 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 dateere gathered during thenterviewsprovidinga backdrop to

uncover key facets of experience and reveal the nuanced and varied aspects of their personal
stories. ¢ 2 LINRGSOG GKS LI NIAOALI yGaAs LRAGSYGALl ff
positionality and their realvorld contexts are not included in this thesisThe data, such as
transcripts, consent formgjemographicdata, and analytical notes, were kept in a secured
computer programme. The digital recordings and hard copies were stored securely ing locke

filing cabinet, to which only | had access. Assurances were provided to partidipatiafter
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analysisthe datawould be stored securelyon AUTpremisesnot on the private computerof
the primaryresearcheralongwith the consentforms. Furthermore womenwere advisedhat

apseudonymwould be usedon all the tapes,transcripts,andreportsto protecttheir identity.

Gathering the"henomenologicalaterial

Prior to data collection,| useda codesign approackith the advisory group to develop
potential phenomenological questionshat would help answer the research objectives.
Following whicha minimal number of broad, datgenerating questions underwent a process

of cultural and peer review with a sample of Pacific Navigators aamd2 RuBlic Health
Advisors with strong community and cultural knowledges. Next, questions wertegiex
withada YItf arYLES 2F an2NR YR tFOAFAO ¢62YSy
process of cdesignand pretesting assisted with the developmentatore set otulturally
sensitive questions and prompts which were then adapted to suit the cultural need
priorities of participants during the interview$his process supported the development of a

highly contextual topic guidedppendixL), increasing the trustworthiness of the research.

PG I LN

YySe INBIFra Faaz20AFr SR 6A0K gevnSgpxand® a 38R0 EBRLIS
clinical and social contexts were explored in the interview. Participaets invited to describe

their experiences obeingin larger matenal bodies and to discuss the meaning weight-

focused advicein the context of theireveryday livesand social and cultural practiceghe
AYUSNDBASG ¢+ a RANBOUGSR (24! blat pregSasicy bnd thaird KA y 3
understandings of gestational weight gain. The first area of questioning was deliberatat br

YR GKSYy 6SOFYS Y2NB 72 0dza Stein@referrédzoséeyntaily S E LIS
care because of a high BMI. The meaning that women attributed to health promotion
messagindgormed the second part of the question guide. The tldrda asked the participants

to reflect on contextual factors such as miau, family, cultural, and environmental influences

on eating patterns during pregnancy. Finally, demographic data were collectenclud the

interview.

Throughout the data collection phase | continued to dialogue with my preunderstandings, to
SEFYAYS Yé &aadzyLlianzya 2F 6KFIG aSSya wyz2NXYl
research. For example, one of my preunderstandings focused on my assumptionsdirgo

the relevance othe BMIfor pregnant womenln my postreflexionjournal, | recordedmy
preunderstandingselatingto the BMlandits meaningfor pregnantwomen.Beforegathering

data, | assumedhat all womenwould be familiar with the term becaug the measureof the

BMIfor assessing risk is a webtablished aspect of pregnancy care in Aotearoa New Zealand
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(Knox et al., 2018Furthermore, as women were informed the purpose of the research was to
explore experiences ofverweighQand WbesityQin pregnancy my assumption was that

women would be ready to discuss weigalated issues. | created the interview questidHow

did your midwifeor doctor talk with you about your weight or BMi%i 2 SELJ 2NB 42 Y
experiences of being asked abadheir BMI. Thefollowing extract showshow | brought my
preunderstanding$o the fore throughoutworkingwith the data; and, subsequentlymodified

my approachto data collectionto remainopento the rangeof realities:

Whenthe Pacificnursereferred Teuili,shetold me Teuiliwasvery shy.Becausef my
experiencewnith somePacifiovomen,andthe possiblesensitivitiesaboutaskingPacific
womenabouttheir weight,l askedthe nursefor heradviceon howto approachfurther
discussionsThenurseindicatedthat it would be very difficult for womento disclose
their weight in an interview and recommendedthat | considerthe following way to
rephrasethe question: d0bviously when you are pregnantyou cangainweight and
sometimest canbe challengngto returnto yourweightbeforeyoubecamepregnant,
especiallyif you havemore than one child. Canyou tell me aboutyour weight before

youbecamepregnant?Didyou strugglewith weight problems?

Followinga period of dwellingin the data, and dialoguingwith others,| cameto see
that for somePacificwomenweight may not be an issueper se Rather,it waslikely
that weight wasan issuein a western healthcarecontext. When| askedTeuiliif she
couldtell me about her weight before she becamepregnant, sheappearedto brush
off the question,sayinga y & Z Efelt that Teuilifound it intrusivebeingaskedabout
her weight. Weight did not appearto hold meaningfor her; whereasprotecting her
babythrough movingher body held significanceand constituted the mainfeaturesof
¢ S dzstbryteditg. My aim wasto be reflexive about how | was approachingthe

participants

This postreflexion extract shows that through mindful attunement to what participants
connectand disconnectwith (Vagle,2018) | was able to refocusquestions.Thus,l made a
decisionto move away from more biomedical framings of questions, instead capturing

g 2 Y S ge@dpectivesaboutwhat wasimportant to them in relationto pregnancyhealth.

The taperecorded sections of the interviews which focused on gathering lived experiences
material ranged from 17 to 4minutesin length. The whole interview took considerably
longer, particularly as whakawhanaungatanga and other culturally appropriate wdysldo

relationships with the women were prioritised before the tapecorder was used.
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Transcriptionwasundertakenpersonallypy me,as a way of familiarising myself with the data.
Thus, transcribing became an interpretive act which conferred significalytacal benefits
through repeated and careful listenin{@ailey, 2008)Theparticipantswere advisedof their

right to checkand modify the transcript;andtranscripts were shared with participants where
they requested a copy. The purpose of invitingtjggrants 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 postintentional phenomenological research.

Analysis of th€henomenologicallaterial

Whole-part-whole Method.

A wholepart-whole analysis methodhichinvolves analysis ofocal meaningsig.,moments)

in relation to the wholei(e., broader contextwas utilisedin this study(Vagle,2014, 2018.

Cautioning against an overly mechanistic approach to analysis, {28d®)encouraged more

FfdAR yR ONBIGAGBS ylLfedaolf 0§SOKYyAIl-dzSa o I
intentional phenomenology | was ablewwork across his earlier and later conceptualising as a

3dzA RS G2 FylrfeasS (GKS LKSy2YSy2ft23A0Fft YI GSNA

began the parts were not discretegather, they started to blend together.

The initial phaseinvolved becming attuned to the whole material gathering event and
involved a holistic reading of the entire transcript. The goal at this point wamravel the

wholes of the phenomenological material. Va@®18)02 y 4t SYRSRXZ aUKS Yz2al
carry out this p NI 2F GKS LINRPOS&da A& G2 2LISNIGA2YL
philosophical idea f A Yy S&  ApF 154 lodkd forétwo kinds of analytical noticings.
Following this guidance involved me first looking for ways that knowledge explodes in
unanticipated ways. Reviewing the transcripts, preliminary analyaed my posteflexive

journal,| consideredj dzSa A2y azx &adzOK Fay a2KIFIG RBBAY QI 3
notion, idea, insight, perspective, what might | learn about the phenanethat is not yet

think-I 6 f (Fagke, 2018, p. 157 he second noticing related to how to differentiate between

0KS fAySa 2F FEAIKG 2LISNIGAYy3I 2y dza | yR @K
jdzSadAaz2ya Fa L 0O2yRdzO0S Rnightl bppdanpatainQd whati KS R
something means? Where might | app&dmcertairtdf what something means? Where might

| have extended to something creative and intriguing, but then backed off to something a bit

Y2 NB 1B K ¢

Sometimes a singleavd or phrase, from a participant, was so powerful that it needed to be
' YL ATASRYE a4dzOK | a t,dyAFREG READIN LI NBES2 @did G1S
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by-line readings, including careful notetaking asignposting the datshat seemedto focus
initial meaninggVagle, 2014and asking myself questions of the data, as well as putting my
supervisorQunderstandings into play with my own initial interpretations. | highlighted the
parts of the data that appeared to be complex or contradigidiknew that | could not overlook
the complexity but had to dwell for longer here.de did the woman experience stigma in

secondary care or did she feaistgmatising encountey?

Focusing ointentionality.

| took a systematic approach to descrile object of the intentional relationships, show what

ga KILWSYyAy3IZ | yR NBGSIh dccoildan& with2pwshtghtbaal S E LIS N
phenomenology, it was important to describe both the experience and the muttguexts;

including macro contexts (i,esocial environment, ethnic group) and micro contexts (i.e., the
meaning of being bedridden or the significance of the -bsdbject in secondary care).

Analysis focused on uncovering the intentional relationships betweenvtirean and others

and subjects she encountered. | workedth the datain a systematiavay, carefully revising

and recrafting each whole and part, continually putting them in dialogue with other chunks of

texts from other participants in other data momen{¥/agle, 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 irsights 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 additionajuestionsor reframe the ways | asked questions. For example,
from listening to women describe how their experiences and understandiffgsed from one
pregnancy to the next, dnow their experiences were changifrgpm eaty pregnancy to later
pregnancy, | came to understand thafollowup 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 throudjie tuse of iteration guided my decision to

conduct followup interviews with some of the women.

Thinking withTheory.

The second part involved thinking with theory. In the design stage of the study, | made a choice
G2 GKAY1 @990)Kminisetinyyhaiddeass | intuitively felt that a feminist lens
would be important to this inquiry. Thed y G KS 'yl feaira aidl3ISz L R

alone would be insufficientto help me extend and opeap phenomena in important ways
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(Vagle, 2018)Bagd on the complexity of the data, | made a specific choice to think with other
theories to explain the data more fujlghowingboth meanings being uncoverednd, more
importantly, how women responded in complex contexistroducingtheories of distresse
embodiment(Leder, 2004, 201&nd salutogenic understandings of wellbeiffgtonovsky,
1979) became pivotal for providing an explanatory framework through which to show the
experiences of women. Part of whatsvaluable about thigprocessis the showng of what

women dq thereby elucidating the grey.

Postreflexing

Postreflexing was a primary aspect of my analysis process. The system | created to enable
postreflexingsaw me develog written reflection sheet(Appendix M)for each participant,

which | then formed into a journal as my peasflexing deepenedReflecting on the interview

with Lily, for example, tecorded my observations aneconsidered my approach to asking
questions Throughout the interview | had a felesse | 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 proced-or every participant, | recorded my immediate reflections

on the interview, making notes on initial thinking that may contribute to the phenomenological
text. Irecorded myassumptions about the data amshgaged in selfeview ofmy approach as

an inteviewer 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 thiecess 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 componentf the analysis process involved crafting stories to uncover all the possible
YR Ydzf GALX S LIKSy2YSyl ,révealingtheYedifti@eamaniféstitddisS & T
2F GUKS AyildSyilAazylf NEfFGA2YyaKALAD | S&EdzA y 3
LIKSY2YSyl GKFG 20KSNJ F2N¥xa 2F R G (Crbwherf @ &4 &
Ironside, Spence, & Smythe, 2016, p. 8#6¢ authors urged us to consider crafted stories as

a trustworthy methodologicalool for capturing lived experience€” ¢ (i K S NJ(2816) | f Q2
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practical framework was usedo revealways of being, thinking and acting in the world that

AKSR fAIKG 2y 6KFG Aa 1Y AGoither dral.2Qepd@NEmR 2 S N
Manen(2014)claimed the story can be craifd in fiction-basedor realways. In this study the

ONI FGSR &ai02NARSa 6SNBE Of2asSte AyF2NN¥SR o0&
experiencesGiven the importance of staying close to the data, | chose to craft individual
stories rather than blending stories from several Iinegeriences] began free writing the

stories, writingaround the significant interpretations that arose from the datadlooking for

the unnoticed and listening for the particulars of the experietteat were not based on

repetition. | honoued each wonay Qa LISNE2Y Il f yI NN} GABSY aK2 g/
62YSYyQa VI NNdoighs@Staf dzWARy I GAy3 GKS RAGSNEAGE |
different contexts Where the data reflected extremely rich and detailed human experiences,
multiple storieswere crafted for these participantdV2 Y Sy Q& waré atdi3p&rsed
throughout the chapters as, oftentimes, their stories rethte more than one of the tentative
manifestations produced through thilsquiry. Twenty stories were crafted and includedlie

tentative manifestation chapters. Where phenomenological material was considered not
relevant to the research question, it was included Appendix N to acknowledge this

LI NOHAOALNl yiQa LISNERZ2Y It ad2Ne

¢tKS F2tt26Ay3 SEOSNLIprogides d louiliheXof tReNRPS takeh 6 A | Q &
uncover and analyse the tentative manifestatiofihe interpretive process based dhe
conceptual framework for the crafting of the stories in the previous chapter reveals how
disconnection was produced a meclanised caring contex®.he interpretive procesass shown

in Table 3nvolved asking questions:

1 What was happening her@e., how was the topic lived oyt
T 2KFG 6l a GKS g2YIFyQa dnewhaf ®daning digthighave for ( K S
her?

1 How did the connections manifest?

Table3. Interpretative processt | YAl Q&4 SELISNASYOS 2F YI OKAyYy St )

How the topic is lived out tEyAlFQa Ay Tentative
relationships manifestations of
(interconnectedness) the connection(s)

¢tKSaS FLIWRAYGYSyYyGa RJ Relivingthe same Groundhog Day
the ones who benefit; they must get money fc experience over and (Ramis, 1993)
KIF@Ay3 a2 Ylyeé YSS{A overagain provoked a experience the
any reassurance. Pregnancy is a unique and s disconnection from her experience ofeeling
thing because your body is going through midwife, her connection like a human robot
many changes. When | got weighed my midw with her midwife manifested.

wrote down the weight. | stood there agha:
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How the topic is lived out tFyYyAFQa Ay Tentative
relationships manifestations of
(interconnectedness) the connection(s)

GKAY1AYy3aZ W2h23s &KS vy derailedbythe demands Within this

million things started running through my minc¢ of the system. automated care

It would have been nice to havecanversation context, her body
Fo2dzi ¢KFGQa 3A2Ay 3 2 Afeeling of strangeness became an object
felt like just another pregnant person waitisiig- and being othered undel body¢ the

line. | just felt like a robot to be honest. | kno the alienating gaze of = manifestation of

exactly what is going to happen each time. S her midwife. vulnerability became
measures me, she puts the little device on SOARSYl ok
cKSO1 GKS o0l o06&Qa KSI The dehumanised space emotional and bodily
gSAIKSR® { KS I a1 az say. inhibited connection needs were not met.
YasSaQe {KS ale&as WI ye between Paniaand her

2dzi GKS R22NE &KS$S (S midwifecthe Disruptions and
come back the next week and we do the sai relationship lacked disconnections

thing all over again. Maybe most women knc authenticity and caring. manifested when
gKIFG G2 lalz odzi AT Pania experienced

@ 2 dz Rgkyl @dndered why it happens lik automated patterns
this but then | think the midwife is the of carec tensions
professional so this must be how it goes. I NRP&aS 6KSy

taken for granted
assumptions of care
as relational were
not met.

In the aboveexample, theinterpretation process showed that where the care relationship is
focused on processing the maternal bodpnnectedness is perhaps not always possible in

proceduraldriven care contexts.

The analysis framework wasnsistently applied to the crafting press, 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 drawonsidemy interpretations are warranted, as
here, | relied on my supervisors to read the transcripts and review my interpretations of the
intentional relationships and tentative manifestatiompspviding feedback that they shared my

sense that the interpretatiofiits with the data.

Once the stories were crafted the next steps involved reviewing the texts to identify the
tentative manifestations of the phenomenoWhenthe tentative manifestationgappeared)

gave them titles. | considered the different ways t@anise 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 angmeducing the shape of the story. While
appreciating that the puttingogether 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 researchagle (20185 E LJt | AYSR GKIF G GKA&Z
moNBE A NNB I dzZf I NE Iy R(p.160)dhanihermehéutic pheidomenoldgy, FusOft Sty
the reader may experience a sense of the analysis in the following chapters being partial and
incompleteg even leaving the reader wondering why the findings wegttied together more.

Living with this tension is part of the process of pimg¢entional ways of doing phenomenology;

leaving room foiothersto dialogue with the texts, rengaging the phenomenon to see what

might become of it.

Challenge&ncountered inDoing Post-intentionalPhenomenology

At times the analysis felt overwhelming even though Va@ie14, 2013 provided a gift to the

literature throughthe detailedwhole-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 witlgeneralisedhematic analysisnethods that | had used in earlier pest

graduate researcH,began the process by identifying a list of categories which | therged

to find a way to begin to represent the phenomenon. After developing 112 categories, | realised
GKSasS OFdiS3I2NRASa ¢SNB | he2cdmyoriaskkepresenied theitlirgs Ly 2
women constructed and how the things appeared to womerad focused on what the things
NBLINBASY(iSR T20Mha@dKBABGS 62%CK REAONAOSR | YR W
represented by things and other§.o make my analysis congruent with pasentional
phenomenology | reflected that | needed to makehdftsthat involved moving away from
F20dzaAy3a 2y WgKIFGQ G2 NBGSHf WK2 d\aticiigknad/ 3a4 6 S
f2ad0 Y& 4l &3 L NiBténtdaNd/t&R whee | was rénfinfdBlat thd gaakdf
postintentional analysis was texamine how meanings corte-be in relation to things and
others.Being careful to enter a dialogue with the meanings, | sought to avoid describing the
essence of these meaninggagle (2014¥yescribed theme identificatioasa tool to support

analysis rater than the gohof analysis. Following thedvice | 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 challengerelated to my urgency to more swiftly uncover the tentative
manifestations; thus, my initial analysis focused onwinele, rather than moving between the
whole-part-whole as suggested by Vadk014) Neglecting thgarts meant it was difficult to
uncoverwhat was happening for the woman and look for the tentative manifestations.- Post
NETE SEAYT 6AGK Y& &dzZISNIDIA&2NE L dzy O2OOSNBR (f
AaKFff26a 0ST2NB 6 RA yCBupér, pérnalicsnBnuniR&iGIulg 27,0 W  a
2018). This factor contributed to my difficulty in staying close to the data. My initidetery
G2 aadzyLd G2 GKS ySE-Coupeds Pdrsonal zdmmijnidztich (IO 27, 6 WD
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2018) could potentially have resulted in anagsvhich were not grounded in the data in a
postreflexiveg | @ @ wS i dzNyAy3a G2 I 3ftSQa O2NB ARSI {KI
suggests looking at what we usually look throy§bkolowski, 2000) waspromptedthat to

do phenomenologyecessitates aeed for presencen other words:

X2 €SIF@S vy2;tdashbd do#n idayfdedaNdpénRip; to dwell with our
surroundings amid the harried pace we may keep; to remain open; to know that there

is Hever nothingpoing on (Vagle, 2018, p. xii)

The potential for incongruencehy 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 maatifess and
engage the productions and provocations of the pogéntional phenomena irdifferent
moments, situations, an®2 y i SE (i & ® (2044A 30 Byhole-fhit-Eholeapproactio

guide the analysis, | modified the approach to include specificlysis protocols when
challenges were encountered in uncovering the interconnected meanings for woore.
such exampleéo enhane trustworthinessinvolvedtaking ashared approach to analysigth

my supervisorsindependent of each other, my supervisonsdal undertook analysis of one

LI NI AOALN yiQa & &teiBvhich®e conbedeil thadt fSprocaNPcanStisuted

a robust and trustworthy approach to analysis and interpretation. Thereafter, this process was
applied consistently to my craftirgg ¥ S| OK LI NOAOA LI yiQa ad2NBX
review roleto ensure my interpretation was not based on my own preferences and viewpoints

but was grounded in the data.

Trustworthiness in thiSudy

Trustworthiness, origour, of qualitative researchs crucial to integrity of the findingthrough
processes that uphold valid interpretations of the dd@ope, 2014) Trustworthiness is
necessary(Connelly, 2016)ut there is no clear consensus regardimdnat 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, includifadidityQ
(Vagle, 2014, 2018and Yelevanc&XM. Freeman, deMarrais, Preissle, Roulston, & St. Pierre,
2007)

Since posintentional phenomenology incorporates elements of pssuctural thinking into
traditional methods, there is perhaps an even greater need to aestrate the
GNHzAa G 62N KAYyS&aa 2F (GKAA FfSEAOGT S -infenfidhal Tt dzA R

phenomenology takes place along the hyphen, the jagged edges of phenomenology and post
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a0 NHzOGdzNY £ Aal ARSI &3 (Vaple 2008, pE6)2itNd\ iSportant N&S A Y
demonstrate the trustworthiness of the analysis presented. For VE§)é8) discussion of

Gt ARAGE A&X aYFNJ SR LINAYFNREE o0& | O2yaiRSN
the phenomenon and the participants who ha%E LISNA Sy OSR (G KS LKSyz2Y
requiring the researcher to be open to the changing nature of the phenomenon throughout all

phases of the study.

The hallmark w@teria outlined by Lincoln and Guba (1985xredibility, dependability,
confirmability, tansferability, and authenticity are considered anchors dfustworthiness
(Connelly, 2016Additional considerations exist, such as reflexi@i€grstjens & Moser, 2018)
which are integral to quality of qualitative research. Practical strategies to erdsan

trustworthiness were selected to fit the poesitentional phenomenological design.

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

phenomenon(Pereira, 2012, p. 19)

In accordance with the philosophieaethodological understandings in this inquiry my
approach was dialogic from the beginningl 3 {(281@,52208) notion of postintentional
phenomenology as dialectienhanced trustworthiness of this study. First, to establish
O2 y TANXNI 0 A Kthelpdtantialifét lcaingruenie>betdieen two or more independent
LIS2LX S Fo2dzi GKS RIFGF QRY G dzNIO1AEpz2) ddbgusdd I y O S
with my supervisors to determine the potential for congruence in the data. This process was
ongoing throughout the data gathering, analysend development of the tentative
manifestation chapters. The primary nhetd involved my supervisors anahe working
independently to review raw data angteliminary analyses through applying thenceptual
framework for the crafting of the stories (Figur®. Using this divergand-converge
collaboration approach, we workeskeparatelyto produce individual interpretations before

coming together to discuss emerging insights and potential fd#ght.

Second, peedebriefing with cultural and clinical advisors was significant to this stéftgr
initial interpretation of he data, | tested the worth of my analysis with the cultural and clinical
advisors in the studyThis helped me consider alternative ways of looking at the data to see
how lines of flight could be amplified even furthéapplied peemebriefing as a teahique to
enable the cecreation ofa n 2 &hd Paific 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 completencovering of my position in the research and how this positioning

might come to bear on thearious stages of theesearchprocesgNguydy” 3 { dZDB)® b 3> H
was seeking to understarad n 2aNd\Paific peoplesperspectives 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 ir tstudy. As an outsider researcher,

| had ethical and moral obligations to protect research participants and avoid unsafe practices.
Given the stories revealed information abautn 2INAR t F OAFTAO 62YSy Qa Y2i
and behaviours, it was critictd incorporate techniques for collecting valid information to help
SyadzaNB3 G(GKS al ONBRySaa 2F GKSANJI adi2NRSa yR L
| selected two peer debriefers with whom | had trlstsed 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 wathpa2 NJA

YR tIFOAFTAO fSyaod ¢KdaAaX GKS ON}YTFGESR &G2NRS
unRSNEGFYRAYI 2F (KS LKSYy2YSyYyIl =X alAy3as a2z Kl
AyiG2 o0SAy3a F2N GKS 62YSy |a GkKSe Sy3dlr3asS gAilK
were asked to provide oral and written commentary and agreedhare feedback on the
meaningfulness of the stories, trustworthiness of the data, urel@phasised or superficially

analysed pointsand overemphasised moments in the data and potential biases or

assumptionsA postreflexion journal extract is provided AppendixO.

Debriefingwith clinical advisors,to discusscomplexconceptsrelated to clinical midwifery

practice, was also important to maintaining trustworthiness. Sharing sections of my
preliminaryanalysesvith midwivesto confirm my interpretation of some issagparticularly

around aspects of clinical midwifery, | attempted to deepen my understanding of aspects
NBflFGSR (2 O2yiGSYLER2NINE YARGAFTSNE LINF OGAOSH
narratives it was revealed that midwives were using social terms, bugh W@ 2 f dzLJ( dz2 dz
describe women. Through dialoguing with one clinical advisdrp was familiar with
phenomenologicamnethodologies| came to understand that use of voluptuous language may

have been provoked by midwifery protectionism and that manywids use words other

0Ky W2@SNBSAIKGIQ gAGK s2YSyo

A further strategy to maintain reflexivity involved me sharing the crafted stories with wider
audiences. Dialoguing withider audience®ften called my earlier understanding of the topic
into question,further strengthening the trustworthiness of findings. | presented the research
methodology, methods, and preliminary findintgsa varietyof disciplinary groupand sought

feedback on the relevance and meaning of the phenomenological material. Oveurttéiot
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of the study | havecontributed to conferencesAppendixP), includingCounties Manukau,
hodldSGNAROA YR Deyl SO24d iRed&Zealardl XCOlgge df Mid®ives (0 K °
(NZCOM) national conference, NZCOM regional meetings, an AUT Centre for Midwifery and
22ySyQa ISFHfGdK {eyYLRaAlx I +AO02Naslwelllag A @S NA&
maternity forums involving clinicians and consunserand multiple midwiferydietetic and

public healthprofessional practice meetingSowards the completion of the analysis phase, a
G2A0S OG2NI gl a O2YYAaaAaAz2ySR (2 yIFINNIGS GKS
medium, enhancing the opportunés for audiences to engage and feedback on the ,datdle
a0Atf K2y 2 dz2NR Yy JAsEt&e byvanWangEDA2)asud@ehJilehce dan occur

when phenomenological texts are read alow iflisteners havebeen drawn into textual
meaning and e struck with perplexitySharing thecrafted 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 everyiméhe room pause and think about the
AaadzsS FNRBY GKS 42YFyQa LISNBRLSOGADBS yR |
a K| Y.ANY Bckson, personal communication, Decenzh@018)

Nicky explained there was a sense of sadness and disappointment thaifemd 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 discussionshamidwives to share findings to inform the development

of midwiferyled 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. Findl, | led an international collaborative writing project, involving my
supervisors and a scholar at Robert Gordon UniversiBcatland This project culminated in a

peer reviewed publicatiorfKnox et al., 2018)AppendixQ). 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 contekisstizR & Q& G NI y & F S NI 6
supported through providing a rich descriptionldt NJIi A @HafaiteyisiickConnelly, 2016)

YR 0@ o0SAy3a GNIYaLI NByd Fo2dzi LI NEnanbwedd: y i a C
(2016)contended transferability cabe enhanced throughpproachessuch as these, that can

resonde with others.
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C2ft2pAy3a (GKS Ld2I6WRING X2 X y2 B KA ORI RiféntiondlJt A SR
phenomenological approach in the field of education research, | initiated a noeetith
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, Hyerenhancing

dependability of this study.

ChapterSummary

¢KA& OKILWGSN KIFa RSAONAROSR GKS #013L2018)0 K|
philosophical underpinnings, to best uncover all the possible and multiple phenomena in
62YSyQa ad2NASad ¢KAa OKLF LI SN &K 2igténtionakK S OK |
LIKSYy2YSy2t23A0Ft Fylte&aArasx | ghilosophicalichdceptS. R (2
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 FIMETRODUCTION TCETHENTATIVE
MANIFESTATIONS

Chapters six to eight,present the contextualised and tentative manifestations revealed
through this study. The findings are presented in a st reflects the methodological
processes of podnhtentional phenomenology and argéhus referred to as tentative
manifestations. The stories | have chosen to include in these chapters reflect one of the
possible ways to craft podntentional phenomenological texts. The péstentional
assumptions of the phenomenon taking shape andggiroduced and provoked reflects the

gre L KIFI@S 2NHIFyAaAaSR GKS GSEdGoe L GGSYLISR
concept; and, in doing so, | wrote around and through the grey areas to amplify the explosive
lines of flight(Vagle, 2018)Thus, the postintentional texts are organised by the shape |
wantedto communicatgVagle, 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 intemn was notto capture the essence of

the phenomena, but tocraft in a way in which was congruent with péstentional
phenomenology. The ways in which | have chosen to present the data show my explicit
commitment to allowing the phenomena tevealitself within theg 2 Y S yhiQue contexts

the spaces, places, embodiments, situations, and moments, all of which were partial and
Tt SSUAYy3I Ay .[IheMdicrodotdxis ghi anue tnda@c8siare revealed in the
individual crafted stories. Presentitige data as individual narratives enabled ways to engage
the minutiae of the data to discover possible meanifgmlay, 2014)in a fuller and more
AyGaSyargsS ¢l e GKIy AYUGSNELSNEAY3I 62YSYyQa yI N
to the storiesthat 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 asgtada illuminate

iKS RSLIK YR O2YLX SEAGE 2F 62YS8SyQa tA@Sao

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 havingtantthe

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 carwe be for women | playeddwith and among
philosophies/theories/ideas to see what might codéF & dzOK  L(Madled ZD1Bf py18343 & ¢
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As discussed more fully aénapterthree, | drew on theories of pregnant embodimeiht M.

Young, 1980, 1990)distressed embodiment(Leder, 2004, 2016)and salutogenic
understandings of healtl{Antonovsky, 1979jo expose the edgesvhere women foune
themselvesintentionally inrelations with the world(Vagle, 2018)These theories and ideas

are woven throughout the tentative manifestations chapterstpport the explaation of the

findings and shovii KS aYdzZ GALX S YSI yNwaga 2018, p.8&hoRghit Ay Y2
was important to situate the present study within theoretical discussions found in health
promotion, midwifery, and critical feminist literature, | digbt base initial descriptions and
interpretations on predefined concepts and frameworks. Rather, | allowed the tentative
manifestations to reveal themselves before conducting a full and comprehensive review of the

literature.

Putting phenomenology intalialogue with theaforementionedtheorists led to the stories

taking on an unexpected, yet natural evolution. It was my intentionie people inbringing

aneedoffl Y26Ay3 Y2NBI glyliAy3a alF OFfY dzyRSNRGI YR
know ¢ o0/ KSy 33 unanmdI LI NI dyoakwd Tio fidy/nidEe pdssibllitin / K Sy 3
0KS AyidlFy3aixoftsS FyR |ff2g ThasNdppraachédall ti@awfiss Ay ( 2
with great intention. | did not design or plan the frameworkswaimich to hang the storiest |

all happened in the moment of crafting. Sometimes, | had tcegsd, read aloud, and rerite.

Overall, this approach to crafting the stories added a playfulness and experimentation to the

texts that could not be achieved fmo more structured approaches. Patience and openness

during the writing process led to the phenomena revealing its own complé«itipahlberg et

al., 2008)

¢KS GSN¥a WLINRPRdAzOGA2Y&EAQ YR WLINRG20F GA2yaQ A
central feature in helping me illuminate unique nuances about the phenomenon. The stories
show the ways in which the phenomenon is shafgdughtime and continue to b@roduced

and reproducedWhen considering the datas a wholethree tentative manifestatins were

formed by several experiential manifestations found throughout the narratives. These were:
connectedness and comfpdisconnection and disruptipand disruption to beingn-disease

The tentative manifestations presented in the following chapmapture the complexities of
p2YSyQa SELISNASyOSas AyOftdRAy3a O2yOSLiia 2F S

narratives circulating in social and maternity care contexts.

22YSyQa SELJSNJ\S)/OSé 2F OGKSAN YIFGSNYI € 02RAS
contexts in which the phenomena shifted and changédntextual factors exerted powerful
forces whichin turn, shaped, produced, and provoked meaning for women. The crafteies
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uncoveredamultiplicity offorces, of varying intensity, which called women towards moments,
situations, and contextm a given situationThe broader, or macraontext represented a
significant shaper of the phenomenon and included negatileologies surrounding large

maternal bodies and dominant rigkcused narratives and decontextualised health policies.
PPgSNFdzt O2y(SElGdzat FIFOG2NE Ay Tt dSywodeR 62YS

attributed to being in diverse maternal bodies.

Findings from the current study areongruent witha salutogenicapproach whichrecognises

wellbeing adocated somewheren a continuum, with healtlease and diseasalis-easeat

opposite endgAntonovsky, 1979)in contrast to Antonov&@ Chidear concept of continuum,

Fgure 3 conceptually represents thpositive (H+)and negative(H) influences at play in a

G NASGe 2F O2yGSEGa Ay (Kshfthe systdmbhis FiglirR tha y 62 Y
dark blue line represents the fluid and morphingamémer of thecontinuum communicating

K2g 62YSyQa SELSeIeHydddr. 2F S aSkRAA

Figure3. Poststructural continuum construct: Ease/disase

Figure Jeflects a posstructural notion,showing the endlessly deferred, continual influences

2y (KS LKSy2YSy2z2y Ay NBaLRyasS (2 O2yiSEla 4K
Rather thanparallel movement across the continuum, from a pestuctural persgctive
movementon the continuumis nonparallel as women move in and througbntexts. Thus,

experiences of ease/dsase are affected through multiple interacting levelBis re-
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LINE RdzOG A2y 2F lyild2y2@0a1eQa O2yi A posesMctutdlS Ff SO
Y2RSt X &dAaA3SadAy3a (GKI G 62 sy cdithidshNiodydSa 2
and reforming. Furthermore, the assumptions and beliefs that underpin behaviour and
structure of contemporary healthcare were revealed as influegpdiactors which shaped
62YSyQa SHISNRSWOS2ETP (KS 62YSyQa | O02dzyiasz
suddenlyshift, or at least can be compared to an earlier, different perspective they held. The
AYGSNLE F& 27F &2 Or S lwhtchiulRyét 2riticd|gakeS @ppebrsfi o thyow i S NI/ A
women into a deep, reflexive awareness about the meaning of being pregnant in clinically
RSTAYSR W2@SNBSAIKGQ YR WwW20SaSQ 02RASa®

The strong mechanistic worldview in maternity, with its dominant weighhagement policies

and riskfocused health promotion constituted a powerful force. Some women appeared to
NEaArAad YFEOGSNYyAGeQa Y SThése ywomaniadctely @adSnsentiéndlly G K S
resisted to varying degreesy 2 OA S f A RS2 f 2nigdicaligatidn ¢f Rregviandy.S Ny A i
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 experiencesin these contexts, women felt a deeper sense of (un)disrupted
integrity and experienced a strong sense of cohergiecgonovsky, 1996)hich helped them

activate resources to manage conflict. Seemingly rejecting medcuiew of the body, these

women privileged cultural, social, and spiritual ways of being to mediateiption. 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 sedpression and selfleterminatiory 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 ahappeared to
understandtheir own lives within the context of the biomedical paradighK S&S 62 YSy Q
storiestell of a system of maternity care that increased disruption and disconnectibe.

biomedical model of care in maternity, which is focused on fixing, controlling andikamnee

of the maternal body, pushed women towards-@&sse and distressriented ways of being.

C2NJ KSa8 62YSys G(GKS WSELISNIQ o6FaSR 0A2YSRA
. 2 dzy(®9account2 ¥ 62 YSy Qa SE LIS NIM&6istates tBaf withidNS I3y |y
biomedical contexts 2 YSy Qa Yl GSNy+tf o62Reé SELSNASyOSa
perspectives are not given authority, neglecting the embodied knowledge and feelings of the

woman.For women who moved from disruption to beingdis-ease,the related feelings of
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being looked at with a fixed clinical gaze triggered feelings of helplessness, needing to thicken
iKS &1AYSE FYR | adzRRSy &aSyalidAazy 2F 60SAy3a Ay
alienation frequently occurm in (un)caring secondary care contexts; ambiguities of the lived

body were a common phenomenohhese women experienced less control, and their choices

were constrained by medicalised ways of seeing the world. Thus, the expertise of maternity
shapedmanyofi KS 62YSyQa tA¥S S@Syidia FyR SELISNASYO

69



CHAPTER SCONNECTEDNESS AND COMFORT

A tentative manifestation of thénterconnected meanings that came into being &hnically
diversewomen was connectedness and comfdrhe supports tht women neededo achieve
wellbeing aspirations social relationships, cultural understandings, meaning in life, and
humanised care appeared to have salutary effects on womeprovoking meaningful
experiences of positive health in challenging situations and contéldalth was not only

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

Salutary factors were driven by women to reframe distressing nagatand life events to
achieve harmony and wellbeing. While, comfort and discomforexisted uneasilysome
women wereorientated towards salutogenic ways of seeiffntonovsky, 1979)In other
words, their salutogenic drive, their life for¢®acdonald,2005) led to more harmonising
ways of experiencing the worldnd, subsequentjya more easeful experience of beimgthe-

world manifested.The ways in which connectivity between themselves, their experierzces
social historie§Downe & McCourt, 2008 YA T S&GSR I NS RS&AZONAROGSR Ay
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 wonen when they experienced authentic forms of caring and connectedness.
Salutarycontexts took on particular importance for women, helphegtore their orientation

to the worldand make a more easeful transition to pregnancy and motherh@bdhigh-level
tentative manifestations revealed, and the meanings uncovered for women in this clapter

illustrated in Appendix R.

The eight crafted stories in this chapter show how women utilised their enviroramhent
supportsand culturalunderstandings of the body find meaning in their experiences and help

them manage disruption and disconnection to take a more positive approach to challenging
LINSIylyOe arldzdAzyad {AfAGAIQa aldi2NARSa (St
@ 2 dzy 3 S NJ afBst sfoty ufcdvérs @riekperince of finding a deep harmony and joy

from being in aootyliciousbody. Thennostalgic connections related to food traditions and

being with others are unravelled intwooreda G 2 NA Sa o0& { Af A Qhdaksoff A YAT I
comforting memories linked to place and the social aspects of food. Neyt, [ | QSA Q& | O
the experience of connectedness that emanated from spirituality and mothering is revealed.

The experience of connectedness, through being cared fortlmrstis shown in thllowing

two stories by Alisiand Pani@K S FAY I f &a0G2NB AffdzYAyraSa bl af

with weightfocused advice which led to meaningful change.
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SiliviaBootylicioudBodies

Silivia talks of her experience of blydconnectedness 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 manifestedor Silivia from her cultural values and acceptance of her body. Her
noticing of Pacific female bodies brought harmony into near awareness. Silivia described
LINS3IyFyOe Qa NI y aamdyvhichiasrgd toodautyl sdSproduginydove.
wStdzOGtyd G2 dzaS GKS g2NR W2@SNBSAIKGEQ (G2 RS
Silivia introduced a linguistic strategy in which she foregrounded the sensbiootylicious

qualities of large maternal bodies, turning away from contempopanyrayals of8verweighQQ

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 feapiegnant 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.

{AfADBALI Q& FNIA&AGAO SELINBaarzy 2F 2@0SNBSAIKL
admiration br their bodies. Silivia also thought that being pregnant meant that women felt

SOSY Y2NB 0SIdziAFdzZ RdzS G2 GKSANI INRgAYy3I 062R
0StAST Ay GKS 02Re&Qa Ol LI OAGe G 2onkethalasbkdy (i Y dza

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 wehathem to do, rather than

paying attention to what we want to do through our bodi€gp. 146147)

{AftAGAlI Q&8 SELISNASYOS RAR y199%)genexahshtigndivdstérn ( KS &
women, in that Silivia did not underestimate her femaledibp 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 mawy/ I £ $2YSy o6SOFYS (KS 262S0i
reflection.
(AT AQDAlIQa aiG2NR 46l a RSO2AR 2F O2yOSNYy F2NJ (K
YR AY NBYFAYAY3a AyiGlrOG GKNRddzZZAK GKS (Frigp A A dzA i
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: Lovée, FeedMe

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 closess 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; yourshihiay
GNBF&dNBE FyYyR GKSANI IAFG G2 YS sl a F22RO
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 wyth &nd

F22R fA1S @2dz ¢2dz RyQi o0StASOSH 9@SNE
presents. My mum would take bdgads 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
muchchocolate! Bringing food is a respectful thing ar@ fort of a comforter. | felt

GSNE alLISOALf FYyR NBIffe ¢Sttt t20SR GKSyo®
2 SONB Ittt GFrtl1Ay3aT fl1dAKAY3IZ yR SliGdAay3ao

As Silivia illustrated, food created a serof togetherness for her with others. It was tangible,

visible, and sensory. Hence, food acted @s& 2 NI 2 F and 2 poest WehideNEwhich

her relations with others were strengthened through the communal act of celebrating birth

with food. Silia relished the fact that she was w#Ked, and her experience was of feeling

loved, signifying how she was meaningfully connected to the wéwling loved was an
existential experience of being acknowledged by othEnsough being witlothers, she sensed

I NBIFNR F2NJ KSNJ & | LISNA2Y o bding Bvedsréniinded K S T 2

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

Silivia spoke of reciprocity in her lived relations with her family. She ibescher 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 comfmanifestedfor Silivia when others brought

gifts of food as a symbol of love. Salutary connectedness was more than feelings or physical
sensationsfor Silivia, being with othedsrought wellbeing into increased awareneSilivia felt

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

become connected to the world:

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

relation to our stance in the worldp. 250)

The significance of the manifestation of connectedness and belonging for Silivia wdts that

A+ PGS YSIyAy3a (G2 {AtABGAlIQa fAFST aAX AF &KS ¢
encouraged in her sense of self. Experiencing comfort reassured her of her connections with

her family and a feeling of easeccurred when she reached a camfble state of
contentmentSA f A A Q&4 A02NE aK2ga K2g OdzZ GdzNF f 61 &a

to restoring and promoting health.

SiliviaBigFeeds inAdzy” (i MoBs& Q

{AtAGAlI sl a SEOAGSR lyR 22&2dza | a &KS 06S3ty
Reflecting on the big house-mvakened a sensual experience of being with others. Moreover,

GKS aSyasS 27F LI OSySaa aidaSYYA ytay. AleN@nvarkabk S K 2 d;
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 dime®ns, the spirit of the placand the nature

of interdependent relationships within the housés Myers (2160 g NR GSX aLG A& Y
S INBE AYyGSNDO2yySOGSRI odzi 2dz2NJ OSNE S@aSyoSs
3). For Silivia, th 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 belongiktpreover, the values of her people vee

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 witMeilani 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 théskirom my cousins that were pregnant.

2SQR R2 | 0A3 FSSR:Z IyR ¢SQR it 32 (2 SI
main one because they would be cooking donuts, pineapple pies, rankichig pots

of chop suey. We cooked food that was easy t&eria bulk and spread it round to all

GKS 1{ARa&a FyR dzad® LG ¢t a &dzyYeé odzi +rfaz2 @S
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foods that are more dangerous to us, like the chocolates, the lollies, the biscuits.
Overweightness may come from the cheapads because they are more affordable.
| struggle with being overweight and | see the same struggle in some of my cousins who
INB NBFfft& 6A3 YR KI@AYy3d GKSANI OKAf RNByY
home by ourselves we know the struggldsth ¢S FSSt AyaARS 2dz2N&ES
together eating and laughing, we can forget about it for a moment.
¢KS YSFIyAy3a 2F o0A3 FSSRa ¢Syid o0Se2yR y2aidl f:
FrYAfeQa OGNIXYRAGAZ2Y YR @FftdzSad tAySELLIES LN
nourishment and gestures of love. Hence the deliciously tasty raukaumenhai Silivia's mind
along with the comforting memory of extended family living. In her story, Silivia reminisced
62dzi GKS R2ydzia IyR 4¢SS LASa 0221SR o0& KS|
changed when she described ambivalent fegdim relation to food. On one hand, food was a
symbol of love and nurturance; on the othkand food was characterised by risk. A painful
recollection caused discomfort for Silivia when she found herself remembering how cheap food
wasK S NJ ¥ livatikefli®y.aring 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 otherspfn living the life they wanted. She wondered
what could have beenAccording to Heidegger, our experiences of bemthe-world are
FTAEtGSNBR (KNRdAZAK Y22Ra® ahdNJ SyiANB SEAaGS
experienced, and, in a sense, deter@iR 0 & 2 ddNFraetanR2D¥, p. 453)s such,
mood cannot be understood apart from context. For Silivia then, her Heitige-world existed
against a backdrop of historical, sociahd cultural meaningL. Freeman, 2014)Silivia
experienced thavorld through a lens of melancholy. Rather than being a debilitating mood,
melancholy was somethingflective or thoughtfulE. Brady & Haapala, 2008) 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 beimgthe-world was disrupted, ah she was confronted
with the reality of loss for herself and her peopBeing'éverweightblaced her in a situation
of discomfort from which she wanted to escape or at least forget about the distress of the lived
reality of WverweighQ Perhaps, duringhese moments, shdad lesser awareness of her
personal journey, which then rendered a different experieritavas 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 despainto her lived realitiesSilivia 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 andding with others was a freeing experience of the mifidding comfort

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

It is important to observe the fleeting meanings that circulate heved 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; yeit was obvious that thi easefulexperience 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. 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-aft-ease.Her story reveals the dynamic qualities of

connectedness and comfgiand shows the changing shape of this tentative manifestation.

Nina:C A a @Ghipsiaydelly OystalSandwiches

bAyl Qa ai2NE NB Ohat heffl Reahirglids @iias she @xpeReAcédweight

gain in pregnancy. For Nineome was a contemplative spatteat evoked memories of the

past Her narrative reveals the inner tensions and paradoxes of hcameemory of place, of

childhood space, loaded with intense recollectiohsdzS4 FNBY bAyl Qa OKAf RK
memories b her consciousness. Stemembered her experience of togetherness and shared

family times. Nina saw herself in the memory, as though she was an obsemtehing as

comforting memories linked to place and the traditional and social aspects of food feom h

childhood came to the fore:

LQ@S Fftglea ftABSR AY 2FAydzh YR Y& Tl YAfe@

gayQi KAIKZ FyR Al 02y i NA@ddzthGBnediszhatk 2 § & ¢

were big on meat but had few veggies. Veggies wexpensive even back then.

[ FdzZf AFE26SNI YR ONROO2fA 6SNB GKS WwalLISOAI

even used fruit as a punishmentfood KSy ¢S O2YLX I AYSR | 0 2 dzi

ates al @S +y |LILX SéH 2§ 3IneBegwhidhdashigi K OF

in sugar, or fulbbn Maggi noodles! Friday nights were the best because Friday was fish

Yy OKALA YyAIKGI® 9OSNE CNARFE gla GKS aly

+ARS2 91@& YR ¢SQR 3ISG GKS OKwthRakabadS f 2 38
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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 torsatice, 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 forflaunghiter]- it
oFFFESa YS GKIG GKFG &1 & rov@Bwith d goddigeasd A 0 A f )
of nutrition because neither dad nor his mum had the knowledge. There are
3SYySNI GA2y&a 2F dza oKz R2yQl 1y26 K2g (2
anything. The place we grew up in played a huge part in how we behaved dsfadul L (i Q&
been really hard to make a diet change because this was something | had never

factored into my life.

bAyl Q& a i gbdoma edakpdheatyfniedlsdelicious lolly bread for lunéhand

K S NJ ¥ tlovelof raufichy food, revealing how memory is not confined to the body itself,

buta SEGSYyRa G2 G(KS aLl O0Sa | yR a(Rushdzl2@iz, pya Ay ¢
b Ay I Q-elat@an2riories were implicit with metaphoric meaning; the smell and taste of

food being stong evokers of nostalgia. In her mind, food was associated with experiences of
people and place.

bAylIQad &ai2NeE StAOAGSR y2aidlt3aArAd FSStayaa Oz,
her telling of this story connected her more deeply to the phgtaexperiencedch 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 wanddte o O1 (2 6KI 0 aKS RSaONAOG
times marked by a sense of closeness to othRmsmemberindier upbringing she considered

0KS NBtFIA2yaKAL gA0K KSNI Tl éikiSadJa pumishyidrtt & NB
food¢. Reflecting onhte 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 foadlated experiences showed to be a bodily and emotional
response involving mental imagery; the snaaild taste of the chips bringing her back to her

primary experiences. In another momershe sensed agaithe overwhelming familiarity of

family food traditions. Nina evoked positive memories about her dad pregachool lunches,

Ol dzaAy3 KSNJ 2 NRYIFIYGAOA&AS [o62dzi KSNI OKAf RK:
her lunchboxes filled with jelly crystal sandwiches which were another symbol of her
childhood. She associated happy moments, cherishing memorigsabrting food, bringing

feelings of pleasure and love for her family.
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Zhou, Sedikides, Wildschut, and Di@go (2008)described the restorative function of
nostalgia as a psychological resource tpadtected and fostered positive mental health.
NostaH A inay facilitate continuity between past and present sel¥éSedikides, Wildschut,
Arndt, & Routledge, 2008, p. 30&hd, in doing selead to positive recollections of the past,
enhancing meaning in the presefikelling this story seemed to help Nipat past experiences

into the perspective of present life eventgan Gennip, van den Hoven, and Markopoulos
(2016) in their phenomenological study of remembered experience, noted diften, past
experiences are raade andretold in relation to the selin the present dayFor 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 apositive 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 markeby somuchsugaf SSt Ay3s daol FFf SR GKI G (KA
While nostalgia functioned to rpresence 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 bittersvtest af 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 w{Plolvey, 1985)Not minimising

the importance of phenomenologically grounded and idealised notidnkomne, such as

| SARS3IASNNA LIKSYy2YSy stugt@al heorBagBlurg, 2002; BN LJ2 & {
Varley, 2004; Easthope, 2004; Gibas, 208)e produced an understanding of home which

also takes into account the complexitghat is, 0 K S & Aeyid28, yadbigaities, and

O2Y UNI RAOUA2Y a (Gibfsk ONE y. 606helying Ks2s¥eStidat home tsoth
somewhere familiaand, potentially, threatening to future ways of beingp-the-world. In a

AAYAT I NI 61 @83 bAYyl Qa ehankiNdstalgatelwhede sliedevelopedl Y LI S
her love of munchy foodnda space ofurmoil which had wide implications for her adult eating

patterns.

Having gestational diabetes mellitus in pregnancy seemed to motivate Nina to make a
complete dietary changeas she did not want to five the same eating experiences in her
| RdzZt & &@S8FNBR® ¢Kdzas RS&ALAGS KSNI F2yR NBOFtfAY
present and of creating healthier eating patterns for her children which led to optifasthe

77



future. According toLeder (2004)happy memories can be a source of strength or comfort,
reflecting a strategy of escame reclamation Thinking about what life is going to be for her
baby, introduced hope and optimism.time followingpassageNinaQ @imagining of the future

introduces an element of freedom:

We had a birthday party last week. The table was covered in unhealthy food; deep
fried, higha dz3 I NJ F22R® ¢KSNB 6+t a y20KAy3d F2N (K
Eventhe grapestta YA f { OK2O02f I GS odzid2ya | yR ONBI
RIEdZAKGISNDRE 06ANIKRE @ -mad@ healtBy2reays dike ind@nkey fail § K 2
sandwiches with avocado and banana-pmpsicles.
wSFESOGAYya 2y vy22aidGlf3IAl Qa | YpdesehtdzRedrs (2008} a A G A :
contendednostalgic experienceared RSGSNYAY SR o6& 'y I YoA3Adz2 dza
time and place; by a constant switching back and forth in time and place and by a ceaseless
rey SA2GA 1L GA2Yy 2F 6K2 ¢S (patSSNBaas pladsiBle thay, for Nna, f f 0 ¢
the motivating potential of nostalgia may have boosted optimism and sparked inspiration to
make a bodily changg&edikides et al., 2008liciting a deeper sense of wellbeing from eating
healthier food and the ineased 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 preghanandto protect the health of her baby.

[ + <B8rikual Wellbeingin Mothering

For[ | Qu&lbaingin pregnancywas only possiblewhen she had positive and balanced
relationshipsbetweenGod,her people,andher environment.It wasthroughwellnesshat she
could meet her obligationsto herself, her family, and others.[ | @fked of the meaningof
mothering; her eyes glistening with tears of joy as she describedthe gratifying role of
motherhood that gave meaningto her life. Shecried as she reflected on finding comfort
through motheringandthe blessingthat Godhad bestowedupon her. Cryingseemedto be a
wayfor[ I @ $xpressherempathicconnectionto her children,stimulatedby the beautyand

appreciationof her family.

[ I @e8ckibedthe connectionbetweenhealthy behavioursand protecting her baby.Looking
after her body in pregnancymeantthat her babywould be healthy duringits life. Sheheld a
deep belief that being healthy in pregnancywould help her baby be strong in this world
anda y Btiugglewith other i K A yHardabyivasa gift from Godand Hisblessinginspired
her to protect her baby,filling [ | @ih’a deep senseof wellbeing.For[ | Qdve\wasthe
conceptof giving,of nurturing her babywhile he wasinside her stomach.Shespokeof how

protecting baby beganduring pregrancy as she attempted to form an intimate attachment
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with her baby in utero. The spiritual significanceof a Higher Powerwas a comforting and

transformingexperiencefor[ QS A Y

I look forward to that baby comingbecausét is a blessingfrom Godto my family. So
i K I why) @ant to makesurel stay healthynot only for me - the important thing to
meis my baby.Tobe a mumisto makesurewhenthe babyis bornhe or sheis comirg
to thisworld 100%healthyandnot strugglewith someotherthing. Whenl stayhealthy
I knowthat my babyis healthy.Butif L (X¥ingthe wrongstuffandL (Wt focusedon
my babythen L Ont givingmy love for that babyto grow up and be welcomedinto
thisworld. | know exactlyhow | canprotectthat baby. Thefirst stepstartsinsideyour
stomach.l do everythingl canto get closerto my babywheninsidemy stomach.When
| feelK S Rdvingl callmykids,d / 2 ¥dnEK SNA J A gameétihed singandthen
massagemy stomach.| want him to feel me. Sometimes knowK S favingandthen
| sayhello. Then,l feelmaybehisleg, or hisarmsstretchup. SoonL Cg¥ingto get him
closer, closerto myself.L Qstarting that kind of relationship with him inside my
stomachbeforehecomesout, sol O | yvaltiil rememberthe first time | hadall mykids
in myarms.| lookat themall with the samefeeling.| think, & K canlimpressi K S Y ¢ K
| got sixkidsright now andthis is my last pregnancy Themore babies| had, the more

| knewexactlywhat | wasgonnado.

[ I @B domuchlovefor her childrenassherememberedholdingeachof them nearwhen

they were born. Shewascompelledto do the bestby her childrenand put her trust in God,
callingout to Him to help her. Thisexpressiorof gratitude wasessentialto [ | Qéxpetace

of spiritualityandreligiositywhichwere important componentsfor her senseof wellbeingand
peaceWith [ | Q 8ekréxdingfertility, the spiritual dimension gained prominerce.[ I QS A Q&
spirituality was enrichedthrough pregnancyand she describedhow her faith becamemore
meaningfulas awaited the birth of her last child. Her embodied knowing from eachof her
pregnancieselpedher asshe createda deep emotional connectionwith this baby.Sensing

herdo | 6 a&ttendptsto communicatewith her,[ | ©r&atedan opportunity for her family to

becomecloseto her baby.

[ I QlSed &periencedescriptioncapturedsomethingof her worldviewthat then informed
her healthandwellbeing and motivation for changeduring pregnancy Thefollowing extract
illuminateshow[ I @&redhow to makehealthychangethroughthe visitsto her doctor. A

deepexperienceof comfort manifestedfor [ | @Birigthis momentwith her doctor:

Whenthe doctor advisesme to do somethingto help me helpthe baby, I try to doit.

L {igbidgto help me not onlyin this time, but in the long future. Sone other women
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R 2 yfdildiv the advicebecausehey are lazy. Thedoctor givesthem informationand
they go homebut they neverdo it. Maybethey R 2 yc&eiButfor myself,L Qakvays
active.If L Qi&@éhto the doctor and he suggestd do exerciseto help my pregnancy
because. Q@dt little bit of weight, | loveto doit. L Qtaking care of myselfin this
pregnancybecausd havediabetesfor the first time. He said,\Bustbe carefulandtake
careof yourdietQSoil K I wihyl R 2 yiw@ni to missthe appointmentbecausd know
A (h8gingmeto change,and | take comfort from it. | love my kidsand my husband,
andlwantto livealonglife. MaybeA (b€rausehelovegot putinsidemyheartto love

andtake careof that baby.

It was possible that tisicaring situation represented an exemplar form of culturally congruent

OF NB:Z 6KAOK KStR RSSLI YSIYyARSBSIEWRABGY iDL ER [
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
aKS O2yGSYLXIFITGSR IyR LINBLI NSR (2 OKFIy3aSe 1S
enhanced meaningfulness dfiealth promoton, and resulted in transcendencen a

LJA8 OK2aLIANRGdzr £ O2yGSEdd wSOSAGAYy3I KSItGK | F
and realising her potential as a woman and mother. Thus, for this woman, care extended

beyond the physical dimension ardhanced her involvement in healgeeking behaviour.

Alisi:BeingCared For

Ly | &AYA tstoriNolddf &carind situatir ifwhich enhanced feelings of wellbeing
and safeness manifested. In this story, wellbeing waated from being cared for by her
YARGATFTS D | f A &chdvarteriSdt hiSeNdtréne©os closehass and distarmsehe
reflected on her earlier experience of birthing in TonBescribing her mood towards her
caregivers in Tongan aretearoaNew Zealand maternity care systems, she recalled moments
of distance with her past experience in Tonga and noticed moments sfreéss 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 ho midwife. When | have a problem the
nurse and doctor there will say they will be fast@ming, but they will take their time

YR R2 20KSNJ g2N] & LGQa OSNBE RAFTFSNBYdG TN
GKS YARGATS G2 (y26 AT a2YSGKAY3I 3283 4 NI
The first time | was talking with my dwife 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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Alisi was exposed to a criticavent inher previous pregnancySherecalled 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 feehg insignificant or peripheral. She talked of feeling unimportant, marginalised,
or otherwise silenced during her encounter in the Tongan healthcare environment. While
maternity care professionalB ¥ FSNBER ! t AaA NBI aadzNI yAOSAEsisl KI G =
NB O 2 dzy (i SHey wil2ake theint time and doother worké 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 unimport&#ing igored, Alisi felt her
credibility, and possibly even her intelligibility, was brought into questde was left with the
feeling that her caregivers werdisconnected from the lived realities of her life situatibter
existence was not acknowledged, asttk 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 permeatedabynood of being unseerg

ubiquitous feature of her story in the present is the experience of empathy. Moments of

Ot 2aSySaa KIFLILISYySR 6KSy ! fAaA SEASaBERNWOSR W
Zealand maternity system\ positive image of care was revealed in her nareativhich 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
fATSEI NBGSRYHAYyASSKRG I WR T S Sriait yait of D@NgiFtBeNIi o I &
world. The feeling of closeness was created by her midwife who actively involved Alisi in
RSOA&A2yAa Fo02dzi KSFfdKe St {dAy3aod hermidwitOhag 3 KSN
an intimate understanding of her needslogness 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. t A aA Qa fAFTSHE2NI R 4| iibecarkd NS R 6.
gratifying connection of undetanding and the freedom to express herself. Feeling she was

able to openup without being silenced or misunderstood was almost overwhelming for her.

Being cared for by her midwife brought about a sense of safetyzaddY A £ + NJ 412 [ | QSA X
for gaveher a sense of controlling her future through producing safe outcofmeher baby.

Her relationship with her midwife promoted comfort and facilitated relief. According to
Kolcaba (1991)the caring situation is indeed transpersonal and has the potetdidlring

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 wag possibly even a healing

experience for Alisi.

Pania: bneliness tdelongingness

In a similarway to Alisi Paniatold her story of belongirgness,asshenavigatedLINBE Ay | y O& Q3

lonely road. Crisis was a manageable challenge for Pania. In her firghaney, 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,

tFyAl FRYAGOSR GKIF G2 F6RLINGRIYSEng &Xperis@dcay intrackblé
loneliness in her first pregnancglonelinessperhaps originang from her awareness of loss;
her lack of access tntimate relationships and environmental supporBaniaassociated the

experience ofoneliness with negative feelings which made her feel painfully indulaas as

f2y

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 & closeness in dn

connections with othersKirova (2002) wrote:

In loneliness we discover what other people mean to us. We discover the meaning o

f

being loved. Perhaps the true being of loneliness is that it becomes an experience

changing the persoaxperiencing it. Perhaps loneliness is our way of becoming human

perhaps because in the experience of loneliness we realise not only our longing to be

GoAlKeE GKS hUOKSNE @dmd) 62 0SS aF2NE GKS
Though Pania felt frustrated by her previous pregr@@ Q& dzy SELISOG SRand 2 6
recalled experiencing the world in negative terms, in thisrent pregnancyher experienceof

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

Being pregnant can be a lonely road som&fSa ® 2 KSy L ¢l a tAQD
LI & FdadSyadazy G2 6KIFG L FdiS® L RARyQI
many people. | felt stressed and was at home, doing nottjirgi sleeping all the time.
.dzi Y28 LQY f A @fesf guiteduskyBVe gak wieK hete.yAhakliddways
KFra 322R ONBIR IyR KSQa auNAROG 2y (KS

h (K

a |

Ay 3
KI

TA

ONBIR FYR aidlINISR KIgAy3I aY220KASa yR TN

first, Iwouldgotoeatth®d ({AYR 2F (GKAyYy3Iasz odzi KS ¢
IyR G2 ab @S | NBdzySyida L ¢2dAd R R2 AGd L
G§KS RAFFSNBYyOS oS
Evenmy attitudle ha® K Yy ISR® LQY Of 2aSNJ (2 Y& 1AR
i2 KIFIgSo® LQ@S o6SS
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I had Ariki. She struggles with weight and asked me to help her. She thinks of salads as
justlettuceandi 2 YI G2 FyR (KFdQa y2d FLWISGAaAYy3 ¥
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 hematigist her
dietbutthew2 £ S FlF YAt eQa RASGP® LG 6l a INBIG KSf
adzZLJL2 NI O02YSa FNRBY gKnyldzd ¢KSe& | NB GKS L

Appreciative of her nurturing relationship with Anaru, Pania described how shaif§ltdzA (i S

f dzOWREEQ Aa || RSAONARLIIAGS tl oSt GKIFIG NBGSIH f 3
chance happening. It seemed to Pania that this fortunate situation was brought by chance
rather than through her actions; anddk was significant for Pania as it filled esrld with

depth and meaning. In luck, she experienced acceptance and love with Ahé&wonnection

KFER Fy AYLIOG 2y trFyAlQa ¢StftoSAy3a FYyRI Ay L
by staying with him.A more easeful experience of beiilgthe-world hadbegun to manifest

for Pania.

Pania felt fortunate to be living in a supportive environment where healthy eating was
NEIIFINRSR a t+y dzyall21Sy aSid 2F o0SKI QA2dz2NER P
enabled Pania to enhance her derstanding of the relationship between nutrition and
gSttoSAYy3Id G ! yI NHzQa LX FOS: aKS F2dzyR KSNES
by him, even compromising by eating the food he suggested. Pania spoke of the negative and
positiveasped 2F GKnyldz f AGAYy3Id ¢K2daAK tIFyAl RAR Y
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 positivelyctetb®@n her

health. She even pondered if there was an association between improved nutrition and

reduced anxiety.

A 2 4 A x

¢KNRdzZAK 6Knyldz O2yySOGSRySaas thFyAl SELISNRS
describedpositive changes in how she related to otharsl 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, showiniger chitlren patience brought her closer to them. Persisting, even thriving,

' YAR RA&ANMzZLIGAZ2Y AYONBIF &SR thFyAl Qa NBISYSNI
understandings on wellbeing grew from her relationship with Anaru, who was a strong

influence in shajmg her experience and enhancing her sense of control over her wellbeing.
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Later, Panidound herself in a situation where her cousin asked her to share her nutrition
advice.Extending arohat@ 1 KSNJ 62 YSy s tI yAl Qa SELISNASYyOS ¢
and a teacher of wellness. SBISFt SOGA2y > | &aSyasS 2F lwdaSyoex
connections was protective for PaniB@rawing 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 havindz®fiy OS> 2y KSNJ &
Feeling valuable to somebodyeing important to others as a perspmas essential in providing

purpose in her lifelt was also possible that I YAl Qa SIF NI A SNJ SELISNR Sy
motivating force which presented new pos§ibh G A S& FT2NJ | QliA2y ® t I YAl Q
gKnyl dz O2yySOGSRySaa AyONB!| zibthe-wks aldd éndbyed S 2 T
KSNJ G2 YIFI1S I tAFSadtetsS OKIFy3dS Rdz2NAy3I LINB3IYLI
own inner resources and miggation to restore healing in this pregnancy. Thus, the experience

of personal involvement in healteeeking manifested for Panithie sense of wellbeing that

gKnyl dzQad LINRBGSOGAGBS 02022y LINROARSR 61 a AySE
From within Alisiandt |y stbri@siit seemsthat closenessand comfort associatedwith
otherseasedhe transitionto pregnancyForboth of thesewomen,connectednessvith others
enabledthem to managepainful feelingsof adversityin previous pregnandes, evokinga

positivemood of resilience.

NatashaHealth-Within-lliness
bl Gl &K lreRealedhbvehidife, liveth and livedthrough a particular body and lifeworld
context, was disruptedher lived experience of multiple sclerosis bringing her to the edge of
vulnerability. While multiple sclerosis represented diminished bodily and emotional control
preLINB Iy yOesz bl ilFaKFIQ&a8 YFiISNYylLIf o62R& SELISNRS
body andself:
bAyS @SIN&R 323 L éla | aAlS mMuH FyR y246 L
| 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 swel. Being
bedridden for three months | watched the weight pile on. When anybody came to see
YS (KS& ySOSNI oNRdzZAKG YS KSIfdKe F22Rao
KIS I LATTlIéd LQR Sya22eé GKIF G Lgkolvbngds 06 dzi
grow. They thought they were doing good because it put a smile on my face but, at the
atYS GAYSS L 6+a RA&AFILILRAYGISR Ay GKSYO® L
get up and make a sandwich. | felt really depressed but swallowedealyge Being
O0A3 YR LINB3IAyryd Aa Yeé NBlItAdGe y26 |yR L.
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was before. | was told not to gain any more than 7kg. [Bhstetrician]said a smaller
LISNB2Y YAIKEG Lilzi 2y on{3 odzi | thanV@3ISNJ LIS
R2y Qi 1y2¢ 6KIFG RIFEYF3IS Ad R2Sa odzi 20 9A2
GKSe Lizi &2dz 2y (KS a0lfSad L NBYSYOSNI T8
GKFGéEH | SN I ROAOS 41 &4 KINARK odzi Ihaf@dSGAYS.
0N YASNARAD® . dzi AF Al ¢l ayQid F2NJ KSNJ I ROA ¢
0K2dzZ3KG GKAa A& Y& OKIyOS G2 Srd FyR St i:
These nine months were about being able to produce a healthy, aciiveafe baby

y2id G2 LINERdzOS ywley 230-KASNS Ry HQd8 LA SrYe gK2ft S
LINPdzZR 2F YeéaSt FIbnide ménthy, COAN éhéngeld a YA T Ay 3o

Natasha reflected on a former self; a self who had control of her body, a self whd fioeasier

to achieve health, free from illness. Heense of identity and relations with others was
threatened asshe felt vulnerable and very much dependent on care and nourishment from
others. She was grateful for thiehelp and, at the same time, dabted their integrity. She felt

hurt that others did not understand the harm of bad food and its consequences for a large
body. When other® NR dzZ3 K KSNJ F22RS SKAOK 41+ a AyO2y3aN
managing her increasing weiglit produced ngative eating patternskRecalling 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,
bl GFaKl ylI @ABFIBERSEaEY PE 20KSNR G2 NBILAY |
as an ambivalent situation d&atasha was conscious of her exdranging body and her need

to navigate a return to healthvithin-illness(Moch, 1998)

bl al aKlFQa a2 NdtonNdsmearthgsiaad theik @riod $ossibilities, and the
process of makingandtél { Ay3 2F KSNJ SELISNASYyOS 2F o0SAay3
being advised not to gain more than 7kg.first, the advice provoked annoyance for Natasha

as theadvicedid 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 |éetitdoeing more

focused on nutrition.

Prior to pregnancy, Natasha did not consider that béggrweightwould be problematic.
Conversely, she felt it would be more advantageous for the baby because her baby would have
GY2NBE NRB2Y (G2 3INRgéd 2KAES aKS 1ySég 20SNBIGA
the harm caused by excessive weight gain. Seekimg mnderstanding, Natasha asked her

R20O0G2NAR (2 &R dzY dateRsBewasimadé Ewdire thay@K@S @@ A I IS NI & 2 dz
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KAIKSNI GKS OKLI yOS .fatashadeScritied aaliering t6 the/w@igbdused 3 S NE
advice because she did not wantharm her baby and came to see that weight monitoring

was important for keeping the baby safe.

ARATFSNBY (G NBFftAGe tFGSNI dzyF2ft RSR F2NJ bl il a
changeher perceptions. Between my first and second interview with Natasha, | noticed her
SP2t @AYy | YyR OKFy3IAy3d dzyRSNBEUI YyRAYyH&Ema@eKS(IKS
sense of her relationship with her doctor and felt intuitively that timteraction helped her
redevelop her selgency in response to weight gaiWweightfocused advice had a
prescribedeffect, helping Natasha hedbhe reappraised the dar 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 wellbeingope was a dynamic and increasingly present

feeling as Natasha reflected on how herergctions 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 relationalig, sayingdAs we meet the other we are able to develop a conversational
NBfliGA2Y 6KAOK ff2g@1eBap (2 (GNIyaOSyR 2dzNBST

bl GFakKl O0238yidte SELX I Ay SRas Kadiiced her ghilsfbyilay O&
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-earceptualisation of health through
connecting with a deeper purposePregnancy became a healing and existentially
transformative experience bringingn enhanced emotional state as well as unexpected joy.

{KS O2yadrzdate GK2daAKG o62dzi K2 KSNI t ATSA
LX FyYyAy3 F2N KS NbD this vioddeiFaractdriseGthelplegnantSta $ocused

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 tlked of her aspirations for her baby. She felt a meaningful connection to her baby and

her baby invoked a sense of awe and wonderegnancy brought forth changes in her
relationship with self; her inner yearning was to become a mother, to love and prb&rc

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 persdi&riksson, 1992and providng the best health through

2ySQa 26y 02R& | YR LIS NHEBaylasRErikssong20®) (2 GKA& Y

bl Gl aKlFIQad SELISNASYOS 61 a AyAildAattte 2yS 2F RA
(2014), intentional meanings shift and change in and over time, through ever changing
contexts. In this senseneanings are salient, pidal, fleeting, temporary and unstable and are
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G o0Sad a3t A YLIRAVAGe, 2D, pLad)ha idéaiof Hedlidg Selated to the
restoration of a sense of personal wellbeing and dig(ityombs, 1995)despite the physical
manifestations of itess. For Natasha, healing related to the preservation of personal not

bodily wholeness(Jonas & Crawford, 2004; McDonodgleans, Kreitzer, & Bell, 20Q4)
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 healfloping with recurrent
symptoms and social situations related to the multiple sclerosis was facilitated by maintaining
control and a sense of hopElealing meant that Natasha accommodated the aelvica way

that enabled her to have a greater sense of wellbeing in pregrmabdnging about an
experience of healtlwithin-illness(Moch, 1998) Her determination, attitude, and life context

played a large role in her healing experience. There was de&ei jshow the beginning of a

YI 22N OKIFy3aS Ay bl ilFlakKFrQa fAFST a (K2dzAK &K
sclerosisThus, her unborn baby had evolving significance in heltifieer telling of the story,

pride manifested, and Natashia S & ONA 6 SR TS St A Waasha &R godddahdS NJ LJIN
worthy in relation to her weight, because it was through this achievement that she was able to
havead & FSX KSI f (i K&he msamngbf@is wad & udniaskidgiotleep pleasure

which inpacted her sense of selin Being and Nothingnessartre (1943/2003) suggested

that pride had ontological significance and brings the capacity to reveal nigseiyself

0 KNRdZAK WGKS 221 Q 2rdlectivk &vardnedgdBiseEperiengeltdughty A y 3

Natasha something new that she could not have known otherwise.

| identified and resonated with the personally meaningful accounts shared by Natasha.
following postreflexion journal entry, recorded after my interview with Natashegcounted
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 personaining this story had

for me. While on one level, | was aware that the practice of phenomegolagild

necessitate a dwelling and lingering in the lives of others, my téiegranted
assumption was that | would remain unaffected by the stories of gigdnts. As

bl Gl &Kl Qa & 2fdukd migsSIS dé8pyy SteuEhed Lby her narrative.
Remembering my tears forming as she described that difficult moment of diaghosis,
empathically connected with Natasha, even seeing myself mirrored in her; my body
soonbecoming responsive to her situation. | recognised how | seemed fascinated with

her multiple sclerosis and how it might be manifesting in my world. Intoxicated by her
GFrtST L aSSYSR (2 RgStf Ay blalFaklQa aidz2i
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about her multiple sclerosijghe hidden illness. | watched her closely and saw the way

she moved her body with difficulty, noticing how she stretched and yawMedtally,

aKS adNHZA3t SR (2 NBOFff KSNI 20a0SUNROALI y.
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. |
FTAYR 02 YT 22004)advife @ hoyide rede@réhers when she cawgibosto

I §2AR 0S02YAyYy3 (NIYYAFAESR Ay AYRADARdZ f Q2

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

connection with others:

Not unlike the poet, the phenomenologist directs the gaaward 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 affedp. 12)

ChapterSummary

Thea t £ dzi23Sy A0 | aLlSoita 2F 62YSyQa dzyAljdzS AYyRA
are uncoveredn this chapter Salutaryconnectedness can be considered a metaphor for how
women interacted with and were shaped hyhealth promoting situations andontexts. A
common theme waghe importance ofelationships to wellbeinghVomen sought harmonious
relationships and connections with others to restore order to their woFldewomenin this
chapterexperiencedsalutaryfactorsin avarietyof contextsand situations.Connectedness was
something positive and good, anchoring these women to familiar meanings and ways 6f being
in-the-world. Women experienced critical events and situations which were overwhelming and
provoked a strong orientation to generateeliness in a multitude of ways. The experience of
feeling strengthened was achieved through meaningful connections with others, and from
experiencing a deep connection tmltural understandings and embodied knowleddéus,
women experienced a deep sengkease with their decisiemaking and behaviours. These
findings allude to the importance of acknowledgingsocial and cultural factors including
authenticapproacheso caring,which produceand provokepositivehealth. Theseinfluences

go far beyondmedicalunderstanding®f maternalwellbeing. Thenext chapterdiscusseshe

tentative manifestationof disconnectiorand disruption.
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CHAPTER SEVENSCONNECTION AND DISRUPTION

A further tentative manifestation revealed was disconnection ad & NUzLJG A 2y ® 2 2 Y
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 inc&Rs I ¢ NBy Saa 2¥F (K.
capability. Maternity care contexts also provoked disconnection and disruption, where
YSRAOIf A44SR OFINB LINRPOS&dasSa |yR LI (kécio23AO0!I ¢
cultural understandings about their bodies and heahus, women experienced intensely

disruptivebodily, emotional, and social transitions to pregnancy.

Throughout these transition® mood of beingn-flux was evident for women whose stories
are included in this chapter. The uncertainty and ambiguity #amen experienced relating

to body weight made pregnancy a difficult and liminal transition. Weight gain for these women
was like aBiographical shiffrom a normalised view of the bodjo one thatmay lead to
uncertainty disrupted ways of seeing the tb(Bury, 1982)These collective stories show how
womenengagedvith the world asthey navigateddisruptiveclinical,social,andculturalforces.

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 chapteare shown irAppendixS

Sixcraftedstoriesare includedin this chapter;eachrevealshow disruptionanddisconnection
manifestedin multiple and diverse contextsfor the womeniin this research.The first story

dzy 02 OSNE wdzi KQa SELISNASYyOS 2F Tl d SY02RAYSy(
The next two stories illuminate the disrupted bodily and emotional transitions for Lily and
Emma who exgrienced feelings of beinig-flux during pregnancy. The fouriiory unravels

| KSNBESQa SELISNASYOS 2F yS3IILGAGS GNIyarldA2yAy
being in a large body; this story uncovers aspects related to her acceptance ropartey

identity as anWverweighQLINBE Ay I yi 62YFyd ¢KSyIX tIyAlQa &
described, revealing how disconnection was produoceimechanised caring context. The final

story shows the disruptive impacts for Nithrough a sense of caudness when moving

between two different cultural worlds.

Ruth: Beindrat

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

For as long as Ruth could remempse was the fat girHavinglived in a fatbody since her
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childhood, Ruth described herself as being 8IN2 RdzOG 2 F KaSd\tbnSng fonN2 vy Y S

G 0 A 3 . Whilesbd géstured to accepting her body, dbodied 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:

LQOSg XAWSRIDP L FOOSLII LQY FrLid ¢KAA Aa

% K
ae ylyye dzaSR G2 0(Stt YS Al éla |fNRIKDG

(

f SIS GKS GFofS dzyiAaf 6S FAYAAKSR SOSNEGK
2 SONB | LINPRdAzOG 2F 2dzNJ SYGANRYYSyd a2 Al

odzi GKS 6SA3IKG O02YSa o101 y2 YIFGGSN gKI
dealt; yet being this big is crippling. Being pregnant and being on crutcheslfissto
0KS LINS&aadz2NBE 2F gKIG @2dz Oy FyR OF yQi

i ¢

R 2

LQY 2dzaid R2¢ey® LQY y20 O2LIAYy3I gAGK GKS TFI
G2 Y& &az2yx FyR AlG ¥F¥SSta f A1l 8adbeanslinfrierh f A y 3
0STF2NB L 3I20G LINB3IYylFIyd L g2dZ RyQi 6S 6KSNB

have prepared better before pregnancy. | had all the best intentions, but they fell a little

OAG FEILGd LQY GNRBAY3A yXEg (A RHIEK2FR(IZ2 REQ
G2 32 GKNRBAAK YS ReAy3d S| Ndutfate istséaledi Qa (G KS

Describing the genealogy of her fat family tree, Ruth felt genetically programmed to eat too
many caloriesHer way of knowing the world reaéed 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 stadked 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 ré&/ £ SR Ay -persai Kcocunt & AdibkBipted transition to
pregnancy:feelings of shame and sdifame, inescapability from her circumstances, and
failure as a motherThe sense of selilame 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 sheunaisle to step up and do more.
Almost every aspect of her life seemed affeateidom her aspirations to everyday actieis of

caring for her child.

I O0O2NRAY3A (2 wlkdOt ATTFS 0H N mMhpatXinvelved ahERER 1A Q &
how one relates to othersattributable to a disturbance of world. Ratcliffe argued that a
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LIS NE Seyfs@ &f reality and belonginga y 20 O2YLX SiSte f2aG Ay
LINRPF2dzy Rt & FfG4SNBRX Ay GKIG GKS LISNA2Y R2Sa
aSSYa az2YSKAwl19RSuffeAng WA ¥ leris through which Ruth interpreted her
experiences. Bodily paand distress welled from within causing leeeryday world to become
RSOP2AR 2F aA3AYAFAOIYyOSd® [ SRSNJ 6Hnmcly RSAONR
Odza G 2YIFI NE tAGPSas 66KSNB UK SYp. d)2edtiding s@ontdha | R
addzi S @dzf yYSNIoAfAGE 2F GKS SyYovdRAeSeRreserh TS v
challenge which was more than a bodily discomfort. It entangled her in a complex and
ambivalent relationship with her body.

wdzi KQa &a02NEB A& OKINIOGSNARASR o0& UGUKS SYSNEHS)
connection between her fatness and disability. Ruth constructed a narrative around
disablement; one which destabilised her world and influenced her connectiathsedations

with others. In doing so, she assembled a selective account of herself. The pressure of being

on crutches intensified thdisabling experience of being big aRdth alluded to how her body

AYLI ANBR KSNJ Y2@SYSy (o IsHON usizhad she shw liekoSdy 8sS NI
being functionally limitedShe read her body as impaireshichto 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 th@henomenon ofmobility, Todres and Galvin (2012) argued that

mobility dis centrally characterised by i literal and existential possibility; that is, mobility

involves all the ways we move both physically and experientially to connect ourselves to
Y2UAQFGSR tA@SR) LRAaaAoAft AGASaE

Whether disability was a valid label or a metaphor for Ruth to nssrese of the world, her

LIKNF &S O2y@Se@SR OSNIIAY fAQOSR | adstdgias a2z T KS
disabled womanwas the view that her body was impaired, impacted, and at risk-bédlth.

As she considered the consequences of her bay, KRuth pathologised her situation, saying

GKFG aSIFNXe@ RSIGK A BRerhaps shddofitell Gahtentp@raxyivesterrd LIS 2 L
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

W2 6 SaA dheadh. SuffeRng fed Ruth to a new realisation about what really mattered to

her andshe 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 waseparated from the world, watching the world but havilitje

means of participating due to her emotional and bodily statedzi KQa & (2 NE &K?2
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traditional family and cultural narratives concerning body weight provoked her beliefs and
understandings. Sheelieved that her body was a barrier to experiencirigve 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 dismpkor Ruth; her
increasing weight intensifying her experience of being in aablisd 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: ArlUnfamiliarBody

[AféQa adGd2NEBE NBOSItSR AyaraakKda Ayidz2 KSN fAQ
AYGONI LISNE2Y I RAZO0O2NR &4 aK$S sFAGSR F2NJ KSNJ
provoked by her desire to return to a more familiar, capaldeya Lily experienced disruption
RdzZNAYy 3 GAYSQa atz2¢ LI aal3dSsy Fa (Kz2dzaK GKS Y2
and desires. Healtered mode of being involved bodily changes, variations in mood, and

worries; rer changing body evokirfgelings of bigness, heaviness, and stretching:

¢CKAA LINBIylyOe Aa 2dzad a2 dzyAYALANAYyID L
4 SEOAGAY3I a4 GKS FANRBG 2ySod aé& TFTANRG 2y
unable to focus on anythg other than getting to the end having it all over. But
AyaidSIRZ Al 32Sa 2y YR 2y® L KI@SyQd Sy
GAYS® L FSSf I 20 o0AIASNI ff 20SNWP LQY ¢
I'yYR L NBI St 80 SRYYAQ I KA a oA Id a& 02ReQa adN
tighter and my legs are a lot heavier. | went to put on a pair of pants today and they
RARY QG FAGO L SAGSNRFE (KS& FAGASR FyR (24
LQY Lyz6d Alyd@y SkiAy3a NBLtte Sttt | yR SESND
NAaAy3Idd . SOFdzasS 2F Yub orLdSfcaushCior thl lasysedeQ @S ¢
Y2yiKad LQ@S tAGSNIffte R2yS y20KAY3IH LQY
| weighed more at the start this time so maybe this has had an effect on how my body

Ada O2LIAY3IK L 3ASG ljdzAdS RSLINBaAaSR Fo62dzi A
K gAy3 GKA& o0l oeé 2dzi yR 3ISGGAyRnIthDK A GS =
l 62dzi K2¢ YdzOK ¢62N] LQY 3J2Ay3a G2 KIF @GS G2
02R& o0l 01 (2 K2g AlG 6lLao L Ffgled (K2dAKI
flradieo L R2yQiG 1y26 AT L OFy R2 GKA& I3l Ay

As time stretched, Lily lmame increasinglgonscious 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-poegnant body. Feelings of

cortrol, present in her former body, now became manifest as a mood of restlessness and
02NBR2YD [Afe&Qa SELISNASYyOS 2F LISt OAO LI AY YS
felt it was impossible to maintain a healthy lifestyle and ensure her wegght was within

Wy 2 NI I fLederf(19843hdwiedbhow 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 andtnoes were breaking down, pointing to

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

CSStAy3a 2F LRoSNISaaySaa FyR I 101 2F FoAf
story. She described her body a%,a ( NXz3 BfSAY klifhar bddy were an unwilling

other; one which could not keep pace with herself and her expectatidosing herpregnant

body entailed an unfamiliar awareness of effort and feeling of resistance which never left her.

' g NB 2F KSNIysSBR&QaA[ AYled aAlddzaKG KSNESEF y2ii7
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 ® pregnancyLily was unable to express herself through her body in the

way in which she used to. Previously, she was confident and trusted her physicabbbity

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

Women can experienctheir bodies as burdensomeather than a medium fodoing things

through their body(l. M. Young, 1980Lily described a distance towards her body; yet, at the

same time, seemed to be completely swept up by pain. Pain preoccthigiedoosening her
connections with her former active and capable bodyer world appeared to her as
fundamentally changed. A @Ay 3 Ay | fFNASS LI Ay¥FdzZ o62Re& Y!
was disruptedthe possibility of creating new life after this pregnancy was no longer in reach

Fa [Af@& 1jdzS&adA 2y S Rercé&vihyhedpeBriar®iiody@s undleesfdrrhingi A S & @
she becamelzy OSNI I Ay 2F KSNJ 02ReéQa FdzidzNB OF LI 0Af A
Young (1980) suggestedtha FSYAYAY S o62RAf & SEA&GSYOS 461 a |
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.
Pregt y O8 &de&YLIiz2Ya YIRS KSNJ FgFNB 2F KSNJ 62R@
LISNF2NXYIFyOS LIRaaAoAftAdASad ¢K2dAK [Afe&Qa OKI
in-the-world, limiting her aspirations, she was motivated by the prospect of nétigy to her

former body. She plannedta 3SG o6 01 (2 WhieShReagarli Snticipated ¢ ®
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weight loss after birthshe also experienced trepidation about the time it may take to engender

a more liberated and capable body.

Increasing weight gainna 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 oldelf and in doing so, shed the self that was now.

EmmaA Bdy-In-AHux

According toMacKenzie (2001)our corporeal condition is not static and changes to our
corporeal condition have the potential to change who and what W& ® 9 YY Il Q& f
experience of pregnancy was of negotiating a changing pregnant corporealfyY I Qa
increasing size disrupted her experience of pregnant embodiment, changing her relationship

to her body. Transitioning to a pregnant body was a distressipgrience whiclprovoked the

need to regaircontrol:

a®@ .alL A& INRdzyR Hp® a& YARGATFS arFAR 3IlLAyY
32yS +to620S GKIFG Ay GKS FTANRG mH 6SSl1aod L
jdA Olted LYRS SoS3wa GBABS al2 L RARYy Qi SELX
| thought | would be able to control it, but the scales kept going up and up. But the thing
AdaT L R2y QG F8Sf dzykKSIftidKeéeH LQOS 320 Y& |
issue hereMy Gravegdiseasep & dzy RSNJ O2y 4 NBf YR L KI @Sy
got energy. | feel fine, Ifeelgoetlt NB I f f & R2® L RARY QU ¢ yi
in my head the whole time so | dealt with it by not going on the scales. For my own
LISNB2YLFE 6StfoSAy3 L LINBTSNIyz20 (G2 1y2é6 o
Y2YAG2NRAY 3 Al LT L O2yiAydzsS (G2 niB8sE hyY
G2 G4Stf YS K2¢g YdzOK LQY 3IILAYyAy3d o08BFdzasS |
YIEGdz2NF @ LQY INRGAYI | y20KSNI LISNE2Y ®

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 busimgsual body. Emma
seemed to believe that her pregnay 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 pegnancy was having on her. While pregnancy had not impacted her ability

to be active, she was getting bigger.
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Ly I aAYAfFNI gle& G2 [AfeQa alt2NEBI 9YYikQa ai
brought disharmony that she had not experienced befdkt the beginning of her story, Emma
revealed how hesense of harmony was ruptured as she experienced discontent with her body.

In her nonpregnant body, Emma seemed sure and unshakable, but now a new mood of
disappointment became evident as she adaptedher changing embodiment. While Emma

did not deny the reality of her changing embodiment, sayings SA 3K 3| hiyallyh a Yy I
shefound it difficult to accept bodily changek.was as thouglEmma selbbjectified, which

produced an initial nedgave attitude towards her weight gairEmma 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 transtion to acceptance of weight gain, Emma placed meaning on feeling healthy, rather

than looking a healthy weight.

Young (1990) sajlJNS Iy | yO& gl & aiGKS Y2ad LI NRAIYIGAO
AyiG2 gl NBySadp 185 In BeytiSeary of éntbhdtignént, Young provided an

account of the relations between bodies and selves, helping us understand how the integrity

2F 9YYI Q4 02Re& gFa dzyRSNXYAYSR Ay LINB3IyYylyoOeo
of the bodyin-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 Imust move.(p. 163)

,2dzy3 O6mppnd | NHBdzZSR GKIFG F g2YlFyQa SyO2dz/aS
alienating experience when maternity care fessional® LISNA LISOGA @dSa | NBE RA
iK2asS 2F G(KS 62YLyod Ly | OOQNREBFOSNBESQS , 2 dzy:
normal weight gain limits may lead to alienatjdrecause excessive weight gain tends to be
RSTAYSR Fta I+ RAA2NRSNIAY YFOdSNyAGeod LG o1& |
feel well regardless of how big she whscoming). Emma resisted reliance on objective
measurements of healthinstead, trusing her body to navigate the complexities of her
changing embodiment, placing focus on subjective bodily feelings. In this sense, Emma sought
release from the disruptionhiat the scales broughand to maintain wellness Emma resisted
YEGSNYAGEQa | ROAOS (G2 Y2yAd2N) KSNJ gSAIKGD | 2
transfer controlfrom the woman experiencing pregnancy to maternity providégading to a

devalurl 2F GKS 62YFIyQa SELISNASYyOSo®
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The dominant biomedical model of health assumes that the normal healthy body is unchanging
(I.LM.Young, 1990) &Si>X 9YYIQa ad2NeB OFffa dza G2 NBY
OKFy3aSs a Ay LINEFZFHRKOWN aS NBERY £ @I NB 6 i KA &l LI N
Emma rejected the pathological lens through which maternity negatively critiqued her body.

She found herself reflecting on the baby growing inside ltevas as though this reasoning

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

LQ@YS 3J2d G2 O00SLI dKIFdG AG A& 6KIG AG A
LINB3IylyOe AGQa Y2NB | OOSLIilofS Gzan8l i oK
0 KSe ¢ geyduion yeuldiestyle or what you are putting into your body. But, if
@2dz FNB y20 LINBAylyilds 2h2zH ¢KSNBQa adzOK |
G{K2dZ R &@2dz 68 KIQAy3a GKIG LASEK {2YS2YyS$S
We dzR 3 & Q othiek ah& it jBt-s€ekis 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 ourpregnancy weight before we have our

next one.

Here, Emma reflectsn the continuous surveillance of the female body, noting hbgvbody

was placed centre stage by other wom@rosz, 1994Nash (2013)in her works on pregnant
SY0O2RAYSYGI LINBZARSR &dzLJLJ2 NI weBterlNwomen Yiaveta f A ¢
reconcile the tension betweeW F SSRAY 3 (KS FSGdzaQ 6AGK (GKSA
YEAYOGFEAYAYy3a | a20Artte FTyR OftAyAOrtte | OOSL
Though Emma had a sense of wellbeing, perhapstiiswa 2 YS g Kl & RA a NHzLJi SR @
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 motivately her need to return to her prpregnancy identity. Emma

perhaps feared a loss of identity, of never getting back to her normal shape.
9YYIQa aid2NB AffdaAGNI 1Sa GKS gl &a Ay B6KAOK (
body is both shaped by conts and situations and is being constantly-peduced.

| 2yaSlhdsSyidtes 9YYlI Qa I OO 2anipatioNEtDSilvdillancekagds Y |

[N

measurement of the pregnant body disrupted her understanding of normality. Her experience
of disenchantmentwi K KSNJ YIF GSNYyIf o02Reé OKIyYy3aSR gKSy 3

measures of maternal health.

/| KSNB StM& & QYT ¢
In imagining why pregnancy was so hard for her body, Cheree reflexively engaged with

possibilities, becoming curious. Exploring wiats going onthe phenomena of aging and
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displacement entered her awareness. In the giving up of her home and ntovingew place,
Cheree experienced feelings of disorientation. BHea RA & LJ I OSR FTNRY KSNJ |
and her past; the lonelinesd being in a different town and being in an unfamiliar body became

more apparent.

/] KSNBSQa LINBAYyLyOde o1 a dzySELISOGISRD® 5540NRGAY
shared:
Pregnancy was a surprise. | was told that it would be difficult to Aaagther baby with
Y& ¢gSAIKIP® ¢KAA Aa GKS oAa3a3sSad LQYBS S@S
LINBIYyl yOASad LQY y2i0 &dzNStmgh ige my dg@crthé 2 K| |
Y2@S gl & FTNRBY Ye-LOKDYRde R2AMP OKIENEG yL2QY L2
who | was two years ago. Before, | was always out at the gym and socialising. | was
never a sidown person. | need to get out there again and be a bit more motivated for
lff 2F dzad® L SELISOG Y2NB FTNRYpavlecdingg I yR
YdzOK 4 GKS Y2YSyildd L YA&aa R2Ay3I GKAyIE I
2dzNJ R23 F2NJ I gl f1 odzi GKIFIGQa FEf &d2LISk
Ydza i R2 &42YSUKAYy3IH {23 L (y2limportahtSBR i 2
YS LISNaz2ylffeés IyR L R2yQd 4lyid Y& {AR&a 0o
to make a change for me and my kids.
/| KSNBSQa SELISNASYOS 2F RA&ALILFOSYSyid NBflGSR
describedfeelingd y 2 i ¥8GYStyF2 0 6K2 L ¢l a Gog2 &SINAR | 32
other than who she wasv G Of AFFS O6nHnmH0O O2yGSYRSR GKFG ¥F
from our sense of reality; alterations in the sense of belonging are frequentlyaxbwith the
O2YLIX FAYy(G GKIFG GKAy3Ias LIS2LAB24 NI GKS 62NI R |

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. Al@ollinson and Pay (2014)
contended that,
X0KS LKeaAOlt o02R& SyGaSNR GKS O2yaOA2dza
immovable hurdle that prevents connection and physically engagement with the world

in ways that were previously taken for grantéd. 801)

/ K S N&8s€d 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 othersCheree was not able to utilise henvironmerial support, to attain

wellbeing/ KSNBESQ&4 SELISNASYOS 2F Syz2idAirz2ylf FyR LIK&
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GAOK LKeaAOrt AffySaad [A1S (KS SELISNASYyOSa
became an obstacle to connecting with otherss WL f £ yS&a | & -iolekvdrdd:St A 1 S

Heidegger and the phenomenology of medici®e { @Sy | Sdzia o6wnmm0 dza SR

Heidegger to establish a phenomenology of iliness that worked to understand illness, or

Wdzy KSHf GKQE Fa BFNdzZIeREE yAE I GRS yES B2 NI £ A
Inillness, Svenaeus argudtt 6 6 2 Reé aAK2g6a dzLJ & Iy FfASYy o0SAy
this obstruction attunes the entire beifig-the-6 2 NY R 2F GKS Aff LISNBER2Y .

(P.337% {AYAEINI&s /KSNBSQa (NI yahiiridtfewdiNE Y

fundamentally changed the way she experienced the world. The meanings she ascribed to

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

The felt in6ByaArde 2F / KSNBESQa SyY2aAirzyl I'yR LIKE&a

Wdzy K S I fielit&neaketa 8f&change to remedy her perceived failliter need was to get

back to the way things wer&heree wargd to both make a personal changmd influence

hSNJ OKAf RNByQa fA@Sad 2KAES OKIy3aS gl a AYLEZN

would be able to make the life changes. Committed to protecting her children from future
consequences dBverweightand ilthealth, she was seeking resolution. Her need to make a
firm decision to make a life chandaer resolution was to rebuild her homelike beiirgthe-
world (Svenaeus, 2000)

For ChereeWy 2 i 6S8SAy3 KSNBRSETQ Ay | tFNBSN o02Re

experience of self, othersand 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.

PaniaMachinelikeCare
Ly tFyAlF Q& elké @iEsheidcribet ©derey of disruptive moments where she
63 4S8y & de2dAad Fy23dKSNI LINBIYFyd LISNE2Y

7

g |

O NB NBOSIia K2o KSNI YARGATSQa O0GAz2ya LINR@G?2

the periphery of caring processes:

¢KSaS FLLRAYGYSyida RARYyQG 0SySTAld YSo ¢K:

Y2ySe FT2NJKI@Ay3 a2 Ylyed YSSiAay3da sArAidk

is a unique and scary thing because your body is goingghrso many changes. When

e Z

I gotweighed my midwifd N2 S R2gy (KS ¢gSAIKG® L adz2z2R
aKS ySOSN) alFAR Y@liKAY3IQT GKSYy I YMEfAzZ2Yy
g2dz R KI9S 068Sy yAOS (2 KIngdn wih ndyset@ S NA I+ i

instead | felt like just another pregnant person waitingdine. | 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

Lidzia GKS fAGGES RSOAOS 2nyve geBweighed She askisK S 0 |
WAa SOSNEALKAY R I (WNISAKQIQ {HS adle&a Wy RIQye ! fdz
R22NE aK$S GSftfa YSs WKIGS I yAdS RE&Qo L
dzi AF &2dz F
R 6Ké Al K

thing all over again. Maybe most women knowwbag | a1 X 0

G2 al &2dz R2yQd Fal® L 62yRSN
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 momentBania relived the same experience over and over

again. Pania described a Groundhog [Rgmis, 1993xperience; every appoiment began

G2 €221 FEA1SET SOSy (KS YARSA TH Qattinisedridt 2 3 dzS

machinelikenature of care provoked the experience fdeling like a human robot. The most

fA1Ste AYOGSNLINBGFGAZ2Y 2R GtEIZy MIEAQA VIDKhEFEER> 2L U

is unreal (Radovic & Radovic, 2002An 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 othe caring encounter. In this context, she was made

Ay (2 | \An dbjectiukdeiie alienating gaze of her midwife. She interprets her situation

of being an object body and she watches her body being wat@beder, 2016)Care focused

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

Similar to the findings frorkl. Dahlberg and Berg (2019)ho described the lived experience

2F KSFEGK OFNB TFT2N LINBIAYlFyld 62YSYy sA0GK RA
acknowledgedas a individual wonan with unique ways of beingn-the-world. Seeking a
humanistic connectiowith her midwife,Paniadesireda deeper, more authentic form of care

which acknowledged her embodied experieraeopposed 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 histway,and have unique life histories seen and
understood,was a prerequisite for feeling cared f@t. Dahlberg & Berg, 2019hstead, for

Pania, the clinic was something akin to a dehumanised space. To understaexpitience |

turn to the work ofLeder(2016)¢ K2 SELJX I AYSR K2¢ aiKS fAQBAYT
world of involvement and grappling with modes of suffering and concern is reconceived on the
Y2RSEE 2F I YSORIY A OO NREFEOEL [ SRENE ¥@ RSNY
cause it to seem dehumanised as it abstracts progressively away from the social context, lived

experienceand healing touch.

99



The midwife, being preoccupied with conducting a series of tests in aldiouad context, does

not truly encounter thewomanyi G KS NB2Y® ¢KAa O2YLINBYAASR 02
experience of depersonalisation antéh the absence of empathy and connection, she
experienced a bodily felt and obvious emotional separation from her midwife. [Respit

. Sy y(@29&)cantention that the nature of the reality of the lifeworld between practitioners

lyR Of ASyita K2fRa aAKFINBR YSIYyAYy3IaT y2 adzOK
interactions. Instead, there was a loss of status and a deeply felt awareness of needing to
complywith the routines of antenatal screening.y’ KSNJ YARSGAFTFSQa FT20dzaAy

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

¢KS SELINBaarzy 2F Qdz ySNIoAftAGE sl al I VARt ABY
GKAYy3d&d 6SNB NHzyyAy3d GKNRAZAK Y& YAYRéD ¢KS Y
need for care and caringet, Pania perceived caring as an activiipt as an emotional
encounter. Br Pania, this relationship lacked authenticity;atked caring and is contrary to
Wther-NBE 3 NRAY3IQ | yR Sy 3l 3SRenneiyShadnoi) ShudhormlJand K S NI
Kravetz (2004)

tFyAlQa SELISNASYOS 2F YIFIOKAYStAl1S OFNB &SNIBS
maternity care. Paniases the metaphor of the robot, which uncovers her marginalised status

in the clinic. Though metaphorical, thebot helps us understand that Pania is like something
StasST akKS Aa asSSy rta Iy W20KSNBRQ o60SAy3ad t|
productivity in a machinelike wayn the processing ¥ t I YA Q&4 YIF GSNYIf 02R
was requiredl SNJ YA Rg A F S Qa or hointehdey, fravokedie®lindos Deing like

a thing or a machine. This experience is articulated in terms dihfpéke an object. Being,
d2dzad I y20KSNJ LINBAYFyd LISNE2Y 6FAGAY3I Ay f Ay
feeling like a robot, she experienced being glazed over and not really being there. Pania felt
reduced emotionality which can be framed 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 exacerbatédy A Q& SELISNA Sy O0S 2 7F
& KSNJ YA Refiahck D0 devicesd ®gishind routines triggered alienation and
RAAO0O2yySOGA2yd 1 aLISOGa 2F tlFyAlIQad LISNER2YI
machinelike maternity system. Noticirthat the emotional constituent of care was missing,
tFyAlQa SELISNASYOS 2F OFNB |adadzYSR +y fyY2al
context technical aspects dominated, indeed overruled, emotional asp@dsnman & van

Der Geest, 2009, p59).
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Feelings of confusion, from a sense of not knowing what was goingesa evidentint I YA | Qa
story. These events seemingly disrupted her understanding of midwifery careiramer

attempts at meaningnaking, Pania questioned the political contextwhich maternity care

was delivered. Bcoming resentfulthis experience provoked a deep curiosity for Pania. She

could not seem to make sense of what was happenimgttempting to reconcile why things

were the way they seemed, Pania legitimately consdehow renuneration strategies might

0S G LXre G2 GoSYySTAOG GKSYéd . SO2YAy3a ONRGA
meaning was that Pania experienced car@aisgenuine.While antenatal care was seemiyg

good, itwas as though it wasot really so Appearing not to fully trust the motivations of the

maternity care system, Pania possibly experienced her interactions with her midwife as
something specioysherappointments as illusionary, even deeply flawed. Giving us a glimpse

of the power imbalance in this practitionetient relationshipt YAl 02y OSRSR |
YARSGATS Aa (GKS LINBPFSaaArzylf a2 (GKAa Ydzad oS
tKkS Of AYyAOQa NUz S& | yR LINE OSaaShyThe @eSanbsoR vy SO
the system.

tFyAlFQa YyIFENNIGAGS Aad YSIyAy3aFdzZ o0SOFdzasS Al
G2YFyQad LISNELISOGABS® | SNI ai padB beiniptiheytaraifocis?2 i K €
of caring in biomedical maternity contexts. YAl Q&4 dzy RSNREGIF YRAYy3I 2F Y
it should have been uniquely nurturinget, her narrative illuminates how hezxperience of

care and caring was interrupted by the blrezONJ G A O & (4 NHzO G dzNBdhe t | YA I

ground midwifery care was uncertain and fragile as she came to queékgomaythings were.

This journal entry was written after the craftingofl YA I Q& LIK St Vi tBet 2 3 A O
phenomenologicaresearcherg(Smythe, 1998; C. M. Young, 2Q1lluse poetry here as a

medium for reflection on the phenomenological material gathered in this study. In this
instance, posteflexing happened after the gathering of data, thus becoming
phenomenological matéal during analysigVagle, 2018) Analysis of my poseflexions

produced a poem, unpacking my reflexive thinking and my assumptions about the ways in
GKAOK L &SS GKS LKSy2YSy2y o6SAy3 &aKIFLISRZ LINP
me that relable routines took dominance over persoantred 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 disruptiah an

disconnection:

Pania and the Machine

The system performs like a wed#hearsed 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 tile start of the song.

And we all sing along like before.

YR ¢gSQff Ittt 0S € 2ySariefl28@A IKGI I yR

See me, hear me, care for me.
LGQa  &FR (NHziKZ
| 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.

YR ¢SQff Iff 068 f2ySfte G2yA3aKiI | yR

Frayed is the thread that connects yand me.

LYy@araarotSy aAatSyiax GKS GKNBFR OF yQi
Frayed is the thread,

GKAOK OFyQid 1SSL) dza al ¥So

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 alonlike before.

YR ¢gSQfft ff 0SS t2ySte G2yA3IKG | yR

My body is processed like a machine,

not visible to you.

The machine moves forward at pace,

but who benefits?

LiQa DNRdzyRK23 51 & RIF& | FUGSNJ RIego
Each time | left,

| knew.

Nothing ever hapens, nothing happens at all.

The needle returns to the start of the song.

And we all sing along like before.

lyR ¢SQff Frftf 0SS t2ySfte G2yA3aKG FyR

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

with Groundhog Dagsquepredictability.

What mighthavebeen if we connected?

It neverwas

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.
YR ¢gSQftft ff 0SS t2ySte G2yA3aKG FyR f2ySt

Vagle(2019)remindeddza G KIF G | @ NASdGe 2F (GSElGdzt F2N¥a
text engages the poshtentional phenomenon as a social apparatus, and helps readers join

the researcherini KS A YL NI F y i LINE RdzO( A Zpy1d) TheyehorusiNe @2 O
0 KS aNatyirg EveiiHappeasiCurrie, 1989, track 1@peaks to the misplaced values in
maternity care anderves ¢ deepen our understanding to the social change which isiptes

for the maternity system. Carefully uncovering what is happening in thetween, the chorus

indent calls into question the approach to caring for women, uncovering téegranted

aspects of care such as automated patterns of care. Pania waetechidwife to be there for
her,notthesysteh &S AG ASSYSR (KIF(G KSN YRRt S o1 a
the disconnection betweetthe caregiver and the woman being cared filiese lyrics prompt

us to return to seeing care agelational phenomenonas 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 mmise of productiodike maternity care causes harm, provoking a deep
NHzLIG dzNB T2 NJ 62YSy o { A YA @RIt showddytian women T NP Y
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 professionalifask

oriented protocols create emotional distance between midwives and wgmasaning the
midwife/woman relationship is focused on processing the maternal b&@gnectedness is

perhaps not always possible in procedural driven care contexts.

Nive: CaughBetweenOld andNew

Nive lived her embodied life in a complex social and cultural wdttit. Nive, cultural
inclinations were deeply embedded, antesfelt and acted in ways that were largely culturally
determined. In her story, Nive showed how she shdit 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, sharingdhatA 3 A a y 2 NI
L &t I y RS NOn¢ghe offerifahdbNve felt some commitment to modernity andestern

Odzft 6 dzZNBEQa oSk dzie ARSIFfay
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LiQa NBIffe KFENR gAGK Yé OdzZ G§dzZNB 6SOI dza S
g2YSyd . SAy3a LATIFIYRSNE &2dzQNB |t t26SR (2
Olda OK22f tI OAFTAO 62YSYy R2y Qi 62NNEB | 0 2dzi
GAGK LizidAay3a 2y SEGN}Y 6SA3IKG FyR adGleAiy3d
negatively at their partners when they get bigger and bigger, and my husband says,

GeSEIKE F2NJ GKS o0loeeéd .dzi KSNBE A& RAFFSNEB
2PSNBLFGAYy3Id |, 2dzy3d Latl yRSNI Ydzva KIF @S Ly &
0SS LINBIYylLyid FYyR atGAatt t221 I22RP aé Rl dzAK
6SAIAKGP {KS t221SR G Y& 062Ré |yR &alARZ
J2yyl 3SG LINBAYIl yiéH -heaen $p&s 1 feef [Re s@yingz3a K
GaA2YS02ReEKRERBELIIVESKEI GOK gKIFG L SIHGéx oS

goodd L Q@S ySOSNI 0SSy (GKAa 06A3 0STF2NB | yR |
R2 lyedGKAyYy3 Fo2dzi AGd L KIF@SyQid GFf1SR (3
focus on myself when | go to the clinic. Because of my antibodies, all | need te hear i

GKIFIG oloéQa hYd ad ¢SAIKAG AaadzsSa INB YAy:

The cultural worlds embodied by Nive seemed disconnedied.story reveals the compelling

WOl dAKGySaaQ 2F 0SAy HurcpearyRzi A V¥ AS 2 @D ARMD ¥ &S K ¥
was culturally significant for Nive as a Niuean woman. She spoke of the cultural permission to,
aSH4 FyR SIFG FyR SIaGeT 8S4Gx oSAay3a Fftft2eSR i
struggle in her daily life as she beaanmcreasingly dissatisfied with her body. Nive seemed

dzy 6t ST 2NJ Ll2aaArofe NBFdzaSR: (G2 &aKSR aLat!l yl
freedoms. Existing uneasily between worlds, the competing cultural ngensrated a felt

sense of ambivahce for Nive.

Nive took Polynesian concepts as real and factual thimgser narrative, Nive was not

reflecting that the Islander wapf beingin-the-world was good or bad; she was simply

conscious of itWestern concepts of dieting in pregnancy weperhaps, simply incompatible

gAGK 06SAy3 Ly LatlyRSNI g2YLy FyR SEGSNYyFf :

story as she attempted to reconcile the multiple selves created for her living between two

cultures. Her story revealedS & (G SNY XA fidANB@H 2y &2dzy3 LA |y

image experiences and the generational differences in relation to body acceptance. Nive

described the old and nesschool cultures as being thrown together, caugptlongside each

other, compledy intertwined. Shemight never quite hold old wayget may not fully inhabit

O2yGSYLRNINE gl &ad 2F GKAY1AYID | SENAYyI KSNI |

to pull Nive out of the past and into the present. This pull was experienced by Nive as powerful

and disrup@ S ® | SNJ R dz3 K (i S N dandabthe@ante 2inge pievoked mels a4 & S R
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understandings for Nive. This situation seemed capable of disrupting old meanings, and even
potentially overwriting themHere, e concept of caughtness is not about feeling ktbat
implies a freedom of movement. Nive felt caught, yet could still find herself free to question,
or perhaps simply wonder abother future embodimentNive adopted an objectifying gaze
upon herself, monitoring her own bodl.seemed that she couldot 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 ®acificwoman, she attached meaning to focusing on her baby. She did not ask her
midwife for weightF 2 0dza SR I ROAOSSY |da KSNJ LINAYLIFNE O2yO0¢
risks to her pregnancy taking priority. This illuminates the partiality and relative impertainc
bA@®SQa yS3tSOGSR tABSR NBIfAGe odzi KSNJ 6A RSN
gain experience silenced. 8tension seemed almost impossible to resolve and Nive described
Wy2{i 6SAy3a KSNBERStETQ | a | Hg&tdistory af GaughtkeSsirS R A &
thought may seem trivial, it is in fact crucial in terms of current concerns over the uptake of
fATSatetsS FROAOS Ay LINE 3 yih-thedwdrid wérengt 8x@di shelzy R S NA
dynamically experiencka shiting, 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. Theegistence of competing attitudes towards

body size thubave important consequences for maternal health promotion approaches which

must be tailored to the complex lifeworldls whichwomen exist.

Chapterummary

Thesdindingsaddresshe largermatter of outsideforcesandcontextsong 2 Y S yia@eénal

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 differeattbgrding

to their individual situations. Contexts intensified the disruptive impacts, incred@sihy’ Sy Q a
senseof beingin dzy FF YAf A NJ YR WAYOIFILIo6fSQ 02RASa®
destabilising and disruptive force which threw women into deep awess about their
bodies, challenging their takeir-granted assumptions. For some women, disruption
manifested from the embodied experience of weight gain and the increased physical and
emotional pain which cexisted for then. Although women intuitivelf)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 uncertaiatyd, as suchyas never quite stable, given the

unpredictabilityrelating to managing their body weight.

Some women experienced uncertainty and ambiguity before finding a deeper experience of

bodily agencyQOthers fluctuated between having a healthy body experience afelt sense

that they were transitioning to a bodgt-NA &1 ® {2YS 62YSy | ffdzRSR
preoccupli A 2y 6AGK o0SAy3 || WKSFfGKeQ ¢SAIKEG NI GKS
of body size and wellbeing. There are deleterious consequences for waimeare unable

to attain a deep sense of wellbeing arilese findings confirm the importance of
individualisedpersonOSY 4G NBR OF NB GKIFG dF1Sa F002dzyid 27
Ultimately, what is at stake are the multiple and complex influen2eg 62 YSYy Qa f A @S &
go unnoticed in pregnancy car@n effect of disruption and disconnection was the deep

manifestation ofbeingin-dis-ease, as discussed in the next chapter.
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CHAPTER EIGBISRUPTION TO BEINGISEASE

Disruption tobeingin-dis-ease is a tentative manifestation which illuminates the ways that
disruptive contextssocial and clinicahrovoked disease for women as they interacted with

others. This chapter uncovers how thexperience of beingin bodieslabelled as clinically

W2 @S NIasdAa § EaneQtedin different waysandin different contexts.In secondary

care contexts, wmen experienceddiscontinuousunity with their surroundingsunder the

critical gazeof maternity care professionalsA variety of intentonal relationships manifested

and appeared as women came to see their bodie¢dsl2 6 f SY 02RAS&AQ SYo02R
shame, discomfort, distress, and diase. Yet, the crafted stories show that despite being in
disruptive contexts many women found waysreéconnect with their bodiesnd, in doing sp

reclained body and self.

This chapter shows where women living through disruption argdisrease used strategies of
escape and reclamation or a fusion of bdtteder, 2004, 2016)Ihe 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 degisaiing.
Some womerfound a way to turn the potentially disempowering medical gate aresource
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)Thehighlevel tentative manifestations antthe meanings uncovered for

women in this chapteare shown in Appendix T.

Thereare six crafted storiesin this chapterwhichilluminate ¢ 2 Y S ¢x@aiiencesn social
situationsand clinical contexts. The stories show where women used strategiesof escape

reclamation or blendedintegration (Leder,2004,2016) and the multifariousforms of these

strategies¢ KS FANBRG &02NE NBOSIta wdziKQa SELISNR Sy«
W2HKSNR 2y GKS GNIXAYy I yR (K alel inyhe FeCoadistory,A 2 y 2
Ruth spoke of the secondary care which led to her feeling silemced $r&egyof escapes

uncoveredn both of her stories¢ shesoughtescapdrom her painfulpresent.The next stories

uncover SaBE Y R / KNA &G A Yyl Q& loSkedaiSwihaSixedBricalghzeand S A y 3
showshow the subjectivityof these gravidwomen s largelyneglectedby maternity with its
pre-occupationwith fetal surveillanceand maternaljudgement.Strategiesof reclamaton take

different formsfor both Samand Christina Finally JulieQ @nd WS y v RcEdbintsihéavelhow

bodily uncertaintymanifestedwhen doctorssawthe large maternalbodyasa W 6 2aRNRA &4 1 Q @

Similarto Samand Christinathesewomen usedreclamationto turn their experiencesf the

107



weightfocusedadviceinto situationsin whichthey exertedtheir personabowerin wayswhich

were meaningfulto their uniquesituationsand contexts.

Ruth:¢t K2 29 Q ®Bah G KS

Being in a fat body meant Ruth livedlay’ 2 dzi aA RSNE &42YSK2g 2y (GKS
GKAYyYySaad y2NY¥o wdziK SELISNASYOSR GKS witz221Q 2
to work with her partner. At first, she found herself absorbed in a different world from the

other, compleely 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 aiedsksmanifested when

the encounter on the train pulled Ruth away from her usual place in the Woéeder, 20186)

We were on a crowded train. We dmimped and pushed in the horde of people and |

got jostled against another passenger. | saw him look at my bodyanitbyance. He

320 KdzZFFe YR aAFARSLA(26R KAY LA oFEY2YNP1
give up his seat for a pregnant womanK | 4 Qa ¢KSy KS &l ARX alL
TS 0SSy 7FIHQUSChWwHydiw YRy R ALB& of ILdzDRA BE &
beat them to the punch as it takes that sting out oBut this hit home hard and hit

my partnerevenhardet. S G 1S GKS OFNJAyid2 62N] Y26 ¢
deal with that kind of situation. 1 Qa ¢ NB y 3 (yfronyitbutiatahe ga&R S | 4 |
GAYS L R2y Qi KI@S GKS SY20A2yIlt loAftAGe

For Ruth, the presence of others brought suffering. She was consumed by acute awareness of
herdisSI 8SR 02 R& ® wdaickald hedpPeBr@ncya ek nel&, in thaiment,

was for her pregnancy to be recognised. She wanted to be seen as pregnant as opposed to fat.
Sheused the metaphorical phragsiit home hard, revealing her need to have her pregnancy

recognised.

Our bodies enable our connection with othatsough2 dzNJ | 4 22 OA l G A&y, 6 A G K
bodies are accessed angiadas information sources by quarticipants who actively

AYGSNNRIFGS GKS 02RASE 2F 20KSNB Ay LINI OGAO
(Lloyd, 2010, p. 15For Sartreawareness® &St ¥ Oly 06S RAANMzWGISR G

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 defea or possible escadeom the look.(Saevi, 2005, p. 166)
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{FNINBQa @GASg gl a GKIG Gg2 LIS2 LdutSal réchbgyios G 2 2
rather the subjecibbject relationship takes the form of confliovdzi KQa ¢2NI R g a
towards that of the passenger, which displaced her own relation to the world. Her feeling of

being visible, of being seen, disrupted her thougtderailing her when she sensed his
disapproving look. Though nothing had changed, an element of disruption was brought into
wdzi KQa ¢2NI R 0 Ny aianyebpingnioédSoNihsiynBitayca yidhitested

for Ruth; her sense of belonging to themd seemed disconnected following the encounter.

[Fy3 OomMpypld &lFARI aiGKS K2YS Aa AyO2N1l}RNI (SR
SEA&AGSYOST GKS K2YSPp.aAmKS 2dMNSANDGA2 WE 25DRA LY
the space it was taking yped Ruthto viewing her body less positiveljite everyday activity,

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

Ruth described the importance of being the first to pull a pureckpnscious and protective

impulse to defend heexistence. 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 feelingg.he sport of boxing provides the embodied actions underlying the linguist

O2y OSLIi 27F WoSI Ay IGibas? 20p0psEacldiand hélng métagyod K Q
SNBE NBGSIFtSR Ay wdziKQa a®Sa NiE ¢ 2C 2éN@S&IEAIAYYL 0 KSE:
GNF YyaF2NXYIFGA2Y I 22d2NYySé FNRY WYWBNAKE VRI KGR \f 3
showing her need to restore balance in her relationship with self and others. Her metaphoric
AYF3ISNE G11Sa dza 2y |y AYIF3IAYyFGAGBS 22dNySe
desperate to attenuate the intensity dhe 2 (i K S NI & beddds¢ ltheJwords stung so

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

wdzi KQa YSUOlF LIK2NROIf LIKNJI & Sand, th Maing SFRextezdhe 2 Yy S (|
way we see her worldBut what damage was causédé wdzi KQ& dzaS 2F @A2f
Battling metaphors may have hidden consequences for Rutiducing feelings ofuilt or
TIAEdINBE AF aK$S Aa WwWtzaiy3d (K sodcidtespbrisibily for Yy R A Y
managing her bodyAccordirg to Lakoff and Johnson (1980)etaphors play a central role in

defining our lived realitiesFor Ruth, metaphorical representation may have provided a

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

Ruth desired harmonious cexistence with others; yebS Ay 3 dzy RSNJ | y2 (i KS N2
RAANHzZLIG SR wdziKQa NBfFGA2Y 6A0K KBpieHRRiview! yR 2
of herself separating her from the world. It took her by surprise notldivey her to have her

usual defence mechanisms in plae. powerful was this experience of the look, was the need

to make her body less visible, minimising her place in the wtindas as though through the
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critical gaze of the otheher body was experienced as a limitatiand she was unable to

continue to travel by trainw dzii de€ision to stop taking the train shows the depth of meaning

this had for her.Reflecting on her changed life situation tleacounterwas beyond her
manageability. She could not toleraté. 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 routineTravelling to work now requiceconscious planni In a critical

way, her beingin-the world was transformed and she was forced to recegier inherent
vulnerability. Loss of control manifested as Ruth experienced a threat to her lived body and the
fundamental unity between her body and herself wapeenced as disrupted.he sense of
inescapability and limitatioof freedomA & A € f dzY A y I (.90Ring AhgstravegyidK Qa & (

escapeher bodywould becomdess visible to others.

Ruth:The Unsafeness @&condaryCare

In another story, Ruth spokef how disease and disruption surfaced again, this time in a

clinical context. Ruth was transferred to secondary care because of a higinggeancy BMI.

Her story reveals the manifestation of unsafeness of being in secondary care:
L  RA RY Qbe pedgnghti anyindre. My mental health was deteriorating VERY
NI LAREf@Z FYR L RARYQlU FSSt alrF¥So L ¢lyids
was being judged for wanting to get the baby out for no reason by my own. They kept
telling me the baby wasafer inside, but no one was listening to me. No one listens to
GKS Ydzy® aé& o6l o6& YAIKEG 0S8 &aFTFTS odzi LQY V3
heart-breaking for me. | had a really funny turn at work one day and came straight to
the hospital. Th&d ARG A TS Lldzi GKS Y2yAG2NAR 2y |yR &
{KS alFAR o0lo& sla FAYS a2 UGKSNBQA y20KAY:
me. My heart was going off all over the place. | was in and out of consciousness and my
heart rate droped right down. There WAS something going on! They left me in a
RSt AQOSNE adzAGSo® ¢KS O2yadAZ GFyd OFYS Ay |
discuss options of induction. No one cares about the mum. | gave up trying because
0§ KSNBQa vy2 faddelpyfino okeyis gbirgitoAhgldyou. They are the people
gK2 FNB &ddzlJll2aSR (2 KStLI e2dzd ¢KS R20G2N.
other way and meant | was quite alienated from my baby. Everyone was so focused on
baby that there was the régossibility | would resent her after she was born. I might

not have bonded with her.

Ruth alluded to the many silencings that took place in secondanthatresndered her unable

to communicate her feeling of being unsa&hedescribed her experienced inadequate care
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FYyR f1 01 2F LAeOK2ft23A0Ft &adzZldR2NI 6KAOK AY
NBalLlRyasSa (2 O2LAYy3IP wdziK FStd GKS R2002NEQ
benefits of beingn secondary care. For Ruth, the meaning ahbdooked 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
commentingd 0 KS& | NB (GKS LISR Li2S KeKi2LJ | eNSBdzéaduzLILI2 a S

Ruth wanted her concern of feeling unsafe verified; instead, her interactions were fraught with
inattention and a lack of concern for her own wellbeiHgnnah (20143ontended that doctors

are socialised into seeing illness and suffeiimgparticular ways, which creates a distance
0SG6SSy (KSY FyR (GKS tA@SR SELISNASYyOS 2F (K
LIS2LX S Fa odzyRfSa 2F aevyLiizyvyaz 2N RIFEGE 2N RA
leads to the emergence of Fdudzt G Qa WOt A ypdddbetamealthel sGbf@eb of thezii K Q &
clinical gaze. It appeared her body becamssite of concern for her unborn baby which
intensified her experience of objectification. She felt she was birthing in a sykmiewed

her body & a vessel for carrying her unborn child.

Ruth compared her womb to an incubatdtith the help of this objectifying terminology, she
visualised her body as an incubatperhaps revealing that she was distancing herself from her
baby. It was as though ¢hpregnancy 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
Sy2dzaK FT2NJ G4§KS R2 OrRreyiiit entbadime® A G S3/ dzyeahsidingddn WL y
thatAy LINB3IylyoOes o0SOldzaS 2F AKAFOAYy3a o02RAf& 0
baby, she experiences her body as herself and not hehsaling stated:
The integrity of my body is undermined in pregnancy not only by this externality of the
inside, bt 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 seemeudaioa¢he

privileged relation she had to her baby and her own bdriyth was trying for bodily integrity;

yet her bodily integrity felt violated when her doctors refused to induce her labour. $witiht

release from the emotional and bodily pain that pnagt embodiment brought. Her need was

to return to a more easeful prpregnant body to minimise disruption in her liféhe tried to

be heard as a woman in a situation which mat@lmost impossible, as from a medical

LISNE LISOG A @S (i KSaw inducedlaboli2as hedbiakly Wak Safe NSBd-espected to

be helped but her experience was of extreme distress, vulnerability, and disconnection from
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those who were there to helpRuth felt her decisioimaking was questioned, her values

judged, her feminiity doubted.

In the manifestation of unsafeness, she f@lenced and separate from her surroundings which
ONRdAKG | o62dzi | LINRT2dzy R -B-thedoNINSehéefs, 1) Wdzy K
This silencing increased her sense ofadise, leaving her cudff 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-ceeating meamgs, rhythms, and choices

informed by hopes and aspiration&agan, 2008, p. 59)

Feeling unheard created tension in the relationship with her doctors hagpoke of how hurt

adzNFI OSR Ay NBaLkRyasS (2 | aedadSy hdsdddiier LI | OF
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 ppeegnancy state. Tre 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 mess with her caregivers. She sought fusgmental

recognition within which she would feel valued and loved. Instead, her experience of not

feeling listened to in this care context was shattering.

wdzi KQa ai2NE ste saphtfiynaiios éid révéals hed hoges for a significant
affiliation with her caregiverst 2 6S KSIFINR IyR 0St AS@OSR ¢l a4 ONX
her connectedness with others.
If our voices are essential aspects of our humanity, to be rendered voiceless is to be
RSKdzYF yAaSR 2NJ SEOf dzZRSR FNRBY 2y SQa KdzYl yA
g2YSYy Qa (Hlhita2d NE18)
Wendell (1996)claimed that the power of theoioY SRA O f Y2 RSt Aa &dzOK
subjective descriptions of her bodily experience need the confirmation of medical descriptions
to be accepted as accurate and truthful. The wordls) 6 & A& FAYSI GKSNBQ
AYy@rtARFGSR waLSNA SYOBPR ! ODRANRA Y S (2 2 SyRSt
nothing wrong with youregardless of how acute or debilitating a condition may be can
O2YLX SGSt& dzyRSNXYAYS | LISNBR2yQa O2yFARSYOS
NB | (i h28)éRuthsought empathy and looked to her caregivers to connect with her
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SYy2GA2ytrtteT S@Sy (2 adSL) Ayd2 KSNI SY20A2yl

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

Another silencingtop LJ | OS RdzZNAy 3 (GKS Y2yAG2NAYy3I 2F wdz
sense of diase 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 nurRiogins.

told her midwife about her decision not to be weighed. Her midwife responded with empathy,
YF1TAYy3 wdziKQa SELINBaaizy hen R traitiohed flomd Gt S
midwifery care to secondary care, her experience chan§ée. asked not to be weigtdut

0KS R20OG2NE AyaAiradSR 2y Al Fa ¢SAIKAYI KSNJ

During this experienceRuth resisted shame, moving away from it, withdrawing, and staying
silent with her doctors when they asked her to stand on the sc&@&g gazed at the ceiling,

dutifully doing as she was instructed, retreating into herself:

¢tKS R200G2NI AyairdadSR 2y ¢SAIKAYIA YSP L g4I &
job, so | stood there looking at the ceilifigughsip L RA Ry Qihowsrhughi G2
6SA3IKG L KFR Lidzi 2yo L 1ySsé L 6l& oAdd L

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/ 2 G A OSR (GKS YSRAOFf yINNF¥GAGBSaE oKAOK
and scrutinise its beinip-the-g 2 NISRMurray, 2008, p. 213%he was seen as a fat pregnant
Ww202S00Q 02Re& GKIG ySSRSR (2 06S YSI adassSR | yF
not to be weighed. This (un)caring response confirmed to Ruth that the medical system was
focused on the needs of the baliRuth wanted the ability to speak up, to participate. Perhaps

though, she felt that speaking up might have been consideredpaaking outof-turn, or

possibly she was worried about criticism.

. 20K | O02dzyia NB DS bethRn-dig-dasek Tha unsaferess ofdb&inganS 2 F
secondary care manifested for Ruth when her concerns wereheatd The needs of the

system werghe dominating focus ofare when what mattered most to Ruth wése right to

participation in her care.

SamBeingSeamrolled

Sam identified as ad 2 @S NB S A Sh¢ fhad bdef\@riveighCfor all her life and was
acutely aware of her body weight in her pregnancy. Sam was told to gain no more than 9kg,
recalling weighffocused advice being the focus of conversations in secondary care. Weight was
discussed at every appointment and Sam almgstred 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:

LQ@S ltglrea oSSy |y 2@SNBSAIKImyiweighti E a2 L
justshu2 F¥3 YR ¢KSy L 320G LNBIAYIyld Ad 61 & I
more than 9kg and went on about it at every visit. They always weigh me, but | never
f221 R2sy |G (GKS ydZYoSNE® . SOOI dzgd onna QY |
aleX az2yS | (laughtefHE Y d 2102REa$ A1Sa G2 aidl yR
skinny people. Everybody has got some kind of complex about the numbers. BMI
R2SayQd YIS O2YL}X SGS asSyasS G2 YSo L 1yz2
I YS o6dzi AdG R2SayQié NBFffe YSIyYy lyedkKAaAy3d
babess o0dzi G(KS& yS@OSNIR2e LGQa Fff o2dzxi GK
first appointment, | had barely taken a seat when they mentioned my weight, saying |

was goingtoneeda-8S Ol A2y ® L gla GFf1SR Fix GKSe@
Ay@2t @SR +dG Ffftd aé LI NIYSN gl a GKSNB (2
a0SHEYNREESRD ! FOSNI GKIG ¢S RSOARSR ¢S | NJ
OKIFANI dzy GAf LQY wmnum: alGAAFASR L dzy RSNEG |
midwife, in contrast, was amazing. She gave me the weight chart early on and she said,
GLQY 3F2Ay3 G2 YI1S &HNB ¢2dz2NHB ARG HSthe? | XB | &
aoltSa Itf (GKS GAYSéd ¢KS (GKAYy3I Aaz LQY (
GAGK Y& ¢gSAIAKG 0SOFdzaS LQY GKS 2yS gKz2 O2
K2 L Y L g2dd R KIF@S OKFIYy3aSR Al & Y2460
about being big.

C2NJ {FYS GKAA o6F& Fy FLLRAYGYSYy(d Fo2dzi KSNJI I
for her caregivers, it was primarily about her weight and the need for her to have a Caesarean
section. These two factors seemed to putherS& A SNE WAY OKIFINHSQ 27F ¢
and her babies. Sam felt talked at and had a sense she was no longer in control of what
KFEILIISYSR (2 KSNIIFYR KSNIolFoASad {IYQa y2aGA0A
anxiously and compulsively vghing her body. Revealing her fleeting fmecupation with
gSAIAKG SIENIe& Ay LINB3IylFyoOe akKS arARI GLQR K2
gSAIKE LQR Lizi 2yé¢ o

Sam and her partner were treated as though they were not involved in the decisidres of
pregnancy. It appeared to Sam that secondary care vdassd 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 ymegnancy BMI, theisk of diabetes for the
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babies, and medical concern for her bodily recovery. Sam understood the advice, even
ARSYGATEAY T gAGK (0 R%et WadN®mdd sBnse tiaff forhed, Sidhie\ing 3 K
health was much broader than medicalisedp®ducedconcepts of risk. For Sam, it seemed

that the BMHocused 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 secondaryFoare.

her, selfefficagy was easier to achieve in midwifery care as opposed to secondary care.
Revealing the inteprofessional dissonance, she compared midwyifsre with obstetric care.

Sam felt her midwife understood the consequences of -RiMlsed messaging on women,
whichSy K yOSR {IYQa (GNHzaGAY3 O2yySOGA2yabBAlK ¢
OAIIASNI{fHVMaESYaSR KSNJ YARGATFS ARSYEMERGR oA
{KS RSAONAOGSR KSNJ YARGATSQA y20A04dgdeeptrf WwWa?z2
advocacy experience for Sam. There was a connecting with her midwife upon the realisation

that her midwifeconnected with her on different aspects. Whereas Sam was connected to
doctors throughmumbers, her relationship with her midwife was offfelient aspects: aspects

unrelated to just numbers.

{FrYQa SELISNASYyOSs G FANRGSE o6& 2F 61 OSNAyYy3
YFGSNYyAGeQa LI dKz2f23AaAy3d 20aSaarzy gAGK ¢S
confusing and anxiety pwoking. Disappointment and irritation manifested and showed
themselves in resistant moments as Sam became increasingly disconnected from her
O NBIADSNABDT QI FNREKKANI R200G2NAS AazfldAy3a KS
her. This shubff, and maybe even a splitting from her doctors, may be interpreted as a deep

rejection of the dominance of weigHibcused practices and dimensions of medicine.

Yet later, her experience changed to one of detachment as she came to disregard weight
monitoringbecause 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
NE2SOGSR GKS YSRAOFE y22GA2y (GKIF G KSoddso2 Ré ¢ |
$gSAIKG aAK26SR GKFG {FY Gdz2NYSR | gl& FNBY YSR.
large maternal bodiedNot feeling respected or involved in decisions about her babies triggered
resistance for Sam. This experience had meaning for heedatper level. For Sam, meanings
cameto-be in various ways, in those-between spaces, where she found herself in relations
GAGK KSNJ OF NEBIAGSNE® al GSNYyAdeQa R2YANS: yia gt

she came to see her interactions as)caring she distanced herself from her doctors.

115



The following posteflexion journal entry after my interview with Sam reveals more of
62YSYyQa RAAO02yYySOGA2Y FTNRBY ydzYoSNEX dzy 02 S NA
associated surveillance tdctOa > RSaA3IySR (2 NB2NARASyd FrHd o

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
shesaidh KS gl a a2 LI SFaSR L KIRyQd ai{SR KSN
to a different tone, as though she was performing, and her voice was a@ropS O dza S
LQY | ,shédsdidgaA NIyi2 6 oKIF G GKS -BYS TI1ISE I NBA A2 Al
She erupted into laughter, inviting me to join her. She seemed to wear her voice as a
costume, perhaps in attempt to help nteher audience on this occasi@maccept the

reality of her mesage. Even though she was laughing, | detected a sadness in her voice;

Al gl a GKS alyYS alRySaa LQOS KSEFENR Ay 2
shrouded in shame because being weighed is really a nightmarish situation for women.

| became aware that woen wear masks of comedy in maternity, using humour as a

form of cognitive reappraisal. Comedy was present in so many stories, especially
narratives depicting uncomfortable, alien, environments whiphsh feminine

knowledge with the social and moral disgees on fatness anpull women toward
YSRAOAYSQa LI GK2f23AaAy3 RAAO2dINES& D 9 E LIS

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

The phenomena continue to reveal its complgxit my postreflexive journaling during the
A GKSNAY3I yR Fylfteaayd 2F 62YSyQa SELISNASYyO

Following this rupture in the harmony between Sam and her doctors, her perception altered,

and she realised that she had to take control. In theskdatween spaes and moments, Sam
experienced a reclaiming of control and enhanced sense of self; a recoveringluflsflaind

trusting in her body was unspoken. This restored way of seeing the world gave Sam an
enhanced sense of wellbeing as she reclaimed contre ber body and sought an active role

Ay OFNRARYy3 F2NI KSNI olFoASad {lYQa NBflIGA2YyAKAL
sharing her experience with him; involving him as advocate in an environment where she had

to negotiate relationships and otaim control. Sharing meant that she received confirmation

from her partner and when the concerns of their experience were confirmed, she felt
AGNBY3IGKSYSRd b2 t2y3SNI yEA2dzaT { I YQ& Y22R

surrendered to the irrestible 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.{ I YQ& S ELISNA Sy OéctioNRithfaSsonbgdagher lwyio did yhdt 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 ksher doctor. Réiving 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 e&pee, | was not leaving that

bed until | got it. My partner was worried | would havetée-a-téte with her
[sonographerp dzii L ¢l Ay Qi K2LIWAYy3I 2FF GKIG 6SR d
2 dzyRSNEGFYR® LQY GKS Y2iKSN®

The sonographer, for see 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
0KS 06SR dzyiAf &aKS KFIR GKS AYF2NNIGA2Y® { | YQ:
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
0KS fAGAY3I LINBaSyid Fa al aQ8d¢rS20mpNBW;rdaght A £ £ Ay
having the courage to confront others in uncomfortable situations. Responding to relational
turbulence, Sam navigated the power differential in these relationships by accessimisel!f

and selfefficacy. Maintaining power as 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 he pregnancy.

{lrYyQa adG2NARSa O2ff SOGA@GSte LINBaSyld Iy AyidSNES
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 wilippen. In an age of informed choice and

consent, it appears that when there are complications of pregnactogice and consent may

y2i NBIFIRAfE fAGPS GAGK GKS g2YLyd ¢KAAX GKSy3
f SFGAYy3a GKS DOKH A NEE36E RS idforhaBdn @hd understanéer

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 supppassistingSam to regain control of her appointments,
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easing her sense of distresahmed (2008)examined the concept of beingrientated,
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 thigay 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 whee 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)

{1 YQada SELSNASYOS 41+a Y2NB (KIly | FSStAay3 27
{FrYQa dzaS 2F YWHBEMLKE2 MNH S | &rdd@ K ISR ¢revealédRadéep SSt Ay
disease associated with secondary care which gave a sense of her feeling simultaneously
flattened andyanked in a different direction. It was only through the constricted spatiality of

the clinc that she came to see her lived body as a deviant biddyever her inner knowing
NEYAYRSR KSNJ 2F (KS o0Stdzie 2F KSNJ 62R&T (KASZ
GF1Sy Ay Yé LINB3Iylryode |yR LQR f Mmingothar&mw S LIK 2
0Sl dzii A Fdzf LINSanyhad/aGiongGenge obsslEwhich enabled heregotiate

the power differential in the relationships she encountered.

Becoming aware of the power relationshihsipton, 2012)n secondary care, Sam feltahno

one was listening to her embodied knowing. It seemed to her that her unique understandings
2F KSNJ02R& 6SNBE YySAGKSNI I OOSLIISR y2NJ g f dzSR
listen created tension in the relationshiam could not embracauthoritative, 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 bodyhe did not dey her knowing as it relates to her body

but used her inner knowing as a basis for learning and deeisaing. Sam trusted her
intuition regarding her cognitive and bodily abilities to nurture her babies; she had an
undeniable attachment to her babieSan was orientated towards a shared sense of power,
an equal relationality. She was serious about being treated as a moral ddgraktories
uncovered the significance of her lived body being concretely grounded and present for her.
The objects seemingly ahored her, as though provoking her need to find meaning and re
connect with herself. Her analytical nature wassaource that she used as a way to stop the

steamroller tactics; helping her make meaning of the challenging experiences.
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{FYQa I O ateyidv the pafticizdrs of finding oneself in distress become nuhnce

and shifts. Beinin-disS+ 38 Ay 2yS Y2YSyid o6l a RAFTFSNBy
experiences were marked by difference and ruptures. For Sam, it would seem that the BMI
focused @proach in maternity was harmful and unproductive. The BMI narrative in maternity

KFa + KA3IK @I fdzSa 02YLRYySyd FyR KSNI R2002
preunderstandings of a healthy pregnankyiportantly, ker story shows how acts of reclaiming

saw Sam ranark the boundary for equitable relationships; helping her regain a sense of

authority over her body.

Christina: Maternityare ¢ Qure orDis-ease?

The strategy of blended integratidibeder, 2004, 2016% implicit inthis nextstory. Initially
Christinaresisted weighff 2 Odza SR I ROAOS FyR TSt i WYiha#efRQ 065
she described aurposiveletting-go of some of her traditional eating patterns to adapt to
western eating as she found herself realising thatingsweight would mean a healthier
pregnancyChristina adopted a strategy of reclamation when her spatiality became constricted

in the alienating context of secondary caiuminating how she reharmonisel her world

through positively affirming and theby reclaiming aspects of dietary advice that might

otherwise seem alien to her.

t NBIylyd SYo2RAYSy(d KSAIKGSYSR /-&bdhabouk yI Qa
bodyweight and appearance. Before pregnancy, Christina was unconcerned about her bodily
appearance. In her former, wgravid, body she identified as healthy, but in pregnancy she
A0NHZAIE SR gAGK GKS O2y Ff AOUMyEBKAR AR 2YARD 2ND
RAFOSGAOQd® / KNAAGAY Ll &2 dMvEnveighiPas st/ d&nipiaditd y R G |
unravel her newdverweightdentity:
L RARYy QG SELISOG GKFEG L Attt 3ISG RAI6SGSa
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 ducose is standard and can go up to 11 and they think this level is not harmful.
.dzi KSNB Yeée fS@gSta OFyQi SEOSSR cod1 | yR
dzy O2YF2NIi I 6f S Foz2dzi GF1Ay3d YSRAOAYS® L 5
function | kept asking for reassurance, but the doctor told me medicine is safe, so |
KIS G2 tAaGSy (G2 KAY® L R2yQd GSff KAY
professional. This is my first baby and | have no experience, so | will take professional
adviS® aeé Tl YAf & adviteds theg thifik2hat | vididé&Bkerscare of. But
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LQY &dzNIINRA &SR L adAatt f221 GKAyd L FSSf
Y& &aAl S Aa y2i 3F22Rd L R2y Qi GBWSW2 i dRl (=

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 persiste@Ciwigima
began using Metformin in the last trimester of her pregnancy. Reflecting onedis¢éern
approach to medicine, she explained how pregnant women are discouraged from taking
medication whilst pregnant. Christina transitioned between two belief esypst and held
several viewpoints simultaneously, though the different approaches brought about an uneasy
dilemma./ K NR& & (i AsgekityavaskiiB/énlbly motivational factors such as dealing with fear
and uncertainty, understanding the nature of the conditi@and the approach to diagnosis and
treatment of diabetes. Furthermore, her strong motivation to protect her balbigs
manifesting. Shehared how cultural connections were significant in her life and helped her
navigate the challenges of receiving careaimwestern healthcare system. Her meaningful
connections with her family had a powerful impact on how she viewed herself and helped

Christina engender trust iwestern advice, thus easing her anxiety.

Adhering to traditional values, Christinatrusted fef YA f @ Qa8 NBO2YYSYyRI (iA2Yy
listen to the advice from her caregiveta.this situation, écidingnot to tell her doctor about

the differences she noticed betwedbhina and New Zealanteingcooperative rather than
confrontational KSt R YSIyAy3 FT2NJ KSN» LYyaagSIFIR 2F dzy 02
FTANIKSNE / KNRAGAYEFQa LINKA2NRGEe gl a (2 LINBaSN
placed her trust in professional advice, but perhaps she felt olelig# follow the advice
becausehiswas 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, embodiedwledge paled in comparison to that of her

doctor: she had to listen to him.

Feelingsofdi§+ &S +FyR FyYEASG®@ YIyATSaGdSR 3IFLAYy 6KSy
overeat during pregnancy because she was concerned about her increasing weight. As
Christina did not look8iverweighQ she was initially reluctant to accept that her weight was
problematic, resisting the messages abdierweighQ She intuitively felt her body weight

gla yYy2NXIf dzyaAt &akKS Sy 02 dzy i &BNBVRen ChristidaNgsh G & Q &
advised to not overeat, she experienced a critical, unanticipated moment. Her experience of

body image and wellbeing was renderediunx as she shifted from a familiar to an unfamiliar

embodiment. A feeling of surprise and unexpatitess 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 wadverweighQand unhealthy. In the philosophical
literature, Dastur (2000Buggested that surprise happens when the event that occurs is an
GAYLIRaaAof S 3LFprisdwns aSenseakinibpromegs for Christina. How she felt

in her pregnant bodghiftedg KSy / KNAaAGAYl Qa NBfFGA2YyaKAL] A

of riskand uncertainty.

Yet later, she spoke of how distress turned to delight when she lost weight. Enthusiastic,
Y2UAQOFGSRE YR 2LIAYAAGAO0 AyiSyairdAasSa o¢SNB
embodied, and were livedvhich, in turn, evoked motivéion for changeChristina internalised
the messages regarding her weight. Sharing her experience with calorie restriction, she said:
LOZS YIRS a2YS o0A3 OKlIy3aSad LQBS o0SSy 2y
every day and | lost at lea®kg. At first, | feel a bit tied because of the regulations 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
ishealthyng 06SOFdzaS ¢S Std GKS alryYS (GKAy3ad | S¢
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,
changingthe moment and shedding a different light on the familiar. Thus, elements of
NBOf I YIF{iA2y IyR SaoOl LIS | \Niere BeKspaliglity Hag beénK NK a {
constricted in the secondary care clinic, her story tells of her doing what is possible to re

harmonise her world.

We are reminded thatve always inhabit the world with others anas suchspace i shared
construction, deeply influenced by those around(ueder, 2004p / KNA &G Ayl Qa &G 201
her dietitian, a sympathetic otherassisted with the process of reclamation. An experience of
Yi23aSGKSNYSaaQ 6Fa LINRPRAZOSR GKNRAZAK / KNRAAGAY

expanded her lived space, enabling her to reclaim the present as a scene for datiimg.

The net two stories show how Julie and Jennifer adopted strategies of reclamation. Their
reclamation strategies took different responses when navigating experiencesedfcal
paternalismin secondary care to claim control and give meaning and richness to their
experience. These stories show how reclaiming embodied wholefiesder, 2004)was

challenging in the face of the disciplinary gaze.

121



Julie KnowingHer 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 chall@ngirig i Q &
been five years since | was last pregnant and now my body haddarreeverything.

| was huge before | got pregnant. My BMI was almost 50. My specialists are concerned

L oAff Lilzi YeaStT G NRal AT lerisRyifokyfe. G2 2
They know the stats, but | knowmy body... {1 Y26 Y& o062Ré& o6Sadao L

Fa (K2dAK (KSe R2yQi® L g2ddA R {y26 AT a2y
O2y @SNEF A2y ® LQY 3ISGGAYDSNBOI LE QRA LTARNDE

damaging to focus on BMI because physiologically our bodies are designed to change.

52y Qi FT20dz&a 2y ydzYoSNES T20dz 2y -ange G KAY.
third-G A YS YdzyaT GKSe Fff GKAY] ydZYoSNE R2yQi

Doubt enveloped Julie as she prepared for the birth of her baby. Seshy) R2 O 2 NB Q RA

for her embodied knowingK SNJ Ay AiGAl £ SELISNASYyOS s1+a 2yS
former confidence in her body was displaced as doubt manifesti#ltl imtrusive intensities,
modifyingher experience and provoking detachment from her caregivkge 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 noatiy.

Trusting her body, Julie, at first, relied on daepted 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 toverlooked and lacked authority

in the conversations with her caregivers. In this maternity context, Julie sensed that medical
knowledge assumed priority and, for heeing in secondary care disrupted her autonomy and
experience of embodiment. Concurrin@gernstein (2011) described bodily doubt as a
disruptiveforce whichcanchallengeour takenfor grantedassumptionsabout the world and,

as such, expose feelings of reality which are vulnerability, existential uncertainty, and
dependencyon others. Theseinsightsresonatewith Carel(2013)who alludedto bodily doubt
ascdradicallymodifyingour experiencein three ways:lossof continuity, lossof transparency,
andlossof faithin2 y $@&R(p. £78) ForCarel bodilydoubt constitutesa disruptive internal

forcewhichdynamicallyaltersour veerof normality.

(p))

Wdzft AS FStd GKFd KSNI R2002NBRQ AyiluSyidazya ¢
prompted Julie to take steps to reduce her vulnerability adrdw from her embodied
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knowledye to engage in a process oflearning. She shared her account about trusting her
02Re@3 aleAyaAI LA YyRY2FEYd 2RBIBESiRyihe feelingsiMiBrdza K
body, she became aware that her body would intuitively remember what it itadt tb be
pregnant and birth9 Y6 2 RASR (y2¢f SRIS Aa RSNAOSR FNRY |
and its natural processe@rowner & Press, 1996The notion of embodied knowledge is

derived from MerleatPonty (1962F ¢ K2 NBFTSNNBER (NBRL (2 7 aF Y AW Ay
Thus, embodied knowledge is a type of knowledge where the body knows how to act; the
1y2e6ft SRIS aSSya (2 0SS AYLNMNYNEIRS R yg 2255583 0@2R
with their embodied ways of knowing ca@ A Y LI A OA (i the (ov@rdlidnéeSoyf 3 S
technology and hypervaluation of scientific ways of knowing that they believe characterise
Y2NB YSRAOIE | LILINR2SDK §a1 BS SOSARE RIKA Nili RMdzE A S Q&
judgements about her bodily experiences seslyuShe felt that her doctors prioritised

scientific, statistical knowledge as the only legitimate form of knowlhgvas as though

medicine would only allow her body to birth normally if the science supportétlimbers had

dominance in her conversatits and for Julie, such languaggiscordant conversations lacked
relevance and meaningulie found medical language disempowering and spoke of her distress

at hearing about numbersWdzt A SQa I O002dzy i dzy O2@3SNR K25 Yl i
pregnancy isll-LJX  OSR® 5SaONAoAYy3I (GKS .aL (22t I a dz
02RASa INB RSaA3daySR G2 OKIy3aAS¢od

A mood of insignificance manifestedlK Sy Wdzf A SQa R2O00G2NA aSSYAyYy:
important to her. In the followingnarrative, Julie spoke again of the conflicting clinical
perspectives held by her specialist team. Her story shows the opposing views to management

of weightrelated risk:

¢KS R2O0G2NE FINB (1SSLAyYy3a 2y (2L 2F Y& B SA:
on them to decide whether ag&ction is necessary, and my weight is a factor in their

RSOAaA2Y YIF1Ay3 ad& o0SAy3d 2SN mun 1Af23
0K2dAK® hyS 2F GKSY alARX afSiQa 2idzail K2f
GoAGK @2dz2NJ 6SAIKGT @Sax AdQa 3I2Ay3a (G2 oS
But the doctor who is reluctant to book meforaS Ol A2y Aa GKS &l YS |

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

Julie surrendered control to her doctors and describelétting go of responsibility for her

body. O one hand, she wanted to hand over control to her doctor for monitoring her weight

on the otherhand she did not want to relinquish decisionaking alout her birth. Through

GKS 00 2F KFYyRAYy3I 20SNJ KSNJ 02Re& (G2 KSNJ R2Oi
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apart from the world, from her caregivers. The body is no longer the téegranted seat of

our powers but a distrusted othdteder, 208). Julie felt intense pressure to accept ttype

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 @vitability about relinquishing control in secondary care as Julie
considered holding her own risk would orgd to her already sizeable responsibility for her
body.

Following tle interaction with her doctors trust was severed, and a deeper sense of §ein
RAA02yYySOGSR YIYyAFSaiSR® Wdz AS ONRGAOKEtE S
section was safer. In doing so, she questioned the capabilities of her doctor, as it was the same
R2OG2N) gK2 O2dzA R y20 FTAYR KSNI SOQa0 e@ARAS oKSS | INKIAGES
not a reliable knowledge source and she concluded that the doctor did not have enough
integrity to decide about her pregnandylere, her distrust of this doctor evoked a competitive
orientation as she considered the prioritie$ scientific versus embodied knowing/dzf A S Q &
O2YYSyild Fo62dzi Wiy2e6Ay3a KSNI o62Re o06SaidiQ Aa |y
from negative judgement she positively affirmed and thereby reclaimed autonomy, through

her reliance on her embodied wsyof knowing.Shared decisiomaking engenders some
responsibility for those decisions made and this is particularly important when a pregnancy is

I f NEF Re& O2YLX AOFGSR o6& | OKFffSyaAay3a KAAG2NE
appeared hat she felt challenged by her lack of involvement in medical discusditers.

doctors took over decisiemaking, being directive rather than offering choice, essentially
limiting her reproductive autonomy in undesirable wagétempting to negotiate incrased

control, in a medicalised and fetocentric context, provoked feelings of discomfort and

disillusionment for Julie.

wdzt A SQ& SELISNA Sy doBused kavergaionsNiBHChdzNobiletyicIspebidilists]

O2y @SNEFGA2ya GKIFIG AYyONBlFaSR K SAdgndayf WatnsdE G | Y R
labelledhigh-riskare more likely to experience negativeelings related to childbirtl{Berg,

Lundgren, & Lindmark, 20Q33lthoughthese pregnantwomen require specialistare, they

need toparticipate in the car@rocesgBerg, 2005)Kukla et al. (2009rgued the importance

of giving women access to birthisat are both safe and expressive of their autonordwlieQ &

maternal embodied experiences supported her to challengeaththoritative knowledge of

her doctors (Browner & Press, 1996)ising strategies in which se2 dzZ3Ki 2 0 KSNJ 4 2
experiences whicenabledheto SESNIi F 3Sy 0é Ay KSNJ OANIKAYy3 R

embodied knowledge in social networks enabled her to access to legitimate alternative forms
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of knowledge(Cheyney, 2008)n doing so, rdnumanising the lifeworldhrough a strategy of

reclamation(Leder, 2016)

Jennifer: Thickeniniger in

Jennifef story is of bodily uncertaintywhen shewastransferredto secondarycare.Feelings
of doubt took on a particularinflectionwhen Jennifercameto realisethat shewasnot having
aWy 2 Ngregriary:

LQ@S |tglea o06SSy o0AITISNI 0 dziht duinithing ias YS L C
ticking along quite nicely; thought | was having a normal pregnancy. | knew that | was
f221Ay3 FFUSNI YeasStT (2 oSySTAlG Yé oloeod

as healthy as | should be. My midwife told me she had nee&lmit to transfer me to

dSO02yRINE OFNB® {2 y2g3s 06SOFdzaS LQY | 0OA
20KSNJ LIS2LX S +a ¢Sttt LGIQa dzalaSdday3a G2
LINBAylFyOASa Fd I &AYAf I N ¢S Nebke lefoaofeNS S O

LG FSSta tA1S GKSe& IINB Ay@FIRAYy3I 2y Yeé &Ll
Yé 20KSNJ LINBIYlIyOASaK LQY 3TFdzSaary3da K GQa
being set apart from other womennormal women having nornigregnancies. My
YARGATS (2fR YS AlQa yz2ad F yAO0S LIX I OSo {
GKAYy3Ia L R2y QG gl yild (G2 KSFENE aiKSe YAIKIDG
so workedup and frightened before the appointment. It wdeligoing 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
YS LQ@S 0SSy aArfte FyR inigdelll steadiedrgsddf, Ry Q i
anticipating a stern tellingpff in the corner. | wondered if the staff knew why | was
0KSNB® LQY &adz2NB (GKS&@ RARYyQilz odzi L KIR
overweight women. Did they just see me as an overwgigigon? Would they only see
me as | am now, the weight beingolemish on my characteBut it was nothing like |
SELISOGSR® wSIHtte Al 61FayQiH ¢KS R200G2N Y
big body. | told him my goal weight and he thought | Wwaig very reasonable. When
I heard my BMI being compared to an average person, | knew | had to do something. |
1ySs L OFyQit 18SSLI R2Ay3 GKA& (2 YeasStTo {
L S@Sy tSG AG 3ISE A1 SONEKMEKE bWS LAOYA IK {
2y &4 YdzOK & L (K2dzAKG AG 62dZ RH LQY 3t
WSYYATSND& . a lkg/ndat&er fifs? aniBnatal lgpgintnrent. It was through the

experience of being pregnant that she came to ismathe meaning of a high BMI and the
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implications of this measurement for her health. Jennifer described her experieried tfe

goingson¢ and the increased surveillance throughout antenatal care because she started this
pregnancy a little heavier. yJey A T SND& SELISNASYyOS 2F tAQBSR aLl
being a little moré@verweightthan her previous pregnancieSchumacher (2010joted we

are not usually conscious tiwed space; however, it is the space that affemtis feelings The

spae 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 protedteel.
celebration and joy of pregnancy she expected was taken away and replaced withrétes bu

of increased contact with multiple caregiveEor Jennifer, being passed on to secondary care

came with an element of sickness and-ease.

The discord in this story points to conflict and resentment at the involvement of multiple
caregivers in hepregnancy, leading to Jennifer feeling overwhelmed by the others involved in
KSNJ OFNBd G GKS 6S3IAYyyAy3d 2F KSNI LINB3Iylyode:
gla t221Ay3 | FiSNI Y &et $iodigh e exprrieycs af didispadedn 6 0 &
maternity, she came to see that she was not a person who was having a healthy pregnancy
a{2 FIFINJ Y& 0lFl0& A& hYZI odzi Al alrifédtalkgdor G L Q°
how her pregnancy was ticking along, making the positivsasexplicit, addingguite 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 givingup of independence. Suddenly her thoughts became tangled, héy bense, 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.

Jennier experienced negative emotions related to her transfer of care and she expressed
feeling separated and alienated from other women, recalling how ndis&ppointmentshe

felt from being pulleeaway from healthy pregnant women of a normal weight. This is
confirmed byl. M. Young (1990Who alluded to the tendency of medical conceptualisation to

treat pregnancy as a disease producing alienation for the pregnant woman. It is possible that
iKS YARSATSQa RSLAOGAZY 27F (KStedddr Nenkf€ LINE &
KSAIKGSYAYd WSYyATSNRA O2yOSNya (KIG as02yRl
Jennifer found the surveillance of her body disturbifipe intimate space of her body was

invaded by unexpected otherputting her in a protective position, asdhgh protecting the

space immediately around would protect her body from hurt. She appeared to initially adopt

a defensive position, wondering ather(ntentions. Jennifer was told to thicken her skirn
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was as though Jennifer felt the world with thskinwhich would not protect her there. She

came to see that a thicker skin or defensive layer would help her withstand the criticism and
Ayadz G6a GKIG g2dd R tA1Ste O@MNSYPA SN yaA YAy G
this shared space alsough it was a way of projecting a particular version of hersal§tronger

and more invulnerable salfi 2 GKS g2NI R® LYy WSYyyAFSNRa I OC
obesity resonated with her. Her body was the object of the critical gaze under whiclie¥enni
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 idgound herself aligning

with the perspectives of her doctor and midwijfieer experience becomingne of positive

interaction.

The poem that follows illuminates how thickening the skin can keep the outside out, capturing

Ye 26y NBFEtSOGA2ya lo2dzi WSYyyAFTFSNRaE SELISNRSyY
Jennifer used the strategies of egpe, then reclamatioflLeder, 2004, 20160 harmonise her

world. In doing sethe complexity associated with elucidating the grey and the showing of the
endlessly deferred possibilities is uncove(®&thgle, 2014, 2018 he goal of posintentional
phenamenological analysis is to elucidate the productions, provocations, and shapes rather
GKFy GNBAY3I (G2 OSYUuUNB YSIyAyad WSYyyAFSNRa af
rather they are continually being shaped. In this wayg ¥e intentional WFA Y RAY 34 Q
phenomenological research are -dentred as multiple, produced, provoked, partial and

SYyRt Saaf &vagkeS2pI8NNBXR £

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

{KS aleaz L ¢gAff KSIFENIGKAy3a L R2y Qi o1l yi
How my skin wraps around me tighter and tighter,

in this notnice place.

¢tKSe 0(KAYl LQY y2i t221Ay3 IFISNIYSO

Breathe
Keep theoutside out

{KS aleasx AGQa y2i LISNaA2YIlf ®

How [ sit there, keeping the outside out.

Miles away | say, this is my goal.

¢tKSe UGUKAY]l LQY o0SAy3a NBlFazylofSo
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Breathe
Let the outside in

{KS R2SayQi (y2¢ K2g AG 3A24G GKAA gl &
How the weight creep is now nobsnuch,

now L Oméking the right decisions.

They are happy. | am happy,

with me.

Let the outside in
wSOSyitezr 62YSyQa SELISNASYyOSa 2F Kz2aLWAGLtAaal
carceral spacef_omax, 2019)In this studybeing underintense scrutinyin secondary care
contexts provoked an experience of feeling like prisoners through gahtithe control in
confinement. { AYAf I NI &8X WSYyAFTSNDa aidiz2NeE akKz2ga 02
secondary care resembled a form of a carceral spaae. Manen (2016)Yescribed the
existential lived space as the spaceexést in, or which encapsatesus, affecting how we feel

and act in the worldln the lived space of secondary care, Jennifer wable to move freely

through space without feeling controlled, observed, and watched.

Ly KAa LIKSy2YSy2f23A0Ft I yIt§ distuptd, andl Fagriedts a A Y
f AGSR GAYS FyR aL)l OS3 I yR Letlof QULE p. RoowiSINBWS y OS2
individuals construct strategies of response. While the lived space in secondary care provoked
0KS ySSR (G2 KARS 2nNdcBaagedwhiS i was/Goshiighlike SHéBxpecthidS & L2
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. Bairtdisease, Jennifer committed to

working with dhers through sharing her goal weight, essentially retaining some freedom and
responsibility that Ledef2016) referred to thedability to respond (p. 9) It was possible that

her response reflected reclamation as she worked with her caregiverspiositive way,
harmonising her world. Jennifer, perhassarted by reclaiming the present, asserting bodily
authority through making a decision to manage her weight. Happy, that in the present she was
RAAO02QSNAY3I GKS 228 2FORBSINMEY B 0 Rehnifieround dz@ KE (0 F
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 get later let the outside in. This story
elucidaes the greyVagle, 2014, 2018)evealing the possibilities of what is happening in the
in-between. It provides a further example of how some women are not passive but active
agentsg retaining freedom to respond creatively in restrictive maternity cayetexts. One of

the possible things that may be happening here, is what L6 R Sa ONA 6 SR | a at
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division and manipulation of space, time and movementates docile bodies of its
inhabitants, minimising their resistance while maximising tiokiii A {145{) B i as though
Jennifer had been conditioned to take on the adyiget, she experienced this as her own

triumph, even glad that she had attained more selistery(Leder, 2016)

From within JulieQ &nd WS vy y Asried\iD @ppearedthat their senseof certainty and
confidencein their bodieswas disruptedin secondarycare contexts. Another dimensionin
theseg 2 Y S sfddiéswasthat they felt their bodiescouldnot do what they were requiredto
do, suchthat a low-intervention pregnang and birth was entirely out with their bodily
competence.| show that ¢ 2 Y S yh@ractions with secondarycare, in many instances,
diminishedbodily certainty. Theseg 2 Y S Yadlis were, at times, exposedand rendered
passiveand compliant as explicitly describedby Jennifer Yet, concurrently,these women

movedto a placeof positiveacceptanceand change.

ChapterSummary

In this chapter, women shared stories of complex experiences often Wiflddambiguity and
paradox Hndings reveal what it is to be in a distressed bddyugh 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 disruptionpving women towards beinm-disease.

In this state, there was a search for legitimacy which impliedeveduation of the relationship
between their identity and sense of self. Being under watchful surveillance appeared to
displace women, pulling thempart from others and selfurthermore, theseaccounts 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 materh f 02 RAS&X yS3IFGAGBSt& AYLI OThug,d 62 Y
the experience of women concerning tRiverweighfimaternal body adl and needingo be
managed can shed new light on takefior-granted aspects of maternity carghis chapter
showed how women, living through disruption anddis-ease, used strategies of escape and
reclamation or a fusion of bottA synthesis of the tentative manifestations is pd®d in the

next chapter.
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CHAPTER NINEYNTHESIS OF THE TENTATIVE MANIFESTATION

Putting phenomenology into play, or interplay, with politically oriented theories and
methodologies(Vagle, 2014, 2018reated an opening for me to think differently about
g2YSyQa adGNXGS3aIASEa 2F NBaLRyaS Ay Ot AyAOrt |
LM., 2dzy 3 Q& OimMKbT R akpypd 02y LINBIAY | y@97HrivodetdR A Y Sy i
salutogenesis- Y R [ @R GiNsIplits ordistressed embodiments | moved through this

inquiry, llater G dzZNJy SR (2 [ SRSNR& O NOSNI f éséafe2 NA & Ay
reclamation and blended integration, to understand what was happening for women who
experienced maternity care and health promotion in bionoadl contexts.The findings

articulate the meaning of being in diverse maternal bodies in complex contexts, in a way that
KIS y20 LINB@A2dzate 0SSy SELX 2NBR® ¢KS RAIf :
AINBeQ 2F (KS 42 Y 3eya@ling thelcanPleitied Bval@edJorSnAtérSitd care
professionalsiY SSGAy3 62YSyQa K2t AadAO0 KSIFfGK ySSRad
that theories from prison phenomenology have come to bear in this study, it illuminates how

some women eperienced aspects of maternity care as something akin to structural oppression

and dehumanising treatment often experienced in the prison lifewoadd points to how

restrictive care contexts provoked and produced a variety of strategies which enabledrwom

to re-harmonise a disordered world.

There are connections between the tentative manifestation chaptsshis study makes
visible the stories and experiences of the women, in all of their diversity. While the chapters
were structured to reflect the tetative manifestations uncovered, the crafted stories often
related to more than one theme. Glimpses of disruption, disconnectimymfort, and
connectedness are evident in each of the tentative manifestation chapters, illuminating how
62YSyQa S bfeaSaddd 8iseds8 were not fixed but continually on the move as they

interacted with others in clinical and social contexts.

The stories uncovered how women accessesburces from multiple levels which anchored
women to familiar meanings and ways béingin-the-world. Salutaryrich contexts and
situations helped women connect intentionally and more meaningfully with self, others, and
things in the worldWhen women experienced empathetic care, they considered this a salutary
factor, orthat it had sdutary benefits. The experience of feeling strengthened was achieved
through meaning connections with others, and from experiencing a deep connection to
cultural understandings and embodied knowled@aus, women experienced a sense of ease

with their decsionrmaking and behaviourd hese womerachieved morecontrol over their
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bodies through seléxpression and selfetermination. It appeared thatfor these women,

their resistance to dominant ideologies wasssiblylinked to a desire tehange the focusro
YFEGSNYyAGeQa NB2SOUGA 2 yowads actdpthideSof diverde bofligse 2  y I N
stories perhaps demonstrate how women were seeking more harmonising experiences and
embodied ways of seeing the world, pointing to the use of reclamationegjies by women.
Personcentred careg KA OK Sy 3F 3SR 4A 0K vaReswifsenalled2 G A2y
women to create health. Further, relational richness with materhigalth professionalsvas

revealed as being a critical enabler of wellbeing in matgreoiintexts demonstrating the
importance of quality of relationships to wellbeinglhe counter narratives produced by

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

alye ¢2YSyQa aG2NRARSA LAY (I6@n)carhdg cBritests\diondénk &3S
came to see their bodies 8INR 6 f SYQ | YR WNA a1 & Qpredcipieddtd t NI -
Aadz2NBSAttHyOS 2F 02RASE | yR 4| Fear®dsQdthdzttad St &
social features and influences on health (including poverty, childhood experiemuk
environments) which present risk factors for ill health. The-figkised approaches and ideals

in secondary care contexts appeared to encouragafarmity to the medicalised care
processesln these contexts, maternalalth promotion was received by women in a climate

ofrisk.! YRSNJ YI GSNyAGeQa ONRGAOLF f -ubthelripaarrafiiesS a S 4 :
surrounding body weight and healtRor women who experienced medicalised care processes

and pathological medical discourses, interactions with caregivers were experieased
detrimental to their autonomy and expression of choice. In these situations, women described
being minimalised in their own carBiseaseand distress manifested for these women and

they used strategies ofscapeto cope with their disordered worlds

Some women fluctuated between having a healthy body experience and a felt sense that they
were transitioning to dBody-at-riskQ These women experienced uncertainty and ambiguity

before finding a deeper experience of bodily agencyidst disruption these women

appeared to reject medicin® view of the body, instead privileging feminine, cultueaid

spiritual ways of beingomen were active at producing a change in disempowering narratives

to regain order and achieve harmony and wellngsese womg Q& & ( 2 NAdactiviel2 A y (i S
resistance to the deficitbocused health promotion model in maternity. Disconnecting from
BMHocused advice, women were reoriented towards a health promoting paradigm and used
reclamation strategies to normalise diversaatarnal bodies andgituations. 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 heir 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 bairand-movingthrough the world was

essential to achieving weking 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 matigr contexts, women sought normalising

care experiences and described the importance of caring interactions which validated their
embodied] y26f SRIS FYyR aKINBR ¢42YSyQa OSfSoNI GA
Women hoped for possibilities for undersi@ing and empathetic care, in which autonomy,
decisionmaking 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 carersday RSNE G YR K2g ¢62YSyQa
LINSEIylFyOe RAFFSNI FNRBY OFNBAXDE NA expiiag BB SA G| Y
understanding offactors which produce and provoke salutary connectednessand its
associatedexperienceof feelingrenewedand empowered for women, which go far beyond

medicaland public health understandingof WK S I hodigs@n@W K S | lifeStldexiiange.
Furthermore,findings call into question the use of pathogenesis to frame maternity services

and challenge the relevance and effectiveness of defidsed health promotion models.

These chapterg6-8) draw attention to the extensive medicalisation and pathologisirfig o
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 grbwpmen

The discussion chaptes KA OK F2ff 2642 aK2g4a etiekdedithrdighLJ 2 NA
postintentional phenomenological approaches has provided rich interpretation with a post
intentional emphasis. Recommendations anglined that consider the implications dfealth

policy andhealth promotionLINI OG A OS 0 | & S Pdiel ¥xpesighde S/ rotifixed Y 0

but as fluid and always in motion.
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CHAPTER THNSCUSSION

This chapter draws together the preceding work of the thesis to formulate a response to the
researchquestion andaims which were outlinedn chapter one. This inportant research
NEZSIFta I ySg dzyRSNARAGFYRAY3I 2F YIFGSNYyIFf KSI €
that is reflective of more inspiring, holistic approaches to health promotion practibe.
discussion is framed around the most prominent threawsrf the findings; in particular, two

contexts are highlighted: health policy and maternal health promotion practice. Each strand is
discussed, revealing how these powerful contexil2 RdzOSR I yR LINR @21 SR F
disruptedexperiences of being labetl asclinicaly¥2 S NBH SAIKGIQ | yRThw206S4a$S
chapter offersrecommendations for policy, advocacy, practice, education, research, and
service provisiomvhich hold promise for shifting the conditiotisat securethe current model

of service provision in place. Finally, a summary of the thesis contribution to knowledge is

provided.

TheResearchProblem thisSudy Answered

In this studyof 4 2 Y Sy Q & al WddyieSpedenceshe primary postintentional research

question was:What are the experiencs of ethnically diversamaternalwomen labelled as

Y2 @S NBaSd\ubéSi Qe secondary research questions focused on how the various
contextual aspects of he study such as political, cultural and care contexts; gender; and
62YSYyQa AYRAODARdZ € a2 OA |t produbeatrbnd guihdoKedEthe | Yy R L.
phenomenon These subsidiary questions became the lens through which the wieta

considered enablig a much deeper exploration of the appropriateness of service provision

and maternal health promotion.

At the beginning of this study, my preunderstandings were groundednéadicalised
understandings of health, which influenced my early methodological decigamgning point

came when | embraced a more intentional move towards fotgntional phenomenology.

+ | 3 {(281@,2018) post-intentional phenomenologicatheory influenced meo go beyond

individual lived experiensaand 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 politigaublic health context, were integral to this lived
experiences study.

22YSyQa YyINNIGAPSa KSEtLISR YS Y2NB RSSLX & dzyR
topublicK S| f 6 K YSaal3aAay3d FyR GKS NBadzZ GAy3a AYLI O
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lifestyles. A discussed in the tentative manifestations chapters, preliminary analysis revealed
that multiple world views existed; yet single dominant western worldview prevails in
maternity. Thus, this study became less about the messaging and more orf ywaoa
expeaiences of the packaging of messages in the maternity care congexd the meaning for
women in the context of their social and cultural livE€sven my decision to delve deeper into
exploring the phenomenon from a social contexts perspectitreen hado move further away

from biomedical framings of the research questions to explore salutary influences onthealth
shifting from deficitsfocused thinking to strengthlsasedconcepts | recognised this as a more
powerful guide to research because it was ¥ SR o6& 62YSyQa Ay Tt dsSy
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 laéh promotion. | was concerned about the tensions created

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

llluminating theAndingsWithin 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, navigatingghteelated
conversations and maternal anxieties, and negative impacts on mental wellbeing. Much of the
research highlighted in the literature reviesh@ptertwo), relates to medical problematising

of large maternal bodies and points to how women ferprepared forweightbeing framed

as a pregnancy health iss(Rarker, 201 L &AAy3If S 2dzi t I NJ SNR& OHnN

Participants speculated whethethe processes of medicalisation to which their
pregnancies were subjected was based more on generafisadical anxiety about
fatness than an accurate assessment of their individual risk and as such, wondered
whether medical management caused more harm than g@®@drker,2017, p. 28)
Similari 2t I NJ SNDAY FTRYRAMNRA SY (i aidzRe ¢ doeuBedQa & :
conversations lacked meaning and relevance for them. This finding is consistent with that of
Jones and Jomeen (201Who found that many women witlarger maternal bodieappeared
to be dissatigied with weight management approached.hese authors reported a lack of
transparerty concerningveightandthat womenwere acutely aware of the problematisation

of their pregnant bodiedeaving 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, includingarvie (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 governmeuingeicdn

healthy eating in pregnancy. Women were cognisant of the challenges surrounding weight

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

Findingsin the present studwre not consistent with those dfavener and Smith (2016)r J.

Spencer and Mcintosh (201@ho contended that women are receptive to lifestyle change
interventions and that increased nutritional knowledge acquired during pregnhancy enabled
women to change behaviouiThe current findings show hat while some women made a

lifestyle changewhere experiences of empathetic care and togetherness with others was
evident, it was clear thatehaviour changgasnot always a valid goaDf more significance is

the fact that paternalistic approachesttN®® Y2 G Ay 3 WKSIf K8 Q ¢SAIKI
impacts for womenAn issue that was not addressed in these studies was the influence of
contexts (i.e., historical, childhood, social, cultural). Employing aiptesitional study design

offered a broade scope hanother studies, given its specific focus on uncovering how contexts

LINE RdzOS |yR LINRB@Z21S 62YSyQa SELSNASYyOSaod ¢KS
present study enabled a deeper uncovering of cultural contextual influences.

While past studies have examined the challenges related to behaviour change, none, to my
1y26t SRIST KI @S O2yaARSNBR 62YSyQa-crétthgJSNA Sy
factors. The literature makes little to no reference to salutogenesis as a source oaiiospi

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
as8sSi1a G2 ftAy]l G2 | LIk GK23ASYyAO T anmgdrEdolems a S| NX
bodies rarely explores this issue through a salutary I8 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 weighsfor women of all culturesnldoing so, maternity practice represeiaternalistic

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 applicain 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
envisoned. In summary, these research findings support some of what has already been

published while extending the discussion towards producing policy changeiit pealth. It
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is timely to critique the political drivers oluplic health policy and educati@i approaches to

promoting maternal health.

The findings of this study clearly show that mamymen did not eperience weighfocused

messaging as meaningfabr tailored to their unique social, cultural, and even medical
contexts. Acasky LR AYUGSZS 62YSyQa | O02dzyida NBGSHE SR
aspirationswere unmet in maternity care contexts. This finding resonates with other studies

that show, in biomedical care contexts, the focus is on fetal wellbeing rather thetistic

focus on health(Furber et al., 2013; Nyman et al., 2010) the present study, maternity

adopted a paternalistic, ethraentric, and fetocentric focus and pushed mainstream
narratives about the harms of high BMI. Women with high weight weseavS R I & WKA 3K
and experienced significant bodily, emotional, social, and cultural disruptions as a result of

health policy gestationaweightgainguidance and maternity care practice.

Inthe biomedical model, the majority of women in this studg dbt experience personalised,

holistic, caring relationships in which they were seen as partners in care. Care was often
exclusively focused on clinical featuneamely their weight, ther than social understandings

and social concepts of risk. Negatisecial ideals and ridlocused narratives in maternity
produced negative experienceand a mood of beingn-flux was evident for women in this
alidzRed ! yRSNI YFOSNyAiGeQa o1 GOKTFdZ 3ILT ST az2y
bodies to internalisingrad perpetuating biomedical narratives. This finding is consistent with

t I NJ (BNg3tudy which challenged the accepted logic thakcess weight is harmful, and

that they will respond unproblematically to weight related advice and interventions by

adopi Ay3d (GKS NBOZ2YYSYR@PHIR2980$ K OA2dzNJ OKL y3Sa¢

In antenatalcontexts, women saw their bodies $gsoblem(bodies. Being marginalised in care
interactions provoked experiencesofds 8 S I YR RA&AGNBaad 22YSyQa ¢
behaviours highlight a disconnection from their own understandings of body, alienating them
from their feminine and cultural fowledges 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 bod#s as
riskQEven though wmen experienced maternity care as tumultuoparticularly in secondary
care contextssome women disagreed with how maternity concerns were prioritised and were
active in producing a change to regain order and harmony. These women appeared to
disconnectfrom weightfocused messaging to return to more familiar cultural and familial
narratives. Rather than takiagp the biomedical understandings of health, they privégg

salutary understandings in which they-cennected with their emotional and embodied
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eELISNA Sy OSad ¢KSasS 62YSyQa yINNF}GAODBSE RNI ¢
experiences and wellbeing. Reliance on embodied, feminine, cyl@amdl spiritual ways of
being, helped women find meaning in harmonisiagd normalising social andutural
contexts, or even valuelsased care contexts. Buchcontexts, they experienced factors which
enabled increased health and wellbeing, and aligned with their social and cultural

understandings of health.

Further, women were active in restructurirgpwer dynamics with maternity care professions

to minimise emotional harmThe spiritual realities of women were inextricable from their
physical realitiesTherefore broader narratives were vital to the telling of lived experiences
hence,the importane andvalue of listening to and acknowledging multiple narratives rather
than a single truth. These findingapport the idea that women were active in adjusting and
mobilising their internal resources to find meanjragnd are in agreement with findingsofin

other studies (Jarvie, 2017; Keely et al.,, 201®hich 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 narrativeswaundralised 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 caresdicalised careontexts

in which medicalisedrisk-narratives dominate care experiences. Findings indicate that risk
narratives surrounding body size and health in maternity contextserkate a distrust for
female physiologyMoreoverz FAYRAY3& NI A48 O2YLX SEAGASE

l'

(

2SN GKSANI YIGSNYIE 062RASa YR NARAIKG G2 NBa

W2 gSNBSAITKGEQ |y R therdes Glisichave hegn highightad/in oth€r&tudies
(Dahlen, Jackson, & Stevens, 2011; Dannaway & Dietz, 2014; Mander & MelenderTB609)
picture that emerges from the interpretation of the data is one of women being focused on
holistic health dimensionsvhichseems intrinsic to maternal wellbeing. What is striking, is that
Y I S NY A (iad @rais facasBdSh physical health. It has gone relatively unacknowledged

that this represents a practice concern which creates a tension for women who contest and

counteNJ YI G SNYyAGeQa R2YAyYylLyd F20dza 2y 0A2YSRAOL

findings, | argue thahe fetocentric,individually oriented, decontextualised approaches have
led to contemporary maternal health promotion practices which are patsoncentred or
reflective ofindividual@ situations, social context, and experiences. Findings call into question

the relevance and efficacy of siloed problrased approaches to maternal health promotion
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which the system is funded to delivdf.current practte continues to remain unchallenged,
there will be greater acceptance of these normalised approaches to weight management

during pregnancy.

TheChange that irovoked andProducedThrough thisSudy

Postintentional phenomenological approachdsr midwifery research can provoke and
produce social change, ag|gle (2018)purported, and may even influence health system
change. Thevoices ofwomen presentedin these pages challenge maternity to rethinwh
wellbeing is defined. While wellbeing is not for the system to defimaternity care
professionalshould be facilitating and supporting initiatives that deliver against the indicators

of wellbeing, including identity, purpose, belongirand social conectedness (T. Cassidy,
personal communication, December 12, 2020). Thus, system change is not only about creating
better services, but rather maternity care professionals alsmting dialoguethat influence

new understandings, engaging with maternakalth promotion from peoplefocused

perspectives. Where maternity care recognises mutuatigalth is restored.

My exploration of the topic concludes that system change is needed to promote the
normalisation of diverse maternal bodies so tipgoplecentred outcomes are prioritised in
maternity. There is an urgent need to fundamentally alter the structures and hednsvthat
produce automated, paternalistic, coercive, and (un)caring ways of being towards women.
Approaches which ardlB ¥ £ S Ol A @ Situdidns, valies Sayidworidviews and system
changeareneeded to reorient pblichealth and health promotion tprovide more integrated

responses to ethnically diverse women.

This studyprovokes a rethink in how science and risk is communicated in pregnancy. The
current focus is on communicating the harms and consequenc&besityrather than the
social factors lading to\BbesityQWhile 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 destabilisitural
understandings of health and the body through its individualised blaming processesgs

show thatsomewomencontestedthese contemporary approaches at the interface of science

and policy, and case for the re@nvisioning of maternal hedltpromotion is warranted.

Findings can be put into a broader picture of something meaningful to midwifery. Practice
shifts are urgently needed teealign care to focus on indigenous perspectives, models, and
actions to promote healthA feminist model ofmaternal 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 f@menin large maternal bodiesross

cultures.In midwifery research, there is strongneed for postintentional approaches which
O2y&aARSNI £ NBSNJ Odzf GdzNI f FyR KAAG2NROLFE O2y
SELISNASYyOSad LG A& Yé K2LS GKIFIG sg2YSyes yl NN

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

TheProblems withHealth Policy

Neoliberal obesity prevention policies are directly contributinghie overreliance of weight

focused approaches in pregnan®arker & Pausé, 2018lbjow women experience pregnancy

OFNB A& F NBTFTESOUA2Yy 27F (KSa fvethsf Sr@ldrghdstiieNI £ = K
lifestyleT 2 Odza SR K S(U. Briady & IBatishlell, 22617, p. 63\ rthermore, weight

Yyl 3SYSyd 3IdzARIYyOS AffdzadiNIGSa yS2ft A0SNIt &
their own weight gain at regular periods duringSpB Yy | yMihistéy of Health, 2014, p. 5)n

the present study, women were encouraged to galfnitor, and were subjected to routine

weighing during antenatal care. Ye&ven thoughno hospitallevel policy directive for the

routine weighing of women witla BMI <4&kg/m? existed,medical dominance and neoliberal
approaches prevailed. Findings from this study expose the erroneous emphasis on frequent
weighing as part of hospitdlased antenatal care for all women, regardless of body size. The
tensionsbetw€y 62YSYy YR YIFIGSNYyAdGe OIF NB LINRahdadaAizy
women sought meaningfutonnectionsover technocratic approaches to managing their

bodies. Thus, contemporary health system values are eroding what should be core values of
maternityt wellbeingfocused, individualised, persarentred care and further medicalising
pregnancy care practices. It is important to critically examine the effects of neoliberal policies,

and howcontemporaryhealth promotionmight compromisecare

Neoliberalistpolicy approachesre inextricably linked tanedical paternalisnin maternity

care. According t&andall et al. (2009nedical 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 exerse autonomy over their individual work and collective practice. The concept

of medical dominance in maternity care can be extended further to refleetpractice of

pregnancy weight surveillance, which is an example of routine, unevidenced, and culturally
AVASYAAGADS LIN} OGAOS RSSLXE SYOSRRSR Ay 02y
uncovered their beliefs thaweight surveillance and BMI measurements were not meaningful

components of pregnancy care. Consequently, women were involved in strateggssaye
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and reclamationwith many women intentionally resisting patriarchal ideologies surrounding

medicalised weight management approaches.

Even when women held competing understandings, many seemingly complied with the
weightfocused advice and medicalnderstandings ofbody weight because maternal
responsibilisation was such a powerful force. Similarly, findings from Parket dndiza S Q a
(2018a)study show how women were oppressed by the dominant, medicalised narratives, and
involved in strategies of negotian and resistances. These authors argued it is important to
exploreT I G LINBIYyIl yi LIS2LI SQay

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 oppggssi
meanings and possibilities for fat pregnant embodiment and subjecti{fgrker &

Pausé, 2018a, p. 2)

Medicalised narratives and maternity practices contributed to women having experiences of
de-humanised care which were bereft of recognition and extpfor 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, |
SELX 2NBR (KS YSIyAy3a 2 far mi@odafeRians, HEiNIGA tBey O S &
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 stigmatisitigk SY® C2NJ SEI YLIX S WSy
thickening her skin before care interactions reinforced her experience of being infantilised, as
caregivers adopted moralistic attitudeéo hert provoking her understanding of her body as
deviant and defective. In shiag 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 goverrher own body in a way that resonated with her understandings of pregnancy
health, she was not afforded this freedom. AccordingDie Marneffe (2006)paternalistic

practices infantilise competent individuals, thereby positioning them as lacking compdtence
decide on what health and wellbeing mean to the@ivenhow the deleterious effects of
paternalistic practicesverlook respect foautonomy,Bellefleur and Keeling (2018joposed

it is unjustified to continue using these approaches. Attention shdotdis on reconciling

health mlicywith respect for autonomy.
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Other women, such as Sam, produced alternative, feminine narratives in which they described

their bodies agapable and healthy even though maternity positioned their bodies as high risk.

Sam poke of how her individual preferences to not be weighed were not listened to and
RSAONAOSR (KS Kz2adatsS OFNB 02y lshdstiitptonfatdsyr Q& S E
gender. In an act of counteesistane, Sam shared her story about how photogg might

represent her beautiful pregnant bodshereby reinforcing understandings of pregnancy as

beyond the physical body and broadenitige meaning of pregnancy as a holistic-ktage

(Parker & Pausé, 2018n) { A Y A f | (RO08)studyt whiblisBw@dithat women resisted
medicalisation of preghancy and childbirth, women in the present study contested the
dominant medical narratives. These women resisted the-ogkance on medicalisation by not

standing on the scales and rejecting advice thattidei¥2 S NB SAIKIQ 02RASE 6
la +Fy AffdzZAONr GA2y X Wdz ASQa aid2NE -nairstizes SR (i K
within medicalised secondary care contexts, her embodied knowledge was pushed to the
periphery. Even though shHenew ter body besther control and expertise over her own body

and pregnancy went unacknowledgeagiven the power differentials produced through

neoliberal health policieand biomedical practices.

Medicalisedy I NNJ G A @S& | LIISIFNBR (2 LINR@G21S (Syarzy
causes ofdbesityQ Some women alluded to homedicalisechealth narratives represented a

coverup of the causes ofbesityQ offering counterunderstandings which identified
connectbns between complex contexts aMgbesityQrather than the narrative that individual

choice was drivinggbesityNJ 1 Sa® bAyl FyR wdzZiKQad &adi2NASa L
and environmental contexts as contributing to their eating habits in childh&atlings are
AAIYATFAOLYG Ay OGKIFIG GKS& LRAyG G2 RAFFSNBYyO
narratives. Some firggeneration Pacific women did not view pregnancy and the body through
westernised biomedical ideals. It appeared that maingtmeanaternity 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
G2 3ISYSNItAasS t I O)ifapparsatmif® some PadfiE wahbid) Hisiorod &
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 narrativeand reinforce previous criticisms of the medicalisation of pregnancy
(Parry, 2008)The deficiencies of the biomedical model are explicit in the crafted stories which
AfttdzYAyl GS 62YSyQa SELISNASYyOSa 2F LINBaylyd S

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

significance of the cultural and social meanings.

Maternity care contets 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 amtividualised approaches to

health pose significant challenges for indigenous groups. Of particular coraserthe
detrimental effects of thehighly individuali®d approaches tdealth for a n 2 (Wrbrick,

Dickson, Prince, & Heke, 2018Jarbrick et al. (2016rgued that& hisfaschation with weight

Aad fSOSttSR LINILAOdzZ NI & |d an2NRA Ay bSg %S|
a20AS0Ft 02y OS NIpp. 398398) TdnsideringRigahéd dalénilébasis of the

dominant culture and structures in AotearoaNewZe | Y R Kl a aS@SNBf & AYLN
(Hobbs et al., 2019; Shackleton et al., 20#9% concerning that &alth policy and associated
guidelinesrepresent a culturally biased approach to policy makimgpugh not sufficiently
articulaing ¢ S 1iavorldvievg. dntemporary developments in relation to reversing

Ay Sl dzA ( A SNaitafige Tbuaah 20Mbint to a renewed urgency to design health care
systems which activelacknowledge the ongoing impacts of colonisation adressthe

persistent health inequitiest 2 NJ aand2ghNd effect tote TiritiQ uarantee of tino
rangatiratanga. Thereforemission of specifite Tiriti references irhealth policy andweight

managemat guidance is of concern in the maternity sector.

The preoccupation with pregnancy weight surveillance is a routine and mundane practice
which undermires the health status of ethnically diverse womenhe undue focus on the
weight biomarker in maternitysi perhaps fuelling this interesthe BMI measure of health is
underpinned by avestern value system that does not align with diverse worldviews and can
RAAIFIRGIY(dlF3S AyRAIASyYy2dza 62YSY YR YINBAYLIfAZA
surrounding tle acceptance of the BMI tool seemingly ignores the context by which BMI
reliability and validity is inflateddBMI is empowered as a measurable quantity through the
lens of medicalisation and evidenbased medicing (Gutin, 2018, p. 1and is an increasm

part of the biomedical management of pregnancy. It also represents an example of a measure
of health based on maleentred epidemiologyDaykin & Naidoo, 19957 his clinical measure
represents a toolor assessing pregnancy riskall women yet, as aneasurement of obesity,

BMI offers little clinical benefifPizzorno, 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 weighfocused advice imaternity care.
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Findings from the present study showed women challenged the highly pathogenic focus of

their maternity care provisionMany women described how their subjective experiences of
wellbeing and pregnancy health were minimised, and shared ¢hiaical markers (e.g., BMI

measure) were often privileged. ®hen in the present study experienced an increased level

2F AdzNDBSAtflIyOS a KAIK .alL gla aaz20Al iSR ¢
managed pregnancy. The power afforded the BMturrent health policyB. Evans & Colls,

2009; Gutin, 2018and, more concerningly, maternity care practi¢génox et al., 2018has

been questioned. It idifficult to see how these recommendations are supported by evidence,

how they are helpful, ord g (G KSe& g2dzZ R LI2aAdA@BSte AYLI Ol 64
(Jette & Rail, 2013)indings reveal the differing meanings women attached to the value and
importance of BMI as a measure of heal@onforming with the BMI clinical marker, some

women appeared to apply selfjovernance to weight management. Nina, for example, was
familiar with using the BMI calculator to check her weightS y y A FSNR & aG2NE | f &
0SAy3 FROAASR (2 0SS aGavYFINI |yR Of Sea@mg¥oz Ay N
her as it enabled her to reflect on previous lifestyle decisions. While shéatvalded asHigh

weight, high riskdue to body size Jennifer indicated that she was glad to hear this advice.

Other women, however, described a very different experience and their storiesaled the

more negative aspects of BMbminated pregnancy care. Theg®men seemingly resisted

the marker,withdrawing from routine weighing. They challenged the classtigapower 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 wasdverweighQthough tentatively suggestintpat she still looked healthySimilarly, in

other studies, women distrusted BNMis a tool to support an assessment of hegitwan,

2012y C2NJ Yl yeé 62YSYy Ay (KS LINBaSyid addzRes
disruption in pregnancy, ensuring theéemained in a state of anxiety about the possibility of

their bodies being atisk and sites of concern for their unborn baby.

The use of the BMI measurement aldiadls to acknowledge that health can still be attainable

for women classified as clini€aB W2 @S NB S A Khékiet@l. (200Hragpedadisstifely
toSELR2&S | LI GK2t23A0f LI NIR2E Ay SKAOKIZI AT
always abnormal, covering up that some of these women are actually enjoying a healthy
pregna/ O §£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
YI NBAYLl f AaSR Thee ¥ ayhbaancedodusiad @atkers of iliness in mreancy

such as BMIwhich often leads to culturally stigmatising treatmettat further seeks to

problematise pregnhant women witparticular bodies and experience3.here is a need for

143



maternity care to use measures which capture a much broader understanding of health and
wellbeing in pregnancy. Women have a right to evidebased pregnancy care, and | question

the continued use of BMI as a tool fassessingealth of maternal women

TheProblenswith BehaviourChangeApproachesn Maternity

Behaviour change approachesntinue to dominate health policyd. Kelly and Barker (2016)

alluded to how changing health behaviour is an attractive policy ofimcause focusing on

simplistic gbesityOmessaging avoids the need for creating complex policy solutions which
would demand change at the soesmvironmental level. However, most efforts at getting

people to change behaviour in respect besityprevention have had insufficient effects

OhQl I NXYx ¢F&f2NE g . partiaByafargroups expdriending intcome  H 1 M
inequalities(Michie, Jochelson, Markham, & Bridle, 200®)rthermore, and important to the
AotearoaNew Zealand context, behaviouratgeinterventionsare likely to increase health
inequalities(Tengland, 2012¢ KA & Aa AAIYAFAOFLYG & an2NRA |y
intensive targeting for weightocused public health interventions. It is concerning that
maternal health promoton2y Ay dz§a (2 F20dza 2y TFAEAYy 3 WLN

women the right tobodily autonomy anaquality.

Contemporary maternal health promotion disciplines and regulaitsiskQlifestyles.Such
biopolitical health promotion practicegncourageselfregulation(Mulderrig, 2019)and calls

women to internalise the narratives of responsibilisatimnmanage their weightParker &

Pausé, 2018aYhus, women are morally accountable for their actioMamen in thepresent

study experienced health promotion interactions as moralistic and there are many aspects in

% 2 Y S ya@rativeswhich show how women were subjected to moral criticism for failing to
take-up the weight management advic&rown (2018)argued againsthe moralisation of

LIS2 L) SQa KSIFf 4K NBf thal BoralisatiSrkraydddadents cadse yaimS y R A Y
throughreinforcingnotions of individual choice and responsibilky2 YSy Qa &2 NA Sa |
how their Wnhealthybehaviour was often viewedsadadtbehaviour. Jennifer, for example,

talked of her fearfulness ofdaelling of€ in secondary care for failing to pursuéealthybody.
RuthQstory alluded to how being a higher weight was not only considered a visible sign of poor
health, but an outvard sign that she was failing to care for balRuthQ &xperience 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 chenagjees

probleY GA&S 62YSyQa YIOGSNylt o62RASa®

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 informatio(Noggle, 2018)there is a growing body of research which

shows the harmful impacts of current approachBsrker (20175 E L) 2 NS R LINB3IY ! y i
views ofweightfocusednarratives andencountersin maternity care. This study showed that
approaches which elicited exgerSy 0Sa 2F FlI G aKlFYAy3a FyR FlL G
health and wellbeing through provoking feelings of trepidation and fear. This insight is
concerningyetunsurprising given strategi@svolving fear appeals to promote better maternal
healthare deefy embedded in maternity practic&ok, Peters, Kessels, Ten Haod Ruiter
(2018)argued such strategies will be ineffective unless the necessary conditions for change
exist. ConcurringParker (2017NBYAYRSR dza (Kl G2 aoKSy Al 02
g2YSyQa ¢SAIKGZ S SIS ¢St t(p. SoyRidagticaltb f 2y S
change the narrative, shifting these takéar-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 feafurarent policy and practice which

LlJdza K ¢2YSy (2 0GKAYy1l loz2dzi (KS LWldedig Raip)f KI N.
arguedtK S adza S 2T ydeRifhfate & hadoivingpitheshérd df governmental
responsibility for this complex and classedcial problem by pathologising working class
tfAFSaGetSa I a (py®SINDBecivd contektsyMNitging i€ ysédftoéencourage
compliance with maternity care protocols. Wharedical paternalisnand authority coexist,

it puts the individu&in a weak positiorfTengland, 2012Many women in the present study

received care in coercive contexts, which contributed to experiences of powerlessness and
being psychologically disnnectedfrom maternity care partners. Pania described how her
involvement in her care was minimised. Speaking of her confusion surroundaahinelike

care processesshe questioned if routine weighing was an incentivised practice in maternity.

hQl F N} S lodatéddstronyy Hevidernc® of coercive and paternalisipproates
concerningchoice in their analysis of weightlated public health initiativedn depersonalised

care contexts O2 SNOA PGS &a0N)F 1S3IASa 2S2LI NRAAS- 462YSy

determination, and expression.

Interest in maternal health prom@n models based on emotional appeals and fear techniques
is being fuelled in the curreqolicyOf A YIF 6 S® { dzOK Y2 RSt & LISNLIS G dz
Y2YSyGaQ FT2NJ Y2iA D Gedytig bshaviodr§Patdisen, HaRmith)& NX & |
Treharne, 2016)posiioning pregnancy as the best opportunity to disrupt the generational
cycle ofdbesityqWalker, Kumar, Blumfield, & Truby, 2018)K S f (ROg0déndel for weight
control is a hallmark of current medicaliskEaims of health promotion. Arguing that pregnancy
prompts feelings of elation and fear about fetal wellbeing, Phelan pointed to the value of
I LILINR I OKS & ¢ KA O Kdedsigrmbkirpiy ®l&iondd¥estfetitatige Women
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in the present study wer subject to fear arousal techniques throughaternity care
professionalQuse of directtelling strategies. Despite the popularity of such approaches,
limited evidence exists for theontinued applicationof the teachable moment model in
supportingbehaviour changdL. Atkinson, Shaw, & French, 2018)rthermore, the use of fear
to promote health is ineffective and unethical. What harm is being done to the mitmof@an
partnership when maternal health promotion is based on the use of fear appeals;arly
when the necessary conditions for achieving a lifestyle change may not Egetatrategies
have no place ipersoncentred, valueshased approaches to pregnancy hea#hd it is timely

to deprivilege the hegemonic practices of teachable mommeatiels.

In accordance with current guidance, there is pressure on women to vigilantly monitor and
seltregulate their own weight gain during pregnar(®inistry of Health, 2014)n the present

study, maternity care professionals imposed regular weighing duritgnatal visits, even

thoughno localised policy existedhus, women came to see that weighing was a necessary
O2YLRYySyild 2F OFINB® alGSNyAdeQa AyaSyagwdS &dzN
BMI was not simply a risk factor for future diseassther, the large gestational body was

treated as a disease in itsefMulderrig, 2019) Some women described how coercive
approaches lacked meaning for theRuthtalked of her carerovidelQa Ay aiA aidSy oS |
weighed, even though she had advised that sierebt want to be weighed. Similarly, other

women appeared tdolerate maternity care practices and interactions in which care providers
showed dislike and unfriendliness towards women in latgedies{ dzOK WOl NS 3IA GJAy AC
represent a move closeotmedical paternalism. Care whitiNA 2 NA G A &4Sa 'y AYRA.
choices above their autonomy directly contradipersoncentred humanisedcare, exposing

a fundamental tension in maternity car€he governance of maternal bodies usingustve

interventions is unjustified.

/| dZNNBy G tAGSNI GdzNBE SYLKIFaAaSa GKS AYLINII yOf
behavioursamong pregnant womerfWilkinson, Donaldson, & McCray, 2018t, isolated

lifestyle interventions to addresseight gain irpregnancyappear to have only modest benefit

(Hill et al., 2017)The most recent Cochrane review afjproachedor preventing excessive
gestationalweight found thatlifestyle interventions reduced the risk dfigh weight gain by

20% on aveage(Muktabhant, Lawrie, Lumbiganon, & Laopaiboon, 20Thg latter evidence

0FasS Aa aSSyiy3ate yiBAK SOASRSAYIRI ORNBI @ KA Qe
KSIEfGK LINRBY2GA2Y AYGSNBSyGAzya (FNBSGAY3I WKA

Current approacés ignore the social context amdrely consider social and cultural norms as

being important in pblic health (Hardin, McLennan, & Brewis, 2018)ealth policy typically
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abstracts behaviours from contexts within which they océMt. Kelly & Barker, 2016)
neglecting how childhood contexts, individual life histories, and environments shape the
RSOSt2LIYSYyld 2F SFGAy3 LI GGSNyad lwider dodial SOA RS
determinants of health created dynamic set o€omplex conditions thatindermned their

ability todevelop healthy eating patternslina reflected how her dietary preferences took root
6KSYy aKS ¢la I OKAfR YR AyFfdzsSyOSR o6& KSNI ¥
{ATADALl Qa &é B of dhéap fdpd Arid déep Mfluence of unsupportive food
environments. Health promotion intersea with westernised connotations of health and

beauty, minimising diverse bodies and experiences and neglecting the legitimate embodied
SELISNR Sy OSa 27 W2 e ddallenge hé Slammant{ edidaladl Q &
understandingsf the maternal bodythrough 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. ¥dgai { Af A A Qa ai2NE 27
house and of food bringing the family together has profound social meaning from which she
could not disengageC 2 NJ a n 2 NJ pebpléfnotiorts Of culituraDidentity and wellbeing

are entwined with the prepld: G A2y FyR O2yadzyLliazy 2F F22RXZ
K2gX a.SAy3a LaftlyRSNE @&2dz |WeghtfbcuseRbatmwouri 2 St
change initiatives in pregnancy have ethical implications, as they neglect cultural paiterns

social egkhange, obligation, and connectedneé&ritical toois the need to better understand
O2yGSEG da GKS O0LISNOSAOGSRO NBtSOFryOS 2F KSI |
2040SGNAO YR YSRAOIt KA & OBMNErSmithy/DarwinREL8,NJ ¢ A R
p. 2) Individualist health promotioproblematises values and behaviours when these may well

0S ItA3IYSR 6A0GK 62YSyQa OdzZf GdzNI € 20t A3 GAR2Y A

The ethics of behaviour change approachassincreasingly being scrutinised, and research has
questioned whethesuch approaches to health promotion as helpful as they are promoted

to be (Brown, 2018) Given weighfocused messaging is framed as enabling informed choice

and promoting aitonomy, it is unsurprising that these approaches attract minimal ethical
ONRGAOAAYD ¢KS O2yaSljdsSyoSa 2F Odz2NNByd | LILINE
Moralisation was evident in the present study and the findings reveal that women exgped

I RAALINPLRNIAZ2YI 0SS F20dza 2y YSRAOIE O2yOSLIia
the meaning of health promotion for Jennifer was that stied not value health as she

negleced to maintain a healthy body #between pregnancies. The moralisation of large

pregnant bodies is wjust and my concern is the way in which maternal health promoison
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fuellingthe moralising of maternal lifestylegessening attention on the systemic factors that

hold poor health in place.

How Policy andPracticeProvoked and Produced W2 Y S YBqQefiences

Paternalistic health promotion underpinned routine pregnancy care for women in the present

study. While preventive health policy has a critical role in improvioplg K S| f 6 KX a6 S
beingdzy 2dza GAFTALF 0t & LI GSNYIEAAGAO ((Khigss RRE, p.i K23 S
892). Such practices restrict liberty and represent a formneédical paternalismwhich

produced a tension for women. The negative impactsnetical paternalismn health care

have been describetallgarda(2012) Woliver (2010)pointed to how women actively and
intentionally resist the medicalisation of pregnancy. While some womenistesbs
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 womehp experiencd being cared for in a
paternalistic manner described care as a negative experience, sharing stories of care
experiencess being against freedom of choi€@ar these women, paternalistic forms of health
promotion led to distorted powerrelationships and reduced wellbeingat@rnalistic care

disrupted cultural meanings and understandings surrounding the maternal hodyaternity,

the harms associated with litmg the liberty of women who have strong cultural inclinations

around the rok of food and eating in pregnancy apps&w go unnoticed Medicalised care
O2y G SEGA YINHAYItA&AS 62YSyQa tABSR SELISNASYyO
NS NINBfe (2fRZ KSI KFarE, 2808) p.I37&emphasisingéthe | dzii K 2
inadequacy of a narrobioY SRA OF f Y2RSt F2NJ dzy RSNERGFyRAY3

pregnancy.

The focus immaternity is pathogenit the emphasis being omorbidity, mortality, and risk
reduction(Walsh & Murphy, 2008 hy S LINR O f SY | NR &kicAlRdoptibi® ¥ Y I (
of policy is the over pathologising and problematising of higher weight maternal women. In the
present study, pregnancy care was overshadowed byanigkse practices and disease focused

rules and protocols. It is problematic that heakhd o6 SAy 3 FNI YSR o6& YIGS
focuswhich, in the present study, led to unintended consequendbat created a complex
flyRaOlFLIS 2F 02y iNI RAshiy?2DEexanpeR demoystraies 3he b A O
complexity ofcaughtnesdetween twoculturalworlds. For Nive, being encouragedtS | i | y R
SFd FyR SIGé¢ RSY2y a lshdsas prébleriakidappearKtd e th¥ vety S Ny A
thing that mattered to some womenThe findings of the present study illuminate how

maternity care professionalgproblematised larger maternal bodies This stance by

148



LINEFSaaAz2ylfa LINRP@2| SR livdies Ssypéing at-Gek add A By OS &
increased vigilance over bodies and behaviours. -&iskse, jusin-case healthcare, in
YFEGSNYyAGeE O2yiSEdG&asE NBLNBaASYGSR | 0A2YSRAOL
health were being produced and -@oduced.In these spaces, women were expected to
minimiseNA 41 6 KA OK ONBFGSR | (Syairzy o0SG6SSy 42V
YyS2ft A0SNIf @GASg G6KAOK yS3ILargsSte | FTFSOGSR ¢
having no control over her futurehé focus on risk and pathology raised feelings of apathy and
fatalism. Risknanagementimay only be part of the experience for diverse won{@mowther

& Lau, 2019and need not be theontinuing force drivingnaternal health promotiorefforts.

a | G S Nletbderiria focuds a consequence of individualised poliapd women receive
LINBE3AylyOe OFNB Ay SYy@ANRBYYSydGad 6KAOK YINBAYL
The present study found thdetal risk is omnipresent for higher weight womértis finding

supports the work of other studies in this area, includvigPhaitBell, Bond, Brough, and
Fredericks (2016 K2 RSaONAOSR 62YSyQa SELISNASyOSa 27
danger to their babies. Like these findings, almamtsistently, women in the current study

were notgiven information on how high BMI may be harmfdhtasha, for example, did not
understand why weight was importa@nd sought more understanding, finding it difficult to
AYOGSNLINBG KSNI 208ABIWRDAAYDEANT (heydzRSR (2
marginalised and their behaviour monitored to protect their unborn baby, preting weight

focused advice amessaging about the bodyspackaging. In comparing her womb to an
incubator,w dz{i $fofyaluminates the meaning of her experience of going unnoticed, of being

barely there pointing to the politics of in/visibilith\Woodward, 2015)As Baker, Choi, Henshaw

and Tree(2005)F NHdzSR> G GKS LR2oSN) YR AyFtdsSyOoS 27
philosophy of pathology and a paternalistic model of care enacted within a fetocentric
SYOGANRYYSyYyilé o0LIP o mdnaige in&ednpldbodiés2so thad theytarell S |

complicit passengers.

Reimagining/aternalHealth 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 théodies as being
problematised by maternity care professionals which provoked and produceetirhal
wellbeing outcomes and experiences of care. The findings challenge the current paradigm of
contemporary maternal health promotion and reveal how therbedical model lacked
relevance creating disruption and negative consequences for wont@ndings establish an

evidence base that stimulates new directions for reimagining more equitaigightinclusive
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health promotion for women in diverse maternal bodies livingcamplexcontexts. A new
conceptual model which recognises and celebrates 8g9mQ&d RAFFSNBy OSa 44
promoting paradigm can support a reimagining of public health efftivéd do not further

problematise and stigmatise women in diverse bodies.

Health promotion has struggled to retain its original essence, particularhyemmghasis on
health as a positive conceptherefore, 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 ipatriarchal structues and is reliant on
epigenetic frameworks whichre given priority irbiomedicalscience The tendency to focus

on pathology withirhealth promotioncontexts has contributed to technological dominance of
62 YSy Qa (Pengllétdn,S2819)Fndingsfrom the present studyreveal that behaviour
OKFy3aS Aa y20 It gl &a clearlyshoinhatheak2prodiiondodndesl y Q &

QX

on the principles of empowerment and caring is required to support women to achieve health.
Thus, maternity care pfessionals need to critically reflect on thengoing relevanceof
behaviour change approaches in pregnaricgrge maternal bodies are meaningful to some
women and need to be acknowledgélthere is a pressing need for a clearer conceptualisation

of equity-based healtlpromotion to support health policyA rethink is needed to reinvest in
maternity care that privileges cultural nuances and that account for the complexities of
g2YSyQa tA@Sad ¢KS OKFfftSyasS F2NJ YIFGSNyAde

divergentvalues 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.
Understandingsf maternal health andvellbeing need to extend beyond biomedical concepts

and embracearing as a relational phenomend{@illespie et al., 201&) the delivery of health
LINEY2(GA2y®d LYy (GKAAa LINBaASYyld Ay@SadAalriarzys g
ontologies (care mrcesses and therapeutic relationships) than about weight management and
goatsetting strategies. New directions for maternal health promotion, underpinned by caring
ontologies, will go some way to acknowlé@aigithe unique role of women as partners in cayin
Transitioning to approachethat focus onholistic understandings dfiealth and wellbeing

rather than isolated pathologies, will enhance empowermentvofnen.

Revisioning of maternity care foRigh-weight, highNJA atfin@ally diversavomen, involves
moving towards a model that privileges faie bodily knowledges. Findings from the current
alidRe aK2gSR (KIFIG 62YSyQda SY0o2RASR SELISNRSyC

of pregnancyandrevealed the harmful déécts of currentpractices.Concurring withMcPhai
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Bell et al. (2016)who argued thanot telling people what to do is of critical importance for

health promotion in decolonised care contexts, | contend that a radical shift in theedeb¥

maternal health promotion is needed to avoid andue reliance on individual behavioural
change! dzy A@SNELFf | LIINBIFOK A& AyadzFFAOASyGsz | a
rejection of medicalised narratives an@sponsibilityindicating ierventions. 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 biomedicaldelio(G. Parker, personal

communication, February, 28, 2020).

Health and webeing promotion is a core midwifery competency, as highlighted in the
Midwifery Scope of PractiggMidwifery Council of New Zealand, 2013t the application of
policy within abiomedical frameworkis undoubtedly creating tension for midwives who
promote health andvork within a wellnes®riented scope of practicd&vomen in the current
study experienced health promotion based on pathogenesis and risk, and the majority of these
women received shared care because high BMI constitutedisghThus, midwifery care and
possibilities for wellness promotion are likelyhe diluted in abiomedicalmodel. While the
Midwifery Scope of PracticéMidwifery Council of New Zealangd010)does not specifically
acknowledge the role of midwives in facilitating behaviour change, opportunities exist to
reflect empowerment approachedo 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 promising framework to reimagine maternal health promoti@®@alutary
approaches represent a way @keeingwomen in diverse maternal bodies as part of a
populationrather thanpositioningthem as part of a shared higisk group(Crowther & Lau,
2019) Ani 2y 2@aleQa (GKS2NRB 2F &l f dzi2 3SyfBclised KA I
paradigms for understanding health and health promotion NE 6y S h Q. NASy > ¢
& Davis, 2014)and, instead introduced a resourc®riented perspective on generating
wellbeing. While Browne and colleagué)14)argued that midwifery broadly embraces a
wellness approach to maternity care, findings frone turrent study show that this does not
appear to be the case for women with higher weighhe challenge faced by midwives lies in
leading a resurgence ofveellness approach in the context of antenatal care to scglefforts
in the redesign and redelive of maternal health promotionSalutary ways of seeing could
hold success for refocusing the current norm of surveillance and risk avé@imoiaMoya &
Morgan, 2017; PereBotella, Downe, Magistretti, Lindstrom, & Berg, 2Q1&ading to greater
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posso Af AGASAE 2F LRAAGADS KHambrishg thEtecNdoldgggar &y Ay
biomedical model§Schmid, 2011p refocus health promotion on more salutogenic concepts,
AyOft dzZRAY3 ¢S | 2 an dyliresigept@Bdnii & 2F ¢Sttt oSAy3

Reconmendationgor Policyand Advocacy

This study has revealed thawidencebased policy approaches that take account of the
interests of women from diversbackgroundsas well as diverse bodies, is urgently needed.
Postnormal policy making approaches aecommended as such approaches require policy
and decisiommakers to more ethically address the uncertainty and decistakes associated
with designing health policy in complex syster@istical review ofhealth policy and weight
management guidelines ipregnancyis requiredas 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 ittentify biases and knowledge gaps that may interfere
with effective and equitable care of pregnant womdin improve the experiences of women,

it is critical that future health policy is informed by @approach that acknowledges the
significarce of cultural contexts @ health. This will go sme 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 wellb@\apier et al.2017)

b3an ¢ni2KdwdlikingSndiddors Aotearoa New Zealaneflect an international

movement to provide a more holistic view of wellbeing.is recommended that Manat
Hauora/Ministry of Healtlshould use these indicators to inform materrmdalth promotion

L2t AOe (2 &dzllll2 NI mak&dedsion drbundiwelloging forttiemsélvedz (i 2
Furthermore, A NBY 3G KSY Ay 3 Ynidl dzNI y3alF an2NA | ONRaa i
enabler of maternal health and wellbeinglanath Hauora/Miristry of Health, in partnership

with Mnori partners andother stakeholdersshouldexplore opportunities to consider how the

priority areas for action in Whakamakiza n 2 NA | S| f (viknistty ofiH&a&hy2020)t | v

can enable changi®ra n 2wdliineZ ¢ K,mnd lcal@munities.

Recommendationfor Pradice andEducation
The recent health system reform plan advocates that a population health approach is needed
to improve public health and health equityHealth and Disability System Review, 2020

plan highlights that health promotion (which involvesreating health promoting

4 SourceStats Nzand licensed by Stats NZ for reuse under@mneative Commons Attribution 4.0
International licence.
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environmentg is a core population health function necessary for a figictioning health
a2a0SY®P ¢KSNBE Aa aLISOATAO FOly2eftSRAISYSyd Gl
actions to foster good health and wellbeingisimuch more than just providing information to
LIS2LX S (2 SyO2dzNl IS { K Shealth 8nd DisailindBystkns Retiewk &
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
behavioursacross communities or populationgiealth 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 promotios.niaternity
system must effectively collaborate with other parts of the system to make nutritional
knowledge transculturally accessibler women. Thus, a key role for maternitgare
professionals is to understand how to make science communication in rnigtemore
YSIFYyAYy3ITdzAd F2 Nandscamfriunfties. ShitingyfHe zcus of individual behaviour
change to promoting human rights and creating conditions for women to be empowered is

critical to reinvigorating health promaotion.

In Aotearoa New Zealand, providers of maternal and child health education rely heavily on the
nutritional science perspectives. The role saich agenciesin maintaining the dominant
narratives concerning lifestyle behaviours and personal chaéeels new srutiny mechanisms
(Getz, Sigurdsson, & Hetlevik, 20083 the need for refocusing health promotion in maternity

is becoming more apparenturriculum providers similarly need to shift the emphasis towards
the importance of basic relational skills to irapient health promotion. Salutogenic theory
can assist with changing the focus from a -dskrse education curriculum to one which
theoretically is more health promoting. This would go some way to reorient health promotion,

making space fodivergentvalues and cultural understandings of the body

Education on weight biagnd weight neutral approaches to caceuld be incorporated into
YFEOGSNYAGE LINRFTSaarzylfaQ SRdOFGAZ2Y (2 rYAYAY)
maternal bodieslt is imperativethat midwifery education providers take a neutral stance and

discuss concepts from a social model, as welbiasedical model, of care to enhance
YAR6ADPSAQ 1y26ftSR3IAS | yR dzy RS NE& (ngyuRkalfy3afe2 ¥ O2
and culturally compeent maternity care would r&ddA &8 A 2y YSRAOAY SQ& SEA AL

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

health and wellbeing.

Recommendationfor Research

Research which explores approaches to improve the effectiveness of maternal health
LINEY2(GA2Y YR (GKS SljdzAaGe 27 2 azedpn¥elenPost2 NJ an 2
colonial indigenous research methodologies are required to ensure future resisanusive

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 bfi SNy A G& O+ NBZI A
centric, and enhances socicultural, emotionaland physical wellbeing to inform indigenous

health promotion approaches, are needed to contribute to tseihg for all women,

LI NI A Odzf I NI @ a n 2Jhsknoff (JOBRAuygestzd thak réseabcd Whily dbaws 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 resdta approaches would explore hobodies labelled as
KFE@AYy3a YIFEGSNYLFt W2 cafeNiasged dadef thelsgfrRlance 20trigka A ( & Q

management.

While the theory of salutogenesis offers a viable alternative to the focus on pathogenesis
(Bauer et al., 202, Crowther & Lau, 2019; PerBntella et al., 2015j is not being practically

applied in maternity contextéR. Kelly, Hauck, & Thomas, 20¥4 a esult, there is a lackf
evidencewhich examinesnaternity care within a salutogenic framewqRerezBotella et al.,

2015) Future research, usingsalutogenetic lens, could be useful to explore the complexities

of contexts ando ask women to identify factors that support their own salutogenic sense of
health in pregnancyA salutary lens for understandj 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 cogpts froman2 NA YR tF OAFTAO GASGHLIRZAY
work will need to be done to transform critique into a conceptual model based on, and
informed by, midwifery ontology and epistemolggyd produce a framework for midwives to

use in practiceA postiAo0f S LRAGMR2002NIf addzRé SYSNHSa

salutogenic insights for women categorised asigit in maternity.

This study focused cgthnically diverse materna@ 2 YSy Qa f A SR Slabel&dNR Sy O &
a Of Ay A O f NJ&W s ihcteiar Kuith@r ofportunities for researdo
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shed light on the implicit power dynamics that determine the way ethnically diverse women

are viewed and cared for in maternignd to challenge the dominant biomedical mental

models. One aspect worth future investigation would be to explore colonisation as a
determinant of healthfor pregnant womennew transformative research approaches should
recognise thesoco-politicalteconomicinfluences which are holdirtgealth disparitiesn place

Research which provides evidence on how maternity services meet the requiremesis it

principles of active protection and equityatsoneeded to understand the level of compliance

with the principles ofte Tiriti.{ dzZOK NB &SI NOK O2dz R Ay @2t @S an;

conducting studies.

Recommendationor ServiceProvision

There is a need to rexamine the governance mechanisms that can improve health outcomes

and to consider how priaties are set. Health promotion is a nafinical quality improvement

activity and, as such, should be incorporated in the maternity quality standitutéstry of

Health, 2011)In light of these findings, urgentton is needed tewhange maternity serves

through developng maternal health promotion quality standardshich recognise tikanga
an2NRA YR Yni? AN yEI dzZlamma2iNANR | (IBihistryi & Hebl®,( A 2 v
2020)should be used to support a review of the maternity quality standards terdd@he the

extent to whichquality standards and practice requirements are reflective of Tiriti obligations

to improve the quality, safety Y R SELISNASY OS 2F YIFGSNyAGe &SN
YR (KSANJI ¢Kn ywbuttzgo sénie vdy to¥ikbugagdirigBontinuous-seffection

2T GKS YARGATSQa STTFSOOADBRENand ollturli$hd A y 3 &
would facilitak the provision of accessible care that is wortamtred and culturally safe, with

'y AY G2 SyadiNBE Sldzade 2F KSFHfGK 2daHB2 YSa
performance measure for Tirdinspired holistic maternal health promotion is includleGiven

the majority of women with high BMI will receive sharesre or obstetric care, all maternity

care professionalshould be compliant with standards. Evidence from the current study should

go some way to inform a review of the Maternity Standard8atearoaNew Zealand.

Whakamaua/Mori Health Action Plan emphasises the significance of the health and disability
system in delivering more equitable outcomes fondvi (Ministry of Health, 2020)The long

a0 yRAY3 KSIfOK AYySl dz i 2(M#rioto&SSiny H&5peveal therdh | Y R
Ad YdzOK a02LIS G2 (NI yaTz2 Npeop@shaSdishidpBridnately 2y ©  a
higher health needg¢Shackleton et al., 201.99nd mainstream health promotion efforts often

fail them because approael are not informed by Tirithspired thinking. It is legitimate to ask

GKIE G GKS 02yasSljdsSydsa YAIKG 68 FT2NJ an2NR 02y
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response to the challenge of applyitiy ¢ ANAGA Ay (GKS O2y (i SHadk 2 F &c

of information about how maternity quality and safety governance bodies meet Tiriti

Q¢

principles. It is unethical and harmful to continue to appl$ & G SNy ¥ NJ YS g 2 NJ

maternal health in the face of persisting inequities.

This study has genered the followingrecommendations for maternity service provision.
Under a Tiriti partnership modé¥janath Hauora/Ministry of Health and kbri partnersshould
drive changeto LINA 2 NAGA &S an2NA yR SGKyAOlffoB RAGS

reversing inequity

i Establish a new independent ngovernmental organisation or authority, in
O2yedzyOlAz2y @AlGK an gulikally lchmygdieyit3nsthraal hdath 02 RS
promotion, providing advice ta I y I (i n /Ministiy2oNHealthand other Crown
agencies.

f  Appoint a newadvisorygNR dzLJS ¢ KA OK NBFf SOiGa YlFyl an?
expertise to critique, redevelop, and implement@a national guideline to guide
maternity providers implemerng health promotion standards.

T Partnerwith 2 K n yOralZommissioning\genciesand Pasifikacommunitiesto build
on the strengthsand capabilitiesof g K n y duplaartingg K n ycentedapproaches
and drive a shift from individually focusedservicestowards a more holistic view of
familywellbeing.

f PNAZ2NRGAAS Yndaldz2NF y3Ir an2NA FyR {11 dzLd LI a
F2NJ an2NRA LINBIAylFyd 62YSY YR gKnttadlz NBOS
contexts F YR SYLIRGSNI an2NRA O0GAy2 NIy3IFGANIGLY
maternal health promotion with full resourcing.

1 Prioritise codesignand ¢ n K Aey Strategies for new health promotion policy and
transformation of how maternal healthromotion is delivered in maternity contexts.

A critical Tiriti analysis approagctsuch asthat outlined by/ I YSX h Q{ dzf £ A @I
McCreanor (2020Q)should provide the overarching framework faonducing a
retrospective review of the policy guidance for healthy weight gain in pregnancy
(Ministry of Health, 2014p identify where policy fails to incorporatedri aspirations

or reflect the provisions of te Tiriti.

f Engage in collaborative action involvingd I  al Al an2NRA aARgABSa |
Zealand College of Midwivethe 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 Tir partnershipapproach to devidping a joint position on
maternal health promotion.
1 Develop an indigenous measure of wellbeing in pregnancy that considers holistic

concepts of health.

Strengths of thiJhesis

To my knowledge, this study was the first to explicitly explore the phenomenon of being in
larger maternal bodies from a poshtentional phenomenological perspective. Pastentional
phenomenology is important as it enables a combination of theoriEstaugh the
philosophical freedom afforded by pesttentional 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 $oiffer example, putting

[ S R §20XB}carceral theorising, namely the strategies efcapeand reclamation, into
RAFE23dzS 6AGK 62YSyQa,ehabld & sding of bov RémerSusddiS N& S
different strategies to protect their body and themselwebere the size of their body and

lifestyle decisions were judged intolerable. For Le@®04) the construction of a lifeworld is

not only provoked by mechanisms of power, but constitutes a strategic response to them. The
crafted stories and interpreta®S I LILINR | OKSad NB @S|t SR 62YSyQa
adversity and restraint in, at times, disempowering contexts. Thgspblitical possibilities of
postphenomenology enabled a wider explorationhefalth messagings 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 mayiera variety of

contexts and situations. In doing so, the study illuminated the system change needed to
GNI yaT2NY 62YSyQa SELISNASyOSad . SAy3 | RA&NH:
of postintentional phenomenology enables findings tdisrupt 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 reiwe care.

| believe this was the first study to combine a pogentional exploration of large maternal
bodies, and crafted stories in a pestentional phenomenological research design.eTh
combination of topic and methodological approach enbes 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 throwggbrytelling rather than scientific da{&ould,

2017) The interviews were datllh OK > | YR ¢ 2 Y Sy Quay chkin@dvighétis NIB LINI
relevant to maternity. Scientific knowledge is dominating midwifery; yatlwifery aims to

support and enable physiology with minimal intervention. The current study clearly shows the

challenges for midwifery in reconciling these tensions.

Another importantstrength of this study is the space it creafes social and systerohange.
Findings act as a catalyst to create better servitesugh an explorativaeimagiring of
maternal health promotion andshift the pathological medical narrativesmstilling new
narrativeswhich value difference. This study points to where rémmee to change might lie,

such as the mechanisms of power that are at play in care coritextsirive paternalistic care
practices and the medicalisation of pregnancy for women whose bodies are categorised as
outside normalityMaternal health promotiorpolicy and practice is still dominated by generic
and monocultural understandings, revealing the urgent need fori-Biyitamicsolutions to
redefine caring and the promotion of maternal health and wellbeing. Knowledge from this
research supports our colléve capacity to reimagine wellbeing for women in diverse
YFGSNYIFEf 02RASad ¢KAA adGdzRe LINAGAf STASE 62YS)
relationship between medicine, bodily difference, and normalégd, in so doing, creates
space for corgmplative reflective practicavhich questiors some foundational assumptions

such as how to provide sensitive, holistic caretfier majority ofwomen.

Thesid.imitations

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 biomedicdénted designand orientation towards
pathogenesisl| created the basis for research towards targeting gtpopulations within a
WKAIK NRA1Q OFidS3az2NE FyR &Si Weedzéightivithin@E LI 2 NE
behaviour change paradigm. This determined how I recruited women to the study, designed

the data collection tool, and interpreted the data. F&xample, recruitment materials used

medical framing to recruitwomeh | 6 St t SR Fa W2@SNBSAIKIQ | yR Y

The framing of the research questions and methods for gathering data was predommately
western | problematise my own research appach and | am critical of the inadvertent risks of
applying awestern research paradigm and knowledge system to study the impacts of
contemporary maternal health promoticmmongethnically diversavomen. A core reason for

this study design was to increase the voices of women marginalised in the maternity care

systent either through ethnicity, class, or political drivefhis approach may have led some
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women to consider their bogdwas at risk, if it had not beanadeimplicitly known. Adopting

a medical framing to recruit women with highBMI could have inadvertently communicated

that women were at risk, in risky bodies, simply because of the nature of théodaked
guestions A postintentional design enabled my own uncovering of my increasing discomfort

as | could not step inside cultural or spiritual worlds.a result of doing this research, | now
challenge and resist dominant discourses that marginalise women who experience
discriminationand oppression within the maternity system. | have come to understand that a
02Re& UGKIG asSSya loy2NX¥If O2dZ R 0S LISNFSOUf @&
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 shtfie 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 dynamieriplay between factors in a patriarchal,
medically driven maternity care system. A natural progression of this work is to analyse
62YSy Q& SELISNASYyOSa dzaiAy3a | &l ftdziz3a3SyAd FNIY

Furthermore, it is possible that interviewing most of the participaom$y oncerepresented
missed opportunities to further uncover how the phenomenuoay havechanged shape over

time and in different contextsReflecting further on the underlying assumptions of post
intentional phenomenology lends itself to an alternativepepacht serial interviewing that
involves interviewing participants on multiple occasions. Further studies could focus on using
serial interviewing to explorthe experiences of the lived maternal body (as a potntional
phenomenon) aphenomena are lied by individuals and are in a continual state of production
and provocation, shifting in and over tim®agle, 2018)According toRead (2018)serial
interviewing can help produce more nuanced data to overctwases associated with oredf
interviews, hcluding a tendency toward safe responses in which particigaatten complexity

and minimise the impact of social and political power dynamics. Finatigde the decision

not to involve the women in confirming the crafted stories given the valueagptopriateness

of member checking in phenomenological research approaches has been questinded
human understanding is always evolving and open to ongoing interpreta@imwgher et al.

2016) Thus, while it could be argued that member checking is not essential, or even congruent,
with postintentional phenomenology, it is still possible that not engaging women in confirming

the stories may have undermined the credibility of the data in thisls
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Thesigontribution ¢ Summary

QELX 2NAyYy 3 ¢2YSyQa -BtentiddallpHenddeédhdogydaasi pyodided jha
interpretation with a postintentional emphasis and wagppropriateto answering theesearch
questions This research was sensitive the dominant role of medicalisednd patriarchal
ideologies which continue to assert and maintain power over maternal bodies in contemporary
maternity care contexts. Findings of this stuglypose the inadequacies of weighbrmative
approaches to healtipromotion and questiorwho is benefiting from the normalcy that has

been createdhrough an increasing focus on medicalisation of pregnancy.

This study focused on the voices and stories of wodénF 8 8 SR a4 Wa2YSK2 4
0SOlFdzaS 27F QKXWQA @INIt biRgsBEMiariaGle 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 theirvellbeing aspirationsThus, transforming maternal health
promotion must involve challenging the current deficit mainstream moualbural health

promotion to change the narrative about what produces wellbeing for women arolisres.

This study illuminates thadrioritisingg 2 Y Sy Q &in tkleFutu@ 8eSign of health policy and
health promotion practice in maternity is a promising way to perswore just and equitable
care for all womenWomen in this study were active in how they responded to care
interactions and health promotion discourses; they exerted strategic resporsametimes
intentional, other times prereflective. Women retained thepower 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 wayspoovide personalised, relational care

for women in complex maternity camntexts

The present findings are significant in many respgasticularly for challenging thedequacy

of current approaches to promoting health and wellbeing for maternal women. Findings from

the current study show understandings about indigenousyv®y Q& S E LIthsakeSy OS &
decolonisng 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 paidularly women with diverse bodies, requires
holistic health promotion whicthas a salutary focus. Maternity care provision needs to

I 01y 26t SR IBicegandrmioyeQiévards a system of care thatunderpinned by

holistic understandings ofellbeing.This is the social change | hope can be produced by the

study. It is my intention that this research challenges the sci@hisen narratives and
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practices which continue to disempower women and will actively promote new ways to

conceptualise ath normalisediversepregnant bodies and experiences.

This study adds understanding to how risgasceived andcted ont 2 NJ-Wekght, BighNA a | Q
women Attempts to control risk are introducing new areas of risk such as reduced wellbeing,
mentalilthel £ G KX FyR OdzZf GdzNF f KIFNY F2NJ an2NRA | yR t
contexts reinforce biomedical weight narratives and may inadvertently cause psychological,
d20AFE X FyR Odzf GdzN¥ £ KFNY G2 AYyRAISy2HWza 62V
promotion, and of being in (un)caring contexfgresent new opportunities to reinvigorate

health promotion as a relational phenomenon. Reimagining maternal health promotion and
RSSLX e tAadGSyAy3a (2 62YSyQa SELISMIsOKdDBEH 27F Y
for the rejection of weighfocused approaches in maternity. Maternal health promotion is

failing women, in particulaivahinea n 2 Nderedesign of persoitentred maternal health

promotion mustalign with te Tiriti overall.

Finally, this lhesis has provided deeper insight into the basis for development of a new model

of maternal health promotion. Aeminist, indigenous framework which uses a salutary lens is
needed to inform health policy and the design of maternal health promotiowifgs have

important implications for developing model of maternal health promotion which legitimises
TSYAYAYS o02RAf& (y2¢6fSR3IAS | yR OdzZ Gdz2N* & (y256
decolonising framework that empowers women, rejects deficit vidilaming discourses and
NBEO23yAasSa 02y i(RddiMderch, CBrRdck Refl| &iHardobd, 2018, p. 7)

Conclding Thoughts

Maternity service provision in Aotearoa New Zealand is heavily focused on biomedical
principles and practices, and thistudy sheds light on the implicit power dynamics in
biomedical contexts that determine the experiesad maternal women in diverse bodies. In

LI NI A Odzf I NE 62YSyQa SELISNASYyOSa 6SNB LINR G211 S
modes such amedicalisél, colonised health promotigrand gender biases embedded in the
maternity care system. Thus, a power shift in the mental and social narratives associated with
RAGSNBES YIGSNYylItf o02RASa Aa ySSRSR la GdKSasS ¥
expeaiences. Findingslearlyindicate that current approaches to maternal health promotion

require a radical rethink; focusing on weight is a distraction to meeting the holistic needs of
pregnant womenWhile other research might convey that behaviour changa occur as a

result of nutrition and physical activity interventions during pregnancy,libidy of evidence

suggests behaviour change approactkd®uld not be the goallnstead, his thesis offers

inspiring stories which challenge the legitimacy of eatrthinking in maternity that weight
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equak health, and reveals future possibilitie®r changing thematernity culture. Inspiring

stories help us reimaging K G A G YAIKG YSIYy T2N 62YSyQa K
62YSYyQa 02RASA | gl & FNRBY YSRA GhenfsSlvesBxdoring - G S Ny
maternal 6 2 YSy Q& S E LIS M3\ prac@&si codtdmpotaty Ndaternity services

provides opportunityto advocate formore aspirational approaches to wellbeifthe task that

lies ahead involves engaging maternity care consumers, and other influencers in maternity
care to engage in constructive dialogue to determitie system change that must occur to

ensure women can manage their bodies as their o®uch dialogués criticalto shifting the

factors that perpetuatepaternalistic health promotion and medicalisation of bodies that

medicine has definedsabnormal and in need of treatment.
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Aroha

Bipolar affective disorder

Diverse maternal bodies

Endometriosis

DN} SaQ RA&aSI as

Kaupapa Mori approach

Mana

Manaakitanga

anzNRA

MndF dzNF y3F an2NR

Medical paternalism

GLOSSARY

To love feel pity, concern for, compassipn
empathise.

Asevere and chronic mental health condition.

Aterm to describe maternalddieswhich are labelled
asWverweighQ  offeRe&dnidpregnancyaccording to
the Body Mass Index. These bod@mstitute High
weight, highNJA ZafdCare considered outside of
YSRAOAYSQa RSTAYAGAZY 27

A chronicinflammatorycondition driven by the
hormones oestrogen and progesterone.

An autoimmune disorder that results in the
overproduction of thyroid hormones

Mnori approach, Npori topic, Mpori customary
practice, Mori institution, Mnpori agenda, Nori
principles, Mhori ideology¢ a philosophical doctrine
incorporating the knowledge, skills, attitudes, and
values of Mhori society.

Prestige, authority, control, power, influence, status,
spiritua power, charisma; manais a supernatural
force in aperson, place, or object.

Hospitality, kindness, generosity, support the
process of showing respect, generosity, and care for
others.

Indigenous New Zealandeindigenous person of
Aotearoa/New Zealand; a new use of the word

Wy z

NBadzZ GAy3a FTNRY tnlSKn O2yil
betweenpeople ¥ an2NA RSaOSyid | yR

an2NR | ¥ thebody Bf BnBwledge originating
froman 2 NA 2IN\BEGS &/ Of dzZRA Yy 3 (K
and LISNBR LISOUA@Sa:E an2NR O
practices.

Views, attitudes, behaviours, and practices in
maternity contexts which do not support the
principles of autonomy and decisignaking.

5The Mhori Dictionaryhttps:/maoridictionary.co.nzfis the source for all ibri terms in this glossary

except for the term Whnau ora.

180


https://maoridictionary.co.nz/

Medicalisation of pregnancy

Multigravida
Multiple sclerosis

Pacific peoples

Primigravida

Raukau

Rhesusdisease

Salutogeresis

Tangata Whenua

¢S !'2 anz2NAi

Te Tiriti o Waitangi

Tikangaa n 2dgdcialists

Tino rangatiratanga

Weightinclusive

Weightnormative

The general medicalisation of pregnancy refers to the
physiological processes g@fegnancythat are now
controlled by the medical profession amiewed as
medical conditions to be monitored and treated

A woma who has been pregnant more than once.
A disease of the central nervous system.

The term Pacific peoples does not refer to one
homogenouggroup of people. In this document, it is
used to encompass a variety of Pacitland 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
I O2YRAGAZ2Y 6KSNB YyiAo02RAS:

bloodRSaiNRe KSN)oloeQa of22R

A term applied in health sciences to refer to an
approachto wellbeing which focuses on health and
not on disease.

Local people, hosts, indigenous peoplpeople born

of the whenua(i.e., of the placenta and of the land
GKSNBE (KS LIS2L) SQa FyoOSaidz2N
their placenta aréburied).

¢CKS an2NAR ¢g2NIR @OASg eKAOK |

connectedness and interrelationship of all living and
non-living things.

bSg %St yYyRQA F2dzyRI GA2Y
represents an agreement between the British Crown

and representative2 ¥ an2 NA KI L &

CALF Y33l ' NB an2N Odza G2 Y1
practices; specialists provide advice on engagement
GAGUK an2NR & (KSe& |LJxe Gz

Seltdetermination, sovereignty, autonomy, self
government, domination, rule, control gwer.

Emphasis on health and wellbeing as multifaceted.

Emphasis on weight when defining health and
wellbeing.
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Whakawhanaungatanga

Whnnau

2 Knyl 8z h NI

6 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 membes.

2Knyldz hN} A& | YFI22N 02y
KSIFt UK AYAGAIGADBS Ay DbSg 1
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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Information brief on proposed health research involving Maori and Pacific
peoples

UHIVERSTY

The purpose of this brief

This brief has been produced to support the researcher to begin initial consultation and
conversations with a variety of Maori 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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AppendixB:Letterconfirming supportan 2 NA | S f 6K 5ANBO

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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AppendixXC:Letter confirming suppor 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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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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AppendixE:Letterconfirming 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-: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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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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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.
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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
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AppendiN: 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

(@] | have read and understood the information provided about this research project in the Information
Sheet dated 01 April 2016.

(o] 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.

@] 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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AppendixJ:Recruitmeniposter

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

Overweight in Pregnancy Study
Email: susan.knox@aut.ac.nz
Phone or text: 022 368 4632
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AppendiXX:Letter confirming the provision of counsellsggvices for
participantsc2 Sf f Ay3id2y 22YSyQ&a | SIf4dK [ 2f

T WELLINGTON WOMEN'S HEALTH COLLECTIVE INC
Iy 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
A

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_: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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AppendixM: Interview reflection sheetf[ A f € Qa

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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AppendixXN: 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

202



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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AppendiXO: Postreflexion journal extraat peerdebriefing 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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AppendiXP:Conference contributions resultant from this thesis work

Knox, 5., McAra-Couper, )., & Gilkison, A. (2020, October). Women’s maternal body experiences:
Narrated stories. Verbal presentation at Victoria University of Wellington/New Zealand College of
Midwives Research Day, Wellington, New Zealand.

Knox, 5., McAra-Couper, 1., & Gilkison, A. (2019, May). Complex contexts: Stories of being pregnant in
a large body. Verbal presentation at Counties Manukau, Obstetrics and Gynaecology Women's
Health Update Day, Auckland, New Zealand.

Knox, 5., McAra-Couper, 1., & Gilkison, A. (2017, May). A phenomenological encounter. A tale of two
betrayals: Being pregnant in a lorge body in a system under strain. Verbal presentation at AUT
Midwifery and Women's Health Symposium, Auckland, New Zealand.

Knox, 5., McAra-Couper, 1., & Gilkison, A. (2016, August). Fat Future ? Weighty issues affecting uptake

of nutrition advice during pregnancy. Verbal presentation at New Zealand College of Midwives, 14th
MZCOM Biennial Conference, Auckland, New Zealand.

208



AppendiQ: Published manuscript resultant from this thesis work
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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 acceprance of BMI creares 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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