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Abstract 

This thesis responds to a cultural moment in which the reproductive potential of fat women’s 

bodies has been problematised as a public health crisis. A surge in medical scientific interest 

in the harmful effects of fat (termed “maternal obesity”) on pregnancy, childbirth, and the 

developing fetus has been sensationally reported in the news media and resulted in the 

reorientation of public policy and maternity care toward the management and discipline of fat 

maternal subjects. Informed by a feminist poststructuralist epistemology and methodology, 

and in particular Foucault’s method of problematisation, this thesis takes a critical stance on 

the contemporary logics and truth claims made in relation to maternal obesity, peeling back 

these knowledges to reveal them as social-cultural and politically influenced phenomena. 

Through in-depth, semi-structured caring conversations with 27 self-identified fat and 

ethnically diverse women who were trying to conceive, currently pregnant, or who had 

recently had a baby, this research reveals how the problem of pregnancy fatness has come to 

be, whose interests are served, the effects of this problematisation, and how this might be 

different. 

Interviews were transcribed and analysed using a form of poststructural discourse analysis 

incorporating the principles of intersectionality (e.g., Collins, 1986) and affective-discursive 

practices (Wetherell, 2015a). Dominant discourses of reproductive harm and being a burden 

on maternity care services are identified within contemporary maternal obesity knowledges 

and are shown to have a range of oppressive effects on fat women’s possibilities for being in 

relation to reproduction and mothering. In particular, fat pregnant women are shown to take up 

subjectivities of failed mothering and poor citizenship casting a shadow over their pregnancies 

and driving engagement with the self-governing imperatives of neoliberal governmentality. 

Fat pregnant women are shown to engage in pre-emptive biopolitical technologies of self in an 

attempt to minimise their pregnancy weight gain and gain control of their bodies. However, 
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rather than enhancing their health, self-governed action during pregnancy that is energised by 

feelings of shame and fear is shown to have a range of harmful effects on fat pregnant people 

and their babies. This is compounded for women already marginalised along racial and other 

lines. Efforts to address the public health crisis of maternal obesity by undermining fat 

maternal identity are shown to be actually generating their own health harms. The thesis 

concludes by exploring the possibilities for generating a counter-knowledge of pregnancy 

fatness drawn from fat women’s resistances and incorporating the principles of reproductive 

justice. One that insists on a more holistic and complex engagement with the determinants of 

reproductive health, and that opens up spaces for more liveable and peaceful fat maternal 

subjectivities. 

 
 



iv 

For G, my cartographer and lighthouse keeper, 

And Bell and Mae, my bright travellers. 

 
 
 
 

 
In memory of 

SC 



v 

Acknowledgements  

Ehara taku toa, he takitahi, he toa takitini. 
Success is not the work of one, but the work of many. 

First and foremost, acknowledgement for this thesis is due to the participants of this study who 

so generously and openly shared their stories of welcoming their children into the world. Your 

stories have motivated me every step of this journey and I can only hope that I have done 

justice to the power of your words. Second, this project would not have been possible without 

the extraordinary financial support I have received over the course of this research. Thanks to 

the University of Auckland for a Doctoral Scholarship, Auckland Medical Aid Trust for a 

Doctoral Top-Up Scholarship, New Horizons for Women Trust for a Ria McBride Research 

Award, Kate Edger Trust for a Doctoral Completion Scholarship, and GWNZ Charitable Trust 

for a Postgraduate Fellowship. I have also been very grateful for the flexible part-time 

working conditions provided by Women’s Health Action Trust that have helped make this 

project financially viable. 

Huge gratitude is due to my thesis supervisors, Vivienne Elizabeth and Nicola Gavey, who 

have steadfastly seen me through this seven-year journey and have not recoiled as my life has 

kept happening around it. Thank you enormously, Vivienne, your kindness, compassion, and 

care (and steady supply of avocados) have helped sustain me, and your rigour and 

commitment to feminist scholarship have deftly kept this project on track. I feel very grateful 

to call you a colleague and friend. Thank you, Nicola, I am an enduring admirer of your 

scholarship and feel very lucky and grateful to have had you as second supervisor. I have 

absorbed your gentle and incisive input into this project like a sponge and am enormously 

grateful for it. Three other great scholars (and all-round tremendous people) have also made an 

immeasurable contribution to this project, Cat Pausé, Jade Le Grice, and Paulette Benton-

Greig. Thank you, Cat, for being my advisor, champion, and friend, for staring down my 

imposter syndrome and helping get my research out there. I have come so far under your wing 



vi 

and I am so grateful for our ongoing collaborations. Thank you, Jade, for travelling alongside 

this project and providing your wisdom, insight, and cultural guidance at key points. Your 

generosity towards me and belief in this project have been treasured. He wahine ātaahua. He 

wahine toa. Thank you, Paulette, my collaborator, conspirator, draft reader, Kiwi St lender, 

and go-to for just about everything thesis (and life) related. The myriad of ways in which you 

have encouraged and supported me through this process are too numerous to list and I am not 

at all sure that I would have made it without you.   

Thanks also to scholars and activists in the wider critical obesity, fat studies, and mothering 

studies communities for helping this project be part of something much bigger. Thanks 

especially to Darren Powell, May Friedman, Carla Rice, Jen Rinaldi, Esther Rothblum, Sam 

Abel, and Judy Verseghy. Thank you also to my new colleagues at the School of Midwifery, 

Otago Polytechnic who are cheering me on to the finish line, especially Suzanne Millar, 

Christine Griffiths, Jean Patterson, and Sally Baddock. I feel very grateful to be welcomed 

into your fold. 

As the proverb goes, “it takes a village to raise a child,” and I think this is no less true for 

bringing a doctoral project to completion (especially while having said children). Life has not 

waited for me to take this doctoral journey but rather seems to have picked up pace during the 

years I have been navigating this research. I have welcomed my two beautiful little people into 

the world, we have moved house five times, and there have been significant health and other 

personal challenges to navigate. My ability to sustain this project in the midst of the swirl of 

life has been in no small part to due to my magnificent village. There are many of you but 

special and heartfelt thanks in particular to Isis Martin-McKay, Nicola Paton, Wai Ho, Jack 

Trolove, Tom Hamilton, Sam Orchard, Aych McCardle, Vanessa Cameron-Lewis, Anna 

Barley, Angelique Kasmara, Ingrid Beckers, Matthew Wynyard, Mani Mitchell, Charlie Rose, 

Sue Crabtree, Jane Bucholz, Julie Radford-Poupard, Philip Wills, Christa Napier-Robertson, 



vii 

Phoebe Hardefeldt, Angela Fleming, and Claire Brunette. Thank you for all your practical and 

emotional support over these past few years, for believing I could do it, and for being the 

joyful fabric of life that makes it all worth it.  

Thank you especially, Isis, for your unwavering belief in me and this project, and for making 

it all possible in virtually every way, you are my very best. Thank you, Nicola, for being the 

warm glow around everything, the heart, and the practical, you’ve helped keep this ship 

upright more times than I could ever count. Thank you, Jack and Wai, for being my loves, for 

knowing how I tick, and for reminding me I was bloody minded enough to keep going with 

the odds stacked against me. Thank you, Sam, for knowing why it matters, and for always 

being there to chew the fat (and the burger). Thank you, Charlie, for being the spirit that 

sustains the places beyond the mind’s limit. A special thank you to my midwives Donna 

Fowles and Rhonda Jackson for walking beside me through my own transformation and 

making me love midwifery again, you are now woven through these pages and my heart. 

Having expressed so much gratitude, I have saved my greatest thanks until last. To my 

wonderful family Nancy, Ron, Anna, Matt, Maia, Rowan, and Rita. Thank you for being my 

champions, for understanding my distraction and self-absorption, for taking care of us all 

during those writing blasts, and for all the ways in which you have supported us practically 

and emotionally. Thank you especially, mum, you are the kindest person I know, and the 

ultimate transformative goal of this research was seeded in your goodness. There is one final 

set of shoulders that this project rests most heavily on. To Garrick, my companero, my 

querido. That this project has been completed in the course of making our family is thanks 

almost entirely to you. Thank you for your intellectual curiosity, for your belief in me, for 

doing way more of the housework than was your share, and for dusting me off and booting me 

upright when I slumped. I concur with Patti Smith (2015) in M Train, “how wonderful it 

would be to meet an angel, I mused, but then I immediately realised I already had.  Not an 



viii 

archangel like Saint Michael, but my human angel from Detroit, wearing an overcoat and no 

hat.” And to my other human angels, Bell and Mae, thank you for being the reason that 

anything matters, may the world we are making hold your precious bodies in reverence and 

may you only know care and celebration for what they are capable of.   

 



ix 

Table of Contents 

Abstract ....................................................................................................................... ii 
Acknowledgements ...................................................................................................... v 

Publisher Approvals and Copyright Agreements ...................................................... xii 
Co-Authorship Forms ................................................................................................ xiv 

Part I: Introduction ....................................................................................................... 1 

Preface to Part I .............................................................................................................................. 2 

Chapter One A mother of a problem: Introducing the research study ......................... 3 
The emergence of the research problem ........................................................................................ 5 
Shaping the research project .......................................................................................................... 7 
Ontology and epistemology ........................................................................................................... 9 
Research goals .............................................................................................................................. 11 
Researcher positionality ............................................................................................................... 12 
Research contributions ................................................................................................................. 15 
Thesis with publications ............................................................................................................... 17 
The thesis ahead: A note on structure .......................................................................................... 17 
A note on the use of gendered language ...................................................................................... 19 

Chapter Two Reproducing obesity: Responsibilising the pregnant self for the 
“obesity epidemic” ..................................................................................................... 21 

Contemporary fat politics and discourses of health ..................................................................... 23 
Gendering the obesity epidemic ................................................................................................... 28 
A crisis in care? ............................................................................................................................ 33 
Reproducing obesity ..................................................................................................................... 37 

Part II: Theory, Methodology and Method ............................................................... 41 

Preface to Part II ........................................................................................................................... 42 

Chapter Three What lies beneath? Disturbing the self-evidence of maternal obesity44 
Section One: Subjectification ....................................................................................................... 46 
Section Two: Governmentality .................................................................................................... 53 
Section Three: Transformations ................................................................................................... 60 
Conclusion .................................................................................................................................... 64 

Chapter Four Caring conversations: A method for research as resistance ................. 66 
Introduction .................................................................................................................................. 66 
Research design ............................................................................................................................ 66 
Participant recruitment ................................................................................................................. 68 
Caring conversations: Research interviews as resistance ............................................................ 82 
Conclusion .................................................................................................................................... 89 

Part III: Problematisation and Subjectification ....................................................... 92 

Preface to Part III ......................................................................................................................... 93 

Chapter Five “I think the weight is all they see”: Problematising the fat pregnant 
body ............................................................................................................................ 95 

“Thinking problematically”: How a problem comes to matter (and its effects) .......................... 97 



x 

Problematising the fat female body .............................................................................................. 99 
Research design .......................................................................................................................... 100 
The chapter ahead ....................................................................................................................... 104 
Pregnancy fatness is “bad for baby” .......................................................................................... 104 
Pregnancy fatness as a “burden of care” .................................................................................... 110 
Subjectification effects: “Failed mother” and “waste of space” ................................................ 114 
Conclusion: Managing spoiled maternal identities .................................................................... 118 

Part IV: Neoliberal Governmentalities .................................................................... 120 

Preface to Part IV ....................................................................................................................... 121 

Chapter Six Pregnant with possibility: Negotiating fat maternal subjectivity in the  
“War on Obesity” ..................................................................................................... 123 

Introduction ................................................................................................................................ 123 
Cause and effect ......................................................................................................................... 124 
Fetal protectionism as future proofing ....................................................................................... 125 
Pre-emptive biopolitics .............................................................................................................. 126 
Embodied temporalities .............................................................................................................. 127 
Conclusion .................................................................................................................................. 132 

Chapter Seven Productive but not constructive: The work of shame in the affective 
governance of fat pregnancy .................................................................................... 135 

The biopolitics of fat pregnancy ................................................................................................. 136 
Constructing shamed subjectivities ............................................................................................ 138 
The study .................................................................................................................................... 141 
Primed for shame ....................................................................................................................... 143 
Shaming encounters ................................................................................................................... 145 
Shamed maternal subjectivities .................................................................................................. 147 
The productivity of shame .......................................................................................................... 150 
Shamed into health? ................................................................................................................... 152 
Conclusion: Productive but not constructive ............................................................................. 154 

Chapter Eight “You’re just another friggin’ number to add to the problem”: 
Constructing the racialised (m)other in contemporary discourses of pregnancy 
fatness ....................................................................................................................... 157 

Introduction ................................................................................................................................ 157 
Reproducing obesity ................................................................................................................... 159 
Race and the fat reproductive body: Critical approaches ........................................................... 161 
The study .................................................................................................................................... 163 
Racialising pregnancy fatness .................................................................................................... 164 
Impacts ....................................................................................................................................... 168 
Discussion and conclusion ......................................................................................................... 170 

Part V: Transformation ............................................................................................ 175 

Preface to Part V ........................................................................................................................ 176 

Chapter Nine “I’m just a woman having a baby”: Negotiating and resisting the 
problematisation of pregnancy fatness ..................................................................... 178 

Introduction ................................................................................................................................ 178 
Problematising pregnancy fatness .............................................................................................. 179 
Pregnancy fatness as dominant discourse .................................................................................. 181 



xi 

Talking back: Negotiating and resisting dominant discourse .................................................... 183 
Methodology .............................................................................................................................. 186 
“Don’t judge a book by its cover”: Resisting fatness as poor maternal health .......................... 188 
“I showed them though!”: Stories of positive birthing and healthy babies ................................ 193 
Discussion and conclusion ......................................................................................................... 198 

Part VI: Conclusions ................................................................................................. 202 

Chapter Ten Back talk: Concluding discussion ....................................................... 203 
Returning to my research goals .................................................................................................. 204 
Introducing uncertainty .............................................................................................................. 206 
Pursuing transformation ............................................................................................................. 213 
Fearless speech ........................................................................................................................... 216 
Future directions ......................................................................................................................... 218 
Conclusion .................................................................................................................................. 220 

Reflective Postscript:  On the complexities of doctoral research and having 
babies ........................................................................................................................ 223 

Vignette One .............................................................................................................................. 223 
Vignette Two .............................................................................................................................. 224 
Vignette Three ............................................................................................................................ 225 

Appendices ............................................................................................................... 229 

References ................................................................................................................ 262 

 



xii 

Publisher Approvals and Copyright Agreements 

Chapter 2 is an edited version of an article originally published in Fat Studies in 2014.  The 

accepted version of the article is included in this thesis with permission from the publisher, 

Taylor & Francis. The original source of the content is as follows:  

Parker, G. (2014). Mothers at large: Responsibilizing the pregnant self for the “obesity 

epidemic.” Fat Studies, 3(2), 101-118. Link to the published article:  

https://www.tandfonline.com/doi/abs/10.1080/21604851.2014.889491 

Chapter 5 has been adapted from an article originally published in Women’s Studies Journal in 

2017. The accepted version of the article is included in this thesis with permission from the 

publisher, Women’s Studies Association of New Zealand. The original source of the content is 

as follows: 

Parker, G. (2017). Shamed into health? Fat pregnant women’s views on obesity 

management strategies in maternity care. Women’s Studies Journal, 31(1), 22-33.  

Link to the published article:  

http://www.wsanz.org.nz/journal/docs/WSJNZ311Parker22-33.pdf 

Chapter 6 is a lightly edited version of an article originally published in Fat Studies in 2018.  

The accepted version of the article is included in this thesis with permission from the 

publisher, Taylor & Francis. The original source of the content is as follows:  

Parker, G., & Pausé, C. (2018). Pregnant with possibility: Negotiating fat maternal 

subjectivity in the “War on Obesity.” Fat Studies, 7(2), 124-134. Link to the published 

article:  

https://www.tandfonline.com/doi/abs/10.1080/21604851.2017.1372990 



xiii 

Chapter 7 is an edited version of an article originally published in Feminism & Psychology in 

2019. The accepted version of the article is included in this thesis with permission from the 

publisher, Sage Publications. The original source of the content is as follows: 

Parker, G., Pausé, C. (2019). Productive but not constructive: The work of shame in 

the affective governance of fat pregnancy. Feminism & Psychology, 29(2), 250–268. 

Link to the published article:  

https://journals.sagepub.com/doi/full/10.1177/0959353519834053 

Chapter 8 is an edited version of a chapter accepted for publication in a forthcoming edited 

collection. The accepted version of this chapter is included in this thesis with the permission of 

the publisher, Routledge. The original source of the content is as follows:  

Parker, G., Pause, C., Le Grice, J. (in press). “You’re just another friggin’ number to 

add to the problem”: Constructing the racialised (m)other in contemporary discourses 

of pregnancy fatness. In J. Rinaldi, M. Friedman & C. Rice (Eds.), Thickening Fat: Fat 

bodies, Intersectionality & Social Justice. Routledge. 

Chapter 9 is a lightly edited version of an article originally published in Frontiers in Sociology 

in 2018. Under the Frontiers General Conditions for Authors, authors of articles published in 

Frontiers journals retain copyright on their articles. The original source of the content is as 

follows: 

Parker, G. C. & Pausé, C. (2018). “I’m just a woman having a baby”: Negotiating and 

resisting the problematisation of pregnancy fatness. Frontiers in Sociology, 3, 5. Link 

to the published article: 

https://www.frontiersin.org/articles/10.3389/fsoc.2018.00005/full 

 



xiv 

Co-Authorship Forms 

 
 
 



xv 

 
 



xvi 

 



xvii 

 
 



1 

Part I: Introduction 
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Preface to Part I 

The following two chapters provide an introduction and background context for this doctoral 

research. Chapter 1 provides a logical starting point for the thesis, describing the impetus for 

this research, key decision points such as the ontological and epistemological orientation of 

the research, the methodological implications of this orientation, and the research goals and 

contributions. Consistent with the methodological norms of qualitative feminist research, I 

have included my own personal backstory to this project in Chapter 1. The inclusion of my 

own positionality from the outset of this thesis sets the scene for the weaving of my own 

childbirth journey visually throughout the thesis. This culminates in a personal reflective 

postscript at its end.   

Chapter 2 explores the impetus for this research in more depth, describing the emergence of 

maternal obesity as a public health crisis and critiquing the literature that contextualises the 

study. This chapter was written in 2013 and published in 2014, at a time when there was still 

very little critical scholarship engaging with this new phenomenon in women’s health and 

there has subsequently been an expansion of critical responses. I have therefore edited and 

updated the chapter to include more recent literature. I conclude Chapter 2 by proposing a 

research agenda that both troubles the problematisation of fat pregnant bodies and opens up 

spaces for counter-knowledges, resistance, and, I hope, transformation. The subsequent 

analytical chapters of this thesis (Chapters 5, 6, 7, 8, & 9) address this research agenda, 

culminating in the discussion provided in Chapter 10. 
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Chapter One 

A mother of a problem: Introducing the research study 

Obesity is not biologically self-evident, but an historically articulated, worked-through 
and worked-on category infused by power, politics and positioning.  

(McPhail, 2009, p. 1043)  

Sometimes big things start small. The impetus for this research came in the form of a chance 

reading of an online newspaper article in Wellington’s daily newspaper, The Dominion Post, 

late in 2010. The relatively brief article, titled “Mum’s obesity might have role in baby deaths” 

(Newton, 2010), was reporting on the release of the Perinatal and Maternal Mortality Review 

Committee’s periodic review of perinatal and maternal deaths in Aotearoa New Zealand. The 

article detailed a focus on bereaved mothers’ body weight as a possible causal factor in the 

stillbirth or early infant death of their babies. The article (Newton, 2010, para. 1) went as 

follows: 

Nearly half of all newborn babies that die are born to overweight or obese mothers, 

prompting concerns that increasing obesity rates could spark a rise in the number of 

baby deaths. A Health Ministry report on maternal and perinatal deaths–babies who die 

after 20 weeks in the womb and up to seven days after birth–found that 657 babies died 

during 2008. . . .At least 49 per cent of the mothers of stillborn babies and 45 per cent 

of mothers of babies who died in the first weeks of life were overweight or obese, and 

the report said research was “increasingly linking obesity with poor pregnancy 

outcomes.” The report committee chairwoman, Auckland University obstetrics 

professor Cindy Farquhar, said better data was urgently needed to assess whether 

obesity affected perinatal deaths. “Unbelievably, we don’t know what the national data 

[for all pregnant women] is. The obesity epidemic is of concern to clinicians as it 

translates into all sorts of problems in pregnancy–so we are very keen to get better 

data.” 
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What was so striking to me about this article was the way it represented an unprecedented (at 

least to my knowledge at the time) convergence of two powerfully governing and oppressive 

Western health discourses in the early twenty-first century–the war on obesity and mother 

blame (see Chapter 2 for an elaboration of these concepts). This convergence struck me as 

something of a “Frankenstein’s monster” of gendered and individualised responsibilisation of 

women1 as expecting mothers for a devastating reproductive outcome, and a swerve away 

from more socially and equality-orientated explanations for perinatal loss, for example, 

connections between perinatal loss and poverty and poor housing (e.g., Seaton et al., 2012). I 

felt deeply troubled wondering about what it might be like for a woman (and her family) 

experiencing the trauma of the unexpected and often unexplained loss of a baby to be 

presented with this particular problematisation of her body, and the terrible, perhaps 

unliveable, burden of guilt, blame, and shame that could ensue as a result. I think it’s fair to 

say my interest was piqued.   

The framing of obesity as a reproductive health complication that might be associated with 

stillbirth and neonatal infant death was unknown to me until encountering this article, which is 

significant considering I had spent most of the previous decade practising as a midwife2 and 

was thus intimately acquainted with reproductive health knowledges. In my midwifery 

education in the early 2000s, we were not taught that maternal fatness was an obstetric risk 

factor, and further, we were actively discouraged from routinely weighing pregnant women on 

the basis that there was no established relationship between maternal weight and perinatal 

outcomes. I had carried this knowledge into my early years in practice as a community/Lead 

Maternity Carer3 midwife in Porirua, an ethnically and socio-economically diverse area with a 

 
1 See the note on my use of gendered language at the end of Chapter 1. 
2 I am a registered midwife and practiced in both community and hospital settings in the early to late 2000s 
before moving on to women’s health policy and research work. 
3 Pregnant people in New Zealand choose a Lead Maternity Carer (LMC) who coordinates their maternity care. 
LMCs can be midwives, private obstetricians, or general practitioners with a diploma in obstetrics. LMCs are 
contracted through the Ministry of Health to provide a complete continuous maternity service including antenatal 



5 

large population of Māori and Pasifika4 people and high levels of deprivation (Mawer, Arona, 

Meachen, & White, 2017). Consistent with literature that has identified an association between 

body weight and both ethnicity and socio-economic status (e.g., Halim, 2017), fatness was a 

significant feature of the population of pregnant and birthing women in this area. While 

routine fat stigma and discrimination was as embedded in maternity care for this population as 

in any other health service (e.g., Diedrichs & Puhl, 2016; Puhl & Heuer, 2009) pregnancy 

fatness was not something considered particularly clinically relevant, was not included in 

obstetric consultation and referral guidelines,5 and did not shape the kind of care that was 

provided in any explicit or intentional way.  

The emergence of the research problem 

I didn’t know it at the time but the article in The Dominion Post was just the beginning of both 

scholarly and public discourse about the problem of pregnancy fatness and my interest in it. In 

the following months, a steady stream of increasingly alarmist and definitive national news 

media articles were reporting on the risks posed by high maternal body weight across all 

aspects of reproductive health, with headlines such as “Over-eating while pregnant leads to 

obese babies” (2010), “Birth, pregnancy complications worse for obese mums” (Newton, 

2011), “Some babies already obese in the womb” (Hope, 2011), and “Big mums risk babies’ 

health” (Grunwell, 2011). The opening sentence of the latter captured the general thread of 

reporting: “Pregnant women are packing on too many kilograms, risking their health and that 

of their babies—and costing the health system a fortune” (Grunwell, 2011, para. 1). Digging 

into the issue further, I discovered that media coverage was referencing, and being driven by, a 

 
care, birth care, and postnatal care. The emphasis is on continuity of care from a known caregiver. The vast 
majority of women and their families choose a midwife as their LMC (Ministry of Health, 2019). 
4 Māori are Indigenous (tangata whenua) to Aotearoa New Zealand. Pasifika people are Indigenous to further 
islands of Te Moana Nui a Kiwa (The Great Ocean of Kiwa - The Pacific Ocean). 
5 In New Zealand, the Ministry of Health’s (2012) Guidelines for Consultation with Obstetric and Related 
Medical Services (referral guidelines) provide primary maternity care services with a list of conditions and 
criteria about referring pregnant women for consultations with other clinicians, transferring clinical responsibility 
for care to specialists, and transferring care in emergencies. 
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veritable avalanche of new medical science publications on the phenomenon termed “maternal 

obesity.”6 This was evident in an examination of the articles listed on the Medline database 

with maternal obesity in the title.  In the ten-year period from 1999-2009 there were 125 such 

articles, and in the subsequent ten-year period from 2009-2019 this had risen to 677. These 

studies described growing rates of obesity amongst reproductive age women and an 

association between maternal obesity and almost all adverse reproductive health outcomes 

including infertility, miscarriage, stillbirth, congenital abnormalities, caesarean section, 

postpartum haemorrhage, infection, failed breastfeeding, and neonatal unit admission (e.g., 

Denison & Chiswick, 2011; Heslehurst, 2011; Nagle et al., 2011; Poston et al., 2016; 

Rowlands, Graves, de Jersey, McIntyre, & Callaway, 2010; Stacey, Thompson, Mitchell, 

Ekeroma, & Zuccollo, 2011).  

Further, some of the studies, drawing on the scientific developments in epigenetics, were also 

suggesting that fatness before and during pregnancy may have long term effects on the health 

of offspring as a result of fetal or in-utero programming (e.g., Low, Gluckman, & Hanson, 

2015). These studies were associating maternal fatness with childhood and adult obesity, and a 

range of other chronic health conditions in offspring from autism to asthma (e.g., O’reilly & 

Reynolds, 2013). Represented as posing both immediate reproductive health harms and long-

term effects on offspring, these studies and their recitation in the national news media were 

elevating pregnancy fatness to the status of a major public health crisis that presents, as 

claimed by one study, “the biggest challenge for maternity services today” (Heslehurst, Bell, 

& Rankin, 2011, p. 161). 

By the time I commenced my doctoral research mid-way through 2012, maternal obesity was 

front page news. A leading fetal programming scientist, Professor Peter Gluckman, had been 

 
6 I use scare quotes on first usage in each new chapter to denote terms that are contested and in order to avoid 
reproducing the dominant discursive meanings attached to them.  
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appointed as the Chief Science Advisor to the Office of the Prime Minister; obesity had been 

added to the national obstetric referral guidelines, meaning it was now regarded as an obstetric 

risk factor (Ministry of Health, 2012); and a range of government inquiries and action plans on 

maternal fatness were in development, including the reallocation of public health dollars 

formerly invested in addressing the obesity epidemic in the general population to the new 

priority area of maternal obesity. The making of maternal obesity into a public health crisis 

through the convergence of medical science, popular media, and policy representations and 

responses is explored in detail in Chapter 2. It was clear that the war waged on obesity in 

Western countries since the mid-1990s (Gard & Wright, 2005) was now being focused on 

women’s reproductive bodies, not only as the latest manifestation of the obesity epidemic, but 

more disturbingly, as its cause.   

Shaping the research project 

The challenge for me was how to carve out a doctoral research project in response. I was clear 

that my analytical interest was not in critically assessing the case for alarm about maternal 

obesity from a positivist standpoint through, for example, analysing the rigor of the scientific 

method used in maternal obesity studies. However, in preparation for commencing my 

doctoral studies I did undertake a review of approximately fifty such studies and observed 

some important commonalities (Parker, 2012). The studies all presented maternal obesity as a 

serious and growing reproductive health issue yet evidence to substantiate this rested almost 

entirely on association/correlation (i.e., an observed relationship between) rather than 

established causation (the direct cause of). I observed that attempts to explain the 

association/correlation between pregnancy fatness and adverse reproductive health outcomes 

routinely defaulted to pathophysiological theories and excluded consideration of the impact of 

institutional and social factors such as provider attitudes, models of care, and the effects of 

stigma. I also observed a paucity of attention to the experiences of fat women in the studies, 
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both in relation to having their bodies problematised during pregnancy and to the impact on 

them of proposed interventions and solutions. Proposed interventions and solutions included 

information and counselling on diet and exercise, bariatric surgery and pharmaceutical 

treatments, and financial incentives to lose weight (e.g., Catalano & Ehrenberg, 2006; Dension 

& Chiswick, 2011).  

Reviewing these studies, I was struck by the unacknowledged sociopolitical orientation of the 

authors. The studies seemed highly inflected with neoliberal rationalities that emphasise 

individual responsibility, self-management, and moral judgements about fatness. For example, 

the studies commonly referenced the burden of care and costs posed by fat women to the 

public health system and described highly individualised and moralised understandings about 

the causes of and solutions to fatness. In short, they explained fatness as the result of the poor 

lifestyle choices and behaviours of individuals who have not understood how, or are too lazy, 

to be healthy. I was struck by how such a partial, incomplete, and unkind (indeed vicious) 

story on maternal fatness was being constructed in the claims of medical scientists, popular 

media discourses, and policy responses as contemporary certainty or truth. I was interested in 

the political investments and regulatory interests involved in why and how pregnancy fatness 

was coming to matter in this way at this particular time, and in the effects of this, in terms of 

the cultural possibilities for being for fat women (particularly mothers), for reproductive and 

fat politics, and indeed for movements for social justice in health more generally. Considering 

that pregnancy fatness was being constituted as a public health crisis warranting urgent action, 

I was curious as to whether the framing of the problem, and the proposed solutions, could ever 

have the effect of improving maternal and child health, and if not, what other purpose was 

being served. I was also interested in what the transformation of pregnancy fatness into a 

medical problem might mean in the context of pre-existing but broadly unacknowledged fat 

stigma and discrimination in maternity care and beyond. My guess was that it couldn’t be 

good. 
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My task began to materialise: in the cacophony of voices speaking about fat maternal bodies, 

the voices of fat women themselves were noticeably absent, both in scholarly and popular 

discourse, an oversight that has been identified by feminist fat studies scholars across popular 

and medical discourses about fat women bodies (e.g., Fikkan & Rothblum, 2012; LeBesco, 

2004; Murray, 2008). I, therefore, wanted to centre fat women’s voices in the analytical work 

of this thesis by talking with them directly about their experiences. However, this is not to say 

that I would treat their accounts as an unmediated version of “the real.” My overtly political 

interest in the research was primarily centred on cultural analysis and critique. I wanted to 

understand how (and why) maternal obesity knowledges were coalescing around, and 

constituting, fat pregnant embodiment in seemingly oppressive ways, with the goal of opening 

up other possibilities for being in the world (Gavey, 2011). This meant that while I was 

interested in fat women’s experiences of reproduction, my analytical work with their accounts 

would not be simply descriptive. Rather, I also wanted to examine how their experiences were 

enmeshed in culture, revealing the discursive forces that shape the conditions of possibility for 

those experiences (Gavey, 2011). 

Ontology and epistemology 

My interest in approaching the research in this way is consistent with the claims, interests, and 

commitments common to feminist poststructuralism, which forms the ontological and 

epistemological foundation of my analytical work in this thesis. Research informed by a 

feminist poststructuralist epistemology starts from the viewpoint that knowledge does not 

consist of metanarratives or universal standards for all human beings but rather historically 

and contextually contingent truths that are the product of power relations (Foucault, 1980). 

Poststructuralist ideas have been widely taken up in feminist sociological analyses of women’s 

embodiment and health, providing a critical frame for disrupting the dominance of medical 

scientific knowledges that have led to the pathologisation and medicalisation of women’s 
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bodies and life processes such as menstruation, reproduction, and menopause. The medical 

sciences,7 with their predominantly positivist epistemology and mechanistic world view, lay 

claim to the production of objective truths. This knowledge paradigm dominates the 

formulation of institutional discourses and practices in relation to embodiment and health and 

thus the cultural conditions of possibility for embodiment (Gavey, 2011, p. 185). Feminist 

poststructuralism offers a way to “get inside” these systems of thought. Many significant 

feminist analyses have peeled back the truth claims of the medical sciences to reveal gendered 

metaphors, narratives, and biases (e.g., Haraway, 2000; Martin, 1989, 1999; Shildrick, 2015; 

Ussher, 2006). These analyses illuminate how medical knowledges have been implicated in 

the construction of women’s bodies as abject, inferior, and defective compared with a 

masculinised norm, with oppressive subjectifying, regulatory, and governing effects.   

Feminist research informed by poststructural epistemology is not, however, confined to the 

critique of medical knowledge claims. The poststructural subject elaborated by Butler (1997) 

is reflexive and ambivalent in response to the subjectifying effects of social power and is able 

to disrupt the signifying process through which she is constituted through active and reflexive 

engagement with the process of signification. This provides space to conceptualise human 

agency (albeit a constrained version) as the capacity to recognise the discursive constitution of 

the self and the ability to question and challenge this (Davies & Gannon, 2011, p. 318). Thus, 

research informed by feminist poststructuralism not only seeks to document the relationship 

between knowledge, power, discourse, and subjectivity but also to open up new possibilities 

for being or new “lines of flight that make new realities” (Davies & Gannon, 2011, p. 320). 

 
7 Likewise, the knowledges of the health sciences, including the professions of nursing, midwifery, radiography, 
psychology, dietetics, physical education, public health, and health promotion, while to varying degrees 
attempting to distinguish themselves from the medical sciences, frequently betray “a strong subjection to the 
biomedical paradigm” (Rail, Murray, & Holmes, 2010, p. 225). 
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Research goals 

The theoretical positioning of this research has significant implications for how I 

conceptualise my research goals. It supports my overtly critical stance on contemporary 

knowledges about maternal obesity, allowing me to examine them as socio-culturally 

constituted phenomena that serve political interests and are manifested in the lives of 

individual women. This in turn allows me to examine the possibility for opening up more 

diverse ways of being in the world for fat women, beyond those determined by the dominant 

discourses of maternal obesity, and to offer alternative conceptualisations and accounts of the 

relationship between fatness, mothering, and reproductive health. My research goal was 

therefore to disrupt and complicate the dominant story of maternal fatness circulating in 

popular and scholarly fora by asking how the problem of pregnancy fatness has come to be, 

whose interests are served, what are its effects, and how might these effects be different? More 

formally, my research questions were as follows: 

1. What historical, social, cultural, political, and economic conditions, including shifts in 

medical science knowledges, are facilitating the problematisation of pregnancy 

fatness?  

2. What are the discursive and subjectifying effects of this problematisation (if any)? And 

how are these effects differentiated by intersectionalities, for example, between gender, 

ethnicity (and indigeneity), and class? 

3. In what ways and how (if at all) is the problematisation of pregnancy fatness related to 

the imperatives of neoliberal governmentality? (see Chapters 2, 3, 6, and 7, for 

discussion relating to neoliberal governmentality) 

4. And how might meanings about fat women’s reproductive bodies be transformed in 

order to develop a more complex story of maternal and child health, and to generate 

more liveable fat maternal subjectivities? 
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Researcher positionality 

The theoretical orientation of this research also has implications for the process of sociological 

research. Research informed by these theoretical perspectives shifts the focus away from 

observing and recording an objective reality. The knowledge gained through research is 

understood as produced through the interaction between researcher and research subjects 

rather than a straightforward documentation of experiences (Weatherall, Gavey, & Potts, 

2002). The researcher’s own influence over how the research takes shape is considered and 

utilised in analysis, and researcher reflexivity is considered an important part of the rigour of 

the research process. This involves bringing yourself as researcher visibly into the research, 

acknowledging who you are and what motivations and assumptions are at play in the conduct 

of the research (Braun & Clarke, 2013, p. 37). 

This research has been complexly interwoven with my own personal stories of both fatness 

and pregnancy. When I commenced this doctoral research mid-way through 2012, I was 

neither a mother, nor fat. Now, as I complete it in the early days of 2019 I am both. In a twist 

on the second-wave feminist slogan, the political has become personal. However, this is not to 

say that my interests in this research weren’t personally motivated at the outset. Whilst I was 

not fat when commencing this research, cycling through periods of fatness had been part of 

my embodied history since adolescence, mapped in complex ways onto other struggles in my 

life, including periods of stress, loss, and change. As my fatness emerged in adolescence, so 

too did the damaging consequences of fat abjection for a young person—exclusion from 

physical education and sports teams, ill-fitting school uniforms, bullying from school peers, 

and critically poor body image and low self-esteem manifesting in a range of other 

vulnerabilities. As my adolescence gave way to young adulthood and now to my late thirties, 

weight management has dominated my experience of my body.   
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Having moved through the world as a fat, thin, and decidedly in-between body, I have 

encountered the ways in which privileges are ascribed to bodies that “fit” (seating, clothing, 

social norms, and health criteria) and the oppressions and marginalisations wrought on those 

that do not. Of course, these experiences of both privilege and oppression have always been 

refracted at the intersection of other aspects of my identity: my whiteness, queerness, 

ablebodiness, access to education and other middle-class opportunities, and my gender. 

Having lived in a body that changes size, I have also experienced the incapacity of weight-

centric health discourse to attend to the lived complexity of body weight and its relationship to 

health. I have observed the blindness of weight-centric health discourse to the health harming 

effects of the social abjection of fatness (and the pursuit of thinness), and its neglect of the 

healthiness and pleasures of a fat body not at struggle with itself.  

As my feminist politics have been shaped by poststructural perspectives, so has my personal 

relationship with my body, bringing into stark relief the incredible power of discourse in our 

psyche but also the transformative potential of counter-discourse and opportunities for 

resistance. The abjection of fatness in contemporary discourse has been exceptionally sticky in 

my relationship with my body, the goal of weight loss ever presiding. However, my exposure 

to fat activism and feminist fat studies scholarship has provided a deeply valued counter-

discursive frame and community of practice, offering opportunities for resistance. These 

resistances are realised in small and sometimes fleeting ways, for example, the refusal of 

routine ‘weighing-in’ at my local doctors (and buffering the shocked discomfort of my health 

providers at this unexpected insubordination). But such resistances can be profound in offering 

inroads towards constituting a more peaceful fat subjectivity. 

When I commenced the research in 2012 a period of significant weight loss in the preceding 

years had left me in a “normal-sized” body. My body was, however, changing shape in other 

ways. Nearing the end of the first year of this doctoral research I was pregnant for the first 
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time, my belly rounding to fullness over the months that I was interviewing participants in this 

study. The privileges afforded to me during my pregnancy because of my “normal weight” 

were a striking (and distressing) counter-point to the experiences of my research participants. 

My lovely first baby, Bell, was born around the time I completed my research interviews, and 

the experience of embarking on motherhood, and the resulting transformations in my body 

(which have felt entirely out of my control), have shaped my engagement with this research in 

important ways. In particular my experiences of maternal embodiment have brought into stark 

relief the impossibility of neoliberal logics of body management in the context of maternity. 

Since the birth of Bell, I have re-inhabited a fat body and have experienced my weight as 

much more static and harder to shift, facilitated in part, I believe, by antidepressant medication 

that supported me through a difficult period of postnatal distress following her birth. My 

struggles to carve out a positive and peaceful fat maternal identity in the years after giving 

birth to Bell greatly amplified the concerns that originally drove me to undertake this research 

and at times I found my own proximity to the research unbearably painful, adding additional 

strain to the juggle of combining new parenting and doctoral research.  

Three and a half years after Bell was born and deeply immersed in writing up this research, I 

was pregnant for a second time. My proximity to the research had deepened–I was now a fat 

pregnant person. However, motivated by the analytical work of this thesis, I was determined 

that in my journey through this pregnancy and birth I would find opportunities for my own 

“back-talk” (hooks, 1986) to the oppressive discourses of maternal obesity and I attempted to 

nurture a more compassionate and peaceful subjectivity as a fat pregnant person. I found a 

midwife who was highly critical of weight-centric approaches in maternity care, declined to be 

weighed during my pregnancy, and asked a close friend who is a sonographer to do my 

ultrasound scans. I also planned to birth at home, in water, removed as far as possible from 

maternity care institutions where oppressive discourses about my body might concentrate. Just 

before dawn on May twentieth last year I birthed my precious second baby, Mae, into my own 
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arms in the birth pool set up in my dining room surrounded by my partner, daughter, loving 

friends, and skilled and compassionate midwives. While I acknowledge the many privileges 

that afforded it, the experience of birthing Mae has indeed offered me a transformative 

counter-point to the story I tell in the following chapters of this thesis. It has also invigorated 

my commitment to a feminist fat and reproductive politics that moves beyond critique to offer 

up, indeed to insist upon, counter-knowledges of fatness, birth, and mothering. To emphasise 

this, I have interspersed photos of Mae’s pregnancy and birth throughout the thesis, a visual 

prompt to the reader of the ultimate transformative goal of this research. 

Research contributions 

In response to my research goals, this research makes four distinct forms of contribution, each 

to potentially different audiences. First and foremost, my research offers a new contribution to 

scholarship in the interdisciplinary field of fat studies and the health social sciences that is 

beginning to articulate a critique and counter-discourse to contemporary medical science 

dominated constructs of fat pregnant embodiment. This is a nascent field of scholarship with 

remaining gaps in the literature, particularly in relation to how fat women themselves have 

experienced their problematisation and whether weight-based interventions during pregnancy 

improve maternal and child health (see Chapter 2 for a review of this nascent critical 

literature).     

Second, this research offers my midwifery colleagues and other maternity care providers a 

critical framework for thinking about pregnancy fatness in ways that challenge contemporary 

logics of the problem and what should be done about it. The research therefore contributes, 

albeit in a small way, to a wider struggle by critical qualitative health researchers, particularly 

those working from a poststructural epistemological orientation, to broaden the margins of 

what constitutes mainstream health research and science. Health knowledges are dominated by 

an ideological obedience to scientific authority based on positivist notions of researcher 
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objectivity and quantitative methodologies. This has led to a devaluing and disregarding of 

other ways of knowing, such as qualitative inquiry (Rail et al., 2010). This research represents 

a challenge to conventional scientific authority in health knowledges, attesting to the value of 

creativity, criticality, and plurality in health research. It asserts a place for, indeed the 

necessity of, research that prises open dominant health discourses and works to imagine how 

things might be other than what they have become, “no matter how ‘naturally’ they present 

themselves, no matter how forcibly the so-called evidence speaks to us” (Rail et al., 2010, p. 

236).  

Third, by moving the research focus from critique to resistance, I have expanded the reach of 

this research beyond an academic audience to connect with social movements for fat and 

reproductive justice. The research provides an account not only of what is but also what can be 

and contributes counter-knowledge for those working towards transformation and change in 

the social positioning of fat embodiment and for a more compassionate reproductive politics. 

This contribution is demonstrated by the intentional publishing in an open-access journal of 

Chapter 9 which focuses on resistance and counter-knowledge. This will help ensure it is 

reachable by a wider audience. I have also pursued opportunities to present the analytical work 

of the thesis in non-academic forums including fat activist gatherings and health professional 

forums. 

Fourth, my research has explored and elaborated a novel research methodology which I term 

caring conversations. This is an approach to research that centres relationality and care as 

central ethical concerns throughout the research process as an intentional act of resistance to 

neoliberal rationalities and subjectivities. This nascent methodological contribution, outlined 

in Chapter 4, will likely be of interest to critical health scholars who seek to expand the 

political potential of poststructural qualitative research to produce counter ways of knowing 

and being through a research experience that models them. 
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Thesis with publications 

The research project I have outlined above is presented here as a thesis with publications. 

Undertaking this thesis with publications was a pragmatic decision for two reasons. The first 

reason is that because this research has been undertaken in response to a cultural moment I 

was keen to participate in the emergent debate about fat maternal bodies while it was 

politically active. I therefore produced chapters for publication in response to calls for special 

issues and edited volumes on my research subject, which drove my publication agenda. To use 

a colloquialism, I wanted to “catch the wave” of academic and popular interest in this topic. 

The second is that because this research has been undertaken parallel to my own reproductive 

journey, it has taken some years to complete, and publishing as I have gone has given me a 

sense of structure and outcome, as well as timeliness, that has drawn me towards completion. 

The first journal article from this research was published in 2014 and I have produced seven 

publications in total (two book chapters and five journal articles), six of which are included in 

this thesis. The remaining publication that is excluded did not fit with the theoretical thread of 

this thesis; however, I have included it as an appendix (see Appendix J) as it forms part of the 

wider fabric of knowledge produced by my research. 

The thesis ahead: A note on structure 

Following this introduction chapter, the main body of this thesis consists of nine further 

chapters. Six of these are publications (five journal articles and one book chapter), which are 

already published or in-press (Chapter 2, 5, 6, 7, 8, & 9). Chapter 2 was published in 2014 and 

provides a critique of the literature that contextualises the study and a detailed exploration of 

the emergence of maternal obesity as a phenomenon. I refer to it elsewhere as the “background 

chapter.” Chapters 5, 6, 7, 8, & 9 present the substantive contribution of this thesis. Given that 

each publication references the same research study and covers overlapping theoretical and 

methodological ground, a degree of repetition across the chapters is unavoidable, particularly 
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in the introductions and methods sections. Another consequence of the “with publications” 

model is that my thesis does not always follow the chronological order in which the chapters 

were written and some variations in the development of my thinking and the sophistication of 

my arguments may be noticeable.  

Two additional chapters (Chapters 3 and 4) were purpose written for this thesis. Chapter 3 

presents the full theoretical framework that underpins the research, aspects of which are 

presented in each publication. Chapter 4 provides a detailed account of the project methods, 

offering a full narrative of the research process and providing supplementary information to 

that provided in the description of the study in each publication. Chapter 10 provides a 

concluding discussion. Interwoven throughout the chapters are a series of photos of the 

pregnancy and birth of my second child, Mae. These photos function as my own “back talk” to 

the oppressive discourses of pregnancy fatness, presenting my journey as a fat person through 

the pregnancy and birth of my second child as a form of counter-knowing of the possibilities 

for peaceful and empowered fat birthing embodiment. 

I have presented these chapters in parts to give some structure to the thesis and to distinguish 

between the different analytical activities of the various chapters. Part I includes this 

introduction and the background chapter, giving an introduction and overview to the topic and 

the field.  Part II presents Chapter 3, the theoretical chapter, and Chapter 4, the  

methodological chapter, which contextualise the analytical work in the following chapters.  

Part III contains Chapter 5, the first of the analytical chapters, which identifies the dominant 

discourses that constitute the problematisation of pregnancy fatness and the discursive and 

subjectifying effects of these. Part IV presents Chapters 6, 7, and 8 which explore different 

dimensions of the relationship between the problematisation of pregnancy fatness and 

neoliberal governmentalities, specifically pre-emptive biopolitics, affective-discursive 

practice, and racialised governmentalities. Part V is focused on possibilities for 
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transformation. It presents Chapter 9, which explores fat women’s negotiation of, and 

resistance to, the problematisation of pregnancy fatness and the opportunities for counter-

knowledge and transformation.   

Each part is introduced with a brief preface. The prefaces contribute to the structure of the 

thesis by building a connecting narrative within and between each part of the thesis. This 

connecting narrative serves the crucial purpose of helping to present the thesis as a coherent 

whole, considering six of the chapters were written as stand-alone pieces that were shaped by 

distinct editorial and peer-review requirements. Part VI presents the concluding discussion, 

reflecting on the thesis as a whole and contextualising its analytical contributions to health 

social science and fat studies, as well as to wider movements for fat and reproductive justice. 

The thesis closes with a reflexive postscript that provides a narrative supplement to the 

personal photos included as counter-discourse throughout the thesis.  

A note on the use of gendered language 

As you read through this thesis you will note inconsistencies in my use of gendered language 

to refer to the main subject under analysis–fat pregnant people (and those who are trying to 

conceive or who are already parenting their young infants). You will note references to fat 

women, fat pregnant people, fat mothers, fat mothers (parents), and fat parents. These 

inconsistencies are intentional. By using a diversity of language forms I am signalling the 

current limitations of language to describe the diversity of gender in relation to reproductive 

experience.   

My language choices are based on several principles drawn from the work of Ross and 

Solinger (2017, p. 6) on reproductive justice. Firstly I do not wish to reproduce the silences 

and biases that make transgender and non-binary gendered people invisible. By attempting to 

use inclusive language I demonstrate a commitment to the idea that not everyone who can get 

pregnant and have a children is a woman, and not all women can or do get pregnant and give 
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birth. Second, I do not wish to essentialise reproductive experience to bodily anatomy. I agree 

with Ross and Solinger (2017, p. 6) that neither reproductive oppressions nor people’s 

reproductive decisions are based purely on reproductive anatomy but rather on struggles over 

bodily autonomy, self-determination, and personhood. By employing these principles the 

limitations and problematics of the use of woman and mother as general terms in this research 

are acknowledged.   

I do however also acknowledge the danger (and fear) that attempts to use inclusive language 

may have the effect of losing specificity in the ability to describe and challenge the gendered 

oppressions experienced by cis-gendered8 women in relation to reproduction. Feminist 

analyses have firmly established how being a “woman” (i.e. being a cis-gender woman) has 

meant being targeted for various kinds of sexual and reproductive oppressions and abuses. 

Reclaiming women’s experience has also been an important feature of feminist scholarship 

and activism, and sometimes this had included all women and sometimes it has been 

essentialist/biologically reductive. However, feminist histories also show how maintenance of 

a gender binary, and conflations of femininity and biology, have been a foundation stone of 

male supremacy and the subordination of women (Ross & Solinger, 2017, p. 7).   

The solution offered here is imperfect but is part of a broader scholarly and activist 

commitment to defy the gender binary in relation to reproduction. I continue to explore ways 

to expand my lexicon to encompass the diversity of gendered experience in relation to 

reproduction and family formation. 

 
8 Denoting or relating to a person whose sense of personal identity and gender corresponds with their birth sex. 
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Chapter Two 

Reproducing obesity: Responsibilising the pregnant self for the “obesity 

epidemic” 

I used to think of my body as an instrument, of pleasure, or a means of transportation, 
or an implement for the accomplishment of my will . . . Now the flesh arranges itself 
differently. I’m a cloud, congealed around a central object, the shape of a pear, which 
is hard and more real than I am and glows red within its translucent wrapping.  

(Atwood, 1986, p. 73) 

In a disturbing parallel with Atwood’s (1986) speculative vision of women reduced to, and 

regulated through, their reproductive capacity (in The Handmaids Tale,) Western cultural 

understandings of the pregnant body have been transformed over the past thirty years. 

Feminist scholars have pointed to the rise of the fetus to the status of independent subject in 

the social landscape and the associated erasure of the pregnant subject, her body reduced to the 

“theatre for the pregnancy” (Ruddick, 2007, p. 519) or framed as potentially antagonistic to 

the fetus. This shift has been attributed to a complex web of technological, scientific, and 

political developments, including fetal medicine and surgery (e.g., Schmitz, Clarke, & 

Dondorp, 2018), ultrasonography and fetal photography (e.g., Roberts, 2016; Stabile, 1998), 

the co-option of the fetal image as the poster child of anti-abortion politics (e.g., Andaya & 

Mishtal, 2017; Petchesky, 2000; Silbey, 2015; Woodruff, 2019), and the extension of child 

health promotion to the womb, such as in campaigns aimed at the effects on fetuses when 

smoking while pregnant (e.g., DeBruin & Marshall, 2019; Oaks, 2000). The result has been an 

intensifying social scrutiny of pregnant women’s bodies and behaviours and the potential risks 

they pose to the developing fetus, creating the social and cultural conditions for the rise of 

fetal protectionism in health and legal discourses. In its most extreme manifestation, this is 

leading to the prosecution and punishment of some pregnant women for fetal abuse (e.g., 

DeBruin & Marshall, 2019; Goodwin, 2017). However, all pregnant women are increasingly 

subjected to disciplinary social and institutional scrutiny (Lupton, 2012b): Take, for example, 
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the close attention paid to the effects on the developing fetus and future person of a pregnant 

woman’s diet, alcohol consumption, employment, recreational pursuits, and a myriad of other 

daily life activities.  

On the back of the technological, scientific, and political developments that have given rise to 

fetal personhood and fetal protectionism, there has been a recent proliferation of 

epidemiological and medical science research into a plethora of potential risks to the 

developing fetus posed by pregnant bodies classified as overweight or obese (e.g., Callaway, 

Prins, Chang, & McIntyre, 2006; Catalano & Ehrenberg, 2006; Green & Shaker, 2011; Huda, 

Brodies, & Sattar, 2010). The risk and protection focus of this research, in concert with the 

social context of surveillance and regulation of the pregnant body, has produced fat pregnant 

bodies as the latest, and greatest, danger to the health of the developing fetus and resulting 

person. These studies have been extensively and sensationally reported in the Australasian 

news media, with headlines such as “Obesity, smoking risks for baby brain damage” (2013); 

“Children of overweight women die younger” (2013); “Extremely obese mothers a ‘scary 

problem’- expert” (2012); and “Children the future victims of today’s obesity” (Dickinson, 

2016). This has led to the framing of so called “maternal obesity” as a public health crisis and 

“the biggest challenge for maternity services today” (Heslehurst, Bell, & Rankin, 2011, p. 

161), and is resulting in the reorientation of maternity and public health policy toward the 

management of “risky” fat pregnant bodies.  

In this chapter, I examine the intersection of fat, gender, and reproduction by sketching the 

framing of a public health crisis that rests on individualising discourses of embodied maternal 

responsibility for the obesity epidemic and thus population health. Drawing on critical 

feminist poststructural theoretical perspectives, I demonstrate how the medical and social 

phenomenon of maternal obesity is a “biopolitical project” (Rail, 2012, p. 243) in the service 

of neoliberalism, one that invisibilises and compounds the intersecting oppressions of gender, 
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race, class, and fatness, among others, in the lives of women. I argue that this project not only 

negatively impacts on the maternal identities and reproductive experiences of fat women, 

particularly those already marginalised by structural inequalities including racism and poverty, 

but ultimately undermines movements for social justice in health more generally. I conclude 

by calling for research that takes a critical stance on maternal obesity, research that asks how 

the problematisation of pregnancy fatness shapes and limits the cultural possibilities for 

positive fat maternal subjectivities and how these oppressive conditions might be transformed. 

Contemporary fat politics and discourses of health 

The past three decades have seen the development of a major focus on fat as a health issue, 

especially in the West. This has been fuelled by a proliferation of studies pointing to the 

growing prevalence of obesity in the population and by an association between fatness and a 

vast range of negative health consequences (e.g., GBD 2015 Obesity Collaborators, 2017). 

The studies have been accompanied by a massive increase in the coverage of obesity-related 

stories in the media and an intensified focus on fatness as a health issue by public health 

officials and health and fitness professionals, in educational institutions, and even in the courts 

(Rail, 2012). By way of example, O’Hara and Gregg (2012) describe the following from 

media content analysis undertaken in 2006:  

In 1996, only 40 articles that included the term “obesity” appeared in Australian and 

New Zealand newspapers; on average, one article every nine days. By 2000, this figure 

had risen to 339 articles; by 2002, there were 1,438 articles; and, in 2005, there were 

2,734 articles, or 7.5 articles per day, a 50-fold increase in the reporting on “obesity” in 

a 10-year period. (p. 260) 

Media and public discourses on the obesity epidemic have predominantly framed high body 

weight as a major public health problem that poses a substantial and avoidable disease burden 

with significant social and economic costs (Gard & Wright, 2005). A range of actors from 
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clinicians to epidemiologists have called for the mobilisation of global and national resources 

to tackle obesity and facilitated the reorientation of Western health care to a focus on body 

weight (e.g., Fight the Obesity Epidemic, 2014).  

The key assumptions underlying this focus on body weight have become so entrenched that 

they now not only constitute epistemological fundamentals within contemporary health care, 

but also are hegemonic in Western social and cultural understandings of what it means to be 

healthy (Gard & Wright, 2005). These assumptions include the following: that fatness is bad 

for your health (e.g., World Health Organization, 2019); that the body mass index (BMI)9 and 

other body weight classification systems are objective and culturally neutral measurements of 

health (e.g., “BMI is a good measure of health after all,” 2018); that the health risks indexed to 

fatness are so great that it actually constitutes a disease in its own right (e.g., Paddock, 2017); 

that fatness results from an imbalance between energy in and energy out and can be altered 

through changes to the diet and exercise of the fat individual (e.g., World Health Organization, 

2019); and that weight-loss is a desirable, feasible, and sustainable solution for fatness (e.g., 

Ministry of Health, 2009). 

However, although hegemonic, the conflation of weight and health and the pathologisation 

and medicalisation of fatness are highly contested by scholars across a range of disciplines and 

from diverse epistemological positions, brought together in the interdisciplinary fields of fat 

studies and critical obesity studies. Of central interest to my research are those scholars 

writing from a social constructionist/poststructural epistemology. Scholars writing from this 

epistemological position critique obesity epidemic discourse as an expression of contemporary 

biopolitics in that it segues neatly into the approach to governance in neoliberal states that is 

enacted through practices associated with the body (Guthman & DuPuis, 2006; LeBesco, 

 
9 Body mass index (BMI) is a simple index of weight-for-height that is commonly used to classify overweight 
and obesity in adults. It is defined as a person’s weight in kilograms divided by the square of his height in meters 
(kg/m2) (World Health Organization, 2019). 
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2011; Rail, 2012; Wright, 2009). Neoliberalism seeks, among other things, to justify decreased 

state responsibility for, and involvement in, the conditions that produce health and social 

welfare by tasking the individual with the project of self-governance. The Foucauldian 

concepts of biopolitics and biopower are central for understanding the governance and 

regulation of individuals and populations under neoliberal governments that depend on 

citizens’ voluntary participation rather than overt force (Wright, 2009, p. 1). Biopolitics and 

biopower describe the technologies of neoliberal state power enacted on the body that aim to 

produce docile citizens and control of the population, including through problematisation and 

responsibilisation (see Chapter 3 for a more detailed discussion of biopolitics and biopower) 

(Foucault & Rabinow, 1984). The technologies of problematisation and responsibilisation 

involve the regulation of the population through the proliferation of so-called public health 

problems and other regulatory interventions and mechanisms for the pre-emption and 

management of risks to health and safety. Individuals are responsibilised into thinking that the 

management of such health problems and risks are within the realm of individual control 

through careful self-management and discipline (Foucault, 1984). Within a neoliberal political 

context, health is thus transformed from a passive state marked by the absence of disease, to a 

personal and moral responsibility to be brought about through its active pursuit, by the 

embrace of a range of lifestyles choices and technologies (Cheek, 2008b, p. 975) (see Chapter 

3 for an extended discussion of neoliberal biopolitics and their effects).  

For scholars writing about the governance of fat bodies, obesity science, and its uptake in the 

media and public health policy, does not convey impartial biomedical knowledge but is rather 

“a biopolitical project to discipline the masses and develop productive neoliberal biocitizens” 

who will not burden health care and other state-funded systems (Rail, 2012, p. 243). From this 

perspective, a state’s weight-related polices and interventions seek to “regulate, normalise and 

discipline its citizens” through the task of managing and reducing body weight (Lupton, 2013, 

p. 39). As Markula (as cited in LeBesco, 2011) describes:  
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Population statistics identify a new form of deviance, the obese body, that endangers 

the welfare of society. Individual citizens are now asked to locate themselves within 

the BMI scale, to confess to being fat and to seek the appropriate discipline (diet and 

exercise) to avoid becoming an economic burden for society. (p. 155) 

Health (signified by the slender body) is thus a marker of good citizenship and is measured by 

the performance of health through a range of individual lifestyle choices and technologies 

aimed at weight maintenance (LeBesco, 2011). LeBesco (2011, p. 155) explains, “As the 

reach of the state is extended (but not by force), good citizens become partners in the 

governance of their own affairs and their own bodies,” which is demonstrated through their 

self-management of their weight. Conversely, ill health (signified by the fat body) represents 

the failure of the neoliberal citizen to choose healthiness. Those individuals or groups who do 

not manage obesity risks are marked out as requiring intervention in order that they become 

self-managing (Guthman & DuPuis, 2006).  

This individualising strategy of neoliberal governance, however, masks existing social 

inequalities and other relations of power that are determining of body weight, health, and 

welfare, for example, structural racism, poverty and the practices of the agri-food industry that 

lead to the widespread availability of cheap, poor-quality food (Rail, 2012). In other words, 

the neoliberal language of individual choice and responsibility works to “de-socialise obesity,” 

invisibilising “the ways in which social and economic conditions substantially determine one’s 

lifestyle choices” and devaluing and excluding important considerations around the influence 

of social structures and social injustice on health (Rail, 2012, p. 232). This works to justify the 

blame of, and punitive sanctions against, those individuals and communities who do not fulfil 

the requirements of neoliberal citizenry, including slenderness.  

Feminist scholars point to the double responsibility placed on women by the imperatives of the 

self-governing neoliberal citizen who maintains health through slenderness (Boero, 2010; 



27 

Maher, Fraser, & Lindsay, 2010; Rail, 2012; Tischner & Malson, 2012; Warin, Turner, 

Moore, & Davies, 2008). Tischner and Malson (2012, p. 52) argue that not only is slenderness 

in women given greater emphasis as a result of its intersection with long-established 

heterosexualised beauty norms but, in addition, women—through gendered constructs of 

“good mothering”—are positioned as responsible for both their own health and the health of 

their families. Thus, while the “neoliberalisation of health” responsibilises the individual for 

health without much heed to the individual’s gender, “the production and regulation of that 

‘responsibility’” is nevertheless read in concert with these longer-standing gendered 

constructions (Tischner & Malson, 2012, p. 52).  

The maternal responsibilisation for fatness can be seen in the framing of moral panic about 

childhood obesity whereby the weight of one’s children has increasingly become a measure of 

good mothering, resulting in gendered, individualised blame placed on women, particularly 

mothers, for the obesity epidemic10 (Boero, 2010, p. 113). However, feminist scholars, 

drawing on intersectional analysis, emphasise that the burden of mother blame for obesity is 

not shared equally among women. Intersectional analysis disrupts “hegemonic 

generalisations” (Hankivsky et al., 2010, p. 12) about women’s experiences and draws 

attention to the “interlocking effects of identities, oppressions, and privileges to fully 

understand the range and complexity” of those experiences (Price, 2011, p. 55; see also 

Collins, 2000a). Applied here, it calls for attention to the many factors that intersect with 

gender in the problematisation and responsibilisation of the maternal subject, including but not 

exclusively, colonialism, racism, heterosexism and ciscentrism, economic marginalisation, and 

ableism. As Boero (2010) argues:  

 
10 Powell and Fitzpatrick’s (2013) research suggests that children are not immune to individual responsibilisation 
for weight, despite the responsibilisation of their mothers. Powell and Fitzpatrick found that New Zealand school-
aged children understood the purpose of fitness lessons at school as primarily about avoiding fatness. Powell and 
Fitzpatrick (2013) conclude, “Children’s bodies then are directly governed by discourses of morality and 
behaviour. This is especially powerful because they make children themselves morally responsible for their 
fitness and health” (p. 13). 
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The cultural landscape is peppered with references to stereotypical “bad” moms—

working mothers, welfare moms, teenage mothers, queer moms, and single mothers to 

name but a few. What all of these stereotypes share is that they highlight the normative 

conception of good mothering that assumes that good mothers are heterosexual, white, 

middle class, and do not work outside the home. (p. 118) 

Along with other examples of mother blame for health and social problems in the West (e.g., 

Blum, 2007; Jackson & Mannix, 2004), evaluating mothers based on their children’s body 

weight obscures these macro-social, structural inequalities that significantly impact on 

women’s ability to mother, and that shape and constrain their health and that of their families 

(Boero, 2010, p. 113). Maher, Fraser, and Lindsay (2010, p. 306) elaborate: “The focus on 

individual responsibility for obesity, and where children are concerned maternal responsibility, 

masks broader social influences on children’s health and the limits of maternal autonomy and 

power.”  

In the following discussion, I sketch how the growing institutional and social focus on 

maternal obesity is extending the maternal responsibilisation for childhood obesity to include 

women’s gestational and even pre-gestational behaviours. I speculate on the implications of 

this, particularly for those women already marginalised by white, middle class constructions of 

what constitutes “good” mothering and who have the least access to the resources necessary to 

meet the obligations of the self-governing reproductive citizen.  

Gendering the obesity epidemic  

In the search for the cause of and solution for obesity, medical research has become 

increasingly focused on women’s reproductive bodies and, in particular, the “womb 

environment.” In that research, high and growing rates of fatness among reproductive age 

women in the West substantiate pregnancy (and pre-conception) fat as not only the latest 

effect of the obesity epidemic, but more so as its cause (e.g., Callaway et al., 2006; Huda, 
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Brodies, & Sattar, 2010; Nagle et al., 2011). Fatness before, during, and after pregnancy is 

associated in these studies with a wide range of adverse reproductive health outcomes, 

including infertility (Farquhar & Gillett, 2006), miscarriage (Catalano & Ehrenberg, 2006), 

congenital abnormalities (Denison & Chiswick, 2011), stillbirth (Stacey et al., 2011), and an 

increase in almost all pregnancy and birth complications (Catalano & Ehrenberg, 2006). As 

Jarvie and Ramsay (2010, p. 83) note, “the effect of adiposity [i.e. fatness] is manifest in 

nearly every aspect of female reproductive life whether as a metabolic or reproductive 

complication or as a technical problem affecting clinical issues such as ultrasound scanning or 

surgery.”  

Many of these studies go on to speculate that maternal obesity may have an in-utero influence 

leading to future adult obesity and disease through the effects of what has been termed fetal 

programming (e.g., Catalano & Ehrenberg, 2006; Freeman, 2010; Hocher, Slowinski, Bauer, 

& Halle, 2001). Fetal programming theory posits that the uterine environment during early 

human embryo and fetal development influences health, body weight, and risk of disease over 

the life course. Maternal obesity and poor nutrition before and during pregnancy are argued to 

program future appetite, metabolism, and activity levels, leading to increased susceptibility to 

fatness, disease, and even cognitive problems in offspring (Drake & Reynolds, 2010). The 

theory, therefore, effectively positions the fat pregnant body as the origin, not only of the so-

called obesity epidemic, but of a wide range of population health problems, and thus also as 

the focus of efforts to combat them. Fetal programming theory is, however, in its infancy, and 

scientific claims about the long-term effects of pregnancy fatness in these studies are currently 

based on observation, correlation, and speculation rather than any demonstrable causation 

(e.g., Freeman, 2010; Heslehurst, Bell, & Rankin, 2011; Huda et al., 2010). This burgeoning 

area of obesity science will likely be an important locus of critical obesity scholarship in the 

future.  
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As noted in Chapter 1, studies describing the increasing prevalence and health effects of 

maternal obesity have been widely taken up in the news media in Australasia, with stories 

accompanied by sensational headlines such as “Mum’s obesity may have role in baby’s death” 

(Newton, 2010) and “Big mums risk babies’ health” (Grunwell, 2011). High maternal body 

weight is framed in these news stories as a moral and economic threat, in terms of both costs 

to the health system and potential impacts on infant, and thus future adult, health. Echoing the 

studies themselves, there is a strong emphasis in these news media reports on maternal obesity 

as an individual behaviour choice, framing fat women as either willingly risking their baby’s 

health or lacking the knowledge or self-discipline to make the required changes to their 

lifestyle and behaviours to reduce the risks their bodies pose to the developing fetus. In 

keeping with this individual framing, the solution lies in following expert advice and making 

the recommended changes to diet and physical activity. As Browne (2011) reports, “A 

woman’s weight does not have to be a life sentence for her baby” if expert advice is followed: 

“the message has to be that they have to be a healthy weight when they go into pregnancy, 

they have to control their diets when they are pregnant, then they need to be encouraged and 

supported with breastfeeding once their baby is born” (para. 28). 

The health sector has initiated a range of responses to the framing of maternal obesity as a 

public health crisis resulting in a shift in maternity care towards a weight-centric focus. 

Initiatives in New Zealand include the exclusion of women classified as obese (BMI >32 

kg/m2) from eligibility for publicly funded fertility treatment (e.g., Farquhar & Gillett, 2006); 

the introduction of routine pregnancy weight surveillance and prenatal weight management 

interventions such as the targeting of nutrition and physical activity advice to pregnant women 

classified as overweight and obese (e.g., Goodwin, 2011); and the classification and 

management of fat pregnant women as high-risk obstetric patients (e.g., Ministry of Health, 

2012). A high-risk classification means that fat pregnant women are exposed to increased 

medical interventions and more frequent and invasive forms of fetal surveillance, including 
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repeated screening for gestational diabetes, more frequent ultrasound scanning, and referral 

during pregnancy for obstetric and anaesthetic consultation11 (Royal Australian & New 

Zealand College of Obstetricians & Gynaecologists, 2013). It can also result in a loss of 

continuity of care,12 with women expected to attend multiple clinics for assessment and facing 

a possible transfer of care from primary (midwifery) to secondary (obstetric) care because of 

her high risk classification (Ministry of Health, 2012). A high risk classification also results in 

women being denied access to primary birthing units,13 submersion in water for labour and 

birth, and other low-interventionist approaches to maternity care that promote normal birth 

(Birthplace in England Collaborative Group, 2011).  

In tandem, New Zealand’s national public health agenda, aiming to tackle the obesity 

epidemic in the general population, is being refocused in response to fetal programming 

theory, despite the theory’s infancy. This is leading the government to withdraw funding from 

obesity prevention programs aimed at population-wide nutrition and physical health behaviour 

change, to instead focus on women during their reproductive years with the rationale that the 

cycle of obesity can be broken by tackling it at its point of origin: women’s reproductive 

bodies (New Zealand Government, 2013; Office of the Controller and Auditor General, 2013). 

The uptake of fetal programming theory has likely been expedited by the influence of 

Professor Sir Peter Gluckman, a lead fetal programming scientist who was appointed as the 

first Chief Science Advisor to the New Zealand Prime Minister in 2009. Gluckman’s influence 

 
11 If a woman meets the Ministry of Health’s (2012) obstetric referral criteria, her LMC is required to recommend 
consultation with a specialist. The specialist will consult with the woman and LMC on diagnosis, treatment, and 
care plan and if the condition persists clinical responsibility for the woman may be passed from the LMC to 
specialists for the provision of secondary care.  Obesity was added to the referral guidelines for the first time in 
2012. It is recommended that women who are obese (BMI >35) are referred for obstetric consultation and women 
who are morbidly obese (BMI >40) have their care transferred to an obstetrician and are referred for anaesthetic 
consultation.  
12 Continuity of care is the model of maternity care in Aotearoa New Zealand. The term describes the provision 
of care from a single maternity carer (or in some cases a group of carers) from early pregnancy through to six 
weeks postpartum. It is a principle of care considered foundational to midwifery practice in Aotearoa New 
Zealand (Guilliland & Pairman, 2019).  
13 A community-based birthing unit usually staffed by midwives. Primary birthing units provide access for 
women assessed as being at low risk of complications for labour and birth care. They do not provide epidural 
analgesia or operative birth services (Dixon, Prileszky, Guilliland, Hendry, Miller, & Anderson, 2012).  
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over the direction of national public health policy has been criticised by some public health 

academics who question the appropriateness of a scientist taking a lead role as an expert on 

public health initiatives. For example, Jim Mann, a professor of human nutrition and medicine, 

argued in The New Zealand Herald (Johnston, 2013):  

Is it [the change in policy] likely to be beneficial as a public health measure? No 

evidence whatsoever. But there’s interesting animal evidence and some human 

evidence. Good for future research. Professor Mann sounds like he’s marking an 

undergraduate essay. In fact, he’s assessing the political application of the work of the 

highly decorated medical scientist, Professor Gluckman, the Prime Minister’s chief 

science advisor. He pays tribute to Sir Peter as a very good scientist, but he’s not a 

public health person. (para. 5) 

Regardless, the change in focus for national obesity prevention policy was explored in the 

context of a New Zealand Parliamentary Health Committee Inquiry into preventing child 

abuse and improving children’s health in 2012, which included as a term of reference: “What 

practical improvements can be made to health, education, social and other services, targeted at 

the preconception period that will improve infant and child outcomes (including the 

maintenance of a healthy body weight)” (New Zealand Parliament, 2012). Following on from 

the inquiry, in early 2013, New Zealand’s then Minister of Health, Tony Ryall, announced that 

funding previously allocated under the Healthy Eating Healthy Action (HEHA) strategy14 

(Ministry of Health, 2003) was being shifted to the new priority area of maternal and child 

nutrition and physical activity, with a particular focus on “supporting women to achieve a 

healthy weight during and after pregnancy” (Office of the Controller and Auditor General, 

2013, para. 3). This was rationalised as the best intervention point to target the “pre-conditions 

 
14 The HEHA strategy (Ministry of Health, 2003) provided a population-based approach to tackling obesity 
primarily by promoting adult behaviour change with regard to nutrition and physical activity, but also including 
some focus on environmental determinants to reduce the barriers to individual behaviour change. 
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of overweight and obesity” (New Zealand Government, 2013, para. 11). An early reallocation 

of the former HEHA funding included $2.3 million for a new workforce development program 

for health professionals who care for women before and during pregnancy to provide them 

with “the latest evidence-based research into how pregnancy and early life events can 

influence long term health outcomes” for children, and to give them the skills to help “mums 

and their families make better food choices for themselves and their babies” (New Zealand 

Government, 2013, para. 2). This was followed up at the end of 2015 with the government’s 

announcement of the Childhood Obesity Plan which included pregnancy weight and weight 

gain as a key target area (Ministry of Health, 2015). The plan continues to direct the allocation 

of public health funds for obesity prevention initiatives. 

In the most recent New Zealand population data presented by the Ministry of Health, body 

weight is differentiated by both socio-economic status and ethnicity (Ministry of Health, 

2018). Rates of obesity increase with increasing neighbourhood deprivation and are 

significantly higher among Māori and Pasifika adults. This means that those women most 

affected by BMI restrictions and obesity management policies in fertility, maternity, and 

public health policy are more likely to be poorer, and/or to be members of ethnic minority 

groups. This variation in BMI across ethnicities, age groups, and socio-economic 

demographics suggests that a person’s body weight will never simply be a matter of choice 

(University of Otago & Ministry of Health, 2011). 

A crisis in care? 

There is a small but growing body of critical literature across the disciplines of nursing, 

midwifery, fat studies, feminist studies, health social sciences, and critical health psychology 

that has responded to the problematisation of pregnancy fatness. Most of the studies produced 

in the disciplines of nursing and midwifery, while critical to some extent, retain a strong 

subjection to the medical science paradigm. These studies tend to accept the problematisation 



34 

of pregnancy fatness as a major reproductive health challenge that requires solutions. 

However, these studies complicate the dominant discourse produced within medical science 

by insisting on the importance of including fat women’s experience in maternal obesity 

knowledges (e.g., Atkinson & McNamara, 2017; DeJoy, Bittner, & Mandel, 2016; Dinsdale, 

Branch, Cook, & Shucksmith, 2016; Furber & McGowan, 2011; Heslehurst et al., 2015; 

Keely, Lawton, Swanson, & Denison, 2015; Lavender & Smith, 2016; Nyman, Prebensen, & 

Flensner, 2010; Smith & Lavender, 2011).  

These predominantly qualitative studies describe the presence and effects of fat phobia in 

maternity care, manifesting in derogatory attitudes from maternity care professionals, 

increased exposure to a medical intervention, and routinised shaming experiences such as 

body exposure and being weighed. Such interactions were found to result in fat women’s 

feelings of embarrassment, humiliation, and guilt; greater dissatisfaction with care; and in 

some cases, to women delaying or disengaging from maternity care altogether. As maternity 

care systems respond to maternal obesity as a public health crisis, these studies call for 

attention to fat women’s experience of maternity care to ensure the dynamics of fat phobia are 

not intensified and that maternity care solutions designed to address maternal obesity 

effectively engage fat women. 

Very few studies have responded to the problematisation of pregnancy fatness from a social 

constructionist and poststructural ontological and epistemological position, and even fewer 

have done so through centering the voices of fat women themselves. Several studies with a 

social constructionist/poststructural epistemology have critiqued the problematisation of 

pregnancy fatness through a textual-based analysis of the medical science studies on maternal 

obesity, policy documents, clinical guidelines, news media representations, and popular 

cultural discourse (Davidson & Lewin, 2018; Herndon, 2018; Jette & Rail, 2013; 

McNaughton, 2011; Sanders, 2017; Strings, 2015; Warin, Zivkovic, Moore, & Davies, 2012). 
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These studies have called into question the objectivity of medical knowledge claims about 

pregnancy fatness, pointing to the influence of social and political forces in constituting fat 

women’s reproductive bodies as abject, inferior, and risky. A strong theme across this 

literature is how maternal obesity knowledges extend the pernicious effects of maternal 

responsibilisation for child health and obesity to pregnancy or even prior to conception.  

Social constructionist/poststructural research responding to maternal obesity through the 

voices of fat women themselves remains nascent but with some important examples including 

Bombak, McPhail, & Ward (2016) and McPhail, Bombak, Ward, & Alison (2016). Canadian 

scholars McPhail and Bombak (and colleagues) have undertaken a study on the weight-related 

healthcare experiences of fat women accessing reproductive health care while attempting to 

conceive, while pregnant, or while giving birth, analysing these experiences using a 

Foucauldian theoretical framework. Their study has run concurrently to this doctoral research 

and there are remarkable consistencies between the Canadian study findings and those 

presented in this thesis. Both studies have identified the toxic effects on fat women produced 

through the discourses and practices associated with maternal obesity (see Chapter 6 & 7) and 

a “new eugenics” of reproductive control of fat women’s bodies (see Chapter 8). The 

consistency between both studies’ findings is validating of the analytical work presented in 

this thesis, and preliminary discussions are underway for a comparative analysis between the 

Canadian and New Zealand data at the completion of this doctoral thesis. 

A further two studies contribute to the critical literature that is responding to maternal obesity 

(Harper & Rail, 2012; Jette & Rail, 2014). Neither of these studies focus specifically on the 

experiences of fat women but they do draw on a feminist poststructuralist epistemology to ask 

how all women, regardless of size, negotiate and take up the problematisation of pregnancy 

fatness and intensification of weight concern during pregnancy. Harper and Rail’s (2012) 

research with young pregnant women found that the dominant weight-focused discourse 
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surrounding pregnancy, health, and obesity was very present in the narratives of their 

participants and was powerful in constituting their identities as healthy citizens and as 

mothers. The women in Harper and Rail’s study internalized the notion of fetal health as 

paramount, the care of which was understood as an extension of their own maternal 

responsibility for the health of their children and families (p. 75). This resulted in anxiety that 

they were not doing everything they could for their baby-to-be by managing their bodies and 

lifestyle behaviours, with participants “confiding their frequent feelings of doubt, frustration, 

worry, powerlessness and guilt” (Harper & Rail, 2012, p. 79). Harper and Rail (2012) observe 

that their participants’ internalisation of responsibility for reproductive health fulfils the 

neoliberal political agenda by de-responsibilising neoliberal governments for the impact of 

their policies on health. However, Harper and Rail (2012) acknowledge that their participants 

were predominantly white, able-bodied, heterosexual women who had pregnancies classified 

as low risk, and thus were likely to be of average weight.  

Jette and Rail’s (2014) study looked through a feminist poststructural lens at how women with 

low incomes and with diverse socio-cultural locations experienced health and weight gain 

during pregnancy. Consistent with the findings presented in this thesis, Jette and Rail (2014) 

identified oppressive subjection to the discourses of pregnancy weight management, body 

control, and maternal responsibility for fetal health in the narratives of their participants (see 

Chapter 5, 6, 7 & 8). However, as I argue in chapter 9, this is not the complete story. Jette and 

Rail (2014, p. 209) also identified the ways in which their participants were resistant to their 

subjectification, drawing on their embodied experiences of pregnancy and childbirth, material 

realities such as financial constraints, and personal and religious beliefs to trouble the notion 

that their pregnancies were under their direct control. Jette and Rail (2014, p. 210) call for 

more research that explores the “complex interplay” between class, race, and ethnicity in order 

to understand how differences between women position them differently in relation to the 

oppressive discourses of pregnancy weight. Chapter 8 specifically addresses this call, 
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exploring the additional pernicious effects of maternal obesity discourse on Māori and Pasifika 

participants. 

Reproducing obesity 

What then are the implications of maternal obesity and how might critical and counter-

responses be formulated? Considering the already intense social gaze on women’s 

reproductive bodies, the hype and revile surrounding the obesity epidemic, and a neoliberal 

political and economic context that responsibilises mothers, the conditions are set for a serious 

intensification of individual blame on fat women for the obesity epidemic. Indeed, in the 

context of fetal programming theory, fat women are being positioned as responsible for many 

of the chronic health challenges, and costs, facing Western societies (Warin et al., 2012, p. 

361). This in turn is creating, as observed by McNaughton (2011, p. 180), “new and disturbing 

opportunities for the surveillance, regulation and disciplining of ‘threatening’ (fat) female 

bodies.” This can already be seen in the direction of policies that have excluded fat women 

from access to publicly funded fertility treatment (e.g., Farquhar & Gillet, 2006), and that have 

aligned pregnancy fatness with child abuse prevention initiatives (Friedman, 2015) (for a more 

detailed discussion of this see Chapter 6). As already demonstrated, the effects of maternal 

obesity policies are concentrated in the lives of marginalised women who are more likely to be 

classified as fat and who have the least access to the resources required of self-managing 

neoliberal citizens. This is of course politically useful. Framing fat pregnant bodies as a 

contemporary public health crisis that results from the poor lifestyle choices of individual 

women helps to invisibilise and maintain a system of persistent and vast social and health 

inequalities that create the conditions for, and determine, population health.  

However, critical scholars also need to be alert to the quieter subjectifying and subjugating 

effects on fat women. A research agenda could ask how fat women who are pregnant or trying 

to conceive experience, take up, and negotiate problem discourses about their bodies in their 



38 

daily lives. It could also examine the work of these discourses in shaping (and limiting) the 

cultural possibilities for fat female embodiment and maternities, and in imbricating fat women 

in neoliberal governmentalities. Taking seriously the challenge of intersectionality, critical 

scholarship must also ask how fat women’s differences along axes of gender, ethnicity (and 

indigeneity), and class differentiate their experiences and compound existing marginalities. 

We need to understand the material impacts on women’s health and that of their children, and 

the affective consequences when fat women experience poor reproductive outcomes that can 

be attributed to their weight, including infertility, pregnancy or neonatal loss, or poor health 

for themselves and/or their babies.  

With this knowledge at hand, what might critical scholars then do about the problematisation 

of fat female maternal bodies and their effects? We do not necessarily need to reject outright 

that there may be risks associated with extremes of high body weight during pregnancy, just as 

there may be risks associated with extremes of low body weight (Jette & Rail, 2012, p. 2). We 

can also acknowledge the good intentions underlying efforts to improve maternal and child 

health. However, as critical health scholars and activists we must be prepared to weigh in and 

ensure that our own knowledges are part of this conversation. In doing so we should also be 

working to disrupt the notion that this new wave of medical scientific knowledge about 

maternal bodies is objective and value free. We can highlight that the claims made about 

women’s reproductive bodies in these studies, their representation in the media, and their 

uptake in health policies and guidelines, are all highly inflected with gendered and neoliberal 

assumptions, values, and ideas about health and about women’s social and biological roles as 

mothers (McNaughton, 2011, p. 187).  

By disrupting the totality of biomedical accounts of women’s reproductive bodies, and 

demonstrating their linkages to neoliberal political and economic agendas, we can then create 

discursive space to develop counter-knowledges that centre more complex and socially just 
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understandings about the relationship between maternal bodies and population health, that 

includes attention to the social and political context of health, body weight, and mothering. 

This will enable a more holistic engagement with what constitutes a healthy pregnancy and the 

conditions that support it and is likely to reveal significant opportunities for improving the 

health of fat women and their babies beyond individual blame and sanction. It also enables us 

to explore the possibility for generating more liveable and compassionate fat maternal 

subjectivities and insisting on a new ethic of care and human kindness that rejects neoliberal 

rationalities and insists upon collective responsibility for health (these possibilities are 

discussed in-depth in my concluding discussion in Chapter 10).  
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Part II: Theory, Methodology and Method 
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Preface to Part II 

The following two chapters outline the theory, methodology, and methods of my doctoral 

research. I begin, in Chapter 3, by describing the key features of the feminist poststructural 

ontology and epistemology underpinning this research, including poststructural 

understandings of discourse, subjectivity/subjectification, problematisation, governmentality 

and biopolitics, and reflexivity and resistance. In doing so I demonstrate the suitability of this 

theoretical position for my specific research questions and goals, and for those of critical 

qualitative health inquiry more generally. The originating impulse for this research was 

overtly critical and political. Chapter 3 traces how a poststructural approach supports 

politically-orientated health inquiry, offering a theoretical framework for getting inside 

dominant health knowledges and offering creative and novel alternatives to that which may 

have been seen as fixed and certain. 

Chapter 4 provides an in-depth discussion of my research method and methodology. I begin 

with a full account of the research process including research design, data collection, and data 

analysis. This narrative provides a detailed supplement to the study descriptions contained in 

each of the published papers presented in chapters 5, 6, 7, 8, and 9. Some duplication here is 

inevitable and the reader may wish to skip the subsequent study descriptions included in these 

analytical chapters. However, the study descriptions in the empirical chapters which follow in 

Parts III, IV, and V may also be read for insight into how my approach to data analysis 

detailed in Chapter 4 has been adapted to address different analytical questions. For example, 

in Chapter 7 I explore the ways in which I have incorporated affective-discursive practice into 

my analysis and in Chapter 8 I focus on the analytic contribution of intersectionality.   

Chapter 4 also contextualises my research decisions in a broader discussion of the 

methodological implications of the feminist poststructural ontology and epistemology outlined 

in Chapter 3. I describe how I have carved out an approach to poststructural discourse analysis 



43 

informed by the “methodological signposts” of problematisations, subjectification, and 

technologies of governance whilst also incorporating my interest in affect and commitment to 

intersectionality. I conclude this part of the thesis by describing the methodological 

contribution of this research through the articulation of a novel but still nascent anti-neoliberal 

research approach that I term caring conversations. 

Chapter 3 and 4 have both been purpose written for this thesis and provide a platform to 

contextualise the work presented in the following empirical chapters written as publications. 

Between them, they offer a picture of the epistemological and methodological positioning of 

the research, its ethical and political dimensions, as well as a detailed account of the project 

itself. Taken together, these two chapters explain and locate the research project, providing an 

essential contextualising framework for the empirical chapters that follow. 
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Chapter Three 

What lies beneath? Disturbing the self-evidence of maternal obesity 

Alerting ‘game-players’ (all of us) to the “internal rules” that shape the emergence of 
“real” “objects,” achieved through the study of problematisations, is a crucial 
political intervention. 

(Bacchi, 2012, p. 4) 

The overtly political goal of this research to disturb the self-evidence of maternal obesity is 

supported by a feminist poststructuralist ontology and epistemology (Kendall & Wickham, 

2007). Poststructuralism has been described as an interrogative rather than a normative mode 

of inquiry (Koch, 2007; Lloyd, 2007). Research analyses informed by poststructural ideas do 

not seek to unveil truth but rather to illuminate the practices, political structures, and other 

strategic relations that constitute objects of thought as truths (Bacchi, 2012, p. 2). 

Poststructural analyses are interested in effects, asking how knowledges produced as truths 

shape (and constrain) the conditions of possibility for being in the world, whilst also 

highlighting their non-inevitability, opening up possibilities for generating more diverse ways 

of knowing and being (Gavey, 2011, p. 185). Poststructural inquiry is thus ideally suited to my 

research goals, which seek to both intervene in the contemporary meanings attached to fat 

maternal bodies, and to resist these meanings, offering up other cultural possibilities for fat 

maternal embodiment and subjectivity. The transformative potential of poststructural 

approaches to support a politics of both “critique and optimism” (Gavey, 2011, p. 185) is a 

major epistemological thread of this thesis, linking my research goals with the analytical work 

presented in later chapters and finally my claims about the contributions of this research.  

This research joins a wide body of critical health scholarship that has utilised poststructural 

perspectives to progress a politics of intervention and resistance (Fox, 2016; Lupton, 2003). 

This scholarship shares in common a political commitment to disturb the foundational claims 

of dominant health inquiry with its positivist epistemology (Rail et al., 2010). The goal is to 
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reveal the influence of the social, cultural, and political on what constitutes knowledge of the 

body and health and to promote plurality, dissent, and difference in health inquiry (Rail et al., 

2010, p. 220). However, while poststructural ways of thinking have had a profound impact on 

qualitative health inquiry in recent decades, these perspectives have also been subject to 

critique from a diversity of epistemological and ontological positions (Clegg, 2006). This 

thesis is attentive to these critiques, in particular those presented by the turn to affect and 

materiality in the social sciences and humanities, described as a frustrated response to the 

neglect of the material body and emotions in poststructural analyses (Wetherell, 2015b). In 

doing so I intentionally open the research up to theoretical “impurity” or disloyalty (Gavey, 

2011, p. 187).    

The chapter ahead performs an important task in contextualising the theory that underpins the 

research presented in this thesis. The influence of key ideas within feminist poststructuralism 

in shaping how I understand my research goals, the focus of my analytical work, and what I 

can claim about the knowledge produced from this research, are explored in detail. Reflecting 

the progression of the analytical chapters that follow, I present my exploration and explanation 

of the contributions of feminist poststructuralism to this research in three sections. In Section 

1, Subjectification, I explore the nature of the human subject, experience, and embodiment in 

poststructural analyses through the concepts of discourse, power, and subjectivity. This 

discussion provides important insights into how I approach the research subject and their 

experiences, contextualising my analytical work with participants’ accounts. I also introduce 

the analytical contribution of feminism to poststructuralism and its currency to my research 

interests. In Section 2, Governmentality, I explore how poststructural approaches can support 

my research goals of getting inside of maternal obesity knowledges in order to reveal the 

complex relations that produce this problematisation and their particular discursive and 

subjectification effects. In particular I explore neoliberal governmentality as a specific form of 

problematisation that is salient in the ways in which fat pregnant women navigate their bodies 
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and identities. In Section 3, Transformations, I explore the political potential of feminist 

poststructuralism to extend my analysis beyond critique and direct it towards change. I explore 

how this can be achieved by developing discursive strategies to make the current spaces fat 

maternal subjects (are forced to) inhabit “unthinkable” and to imagine new kinds of 

possibilities for being (Davies et al., 2006, p. 90). 

Section One: Subjectification  

Poststructural understandings of power, discourse, subjectivity, and the body are central to my 

analytical work in this thesis. They provide a space for me to centre the voices of fat women 

and acknowledge their real, embodied experiences. However, I can also analyse how fat 

women’s experiences and bodies are enmeshed in culture and shaped (and constrained) by 

political interests and power relations that render certain kinds of possibilities for being 

accessible and marginalise others (Gavey, 2011). This is epistemologically possible because 

poststructural analyses reject the liberal humanist notion of the unified, knowing, and 

autonomous subject who exercises free agency (Malson, 1998). Rather, the poststructural 

concept of the self is premised on a dynamic relationship between the self and the social 

context, one in which subjectivity is the “ongoing process of becoming” (Staunaes, 2003, p. 

103).  

The poststructural subject is understood as constituted through multiple dominant discourses 

and regulatory practices that provide the conditions for its existence (Butler, 1997; Foucault, 

1984b). Discourses, from a poststructural standpoint, are ways of constituting authoritative 

knowledge; they are regulated systems of statements, “that systematically form the objects of 

which they speak” (Foucault, 2002, p. 41). In this sense, discourses can be understood as 

productive: they are systematic ways of making sense of the world by inscribing and shaping 

power relations within all texts, including spoken interactions (Baxter, 2003, p. 7). Court and 

Court (1998, p. 128) describe discourses as gathering around people and objects and providing 
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a competing range of ways of giving meaning to the material world, as well as a range of 

subject positions, or ways of being in the world. The effects of discourses, or sets of 

discourses, can be detected because of the “systematicity of the ideas, opinions, concepts, 

ways of thinking and behaving which are formed within a particular context,” (Mills, 1997, p. 

16) and because of the effects of those ways of thinking and behaving for social practices.  

One of the major effects of discourse from a poststructuralist perspective is the construction of 

subjectivity. Poststructuralism substitutes the liberal humanist notion of the self with an 

understanding of people as fragmented and contradictory, constructed from the discourses that 

surround them. Power is central to understanding the relationship between discourse and 

subjectivity. For Foucault (1984b), power is not confined to repressive force over the subject 

but is also productive in constituting the subject. As Foucault (1984b, p. 61) argues: “What 

makes power hold good, what makes it accepted, is simply the fact that it doesn’t only weigh 

on us as a force that says no, but that it traverses and produces things, it induces pleasure, 

forms knowledge, produces discourse.” The poststructuralist subject is not forced into 

particular ways of being but rather power works productively or positively through sets of 

dominant discourses to make those ways of being desirable or seemingly inevitable, such that 

they are actively taken up voluntarily by the subject (Davies & Gannon, 2011, p. 318). The 

actions and practices of the poststructural subject are therefore not understood as something 

invented by, and under the rational control of, the individual but rather are “models that he 

[sic] finds in his [sic] culture and are proposed, suggested, imposed upon him by his culture, 

his society, his social group” (Foucault as cited in Davies et al., 2006, p. 426).  

The poststructuralist concept of subjectivity has major implications for how we understand 

agency, which in turn provides a critical theoretical tool for helping me understand fat 

women’s engagement with the oppressive discourses of maternal obesity. While in the liberal 

humanist model of the person, agency is understood as a “natural” feature of sane adult human 
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beings who are able to act freely, making choices based on rational thought, from a 

poststructuralist perspective, people’s “choices” are understood to be shaped by discourses, 

the influence of which they may not be aware of, because of their location within these 

discourses (Davies, 1991, p. 46). In other words, “choices” are not free, because it is the 

subject’s positioning within particular discourses that constructs their “chosen” line of action. 

This is not because there are no other lines of action available, but because one has been 

subjectively constituted through one’s placement within that discourse to want that line of 

action (Davies, 1991, p. 46). The poststructuralist concept of subjectification therefore offers 

us a “sympathetic theoretical ally” (Gavey, 2011, p. 185) for making sense of the complexity 

of our lives and our “voluntary” submission to dominant cultural norms, values, and everyday 

practices even when they seemingly hurt and oppress us. As Gavey (2011) argues, the 

poststructural subject “not only tolerates but also expects the complicated and conflicting 

desires and motivations that the interpretive machinations of models based on rationality do 

not cope with well” (p. 185).  

While Foucault’s interest was primarily in those larger historical discursive shifts that have 

made certain kinds of subjectivities possible (or impossible) (Davies, et al., 2006, p. 425), 

other poststructural philosophers (e.g., Bartky, 1988; Butler, 1994, 1997) have examined the 

internal life of the poststructural subject to explain what makes dominant discourses shape the 

people we become. Bartky (1988), for example, describes the forms of subjectification that 

interpellate women in gendered regimes of femininity. Bartky describes how women are 

immersed in a culture that constantly points to their deficiency against the normalisation of a 

feminine ideal, such that women take up the task of their own self-surveillance and self-

management through a range of disciplinary practices including dieting, skin care, body hair 

management, and make up. As Bartky (1988, p. 100) argues, “the technologies of femininity 

are taken up and practiced by women against the background of a pervasive sense of bodily 

deficiency: this accounts for what is often their compulsive or even ritualistic character.” 
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However, while a sense of deficiency and other negative affect might drive our submission to 

dominant discourse, Bartky (1988) also argues that our investment in our own subjectification 

is not always driven by our identification of that which we are not. Bartky (1988) observes 

that the poststructural subject may also be driven, at least in part, by the various rewards of 

compliance with dominant discourse such as a sense of mastery and successful identity. For 

example, in the case of the feminine ideal, a woman who achieves standards of beauty will be 

rewarded by her society (Bartky, 1988).  

Bringing the body into analysis 

Poststructuralist theory offers a discursive account of the body as well as of subjectivity. 

Indeed, the discursive account of the body can be understood as an important counterpart to 

poststructuralist theorising about subjectivity. Poststructuralist theory highlights how both 

physical existence and subjective experience are embedded in discourse as part of a larger 

material-cultural system (Yardley, 1997, p. 16). For some poststructural theorists the body is 

“radically anti-essentialist.” The body is posited as a contingent entity, constituted in and 

regulated by discourses, and thus unable to be known outside or anterior to them (Malson, 

1998, p. 31). Whilst acknowledging the body’s materiality, the poststructural body from this 

perspective is not seen as an “originating point,” but rather through the effect of discourse and 

discursive practices manifest upon it (Malson, 1998, p. 30).  

The idea of the body is central to Foucault’s theorisation of discourse and power. Foucault’s 

“body” is a historically and culturally specific entity, shaped and re-shaped in different 

discourses at different times and for different intents, a material site of the power struggle over 

knowledge and meaning (McNay, 1991, p. 127). Foucault writes that discourses and 

discursive practices “discipline” the body through “a multiplicity of minor processes of 

domination” such that relations of power “have an immediate hold upon the body; they invest 

it, force it to carry out tasks, to perform ceremonies, to emit signs” (Foucault, 1991b, p. 22). 
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This is not to say that the inscription of discourse on the body is a singular and totalising 

process. Bodies can never be totally subjected to any one inscription but rather articulate and 

sustain a multiplicity of often-conflicting meanings (Malson, 1998, p. 31). The task of 

poststructural analyses of the body, such as the research described in this thesis, is to expose 

those inscriptions and the power relations involved as historically and culturally specific 

constructs (McNay, 1991). 

Feminist poststructuralism 

Identifying the problematisation of pregnancy fatness as a distinctly gendered phenomenon, 

this research has embraced the contribution of feminist theorising to poststructuralism, and 

vice versa. Feminist poststructural analyses direct attention to the discursive regimes and 

regulatory practices through which gendered individuals, their experiences, bodies, and their 

social contexts are constructed (Davies & Gannon, 2011, p. 318). A central focus of feminist 

poststructuralism is on the processes of gendered subjectification–the historically specific 

processes whereby gendered individuals and their social contexts are brought into being 

through discursive regimes and regulatory practices (Davies & Gannon, 2011, p. 318).  

Feminist poststructuralism has offered a radical shift in feminist thinking. It has rejected the 

foundationalist claims of feminist empiricism with its emphasis on discovering an objectively 

knowable and measurable reality through methodological purity (that which is not inflected 

with masculine bias). Feminist poststructuralism has also challenged the epistemological 

assumptions underpinning feminist standpoint theory with its reliance on women’s experience 

as the basis for feminist knowledge (Letherby, 2003). Indeed, feminist poststructuralism has 

troubled the project of reclaiming and validating “women’s experience” that has been a central 

feminist concern since the second wave (Kitzinger & Wilkinson, 1997, p. 566). Feminist 

poststructuralism doesn’t reject experience as a category of analysis but treats it as deeply 

enmeshed in culture and as influenced by the sociocultural circumstances of our lives 



51 

(Letherby, 2003). From a feminist poststructuralist perspective, feminist scholarship cannot 

lead us to a “feminist truth”—a reality beyond masculinist discourse. Rather the aim of 

feminist research becomes the deconstruction of truth, questioning and challenging the 

“fictions” produced about gender, and presenting alternative accounts of gendered lives, 

bodies, and possibilities for being that challenge and undermine the logics of dominant 

accounts and power relations (Letherby, 2003, p. 52).   

Poststructuralism has offered feminist theory a useful theoretical framework to expand 

feminist analyses of the body. Like the notion of “experience,” “the body” has been central to 

feminist analysis of the oppression of women because the edifice of gender inequality has 

been built on the idea of women’s biological, and hence intellectual, inferiority (McNay, 1991, 

p. 128). Bordo (1993) argues that long before the influence of Foucault and poststructuralist 

theorising, feminist scholarship had well established the notion of the (sexed and gendered) 

body as culturally inscribed and the “focal point for struggles over the shape of power” (p. 17). 

However, poststructural approaches have offered feminist analyses useful ways to support and 

extend their analyses (McNay, 1992).  

Because knowledge is viewed as always “bound up” (Malson, 1991, p. 31) with historically 

specific regimes of power, poststructuralism supports a feminist questioning of those truths 

which have constituted women as biologically inferior and defective compared to the 

masculine norm. Feminist poststructural analyses set out to reveal specific, normalising, 

regulating “truths” about the body that are generated within different historical moments and 

under specific relations of power (Malson, 1998, p. 31). The goal, consistent with the research 

described in this thesis, is to reveal the discursive and subjectifying effects of these “truths” 

that “‘fiction’ women in a multiplicity of socio-historically specific ways” that limit women’s 

possibilities for being and imbricate them in regimes of self-governance (Malson, 1998, p. 31).  
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The challenge of materiality in feminist poststructuralism  

Feminist poststructuralist approaches have been highly influential in challenging the 

pathologisation, abjectification, and regulation of women’s bodies (e.g., Bartky, 1988; Bordo, 

1993). However, there is concern both within and outside this field of scholarship that 

discursive perspectives alone offer incomplete analyses by failing to attend to the “realness” of 

women’s embodied experiences and the complexity of their engagement with the practices of 

self and body management. With a desire for more complete analyses of women’s health and 

embodiment, some feminist poststructuralist scholars have adopted a material-discursive 

approach (Malson, 1998; Ussher, 2006; Yardley, 1997).   

A material-discursive approach emphasises the need to move away from the binary divide 

between material and discursive (Ussher, 2006, p. 8). It is an “integrationist” approach that 

acknowledges the existence of materiality, of embodied and psychological experiences, yet 

positions these as always discursively situated (Ussher, 2006, p. 58). Ussher (2006, p. 57) uses 

the example of premenstrual syndrome. She observes that feminist poststructuralist analyses 

have very successfully critiqued the pathologisation and regulation of premenstrual change 

within Western medical science discourses, thus challenging the legitimacy of expert 

intervention through medicalisation. However, in doing so, the material reality of PMS—that 

women still live with the embodied experience of being pre-menstrual and will still seek, or be 

caught up in, treatment and management regimes for it—has tended to be discounted. A 

material discursive approach offers a way to understand PMS which acknowledges women’s 

experiences “without recourse to models of pathology, or without positioning the fecund body 

as abject” (Ussher, 2006, p. 58). This research accepts the challenge presented by the material-

discursive approach. The realness of fat women’s embodied experiences of pregnancy and 

birth are acknowledged, and honoured, whilst also insisting that these experiences are shaped 

and made sense of in ways that reveal that constitutive effects of discourse.  
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Section Two: Governmentality  

In Section 1, I have established how feminist poststructural perspectives shape my 

understanding of the human subject, experience, and embodiment in the analytical chapters 

that follow. In Section 2 of this chapter I explore how a feminist poststructural epistemology 

supports my research goals to get inside of maternal obesity knowledges in order to reveal the 

complex relations that produce them, and their discursive and subjectification effects in the 

lives of my research participants. I focus specifically on Foucault’s method of 

problematisation (as elaborated by Bacchi, 2010, 2012, 2016) to reveal the work of neoliberal 

governmentalities within maternal obesity knowledges and how they draw fat pregnant people 

into their own self-governance and responsibilisation with oppressive effects.  

Getting inside knowledge 

As discussed in the introduction to this chapter, the poststructural project is concerned with 

getting inside knowledge. The goal is to dismantle knowledges as taken-for-granted fixed 

essences, exposing the strategic relations and plays of power in particular societies and 

historical moments that come to constitute objects of thought (knowledges) as truths (Bacchi, 

2012, p. 2). Foucault adopted the term problematisation to describe this project in his later 

work (Foucault, 1991a). In adopting this term Foucault was describing his method of analysis 

as “thinking problematically” (Foucault, 1977, p. 185), which seeks not to look for the truth in 

an answer to an issue but rather to examine how objects of thought produced as truths (such as 

those concerned with describing maternal obesity) are “questioned, analysed, classified, and 

regulated at specific times and under specific circumstances” (Bacchi, 2012, p. 1).   

Foucault was interested in “how and why certain things (behaviour, phenomena, processes) 

become a problem” (Foucault as cited in Bacchi, 2012, p. 1) and how these problems are taken 

up in the process of subjectification as “Truth.” As such, Foucault’s articulation of 

problematisation marked a shift in his analysis towards the process of subjectification, asking 
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how one is constituted by and constitutes oneself in relation to knowledges produced as 

problems (Flynn, 1994). Foucault’s problematisation seeks to illuminate the play of discourse 

in relation to the subject and experience, asking what “truth games” (rationalities) people play 

when they make sense of themselves as mad or sick, as criminals, mothers, workers, lovers, 

indeed as any kind of living, speaking being (Flynn, 1994, p. 37). Within problematisations, 

the assumed natural status of objects of thought is therefore placed into question and instead 

attention is turned to the relations—the “connections, encounters, supports, blockages, plays 

of forces, strategies and so on” (Bacchi, 2012, p. 2) that result in their emergence as objects 

and that constitute us as subjects. By rendering apparently fixed objects “fragile” and 

“mutable” they can then be challenged, dismantled, and reconstituted (Bacchi, 2012, p. 4). 

Foucault’s method of problematisation is discussed again in more detail in Chapter 5, the first 

of the empirical chapters presented in this thesis, in which I explore the discursive and 

subjectification effects of the problematisation of pregnancy fatness. 

Styles of problematisation: Neoliberal governmentality 

Foucault was interested in “thinking problematically” about those historical moments, or sites, 

where he detected important shifts in social practices and political forces. His particular 

concern is the styles of problematisation that constitute the practices of governance (or 

governmentalities): “How men govern (themselves and others) by means of the production of 

truth” (Foucault as cited in Bacchi, 2012, p. 2). Foucault was interested in those practices of 

governance that rationalize and render state rule effective by shaping the conduct of its 

citizens, not through oppressive force but by “working through our desires, aspirations, 

interests and beliefs’ so that citizens voluntarily come to govern themselves” (as cited in 

Bacchi, 2012, p. 5). Foucault’s analyses therefore offer a critical tool to connect questions of 

government, authority, and politics with questions of identity, self, and person (Dean, 2010, p. 

20). Research analyses with an interest in governmentalities examine the process of 
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subjectification, asking how individuals come to be engaged in their own governance by 

taking up responsibility for their own mastery and self-control (Lee, 2012, p. 914). 

Government then can be understood as a personal matter: individuals are brought in as allies 

and agents in the pursuit of political, economic, and social objectives (Miller & Rose, 2008, p. 

42).  

Biopower and biopolitics 

The body has been theorised as a key site through which the powers of government “at a 

distance” are realised (Miller & Rose, 2008, p. 79). In tracing his problematisations of 

government, Foucault was particularly interested in the ways in which, in various iterations 

starting from the eighteenth century, citizens in the West came to be governed, not on the 

threat of death but rather through the “administration of life,” practices of government that 

Foucault termed biopower and biopolitics (Dean, 2010, p. 118). Biopower describes the ways 

in which governing addresses the “vital processes of human existence” at both an individual 

and collective/population level through political interventions aimed at such things as 

population size and quality, human reproduction and sexuality, health and disease, birth and 

death (Rabinow & Rose, 2006, p. 196).  

Within this field of biopower, biopolitics can be understood as describing the precise 

mechanics of biopower, “all the specific strategies and contestations over problematisations of 

collective human vitality, morbidity; over the forms of knowledge, regimes of authority and 

practices of intervention that are desirable, legitimate and efficacious” (Rabinow & Rose, 

2006, p. 197). Rabinow and Rose (2006) describe three defining features of biopower as 

mechanisms of government. The first is that it must include one or more truth discourses about 

the human body/human life processes, facilitated by experts considered competent to speak 

that truth. The second is that it must include strategies for intervention at a population level in 

the name of life or health. Thirdly, it must contain modes of subjectification, through which 
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individuals are brought to work on themselves (Rabinow & Rose, 2006, p. 196). Foucault 

(1984a, p. 262) argues that together “the disciplines of the body and the regulations of the 

population constituted the two poles around which the organisation of power over life was 

deployed.” 

Foucault’s (1991a) later work, expanded on and developed by scholars such as Rose (2001), 

Miller and Rose (2008), and Dean (2010), examines the specific styles of governing common 

to neoliberalism that emerged in the last quarter of the twentieth century.  Neoliberalism is a 

political rationality that pursues “government at a distance” by treating government 

interventions such as economic regulations and welfarism with scepticism and emphasising 

the “efficient” role of the market in regulating economic, political, and social life (Miller & 

Rose, 2008, p. 79). Neoliberalism rejects the idea that the state is responsible for providing for 

its citizens and emphasises the responsibilities of individuals to optimize their own quality of 

life, and that of their families, through “active entrepreneurship” (Miller & Rose, 2008, p. 81). 

Neoliberalism therefore embodies a profound transformation in the practices of governing 

both social and personal life (Miller & Rose, 2008, p. 34). It replaces welfare and social 

security as essential programmes for political and social stability with a competitive market 

place of security options (insurance, housing, health care, and education) that must be secured 

by individuals (Miller & Rose, 2008, p. 81).  

The governance of individuals under neoliberalism is achieved by shifting responsibility for 

social wellbeing (and social risks such as illness, unemployment, poverty etc.) from the state 

to individuals through the process of responsibilisation (Lemke, 2001, p. 12). Through 

technologies of the self (self-improvement and self-care), the management of social life is 

transformed into an individual responsibility. The neoliberal subject is assumed to be a 

competitive citizen-consumer calculating risks–the advantages and disadvantages of different 

courses of action (Isin, 2004, p. 220). Their liberty exists in the capacity to choose rationally 
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among available options and to assemble from these the “risk-minimizing elements” of a 

happy, healthy, and fulfilling lifestyle (O’Malley, 2000, p. 465). Given that the choice of 

options for action is understood as an expression of free will, the consequences of the action 

are borne by the subject, who is positioned as solely responsible for the outcome (Lemke, 

2001, p. 12). The neoliberal subject then is argued to be “governed through their freedom” 

(Rose, 1999, p. 61).   

Biopower and biopolitics have been identified as key strategies to rationalise and render rule 

effective in the contemporary neoliberal state. Biopower, in a neoliberal context, describes an 

explosion of public health interventions and many other regulatory mechanisms for the pre-

emption and management of “incalculable threats” to physical security and health (Diprose, 

2008, p. 141). The neoliberal subject is exposed to a proliferation of medical science 

knowledges and practices, or “truth discourses,” about their “problem” or “risky” bodies (or 

potentially risky bodies) such that they engage in “technologies of the self”—those practices 

and behaviours of subjects tasked with their own self-management and transformation 

(Foucault, 1988, p. 18). For example, the responsible neoliberal citizen responds to expert 

advice about risks and actively embraces a range of lifestyle choices and technologies used to 

monitor, regulate, and discipline the body, including diet and exercise regimes and a myriad of 

other techniques for mind/body improvement.  

Biopolitics in neoliberal societies have been described as “risk politics” whereby 

developments in medical science have become “deeply intertwined with prevailing 

technologies of the self” (Rose, 2001, p. 1). Within a neoliberal rationality, health is 

transformed from the absence of disease to a personal and moral project of selfhood (Cheek, 

2008b). As Rose (2001, p. 18) describes, “selfhood has become intrinsically somatic – ethical 

practices increasingly take the body as a key site for work on the self.” Neoliberalism, then, 

represents a significant expansion and, as Cheek (2008b, p. 974) argues, a refraction and 
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mutation of what Crawford (1980) described nearly three decades ago as the rise of healthism 

in western societies. Crawford, writing on the cusp of the ascendancy of neoliberal politics, 

defined healthism as the preoccupation with personal health as a primary, if not the primary, 

focus for the attainment of wellbeing and human success, a goal that was to be realised 

through the assumption of individual responsibility and the modification of lifestyle (1980). 

Biopower and biopolitics provide the explanatory framework for understanding the 

relationship between neoliberalism and the assemblage of discourses and practices constituting 

the phenomenon of maternal obesity. This is a central analytical focus point running through 

the empirical chapters in this thesis. As I explored in Chapter 2, the contemporary arrangement 

of obesity politics has been argued to function as a biopolitical project in service to 

neoliberalism, whereby the size of one’s body has become a proxy marker for responsible 

citizenship. Good citizens are those who take up the risk and cost information about obesity 

and take the necessary steps to achieve slenderness through their own self-management.  

Conversely, fatness marks a failure of neoliberal citizenship.  

However, in Chapter 2 I have also explored the feminist literature which argues that the self-

managing slender citizen is a deeply gendered (and raced and classed) construct, placing a 

double-burden on women who must achieve their own health and are also socially constructed 

to carry responsibility for the nutrition, health, and slenderness of their families. Those women 

who have the least access to resources as a result of social inequalities based on race and class 

are the most likely to shoulder the blame for their families’ fatness. In all of the empirical 

chapters that follow, but specifically Chapter 6, I explore how the problematisation of 

pregnancy fatness is extending the gendered (and raced and classed) biopolitics of obesity to 

the womb, a process termed pre-emptive biopolitics. The effects and outcomes of this for fat 

maternal subjectivity and social justice more generally are explored.  
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Affect, discourse, and governmentality 

Recent developments in governmentality studies have proposed affect as a central mechanism 

through which relations of power constitute governed neoliberal subjects (Fullagar, 2003). The 

burgeoning field of affect studies in critical social theory has constituted something of a split 

from poststructural discursive approaches (Berg & Staunaes, 2011, Wetherell, 2015a). Affect 

scholars have directed frustration at the limitations of the “disembodied” poststructural 

speaking subject who makes meaning making through talk.  Rather, affect scholars have 

directed attention to the “somatically sensed” body and to the work of sensations, feelings, and 

emotions upon that body (Wetherell, 2013, p. 352). In doing so, affect scholarship has raised 

important questions for poststructuralism about the role of the body in meaning-making 

practices and how the speaking subject makes sense of and communicates affect (Wetherell, 

2013, p. 353).  

This challenge is being taken up in governmentality studies. The central figure of 

neoliberalism is the risk-calculating and rational subject who practices and sustains their 

autonomy by “assembling information, materials and practices together into a personalised 

strategy that identifies and minimises their exposure to harm” (O’Malley, 2000, p. 465). 

However, growing attention to affect has led some governmentality scholars to argue that the 

self-sufficient, self-regarding neoliberal subject governed through her freedom is “overcharged 

and overburdened” (Isin, 2004, p. 222). From this perspective established critiques of the 

neoliberal subject fail to adequately account for the ways in which the strategies of neoliberal 

governance energise affectivity and rely on the effects on the subject of being brought to feel 

things (Berg & Staunaes, 2011). The energisation of affective intensities such as disgust, 

shame, fear, anxiety, and uncertainty are reconfigured as potent accompaniments to expert 

knowledges about risk and other “truth discourses” in biopolitics, driving an intensity of 

engagement with governmental technologies of self. In this way, the role of affect and 

affectivity in neoliberal governmental strategies can be viewed not simply as a by-product or 
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something to be overcome but as a core matter through which the subject is governed (Berg & 

Staunaes, 2011, p. 139). In other words, “affectivity is not a counter force to the discursive. 

Rather, affectivity is one of the precise mechanical parts that makes governmentality work” 

(Berg & Staunaes, 2011, p. 139).   

Governmental strategies that recruit affect can be seen as “strategic endeavours” that work to 

capture, generate, and seize an intensity of affective responses in the subject (Berg & 

Staunaes, 2011, p. 143). The neoliberal subject becomes saturated in affect. She is, argues Isin 

(2004, p. 223), a neurotic citizen, incited to calibrate her conduct in order to eliminate various 

dangers on the basis of affective intensities (shame, anxiety, uncertainty) rather than 

rationalities. This is not to discount altogether the work of the rational and reflexive subject 

who calculates risks and calibrates its conduct responsibly in governmental strategies.  Rather, 

attention to the role of affect in the constitution of the governed subject extends and adds 

further specificity to analyses of governed subjectivities (Berg & Staunaes, 2011, p.143). The 

work of affect, and in particular, that of shame, in driving the fat maternal subject to engage 

with technologies of self-governance is explored in detail in Chapter 7.   

Section Three: Transformations 

In Section 2 of this chapter I have explored how a feminist poststructural ontology and 

epistemology supports my research goals to get inside of maternal obesity knowledges as they 

are taken up by my research subjects, in order to reveal the complex relations that produce this 

particular problematisation, its discursive and subjectification effects, and its relationship to 

neoliberal governmentalities. In the final section of this chapter I explore how feminist 

poststructuralism helps me fulfil my final research goal of the pursuit of transformation, 

moving beyond critique to open up new possibilities for being for fat maternal subjects and a 

more compassionate politics of fatness and reproduction. The concepts discussed in this 

section are elaborated in more detail in Chapter 9, the final analytical chapter in this thesis. In 
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Chapter 9, I move from a position of criticism of the governance of pregnancy fatness and its 

oppressive effects on maternal subjects to explore resistance and counter-discourse in my 

research participants’ narratives.   

Ambivalence, reflexivity, and resistance 

The political potential of feminist poststructuralism lies in the very heart of its critical 

capacities. As already discussed, poststructural analyses unsettle objects of thought/truths to 

reveal the “strategic relations and politics” involved in their appearance, with the goal of 

questioning their presumed naturalness and fixity (Bacchi, 2012, p. 7). This process of 

“getting inside thinking” undermines its subjectifying power, opening up new possibilities for 

thinking and being (Bacchi, 2012, p. 7). By revealing the “silent habits” of thought, we 

become aware of the constitutive effects of discourse and can attempt to insert new (and less 

oppressive) meanings about our bodies and selves into the paradigms of thought through 

which we are regulated and ruled in the ongoing process of subjectification (Davies et al., 

2006, p. 89). The poststructural project of transformation can therefore be understood as two-

fold (Davies et al., 2006, p. 90). We use the critical tools of Foucault and other 

poststructuralist thinkers to enable us to see “what we are now,” and from this vantage point 

we develop discursive strategies to make the current spaces we inhabit “unthinkable” and to 

imagine new kinds of possibilities for being (Davies et al., 2006, p. 90). 

The poststructural concept of the subject is central to understanding the transformative 

potential of poststructuralism. As discussed in Section 1, poststructuralism rejects the idea of 

the agentic liberal-humanist/neoliberal subject who is “unitary, rational and centred,” in 

control of its own subjectivity and destiny (Davies et al., 2006, p. 89). Rather, the 

poststructural subject is conceptualised as having a “precarious, contradictory, constantly-in-

process” subjecthood, constituted through and regulated by dominant discourse and discursive 

practices (Davies et al., 2006, p. 89). Theorised in this way, the poststructural subject cannot 
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simply make the rational choice to be someone or something else, but this is not to say they 

cannot not be agentic and create change.  

Poststructural analyses describe a “radically conditioned” agency, realised through the 

capacity of the subject to recognise their discursive constitution “as historically specific and 

socially regulated” and thus as able to be questioned and challenged (Davies & Gannon, 2011, 

p. 318). Butler (1997) theorises the poststructuralist subject as able to be reflexive and 

ambivalent in response to the subjectifying effects of discourse and power. The poststructural 

subject is assumed to be able to turn a critical gaze on discourse and “subvert and eclipse the 

powers that act on them and which they enact” through active and reflexive engagement with 

the process of subjectification (Davies, 2006, p. 426). As Butler (1997) writes: 

The subject emerges both as the effect of a prior power and as the condition of 

possibility for a radically conditioned form of agency. A theory of the subject should 

take-into-account the full ambivalence of the conditions of its operation. (p. 14–15) 

Agency in poststructuralist analyses is thus not understood as the individual standing outside 

of and in resistance to social forces. Rather, poststructural radical agency involves as a first 

step the recognition of the power of discourse in our lives and our investment and immersion 

in it. By seeing what we are now, the transforming poststructural subject can express 

ambivalence, resistance, and frustration at its limitations, and pursue new possibilities through 

discursive interventions that seek to disrupt oppressive meanings (Davies, 1991; Davies et al., 

2004; Davies & Gannon, 2011). Because the poststructural subject can never escape discourse, 

the process of transformation involves turning a reflexive gaze on discourse. The 

poststructural subject can then employ a range of discursive resistances, such as working to 

disrupt discourses, refusing to take up the positions implied by dominant discourses, using 

discourses in clandestine ways, and producing counter-discourses (Georgaca & Avdi, 2012). 

However, this play with discourse and its subjectifying power does not represent the 



63 

movement to a new subjectivity as a straightforward process. Rather it is a messy, always 

partial and incomplete process of deconstruction and decomposition (Davies et al., 2006, p. 

100). The transforming poststructural subject can thus be understood as simultaneously the 

ongoing effect of dominant or oppressive discourses whilst also attempting to dismantle them, 

“decomposing those areas of fixity that are tied to discourses we are working to make 

unthinkable” (Davies et al., 2006, p. 100). 

Counter-discourse 

Foucault was particularly interested in the potential of counter-discourse as a discursive 

intervention or tool for the transforming subject, whereby the “formerly voiceless might begin 

to articulate their desires–to counter the domination of prevailing authoritative discourses” 

(Moussa & Scapp, 1996, p. 88). As already discussed, much of Foucault’s work can be seen as 

disrupting common assumptions and the taken-for-granted in order to create a “political 

clearing” (Moussa & Scapp, 1996, p. 92) that might allow those oppressed to speak for 

themselves. In a conversation between Foucault and philosopher Gilles Deleuze (Foucault & 

Deleuze, 1977), Deleuze observed that the power of oppressive regimes was sustained through 

the silence of those subjected by them (p. 209). For Foucault, when those who are normally 

spoken for or about by others begin to speak for themselves, in a language of their own 

making, they produce a “counter-discourse” representing a practical form of resistance to 

oppressive power in their lives (Moussa & Scapp, 1996, p. 89). In other words, the production 

of counter-discourse is political because it “confiscates” the power to speak from the powerful, 

from those who would set the oppressive conditions for the lives of others and is taken over by 

those who wish to speak for themselves (Foucault & Deleuze, 1977, p. 214). The 

poststructural theorist’s job is to clear away oppressive discourses so that those oppressed by 

them might have space to speak up and begin to define themselves through their counter-

discourses.  
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A political practice grounded in challenging the status quo and creating spaces to speak up and 

against oppressive power relations is by no means confined to Foucault’s work, nor to 

poststructuralism in general (Moussa & Scapp, 1996). Indeed, it has characterised the writing 

of countless feminist, post-colonial, anti-racist, and queer writers in recent decades. Taking 

one such scholar as an example, bell hooks in her volume Talking Back, like Foucault, 

champions the political importance of oppressed people speaking up for themselves (as cited 

in Moussa & Scapp, 1996, p. 103). hooks’ work seeks to create space for those who have been 

oppressed into silence by discourses of power (including sexism, racism, and class elitism) to 

dismantle or at least challenge those very discourses by moving to the position of the speaking 

subject who talks back to power. hooks argues that in much feminist and post-colonial writing, 

silence is evoked as a signifier of exploitation, oppression, and dehumanisation. It is, argues 

hooks (1989), “the condition of one who has been dominated, made an object” (p. 129). 

“Talking back” then, like counter-discourse, is a “gesture of defiance,” an act of speech that 

signals “the movement from object to subject—the liberated voice” (hooks, 1989, p. 9). The 

strategies of resistance and counter-discourse employed by my research participants as they 

attempt to carve out more liveable maternal subjectivities are explored in Chapter 9. 

Conclusion 

This chapter has performed the important task of contextualising the research presented in this 

thesis. Through a detailed account of a feminist poststructural ontology and epistemology, I 

have demonstrated its significance for how I understand my research goals, my analytical 

work with participants’ accounts, and the knowledge claims I can make as a result. I began 

this chapter by identifying the alignment of my research goals with the feminist poststructural 

project which seeks to get inside knowledges produced as truths, distilling their claims to 

certainty and opening up other possibilities for knowing and being. In Section 1, I have 

explored how a feminist poststructural epistemology shapes how I approach the research 
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subject and their experiences, contextualising my analytical work with participants’ accounts 

as cultural products. In Section 2, I have mapped the contribution of poststructuralism, and 

specifically Foucault’s problematisations, for getting inside contemporary knowledges of fat 

maternal embodiment, revealing their effects and their entanglement with neoliberal 

governmentalities. Finally, in Section 3, I have introduced a poststructural politics of 

optimism, exploring how my critique of fat maternal politics and knowledges may foreground 

and give way to resistance and transformation. The following chapter provides a full narrative 

account of how I have shaped my research interests and goals into a research process aligned 

with, and informed by, feminist poststructuralism. 
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Chapter Four 

Caring conversations: A method for research as resistance  

One of the first steps we may take to transform neoliberal melancholy positively is to 
communicate what we have lost and how we are led (read governed) by the society and 
the self to deny or experience this loss. Let the good work of mourning begin. Let the 
good work of organizing begin. Let us embrace the “death” lived by a “me” and a 
“we” here and now, and many more on earth. 

 (Lee, 2012, p. 917)  

Introduction 

In the tradition of critical qualitative health inquiry, this research is overtly and intentionally 

political, seeking to move beyond what is already known and actively create new possibilities 

for thinking and being (Bacchi, 2012). In this chapter, I trace the steps through which I have 

translated my critical stance on the problematisation of fat women’s reproductive potential 

into a research study that seeks to both challenge what is and explore what can be informed by 

the feminist poststructural epistemology mapped in Chapter 3. The tasks of this chapter are 

two-fold. The first is to provide a detailed account of the project methods including 

supplementary information to that outlined in the description of the study in each publication 

(in Chapters 5, 6, 7 and 8). The second is to profile the methodological contribution of this 

thesis by elaborating a nascent approach to anti-neoliberal research that I term caring 

conversations–research that centres relationality and care as central ethical concerns as an act 

of resistance to neoliberal rationalities.   

Research design 

As discussed in Chapter 1, I had decided from the outset that I wanted to centre the voices of 

fat women in this research given their absence in popular and scholarly discourses about their 

bodies. I therefore set out to create a research context which would optimise the sharing of 

experience, settling on qualitative, semi-structured, in-depth interviews (Longhurst, 2003). 

Feminist research has long asserted the special character and value of participant interviewing 
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as it allows women to talk in an informal way about issues of importance in their lives (e.g., 

Finch, 1993). Further, feminist analyses of women’s childbirth experiences have found that 

women are often “exceptionally engaged” (Callister, 2004, p. 514) when offered opportunities 

to share their experiences but they often lack opportunities to do so (e.g., Choi, Henshaw, 

Baker, & Tree, 2005; Razural, Bruchon-Schweitzer, Dupanloup, Irion, & Epiney, 2011). To 

ensure ease of participation, interviews were offered in participants’ homes or in another 

location of their choice, and children and other family members were welcome to be present. 

Participants were given a thirty-dollar petrol or supermarket voucher as a koha15 for their time, 

refreshments for the interview, and colouring-books and pens for any children present.  

Inclusion criteria  

Self-identification of fatness was a core principle in deciding on the inclusion criteria for this 

study for two reasons. The first was that I did not want to affirm medical categorisations of 

fatness, such as Body Mass Index, nor reproduce the dynamics of health encounters where 

women are subject to an evaluative practice in relation to the size of their bodies. The second 

was that fat identity is rooted in self-perception and lived experience and changes over the 

course of women’s lives (Longhurst, 2010, p. 200). I wanted participants to engage in the 

study if their self-perception and embodied experience was compatible with the research 

interests. 

Because maternal obesity discourse problematises fatness in relation to all aspects of 

reproduction, I invited participation at any point of the reproductive journey from pre-

conception through to several years postpartum. I did not apply timeframes strictly, but my 

suggested guide was two to three years postpartum so that women’s reproductive experiences 

 
15 A Māori term most commonly understood as a gift or donation that represents an example of reciprocity - a 
fundamental principle in te ao Māori (the Māori world) and social organisation.  
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would correspond with the cultural moment in which maternal obesity was being established 

as a public health crisis.  

No particular ethnic groups were targeted for inclusion. However, given the high ethnic 

diversity of Auckland (Stats NZ, 2017), the on-average higher body weight in Māori and 

Pacific communities (Ministry of Health, 2017), and the racialised nature of obesity discourse 

in New Zealand (Longhurst, 2010), I hoped that my participants would be fairly representative 

of population diversity and took this into consideration in planning my recruitment strategies 

(discussed below). For practical reasons relating to the scope of a doctoral research project I 

limited participation to the wider Auckland16 region, and for ethical reasons participation was 

limited to those aged over 16 years.   

Ethics approval 

Ethical approval for this study was gained from the University of Auckland Human 

Participants Ethics Committee (91/68) and Auckland District Health Board’s (ADHB) 

Research Review Committee (A+ 6062). The later was sought to enable me to recruit 

participants within Auckland District Health Board’s maternity services through the 

distribution of fliers and posters. In the course of gaining ethics approval from Auckland 

District Health Board’s Research Committee my research proposal was also subject to review, 

and approved, by the Waitematā and Auckland District Health Board’s Māori Research 

Committee for its responsiveness to Māori (see Appendix G for ethics approval letters).  

Participant recruitment  

Participant recruitment was remarkably straightforward, which I contend speaks to the 

currency of the topic at the time I undertook data collection. Participants were recruited 

through a range of channels, including the distribution of electronic and hard-copy fliers 

 
16 Auckland is New Zealand’s largest city of approximately 1.6 million inhabitants. 
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around places in Auckland frequented by childbearing women and via midwives and 

midwifery clinics in the region. In addition, wanting to encourage a diversity of participants, I 

approached a local newspaper in South Auckland asking if they might have any interest in 

writing an article about my research. I chose South Auckland because it is an area that 

represents the most ethnic diversity and greatest socio-economic disparities in the city, and the 

largest Māori and Pacific communities in the country (Counties Manukau Health, 2017). The 

newspaper was receptive and the subsequent article (see Appendix B) described my research 

and invited contact from any potentially interested participants. The article also included a 

photo of myself so that potential participants would have some visual signposts about my age, 

gender, ethnicity, and own body shape at the time.   

This brief article proved to be my most effective recruitment strategy both in terms of 

participant numbers and participant diversity. The day my story was published I was inundated 

with emails and texts from women who wanted to share their experiences. Word of mouth was 

also a successful, if unintentional, recruitment strategy. A number of women contacted me 

after being told about the research by someone they knew who thought they would be 

interested. Upon establishing contact, participants were provided with an electronic copy of 

the participant information sheet (see Appendix C), any questions were answered, and the 

interviews were scheduled for a place, day, and time that suited the participant.   

Naming fatness 

A challenge in approaching recruitment was how to choose appropriate language to talk about 

my research interest in pregnancy fatness, particularly in recruitment resources such as fliers 

and posters. Fat identity has been reclaimed in the context of fat studies and fat activism and I 

wanted to be aspirational and intentionally political in this research by using ‘fat’ as a 

reclaimed word (Pausé, 2012; Saguy & Ward, 2011). However, I was concerned that potential 

participants who had not been exposed to fat politics might take offense to being asked to self-
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identify as fat. Likewise, I was clear that I would not use terms such as “obese” and 

“overweight” that are pathologising and stigmatising (Gray et al., 2011; Lydecker et al., 2016). 

Having reviewed the participant recruitment strategies of other studies of fat women’s 

experiences I settled on the terms “large” and “large woman” as they seemed appropriately 

descriptive yet neutral and accessible (Carryer, 2001; Tischner, & Malson, 2008). I accept this 

choice of language is imperfect, potentially being perceived as euphemistic or patronising. I 

have subsequently moved more confidently to the use of fat/fatness to describe participants’ 

bodies in the analytical chapters of this thesis, having been reassured by participants’ comfort 

with the use of these terms during the interviews.  

Research participation  

In total, I undertook 27 one-off, in-person, semi-structured interviews. Interviews lasted on 

average between one to two hours (with an exception of my first interview which lasted three 

and a half hours) and were digitally recorded. The majority of interviews took place in 

women’s own homes, others in a church (1), community centre (2), workplace (1), recreation 

centre (1), and café (1). Children and other family members were frequently present which 

added to the relaxed feel of the interviews, although admittedly also presented some 

challenges, such as managing toddlers’ enthusiasm to claim the digital recorder for 

themselves. Participants were asked to complete a written consent form (Appendix D) along 

with a brief demographic survey at the beginning of the interviews that included questions 

about ethnicity, occupation, number of children, main maternity care provider(s), place of 

birth(s), and type of birth (e.g., vaginal, caesarean). An interview guide was prepared (see 

Appendix E) to give me some prompts, however I found that most participants look little or no 

prompting and the interview guide was therefore used infrequently.   

Participants represented a wide diversity of ethnicities and occupations. Participants’ self-

identified ethnicities were Māori (5), Pasifika (6), Pākehā/NZ European (10), other-European 
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(4), and Asian (2). Participants were employed in a range of occupations including business 

advisor, teacher, call-centre worker, stay-at-home mother, industrial labourer, business 

consultant, and health professional. Consistent with the general population, the majority of 

participants received care from a Lead Maternity Carer midwife and had given birth in a 

tertiary level hospital.17 Interestingly, despite the open inclusion criteria, all but one of the 

participants already had a born child (or children) and were either discussing a current 

pregnancy (9), the birth of their most recent child (13), or an experience of secondary 

infertility,18 or pregnancy loss (5). This might suggest that those who had not yet become 

pregnant and/or given birth to a child did not yet feel able to reflect on their experience.  

Further, Callister (2004) argues that women often need a reflective period following the birth 

of their babies to make sense of their childbirth experiences, which might account for the 

predominance of participants in the postpartum period. Participants were located across the 

Auckland region with a concentration of participants in South Auckland.   

Information about participants’ household income was not requested as I was concerned that 

participants would find this invasive and potentially stigmatising. I acknowledge that this has 

constrained my ability to explore class as a dimension of my participants’ experience (see 

below for a discussion of intersectionality); however, of note is that participants were 

domiciled in socio-economically diverse parts of the Auckland region with a concentration of 

participants in South Auckland with its higher levels of deprivation. Because of the research 

focus on self-identified fatness, participants’ weight was not measured nor inquired about, and 

I did not record any of my own subjective perspectives on their body size. Many participants 

did, however, volunteer their weight in the course of the interview.  

 
17 A tertiary level hospital is a hospital that provides tertiary care, which is health care from specialists in a 
large hospital after referral from primary care and secondary care. 
18 Inability to conceive or carry to term a second or subsequent child. 
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Interview transcription  

All interviews were transcribed in full prior to analysis. To give me a head start in 

transcription given I was returning from maternity leave, I had a professional transcriber 

transcribe the first five interviews. The transcriber was asked to sign a confidentiality 

agreement before the files were released (see Appendix H). The subsequent interviews I 

transcribed myself. Whilst time consuming, the advantage of transcribing the bulk of 

interviews myself was that it provided an excellent opportunity to start familiarising myself 

with participants’ accounts. I marked ideas and points of analytical interest in comment boxes 

throughout the transcripts as I went, and these informed the formulation of codes in 

subsequent stages of analysis. My guidelines for transcription were to type the flow of words 

as I heard them, including elisions, mispronunciations, slang, and grammatical errors. 

Concerned to identify affective expressions during the interviews, I also used italics to indicate 

emphasis, a comma [,] to indicate pauses of roughly two seconds or more, and noted non-

verbal sounds, for example, laughter, crying, sighs, exclamations, sniffles, nose blowing, 

coughs, and throat clearing. Because of my primary interest in the “macro” analysis of 

discourse as opposed to a focus on detailed discursive or linguistic procedures (see below for a 

discussion of my approach to poststructural discourse analysis), I did not require a detailed 

mapping of the intricacies of my participants’ talk such as intonation and the length of pauses 

as might be typical of more “fine-grained” discourse analysis approaches (Malson, 1998, p. 

43). Following transcription, participants were offered the opportunity of having their 

transcript returned to them to review and edit. Only one participant took up this offer and did 

not request any changes.      

Use of pseudonyms 

As is common practice in qualitative research, participants’ names were replaced with 

pseudonyms. This enabled me to protect participants’ identities whilst retaining a “human 

feel” when using participant quotes and allowing the reader to track participants’ contributions 
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across the research text. My intention to use pseudonyms was specified in the participant 

information sheet and participants provided their written consent for this.   

Despite pseudonyms being the norm in qualitative research, the power to name is not without 

political dimensions and therefore the use of pseudonyms warrants critical reflection (Lahman 

et al., 2015). A specific issue when choosing pseudonyms was deciding whether they should 

be culturally matched (i.e., whether or not to choose pseudonyms that referenced the 

interviewee’s ethnic or cultural background). I was strongly attracted to the use of culturally 

matched pseudonyms in order to signpost the heterogeneity of participants and to reinforce the 

intersectional dimensions of my analysis. However, I took seriously the risk that the use of 

matched names could increase the possibility that participants were identifiable, in particular 

to those who knew of their participation in the research (Tolich, 2001). On careful reflection, I 

decided that there was a sufficient number of participants from each ethnic group, and 

participants were sufficiently geographically spread and unconnected, to off-set these 

concerns. Popular name searches were undertaken for Anglo-European, Māori, Pasifika, and 

Asian women’s names and culturally-matched pseudonyms were chosen at random.   

As a concession, I do not supply any contextualising information about the ethnic identity of 

particular speakers I quote, particularly as participants’ ethnicities were much more specific 

and identifying, often involving multiple ethnic groupings. I have also worked to maintain 

participant confidentiality by altering other potentially identifying contextual details (for 

example, the names of partners, children, maternity care providers and the names of the 

facilities where women received their fertility and/or maternity care) that appear in quoted 

extracts used in my analysis.   

Working analytically with the transcripts   

Having completed transcription, the next stage involved working analytically with the 

transcribed interviews. While there is no prescribed method for undertaking research with a 
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feminist poststructural epistemology, discourse analytic methods predominate (Cheek, 2008a). 

Poststructural discourse analysis is a theoretically-driven interpretive method of analysis 

concerned with identifying discourses and the ways in which they constitute particular 

knowledges or truths and regulate practices, experiences, and subjectivities (Gill, 2000; Gillen 

& Petersen, 2005; Lupton, 1992; Malson, 1998; Willig, 2008). The poststructural discourse 

analyst is strongly interested in power. By this I mean the processes through which discourses, 

constituting taken-for-granted authoritative knowledge, make available certain ideas and ways 

of seeing and understanding the world and ourselves in relation to it and preclude others 

(Braun & Clarke, 2013).  

Interview transcripts are therefore analysed not simply as descriptive of real experience but 

also for the constitutive work of discourse in producing what is understood in relation to 

experience and the limitations this places on being and doing (Davies & Gannon, 2011). For 

example, I asked of my transcripts: How does the speaker constitute herself in this text? What 

discursive strategies are taken up? How is subjectification or governmentality accomplished? 

(Davies & Gannon, 2011) (see below for a full discussion of my analytical questions). 

Understanding the subject as fluid and in-progress, existing at the point of multiple and 

sometimes contradictory discourses, I also looked for sites of “doubleness, oppositions, and 

multiplicity” in research accounts and explored these as openings creating the possibility of 

agency and transformation (see the study description in Chapter 9 for a full discussion of this 

dimension of analysis) (Davies & Gannon, 2011, p. 319).  

Below I briefly describe how I developed my method of poststructural discourse analysis to 

incorporate my interest in neoliberal governmentalities, affective-discursive practices, and 

intersectionality.   
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Problematisation, subjectification, and governmentality 

Arribas-Ayllon and Walkerdine (2008) describe an approach to poststructural discourse 

analysis informed by the “methodological signposts” of problematisation, subjectification, and 

technologies of governance that has been influential in the development of my own approach 

to analysis. Arribas-Ayllon and Walkerdine (2008) suggest beginning analysis by giving 

analytic attention to how problems are constituted in the interview transcript. For example, I 

ask under what circumstances and by whom is pregnancy fatness rendered problematic and 

therefore visible and knowable, and what truth claims are made on behalf of that 

problematisation? Having identified the problematisation(s) in the text, I then turn my 

attention to technologies, the practical forms of rationality for the government of self and 

others undertaken in response to problematisations. I look for both technologies of power 

enacted on the subject from a distance, and technologies of the self by which subjects “seek to 

regulate and enhance their own conduct” (Arribas-Ayllon & Walkerdine, 2008, p. 99). I then 

turn my attention to the identification of subject positions, asking what discursive meanings 

are made culturally available to subjects upon which they can ground their claims to truth or 

responsibility and indeed their rules for being and doing (Arribas-Ayllon & Walkerdine, 2008, 

p. 99).  

Affective-discursive practices 

In addition to these methodological signposts, I have incorporated affective-discursive practice 

into my repertoire of analytical tools in order to attend to the rich emotional dimensions of my 

participant interviews. Affective-discursive practice is an analytical approach that attends to 

the enmeshment of discourse and affect in accounts produced by the meaning making subject 

(Wetherell, 2015a). Applied to research data, affective-discursive analysis is concerned with 

identifying the patterned, regular, and ordered “entanglements” of affect and discourse evident 

in research accounts (Wetherell, McCreanor, McConville, Barnes, & Le Grice, 2015, p. 59). In 

particular the affective-discursive analyst is looking to identify patterns or threads of an 
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“affective-discursive canon” (or dominant discursive and emotional routines)–the 

“established, immediately familiar and orthodox procedures for emoting and making sense” 

(Wetherell et al., 2015, p. 60), for example, fat patients’ shamed responses in health-care 

encounters.  

Affective-discursive analysts also ask what affective-discursive subject positions are 

constructed in relation to dominant affective-discursive practices and how these are taken up 

and negotiated as beings and doings in the process of subjectification, for example in the 

constitution of shamed subjectivities (Wetherell et al., 2015, p. 62). However affective-

discursive analysts, whilst seeking to identify the presence of dominant affective-discursive 

practices and subject positions in participants’ accounts, also acknowledge that accounts 

produced by research participants are never singular and total and will also be alert to 

resistances, fragmentations, multiple versions, and variations in the subject’s negotiation of the 

affective-discursive (Wetherell et al., 2015, p. 60) (See Chapter 7 for a more detailed 

procedural description of affective-discursive analysis). 

Incorporating intersectionality into analysis 

Intersectionality directs attention to how claims about women’s experience often produce 

“hegemonic generalisations” by universalising the experiences and problems of privileged 

women (most often white, Western, middle-class, heterosexual women) to all women 

(Havkivsky et al., 2010, p. 12). Intersectionality was first articulated by Indigenous women 

and women of colour who were frustrated at the claims made about women and their 

experiences by predominantly white middle-class feminists. Intersectional analysis seeks to 

complicate feminist analyses, ensuring attention to the “interlocking effects of identities, 

oppressions, and privileges” in order to fully understand the range and complexity of women’s 

experiences (Price, 2011, p. 55) (see also Collins, 1986, 2000b; Crenshaw, 1989). 
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Analytically, a commitment to intersectionality requires a refusal to analyse ‘gender’ in 

isolation, or ‘women’ as a homogenous group. For the poststructural analyst this means 

attending to the ways in which the effects of discourse, the processes of subjectification, and 

governmental technologies are differentiated by my participant’s location within various axes 

of social power and by the effects of colonisation, racism, heterosexism and ciscentrism, 

economic marginalisation, ableism, sizeism, and ageism (Signal, Martin, Cram, & Robson, 

2008). I have incorporated intersectional thinking in my approach to poststructural discourse 

analysis, asking how multiple intersecting categories of difference stratify the subjectification 

of my participants in relation to discourses of pregnancy fatness and their regulatory and 

governing effects. Whilst the principles of intersectionality influenced all of my analytical 

work, I have dedicated Chapter 8 specifically to profiling the racialised aspects of the 

problematisation of pregnancy fatness that I identified through intersectional analysis. 

Analytical steps  

As an interpretative method of analysis, poststructural discourse analysis does not lend itself to 

procedural description and is open-ended and iterative (Taylor, 2001). It can therefore be 

intimidating as a researcher new to this method and approaching a large data set to figure out 

exactly what to do. Guided by Taylor (2001) and Braun and Clarke (2006, 2013), the first step 

I undertook was to familiarise myself further with the transcripts. Having transcribed most of 

the interviews myself, I was already well steeped in participants’ accounts but read the 

transcripts through several more times noting further patterns and points of interest but not 

settling on any of these. I orientated these readings of the transcripts around three key 

analytical interest areas: the methodological signposts for poststructural discourse analysis 

described by Arribas-Ayllon and Walkerdine (2008), affective-discursive practices (Wetherell, 

2015a, 2015b), and the principles of intersectionality applied to poststructural research.  
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By the end of these readings I had generated a long list of observations and patterns and from 

this list I developed a set of codes that I could use to organise the data (Braun & Clarke, 2013, 

p. 206). The group of initial codes was quite extensive, orientated around the analytical focus 

points and capturing material that featured prominently across the interview transcripts. The 

overarching coding categories were as follows: discourses implicated in the problematisation 

of fat maternal bodies (1); technologies of power within fertility and maternity care services 

and clinics (2); technologies of self-governance (3); fat maternal subject positions (4); fat 

maternal subjectification (5); and ambivalence, resistance, and counter-discourse (6). I also 

added a seventh coding category which was a repository for material that didn’t fit into one of 

the other six categories but which I felt might hold some interest at a later point of analysis. 

The list of codes included a number of sub-codes under each of these seven categories.   

Having assembled my list of codes, I coded the transcripts manually, working through the 

transcripts applying the codes and then cutting and pasting relevant extracts from each 

transcript into new coding documents (Braun & Clarke, 2013, p. 218). The goal of this stage 

of analysis was to break down the large amount of transcribed data into manageable chunks 

ready for more intensive analysis (Potter & Whetherell, 1987, p. 167). I did this process 

inclusively so that the same extract was often included in multiple coding categories (Braun & 

Clarke, 2013, p. 218). Because of my interest in the relationship between affect and discourse, 

I made sure the pauses, emphasis, and non-verbal sounds that captured the feeling state of the 

speaker accompanied the extracts into the coding documents. For example, where audible 

crying accompanied an extract where a participant described feeling like she had hurt her 

baby, both the relevant extract and the attached non-verbal sound were recorded in the coding 

document. When reading though the coding documents this gave a feel for the affective 

context of extracts.  
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Once I had coded the data in full, I was ready to move to the next stage of analysis which 

involved intensive theoretically-informed critical and interpretive readings, and re-readings, of 

the coding documents. This stage of analysis involved looking for answers to a series of 

questions that informed by my research goals I posed of the data. These questions directed an 

interest in problematisation, subjectification, and governmentality, along with an analytical 

interest in affect and intersectionality (Arribas-Ayllon & Walkerdine, 2008; Davies & 

Gannon, 2011). For example, I asked of the data: 

• Under what circumstances and by whom are aspects of maternal fatness rendered 

problematic, and therefore visible and knowable, and what truth claims are made on 

behalf of that problematisation?  

• What technologies of governance, both of institutions and the self, can be identified 

and what are the effects? How is affect implicated here?  

• What discourses and maternal subject positions are available to speakers upon which 

they ground their claims to truth or responsibility and their rules for being and doing? 

• How is subjectification accomplished? Through which practices do subjects seek to 

regulate themselves? What role does affect play in the process of subjectification? And 

in what ways are subjects ambivalent, resistant, and producing counter-discourse in the 

process of subjectification? 

• How are the effects of this problematisation, and the processes of governance and 

subjectification differentiated by the speakers’ locations within various axes of social 

power, especially race, ethnicity, and culture? And what work does affect perform in 

the process of subjectification? 

In the process of undertaking these critical and interpretive readings I also engaged myself 

reflexively, asking “why am I reading this passage in this way? What features produce this 
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reading?” (Potter & Wetherell, 1987, p. 168). As I progressed through this process I started to 

sort and collate my initial codes into broader and more overarching patterns in the data. To 

assist me with this process, I printed and cut up the coding documents and experimented with 

placing individual codes in different arrangements, mapping these out diagrammatically on 

large sheets of paper as I went.  

By the end of this process I had captured a collection of candidate themes and sub-themes 

relating to how participants talked (and felt) in relation to my analytical focus points: 

problematisations, technologies, subject positions, and subjectification. The final stage of 

analysis involved refining these themes and sub-themes, collapsing some themes together, 

breaking others apart, abandoning some themes altogether, and checking for consistency 

between the themes and collated extracts (Braun & Clarke, 2006). This analytic process was 

recursive, moving between the coded data, candidate themes, and the raw data. The rationale 

for this recursive process was to successfully capture the overarching themes that cohere 

meaningfully together (i.e., possess internal homogeneity) as well as being distinct from each 

other (i.e., possess external heterogeneity) and that would be able to tell me a story about the 

problematisation of maternal fatness and its effects (Braun & Clarke, 2006). Once the 

candidate themes were reworked, I sketched out and named a final set of themes and selected 

illustrative extracts which I then analysed in more detail. The analyses of the data were 

reworked many times to produce the analytical chapters that follow. 

In addition to this formal process of analysis I think it is fair to say other kinds of knowing 

influenced the analytical work I have described above. For example, I originally intended to 

include the perspectives of midwives in this research and in the data collection phase 

undertook small focus groups and individual interviews with 24 midwives in the Auckland 

region. While these interviews ended up being excluded from the official data set because of 

limitations of doctoral scope and thus were neither transcribed nor subjected to formal 
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analysis, they undoubtedly influenced my thinking and intrepretation of data in this thesis. In 

addition, my work in the women’s health sector as a policy analyst and researcher has also 

contributed a dimension of informal ethnography to my analytical understanding. For 

example, at the beginning of Chapter 8 I describe my experience of attending a clinical audit 

day at Auckland hospital and the references made to maternal obesity in that forum.   

Justifying the research findings 

Because feminist poststructuralism starts from the viewpoint that all knowledge is partial and 

contextually contingent, claims to validity of the knowledge generated from this 

epistemological standpoint do not make appeals to objectivity and replicability (the basis of a 

positivist-empiricist research paradigm) (Lather, 1993, p. 673). Rather, poststructuralist 

research is ambivalent about the ways in which research is governed through discourses of 

validity, rejecting the need to produce a singular and replicable reading of research data and in 

some cases radically re-centering the researcher’s subjectivity within the research through the 

practice of reflexivity. In poststructural research, the research interview therefore shifts from 

being a medium to gather participants’ stories and experiences to a space in which knowledge 

is also acknowledged as co-constituted by the researcher and researched (Kvale & Brinkmann, 

2009). The reflexive researcher critically reflects on the knowledge they produce, and their 

role in producing that knowledge, a process Braun and Clarke (2012, p. 36) describe as 

“seeing what frames our seeing”.  

I have engaged reflexively with this research process in two ways, both personally and 

functionally. I have demonstrated my personal reflexivity by bringing myself visibly into the 

research in Chapter 1, acknowledging who I am and what motivations and assumptions are at 

play in the conduct of this research. This is important to the rigour of poststructural analyses 

as it allows the co-constructive nature of the research to be scrutinised (Braun & Clarke, 2013; 

Parker & Burman, 1993). I have demonstrated functional reflexivity in this chapter by giving 
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“critical attention” (Cheek, 2004, p. 1147) to the ways in which my decisions about the use of 

research tools and processes have influenced and shaped the outcome of the research in 

particular ways. 

Caring conversations: Research interviews as resistance 

Having provided a full account of the research process, I now introduce the second task of this 

chapter, which is to profile the methodological contribution of this research through an 

elaboration of a nascent research practice that I call caring conversations19 (a term borrowed 

from Frid, Ohlen, & Bergbom, 2000). Caring conversations describes a change-orientated and 

aspirational approach to research interviewing (and to some extent analysis). It emphasises 

relationality and care in the research encounter as an intentional act of resistance to the hostile 

human relations produced under neoliberalism and other separating forces including 

colonisation, patriarchy, and biomedical dominance. Caring conversations is a research 

practice aligned with the “anti-neoliberal turn” (Lee, 2012, p. 913) in critical scholarship, 

which is characterised by systemic reflection and theorising on the harms wrought by 

neoliberalism along with a commitment to justice and change (e.g., Brown, 2006; Harvey, 

2007; Lee, 2006; Springer, 2016). The neoliberal logics of individualisation, self-interest, 

responsibilisation, and blame have been charged with resulting in a breakdown in collective 

and social institutions and a diminishment of common humanity, kindness, compassion, and 

care for the other (Lee, 2012).    

A caring conversations approach sets out to create a research environment that provides a 

counterpoint to neoliberal logics, offering participants an experience of warmth, concern, and 

connectedness as a basis for human interaction. The goal is to introduce a “healing dimension” 

 
19 Frid et al. (2000) are nursing scholars writing on the use of narratives in nursing research. They touch lightly 
on the potential to, and value of, creating a caring relationship with the narrator.  They suggest that the resulting 
“caring conversation” (p. 701) might facilitate a productive path to narration and introduce a healing dimension 
to the research encounter. 
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(Frid et al., 2000, p. 701) to the research, whereby neoliberal sufferings are acknowledged and 

attended to and, through the caring encounter, possibilities for counter ways of knowing and 

being beyond neoliberal subjectification are opened up and can be explored. As anti-neoliberal 

scholar Wenshu Lee (2012) proposes, the pathway out of neoliberal suffering can be achieved 

through reconnection with our common humanity, and the pursuit of opportunities for “deep 

participation”20 (p. 932) with each other through love, solidarity, and care.  

In articulating caring conversations as a methodological innovation, I am not meaning to 

suggest that caring practices in interview-based research are a new innovation. Indeed, I 

acknowledge the foundational work of feminist researchers in innovating more relational and 

egalitarian research practices with an explicit change agenda (Letherby, 2003). Feminist 

approaches to interview-based research have long emphasised a participatory model that 

fosters mutuality between researcher and participant and rejects traditional (masculinised) 

“extractive” research interviews whereby a detached interviewer collects objective scientific 

data from passive research subjects (Letherby, 2003). A participatory model emphasises 

reciprocity between researcher and researched, responsiveness to research participants, and 

concern for their wellbeing (Letherby, 2003). Feminist scholars have also challenged 

normative ethical theories through an articulation of an ethic of care (Gilligan, 1977; Tronto, 

2005). Feminist care ethics challenges the idea of the liberal, autonomous, self-made subject, 

instead offering a framework for understanding people’s relationality and interdependence, 

and asserting the value of care as a core ethical principle for human relationships and 

interactions (Bartos, 2018). 

My tentative claim in articulating caring conversations as a nascent methodological 

contribution is based on the connection between the caring nature of the interviews and the 

 
20 Lee acknowledges she has borrowed this term from Black lesbian poet Audre Lorde (2007) who described how 
it could be “the forerunner for joint concertive actions not possible before” (p. 59). 
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political positioning of the research as an act of resistance to neoliberal logics. Reflecting on 

the interviews, I was struck by the juxtaposition between the harmful relations in the 

healthcare encounter being described by participants and the kind of human relating we were 

creating in the interviews. I experienced the interviews as sites of warmth and mutual interest 

and concern (facilitated in part, I imagine, by my own visible pregnancy). If the impulse of 

neoliberalism is separation and individualisation, it occurred to me that the experience of 

human connection in the research encounter might take on a political dimension. This 

observation was supported by the oft repeated comment by participants that prior to engaging 

in the research they had thought “I was the only one” and that they experienced a sense of 

solidarity from participation in the research. Many participants also positioned themselves as 

collaborators in relation to the explicit political goals of the research, expressing their desire 

for a rehumanising of maternities and a kinder and fairer maternity care system for other fat 

women. I was curious about the conditions that facilitated this kind of research encounter that 

was orientated towards the common good and concern for the other, and, in turn, if/how this 

kind of research encounter might contribute to the political and transformative goals of the 

research.   

My core proposition is that research that seeks to address neoliberal sufferings and open up 

counter ways of knowing and being beyond neoliberal subjectification can be supported by 

research experiences that model interdependency, care, and deep participation. To be clear, 

however, making a methodological contribution was not an originating impulse for this 

research and I acknowledge that my ideas relating to caring conversations as research praxis 

remain in their infancy and require further theorising and development beyond this doctoral 

project. In particular, I intend to explore how the articulation of a poststructural ethics (Popke, 

2003) that draws on the work of scholars Emmanual Levinas (1979) and Judith Butler (2006, 

2012) on intersubjectivity and relationality, along with a further examination of ethics of care 
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scholarship (including Bartos’ (2018) articulation of critical care ethics), might contribute to 

the “fleshing out” and maturation of this approach.   

Taking care in the research encounter 

In lieu of having undertaken this theorising work but still wanting to begin an articulation of 

caring conversations, I now sketch some reflections about the kinds of care taking strategies 

that may have helped to facilitate the interviews as sites of connection and care. This includes 

a discussion of some strategies I used to create warm and caring interview spaces as well as 

my cultural care taking strategies to ensure a safe and caring research engagement for Māori 

and Pacific participants. To do this I draw on Tronto’s (2005) four elements of an ethic of 

care: attentiveness to the need to care, responsibility for providing care, competence in the 

standard of care, and responsiveness to how care is received. Tronto (2005) argues that these 

elements are not separate steps to care but rather should be integrated into caring practices. 

The care taking practices I describe are quite typical of qualitative research and are thus not in 

and of themselves innovations, however, I suggest that the interpretation of these practices as 

part of a research ethic of care could form part of a caring conversations approach.  

My objective with the interviews was to create a warm, open, and comfortable space to talk 

with participants about a topic that has been identified as stigmatised and potentially difficult 

to discuss (Longhurst, 2010). I was very concerned to ensure that the interviews would not 

reproduce or perpetuate the potentially harmful or hostile relations of women’s health care 

encounters. Further, as discussed above I hoped that by emphasising relationality and care in 

the research encounter that participation in the research might itself provide a counterpoint to 

the neoliberal logics of maternal obesity in which women are separated, blamed, and shamed, 

offering instead a pathway to counter-discourse and resistance for research participants (Lee, 

2012, p. 932).   
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A range of care taking practices helped me generate participant interviews that were sites of 

connection and care. These practices included taking time before starting the interview in 

order to talk with participants and other family members, including children, to increase 

comfort and establish rapport; being flexible about the length of the interview to ensure 

participants felt heard (most were 1-2 hours long but one interview lasted for 3.5 hours); and 

debriefing participants at the conclusion of the interview about how it had felt to talk through 

their experiences and what follow-up support they might need. In simple terms, caretaking 

meant being on others’ territory and on their time schedule, and prioritising the forming of 

relationship rather than getting the interview ticked off.  

Caretaking also involved making myself vulnerable in the research space by disclosing my 

personal and political investment in the research, including my explicit change agenda, and 

being emotionally present with participants, for example sharing their tears, laughter, and 

anger. Longhurst (2010, p. 203), herself a sometimes-fat person, described feeling 

overwhelmed by the emotions conveyed when undertaking research on fat women’s 

experience. Likewise, I often felt deeply affected by the interviews. I therefore took up the 

suggestions of Dickson-Swift, James, Kippen, and Liamputtong (2007) to not schedule 

interviews too closely together and to keep a research journal where I recorded my feelings, 

observations, and key reflections after each interview. Participants were provided with a list of 

follow-up support options at the conclusion of the interview, and I made myself available to 

participants for follow-up communications if required, particularly if they had something extra 

they wanted to add, or felt an aspect of their experience may have been misrepresented. 

Several participants emailed through additional thoughts following the interview, and one 

participant followed-up seeking information about making a complaint about her healthcare at 

which point I directed her to the Office of the Health and Disability Commissioner’s advocacy 

service.  
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Cultural competency as care 

As a Pākehā researcher interviewing participants from other ethnic and cultural groups, 

including Māori, I also undertook a range of care taking strategies in order to attend to the 

inevitable racial power relations in cross-cultural research and to de-centre Pākehā ways of 

being and doing research. As Smith (1999) writes, research in which white people have 

spoken for and about people from other ethnic groups has contributed to the continued 

marginalisation of non-white voices and thus an on-going history of racialised exploitation and 

colonisation in academia.   

As I contemplated the racial power dynamics of this research, I first had to tackle my own 

doubts about the appropriateness of including participants from other ethnic and cultural 

groups at all, asking was it ever appropriate for a white researcher to interview and represent 

the voices and “life worlds” of non-white people? (Agyeman, 2008, p. 77). However, because 

I was approaching this research with an explicit change agenda, and given the explicitly raced 

dimensions of maternal obesity discourse and practice, I could not justify representing a race-

blind analysis of maternal obesity discourse and practice given its explicitly raced dimensions 

and thus felt it my responsibility to include a diversity of women’s voices. Further, I took the 

challenge presented by Tolich (2002, p. 167) that in the post-colonial politics of Aotearoa New 

Zealand it is actually a Pākehā researcher’s responsibility under the Treaty of Waitangi to 

include Māori in research and ensure the benefits of state-funded (tertiary) research in the 

general population are open to Māori. Instead of shying away from the complexities of 

researching outside my own ethnic and cultural group, I took up the task proposed by critical 

whiteness scholars to critically engage with the interview space as a socially situated and raced 

space, and to attend to oneself reflexively as a racialised researcher (Aveling, 2004; 

Chadderton, 2012; Haw, 1996).  
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My first care taking strategy was to explicitly acknowledge the limitations of this research led 

by a sole Pākehā postgraduate researcher. I was clear that this was not research “by Māori, for 

Māori, with Māori” as defines the Māori-centred or kaupapa Māori research movement 

(Smith, 1999); neither is it Pasifika-centered research. I also undertook to consult with Māori 

and Pasifika to explore ways in which I could de-centre Pākehā approaches to my research and 

to ensure I would be accountable in some way for my research with these communities 

(Ramsden, 2002; Tolich, 2002). In the planning stage of my research I engaged both 

Māori and Pasifika cultural advisors with whom I met several times to discuss my recruitment 

strategies and communications and my approach to interviews. As a result of this consultation, 

I incorporated cultural caretaking practices into my research process including 

manaakitanga (hospitality), the offer of karakia (prayers) to open and close the interview, 

ensuring the interviews were family-centred, and taking time to develop relationship and to let 

the interview unfold. My relationship with the Māori cultural advisor has been on-going as I 

have progressed through analysis and writing up the research, and she was a co-author of 

Chapter 8.   

I also took up the challenge to be highly reflexive in my practice as a Pākehā researcher.  This 

required a constant awareness of, and critical engagement with, how my Pākehā worldview 

shaped the production of my participants’ accounts, including the space I created, the 

questions that I asked, and any omissions (Ramsden, 2002). For example, after each interview 

with a non-Pākehā participant I would listen reflexively and critically to the digital recording 

noting observations and reflections in my research journal. I noticed that non-Pākehā 

participants would often wait until reasonably late in the interview to mention a racialised 

aspect of their experience and then do so quite tentatively, presumably “testing the waters” for 

my response. I noticed several instances where I had failed to pick up on this reference to a 

racialised aspect of their experience and thus it had gone unexplored in the interview. I 
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therefore ensured I was highly attentive to the disclosure of racialised experience in 

subsequent interviews.   

I also noticed that in my desire to affirm non-Pākehā participants’ accounts I tended to use 

verbal affirmations more earnestly, which had the unintended effect of talking over these 

participants. I therefore worked to temper this by using non-verbal affirmations.  Reflecting 

back on these caretaking strategies I think they were reasonably effective in providing a 

culturally safe research environment that was attentive to and addressed racialised power 

relations. One measure I use to support this view that non-Pākehā participants felt able to flesh 

out dimensions of cultural difference and racial discrimination in the interviews, providing 

very rich (and troubling) data about the racialised dimensions of maternal obesity that I 

explore in Chapter 8.   

As I have already noted, making a methodological contribution was not part of the original 

impulse of this research and my discussion here is a shallow sketch of the possibilities I can 

see for a caring conversations research practice. I look forward to further developing this 

methodology informed in much greater detail by poststructural and feminist care ethics along 

with the principles of cultural safety and competency. 

Conclusion 

The methodological work, research design, and analytical work described in this chapter forms 

a bridge from the first three chapters of this thesis which establish the research problem and 

the theoretical approach to it, to the analytical chapters that now follow. I began this chapter 

by providing a detailed account of my research process, mapping key decision points 

including participant recruitment, the production of participant accounts, and their analysis. 

Within this account I demonstrated how the feminist poststructural epistemology outlined in 

Chapter 3 has influenced my research decisions. The second half of this chapter has addressed 

the methodological contribution of this thesis by sketching a research practice that reflects the 
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political orientation of my research goals in addressing the hostile relations of neoliberalism. 

This is a nascent research approach that I plan to develop further in my research agenda 

beyond this doctoral project. 
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Part III: Problematisation and Subjectification 
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Preface to Part III 

The chapter that follows has been adapted from an analytic piece written as stand-alone 

journal article. As the first empirical chapter in this thesis it signals the entry point of my 

participants’ voices into the text, which perform their own contextualising work in terms of 

establishing the meaning of this research.   

Chapter 5 draws on Foucault’s method of problematisation (as elaborated by Bacchi, 2010, 

2012, 2016) to respond to the first two of my research questions, asking what conditions, 

investments, and forces are implicated in the problematisation of pregnancy fatness and what 

are the discursive and subjectification effects? Accepting that problematisations are 

constituted through discourse, the analytic work described in Chapter 5 is focused on the 

identification and elaboration of the dominant discourses that produce maternal obesity as a 

contemporary truth. Consistent with Foucault’s method of thinking problematically, I also ask 

how these discourses impose limits on what can be known and experienced in relation to 

pregnancy fatness (their discursive and subjectification effects). The chapter profiles two 

dominant discourses. We explore how these discourses impose limits on what can be known in 

relation to pregnancy fatness and how they are taken up by participants in the form of two 

subject positions that severely constrain fat women’s possibilities for being and are oppressive 

and harmful to their health. 

Along with intentional inconsistencies in the use of gendered language to describe 

reproductive experience in the empirical chapters that follow, you will also note 

inconsistencies in my use of first person pronouns. In particular you will note my switch from 

singular I and my, to plural we and our throughout the empirical chapters. This switch in 

language acknowledges the contribution of my academic colleagues who have advised and 

guided me on the production of these pieces and have thus been included as co-authors.  

Chapters 5, 6, 7, 8 and 9 have benefitted from the expertise and guidance of fat studies scholar 
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Dr Cat Pausé. Chapter 8 was also written under the guidance of Dr Jade Le Grice, the Māori 

cultural advisor for this research. Dr Le Grice’s generous sharing of her knowledges of 

mātauranga Māori has contributed a rich and important dimension to the analytical work 

presented in Chapter 8. 
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Chapter Five 

“I think the weight is all they see”: Problematising the fat pregnant body 

Pregnant women are packing on too many kilograms, risking their health and that of 
their babies - and costing the health system a fortune.  

(Grunwell, 2011, para. 1) 

Burgeoning medical scientific interest in the health consequences of “maternal obesity” has 

led to an unprecedented problematisation of fat pregnant bodies in Western medical and policy 

settings (e.g., McPhail et al., 2016). Studies have suggested growing rates of “obesity” 

amongst reproductive age women and an association between fatness and an increase in 

almost all pregnancy and birth complications, for example, caesarean section, postpartum 

haemorrhage, miscarriage, congenital abnormalities, and stillbirth (e.g., Poston et al., 2016). In 

tandem, studies drawing on the technological developments of epigenetics have progressively 

traced the origins of the so-called global obesity epidemic to life in the womb, emphasising the 

role maternal weight and diet plays in programming infants for future obesity (e.g., Low et al., 

2015). These studies have been extensively and sensationally reported in news media as a 

“health crisis” that will “cost the health system a fortune” (Grunwell, 2011, para. 1), placing 

fat maternal bodies at the epicentre of contemporary anxieties about the population health 

problems, and health care costs, facing modern Western societies (as discussed in Chapter 2). 

Health systems have responded by introducing a suite of policies and guidelines intended to 

regulate and manage fat maternal bodies. In Aotearoa/New Zealand this has included the 

introduction of BMI cut-offs for access to publicly funded fertility treatment (Farquhar & 

Gillett, 2006), restrictions on fat pregnant women’s birthing options such as place of birth 

(Ministry of Health, 2012), intensified medical management of fat pregnant people (Ministry 

of Health, 2012), and a narrowing-in of population-wide obesity prevention strategies such as 

exercise and diet advice, to the new priority area of pregnant women, new mothers, and young 

children (e.g., Ministry of Health, 2014). Pregnant women are now tasked with securing their 
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child’s future health, indeed the health of the nation, long before they have even given birth, 

and bear the burden of blame and guilt for adverse reproductive outcomes.  

Drawing on Foucault-influenced poststructural approaches and in particular the theoretical 

concept of problematisation as elaborated by Bacchi (2010, 2012, 2016), this chapter takes a 

critical stance on contemporary understandings and representations of maternal obesity as a 

reproductive health hazard and public health crisis. This theoretical approach allows us to 

disrupt the taken-for-granted “Truth” of current medical science, media, and policy 

representations of pregnancy fatness as a problem that requires solutions, and the nature of 

those solutions. Rather, we interrogate the knowledge assumptions, political investments, and 

regulatory interests that have influenced how pregnancy fatness has come to matter as a 

problem at this moment in time. To do this we turn to Foucault’s notion of discourse, being 

those socially produced and regulated ways of constituting authoritative knowledge that limit 

what can be known and that serve particular power relations (Foucault, 1971). We identify the 

dominant discourses, or authoritative ways of thinking, that constitute the problematisation of 

pregnancy fatness (Bacchi, 2010, p. 63). We explore what interests are served by this 

problematisation and its relationship to the governing rationalities of neoliberalism in this 

contemporary moment. We also examine the subjectification effects of this particular 

problematisation, asking how it shapes and constricts the possibilities of being for fat people 

who are pregnant, trying-to-conceive, or new mothers. We demonstrate the ways in which our 

participants take up subject positions of the “failed mother” and “waste of space” who are 

impelled to engage in technologies of self-governance in order to secure their child’s future 

and secure their status as good neoliberal citizens. Drawing on Goffman’s (1968) notion of 

spoiled identity we conclude by arguing the oppressiveness and impossibility of the 

problematisation of pregnancy fatness and the associated real harms for fat mothers and their 

children. 
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“Thinking problematically”: How a problem comes to matter (and its effects) 

As “a postmodern philosopher of history” (Flynn, 1994, p. 28), Michel Foucault’s project was 

to challenge the “transcendental status of knowledge” showing instead how knowledge is 

formed in the interaction of plural and contingent discourses within different sites and for 

different purposes but always the product of power relations (Bacchi & Bonham, 2014, p. 

174). This paper explores the use of Foucault’s problematisation, a method of enquiry 

elaborated by Bacchi (2010, 2012, 2016), to disturb the self-evidence of medical science and 

policy knowledges about pregnancy fatness and to trace the political interests and power 

relations that have shaped it as a reproductive health risk and public health crisis at this 

contemporary moment. Foucault (as cited in Bacchi, 2012) was interested in “how and why 

certain things (behaviour, phenomena, processes) become a problem” (p. 1) and how they are 

shaped as objects of thought that are taken up in the process of subjectification as Truth. 

Problematisations are understood to be constituted in discourse (Bacchi, 2010, p. 63). The 

focus of analysis is to identify and distil those dominant discourses, or authoritative ways of 

thinking, that produce an object of thought as a taken for-granted truth (Bacchi, 2010, p. 63). 

The analyst seeks to “dismantle” knowledge claims as “fixed essences” and allows us to trace 

the “connections, encounters, supports, blockages, plays of forces, strategies on so on” 

(Foucault 1991a, p. 76) that result in their emergence as objects (Bacchi, 2012, p.2). Taking up 

the method of problematisation involves asking how the fat pregnant body is “questioned, 

analysed, classified and regulated” at “specific times and under specific circumstances” 

(Deacon, 2000, p. 127). By rendering apparently fixed objects “fragile” and “mutable” they 

can then be challenged, dismantled, and reconstituted (Bacchi, 2012, p. 4).   

Foucault’s articulation of problematisation has a particular interest in effects, asking how one 

is constituted by and constitutes oneself in relation to those objects of thought produced as 

“Truths” (Flynn, 1994). The analyst asks how discourses impose limits on what can be known, 

termed “discursive effects”, and then turns their attention to how this shapes and limits 
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possibilities for being, termed “subjectification effects.” The poststructural subject is 

understood as constituted through multiple dominant discourses that provide the conditions for 

its existence (Butler, 1997; Foucault, 1984b). The analyst is interested in how the 

problematisation, through the discourses that constitute it, creates and constrains certain 

possibilities for being. As described in Chapter 3, a particular interest for Foucault was the 

styles of problematisation that constitute practices of governing, asking how, through the 

process of subjectification, individuals come to be engaged in their own governance (Lee, 

2012, p. 914). The modes of governing common to neoliberalism pursue “government at a 

distance,” rejecting the idea that the state is responsible to provide for its citizens and 

emphasising individuals’ responsibilities to optimize their own quality of life, and that of their 

families, by taking up responsibility for their own mastery and self-control (Miller & Rose, 

2008, p, 81). Biopolitics has been identified as key strategy to rationalize and render rule 

effective in the contemporary neoliberal state through the process of subjectification. The 

neoliberal subject is exposed to this proliferation of medical science knowledges that 

problematise their bodies, such that they engage in “technologies of the self”–those practices 

and behaviours of subjects tasked with their own self-management and transformation 

(Foucault, 1988, p. 18). Those individuals and communities who do not (or cannot) self-

manage to achieve health and wealth shoulder blame and sanction, whilst the social structural 

inequalities and economic policies that are so determining of health and welfare are 

invisibilised (Rail, 2012) (see Section 2 in Chapter 3 for a more detailed discussion of the 

styles of problematisation common to neoliberalism).  

However, whilst examining subjectification effects is a core task of problematisation, 

subjectivity should not be assumed to be complete and determined. Rather, subjectification 

should be understood as always messy and partial, eliciting but not forcing the subject’s 

engagement and leaving open the possibility of resistance (Bacchi, 2010, p. 64). By revealing 

the “silent habits” (Davies et al., 2006, p. 89) of thought and their emotional power in our lives 
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we become alive to the constitutive effects of discourse. We can then work to insert new (and 

less oppressive) meanings about our bodies and selves into the paradigms of thought and 

affectivity through which we are regulated and ruled in the ongoing process of 

subjectification. Within poststructural ontology, resistance can therefore be understood as two-

fold (Davies et al., 2006, p. 90). We use the critical tools of Foucault and other 

poststructuralist thinkers to enable us to see “what we are now,” and from this vantage point 

we develop discursive strategies to make the current spaces we inhabit “unthinkable” and to 

imagine new kinds of possibilities for being (Davies et al., 2006, p. 90) (See Section 3 in 

Chapter 3 for a more detailed discussion of poststructural resistance and transformation; see 

also Chapter 9).  

Problematising the fat female body  

This paper contributes to a growing body of feminist and fat studies scholarship that disturbs 

the taken-for-granted Truth of contemporary medical science knowledges that problematise fat 

female bodies (e.g. Bombak et al., 2016; Cooper, 2010; Fikken & Rothblum, 2012). Thinking 

problematically, these scholars have argued that the science of obesity is historically and 

socially contingent, imbricated with social anxieties about fat women as compulsive eaters, 

hyper-emotional, lazy, and deviant, and thus as defying dominant expectations around 

femininity (Murray, 2008). The fear and dislike of fat female bodies can be seen in the 

disproportionate levels of weight bias and discrimination experienced by fat women in the 

fields of health care, education, and employment (Fikken & Rothblum, 2012). Fat women 

have been shown to take-up these oppressive dominant medical and social discourses about 

their problem bodies, constraining the cultural possibilities for fat female embodiment and 

constituting an unliveable “spoiled” subject position that compromises their health and 

wellbeing (LeBesco, 2004, p. 3). 
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Pregnancy has traditionally been regarded by feminist scholars as a time of release from the 

pressures to uphold the feminine ideal of a slender body and thus as a time in which women 

may experience a more enjoyable and less anxious experience of embodiment (Earle, 2003; 

Williams & Potter, 1999). However, more recently the slenderness ideal has been observed to 

encroach on pregnancy (e.g., Harper & Rail, 2012; Johnson, Burrows, & Williamson, 2004; 

Longhurst, 2005; Nash, 2011; 2006). Scholars attribute this both to the rise of popular cultural 

representations of “fit,” “fat-free,” and “sexy” pregnancies (e.g., Longhurst, 2005; Nash, 2012) 

in tandem with the burgeoning medical scientific concern with the health impacts of maternal 

obesity (e.g., McPhail et al., 2016) (see Chapter 2 for a full discussion of the emergence of 

dominant maternal obesity discourse). The discursive and subjectification effects of this 

heightened medical and social concern with the size of the pregnant body are only just starting 

to be considered, particularly for women who are already fat before they become pregnant 

(e.g., Bombak et al., 2016; Furber & McGowan, 2010; McPhail et al., 2016). Existing studies 

have pointed to fat women’s experience of obesity stigma in reproductive health care 

including humiliating and derogatory comments and treatment (Bombak et al., 2016), 

increased exposure to medicalisation of their pregnancies as a result of being labelled high risk 

(McPhail et al., 2016), and/or denial of care such as fertility treatment (Furber & McGowan, 

2010) (see Chapter 2 for a full discussion of the critical literature emerging in response to the 

problematisation of pregnancy fatness).  

Research design  

The research reported here adds to this nascent scholarship, examining the discourses that 

constitute the problematisation of fat pregnant bodies, the discursive and subjectification 

effects in terms of what can be known and lived in relation to fat pregnant bodies, and the 

relationship between this problematisation and neoliberal governmentalities. Ethical approval 

for this study was gained from the University of Auckland Human Participants Ethics 
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Committee and Auckland District Health Board’s Research Committee. Participants were 

recruited through stories in local newspapers, and the distribution of fliers amongst social 

media networks and in maternity clinics. Participants were sought who self-identified as 

large/fat, and were trying-to-conceive, pregnant, or had their most recent child in the past two 

to three years. Participants were also required to be over 16 years of age and living in the 

Auckland region. Self-identified fatness was considered important in order that the research 

neither reproduce nor affirm medical categorisations of fatness, and because fat identity is 

subjective and rooted in self-perception and lived experience. No particular ethnic groups 

were targeted for inclusion but given the ethnic diversity of Auckland and the on-average 

higher BMI amongst Māori and Pacific communities (Ministry of Health, 2017), both a Māori 

and a Pacific cultural advisor were engaged in the research to advise on cultural competency.  

In total, twenty-seven in-person, one-on-one interviews were conducted, predominantly in 

participants’ homes or in community settings such as a church, a café, and a library. 

Participants were asked to complete a brief demographic survey at the beginning of the 

interview which included questions about their ethnicity/ies, occupation, number of children, 

where they gave birth, the level of medical involvement in their birth, and who had provided 

or was providing their maternity care. Consistent with the general population, most 

participants had received care from a Lead Maternity Carer midwife and had given birth in a 

tertiary hospital (Ministry of Health, 2019). Participants were of diverse ethnicities as 

anticipated. The sample included Māori (5), Pacific (6), Pakeha/European (10), Other 

European (4), Asian (2).   

Interviews were semi-structured and conducted as caring conversations (Frid et al., 2000). 

This is an approach to research interviews, discussed in detail in Chapter 4, that prioritises 

creating a warm, open, and comfortable research encounter as a counter-point to neoliberal 

logics. The researcher grounds her practice in an ethics of care and concern for the wellbeing 
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of participants throughout the interview process and analysis of the interview data. As in other 

studies exploring fat women’s experience (e.g., Longhurst, 2010), the interviews were often 

highly emotional and included the disclosure of intense pain and distress. By emphasising 

relationality and care in the research encounter it is hoped that participation in the research 

might itself provide a counterpoint to neoliberal logics which result in separation, blame and 

shame, offering a pathway to counter-discourse, resistance, and even healing for research 

participants (Lee, 2012, p. 932).  

Interviews were transcribed and analysed using a form of poststructural discourse analysis 

with a particular interest in problematisations, subjectification, and governmentalities (as 

discussed in Chapter 4). Arribas-Ayllon and Walkerdine (2008, p. 10) have sketched what 

they term “methodological signposts” for this approach to analysis that gives attention to the 

discursive objects constituted as problems in the research text. The researcher asks under what 

circumstances and by whom are aspects of human beings rendered problematic, and therefore 

visible and knowable, and what truth claims are made on behalf of that problematisation? The 

analyst then turns their attention to the discursive and subjectification effects of the 

problematisation (Bacchi, 2010). The analyst is interested in the effects that follow from the 

limits imposed on what can be thought and said (discursive effects), and how this creates 

certain possibilities for being that speaking subjects are impelled to take up (subjectification 

effects) (Bacchi, 2010, p. 64).  

Having identified the problematisation(s) in the text, the analyst turns their attention to 

governmentalities, and in particular to the forms of self-governing undertaken in response to 

problematisations. The analyst looks for both technologies of power, those enacted on the 

subject from a distance, and those of the self, the techniques by which subjects “seek to 

regulate and enhance their own conduct” (Arribas-Ayllon & Walkerdine, 2008, p. 99). The 

primary aim of this research method is cultural analysis and critique with the goal of 
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understanding and opening up possibilities for being in the world (Gavey, 2011, p. 186). It 

does not seek to represent participants’ experiences in any “straightforward and transparent 

way” (Weatherall, Gavey, & Potts, 2002, p. 533). Rather, it seeks to interpret talk in ways that 

reveal the discursive influences on subjectivity. This does not indicate a lack of interest in 

participants’ experiences, but rather draws attention to the ways in which experience and 

culture are enmeshed (Gavey, 2011, p. 186). This can, however, create tensions, such as the 

possibility that participants feel silenced or that they disagree with the researcher’s 

interpretations of their experiences (Weatherall et al., 2002, p. 533). The solution to this 

research dilemma, argues Gavey (2011), is a “(careful and wise) theoretical impurity whereby 

participant’s experiences can be heard as ‘a reasonable (albeit mediated) description of ‘the 

real’” (p. 187) while at the same time being analysed for the discursive forces that shaped the 

conditions of possibility for those experiences.  

We were also conscious of the principles of intersectionality in our analysis of the data. 

Intersectional analysis seeks to ensure attention to the “interlocking effects of identities, 

oppressions, and privileges to fully understand the range and complexity of women’s 

experiences” (Price, 2011, p. 55; see also Collins, 1986). Examining the data through an 

intersectional lens we saw how participants’ experiences were refracted through the axes of 

privilege and oppression, most clearly those of race and class. Due to limitations in the scope 

of this article, we have not explored the intersectional aspects of the fat experience described 

in any depth (this aspect of analysis is explored in-depth in Chapter 8), but it is important to 

note that the experience of pregnancy fatness cannot simply be universalised or generalised, 

and the problematisation of pregnancy fatness should be understood as perpetuating and 

amplifying the legacy of reproductive injustices endured by minority women, particularly 

Indigenous women, women of colour, and poor women (Roberts, 1992).  



104 

The chapter ahead 

Our findings are arranged in two parts.  In the first we describe two dominant discourses that 

we identified as constituting the problematisation of fat pregnant bodies, “bad for baby” and 

“a burden of care.” We describe the power of these discourses in constraining how fat 

pregnant people and mothers (parents) of new babies made sense of their pregnancies and their 

maternity care experiences, whilst also noting that these discourses were never total; they elicit 

rather than determine possibilities for being (Bacchi, 2010). We then go on to describe the 

subjectification effects of this problematisation that lead fat pregnant people to make sense of 

themselves as both a “failed mother” and a “waste of space,” and the relationship between 

these subject positions and neoliberal governmentalities that elicit technologies of self-

management. We conclude by arguing that the subjectification effects of the problematisation 

of pregnancy fatness are oppressive in that they foreclose the possibilities for positive 

maternal identity in fat women and instead position fat pregnancy as a stigmatised, shameful, 

and socially excluded spoiled identity that harms fat women and children in a multitude of 

ways.  

Pregnancy fatness is “bad for baby” 

A dominant discourse embedded in participants’ accounts of their pregnancies was of their fat 

bodies as unhealthy and, as a result, “bad for baby.” The importance of achieving a healthy 

pregnancy was a common theme across participants’ accounts and denoted the influence of 

neoliberal healthism (Cheek, 2008b). Healthism (as discussed in Chapter 3) describes the ways 

in which health has come to occupy a central role in modern Western life under neoliberalism, 

no longer referring simply to the absence of illness and disease but rather the active pursuit of 

health by responsible individuals who embrace technologies of the self (Cheek, 2008b, p. 

974). Participants described feeling responsible for ensuring a healthy pregnancy and the 

choices and behaviours that would achieve it, including healthy eating, exercising, not 
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smoking or drinking alcohol, and careful weight surveillance and management. Inversely, 

fatness was marked out as “unhealthy” in our participants’ accounts, equated with bad choices 

and behaviours, and a marker of poor personal qualities (for example laziness, weakness, and 

greed). This finding aligns with LeBesco’s (2011, p. 155) observation that under 

neoliberalism, “fatness seems to equate instantaneously with unhealthiness, and thinness with 

healthiness, based on a false presumption about the transparency of these bodies in terms of 

the actions they undertake.” As Talia described: “[w]ith the system, and just people in general 

in New Zealand, if you’re overweight, you’re unhealthy.”  

We did identify some resistance to the neoliberal logics of obesity as a behavioural choice in 

our analysis. For example, some participants questioned the effect on their body weight of 

factors other than their “choices” such as genetics, ethnic differences, and medical conditions. 

As Eva describes: 

It’s like, “oh they’re fat, they must be lazy, they must eat all these takeaways, they must 
do this, they must do that,” all the negative things that society tells you as opposed to 
“perhaps they have a medical condition, perhaps they just don’t exercise for good 
reason.”  But no, it’s just this instant “oh she’s going to order fries,” or “she’s going 
to this, make bad choices,” people see you and they go “right, there’s your box, get 
comfy.” 

However, accepting responsibility for their fatness as ultimately the result of their own “bad 

choices” was a strong theme across participant accounts. For example, Isabelle described her 

frustration at failing to qualify for publicly funded fertility treatment based on BMI restrictions 

but still took up responsibility for her fatness: “yeah well you only get fat because of what you 

put in, I don’t know anybody who can look back and go, “oh no I’ve never shoved myself full 

of food,” it’s the only way you get fat, it’s a lifestyle choice.” Likewise, Mere, who was also 

unable to access fertility treatment because of BMI restrictions, remarked: “I understand it 

does come to a choice. The choices you make in terms of lifestyle. What you eat, how you live 

your life, everything that you take in.” 
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The construction of fat as unhealthy and the result of poor individual choices foregrounded the 

problematisation of pregnancy fatness as “bad for babies” in our participants’ accounts. At the 

centre of this dominant discourse—“bad for babies,” the “unhealthy” fat pregnant body is 

framed as hostile to the developing life within it, and, because fatness being a choice, the 

pregnant subject is framed as wilfully putting her baby at risk. It is no surprise that navigating 

this discursive framing of their bodies was described in various ways as distressing and guilt-

inducing by participants. Emma, for example, recounted her experience of going to see her 

general practitioner after discovering with surprise and delight that she was pregnant:   

We went to the doctor, and we were really happy, you know because of having a baby, 
and just the way he was towards us. We actually left in tears because he was acting as 
though it was a disaster; it was just really horrible. He just kept going on and on about 
my weight and all he would say was my size over and over. And he actually said that 
he thought that I should have an abortion and that was really upsetting to me because I 
would never have wanted to do that. 

Emma’s experience of distress at encountering the dominant discourse of her body as bad for 

her baby was echoed right across our participants’ accounts of their maternity care including at 

routine appointments, childbirth education classes, ultrasound scans, and in-patient birth and 

postnatal care. Lisa, for example, described her first visit to her obstetrician, “It made me feel 

really stink, like, ‘oh my god, I’m fat so obviously my baby is going to be a big fat baby.’ It 

just made me feel really guilty, that I was inflicting this on to my baby.” 

Although participants described histories of fat shaming within and outside of the health 

system that pre-dated their pregnancies, and were well aware of obesity discourses that 

problematise fatness more generally, most of our participants did not anticipate the extent to 

which their fat pregnant bodies would be problematised as a reproductive health risk. 

Participants commonly described their planning and preparation for pregnancy, and 

approached their pregnancies optimistic about their bodies’ capacity to grow and birth their 

babies. As Lisa described:  



107 

I knew that I was getting pregnant, you know I didn’t smoke, I didn’t drink, I lost 
weight, I was doing everything, I upped my exercise and I had all the supplements, you 
know, I was really healthy, I was feeling good. 

However, participants’ initial encounters with reproductive health providers proved a powerful 

vector for the communication of fatness as “bad for baby” and thus fat women’s wilful risking 

of their babies’ wellbeing. Participants described having their bodies sized up in their first 

meetings with their maternity care providers, both through their midwives’ or doctors’ visual 

assessment of their bodies and by being asked to get on the scales. Participants commonly 

described their dislike or fear of being asked to “get on the scales” by their maternity care 

providers, especially at first meetings where their weight was seen as dominating their care 

encounter. Lisa, for example, reflected: “I used to hate it, I mean I don’t like being weighed 

anyway, but you know, she [midwife] would just make me do it straight away, like, “welcome, 

come and stand on the scales.”  

Once assessed as “fat” participants described negative attitudes from their maternity care 

providers along with a generalised commentary about the potential risks and issues posed by 

their fatness to their pregnancies and babies-to-be. As Nadine recalled: “she [midwife] made it 

[fat] sound very, very scary, like it was AIDS, you know, like it was a real, real bad thing.” 

Likewise, Leilani described: “It was scary to know that, it’s depressing to know that these bad 

things are going to happen because of my choices and my body.” The focus on their weight 

was described by participants as dominating the attention of their maternity care providers, 

with participants describing professionals’ lack of enquiry or interest in other factors such as 

their social circumstances, previous birth histories, or their health-seeking behaviours. Lisa 

captured this dynamic particularly powerfully: 

I really didn’t enjoy it [antenatal hospital visits] because you know, I kept saying “well 
I’m eating really well and I’m exercising and I’m actually really healthy” and they 
were going, “well you know, your BMI is too high and you’re going to have to have a 
caesarean” and it was like, “well you’re not even listening to me, you’re not even 
listening to the fact that I’m telling you I’m actually really healthy and I’m not putting 
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on weight.” It was just “oh your weight is a problem and you’re going to have a giant 
baby.  

Curiously though, whilst pregnancy fatness was communicated and treated as a serious 

obstetric risk factor, participants struggled to get clear explanations from their care providers 

about the specific risks posed and, more so, what they should do about them. As Emma 

described, whilst her GP acted as though being pregnant at her weight was a “disaster” he 

couldn’t articulate why: 

I’m an analyst, you know, I’m interested in detail and specifics and he couldn’t give 
me any particular reason, any specifics about what would happen, or exactly what was 
so bad about it [being fat].  He was just like “but your size, you’re 180kg!” That was 
all he could say to me, and I was like, yeah, I’m aware of that, and I’m aware that I 
might need to do things a bit differently, or take things more seriously, but I was like 
“what specific things should I worry about?” like, “what’s the actual problem?” And 
he couldn’t say anything. 

Participants also described their frustration at being exposed to anxious concern about their 

fatness and its possible impact on their pregnancies on the one hand, whilst being offered no 

explanation and very little assistance about what to do about it on the other. Kahu captured the 

impossibility of this positioning: 

Well if they’re gonna make such a big deal about our blinkin weight, maybe make 
some programmes to let us know what we need to, there’s no point in saying you’re too 
fat, because that’s just telling us we’re too fat, they’re not telling us how we can 
maintain a good healthy weight range, or whatever the bloody hell it is, because for 
me I still don’t know what I’m meant to do other than starve, or limit what I eat, and 
I’m blinkin sure that’s not good for our baby, so what are we meant to do? 

The effect was generating a state of precarity and anxiety about the effect of participants’ 

weight on their pregnancies and babies-to-be without offering any tools to do anything about 

it. As Lisa described:  

Because I just ended up feeling so bad about my weight. Like I’ve always been 
overweight, so I feel bad about it anyway, but I kind of thought well you’re saying that 
it’s really bad that I’m overweight but you’re not giving me any advice or any idea of 
where to go from here.  
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One effect of the discourse of pregnancy fatness as “bad for baby” was to prime participants 

for the medicalisation of their pregnancies and births. A common theme across participants’ 

accounts was the setting aside of their own desires and plans for their pregnancies and births, 

for example wanting to birth at a primary birthing unit or in water, once faced with the 

dominant discourse of “bad for baby.” Participants described agreeing to extra pregnancy 

screening, to referral for obstetric consultation during pregnancy, and to medical management 

plans for their labours such as being booked for elective caesarean, even if this contradicted 

their own view of their bodies’ healthfulness and capacity for reproduction. As Lisa described: 

I had to go for glucose tests every two to three weeks, that was what the hospital 
requested, and I had to go for extra scans because they said he was going to be a giant 
baby. And yeah just the whole, “you’re not going to have a natural birth or anything 
like that,” and so I wasn’t allowed to go to [the birthing centre], it was really 
upsetting, it was a big disappointment. 

This ceding of participants’ own plans and desires was made sense of as the least they could 

do to offset the risks they posed to their babies because of their fatness. Ceding to the 

processes of medicalisation was also facilitated by maternity carers’ unsupportive attitudes 

towards participants in relation to their capacity for pregnancy and birth. Talia, for example, 

reflected: “I think she [midwife] thought that I was a fat slob that’s gotten pregnant, that I 

won’t be able to do actual labour because I’m overweight, that I will have every complication 

possible.” Nadine described an interaction with her midwife during labour that left her feeling 

disempowered about her birthing capacity as a fat woman:  

When I finally got on the phone with her [midwife] I was in so much pain I said “well I 
may as well just get an epidural” and she goes, “of course you’re going to have an 
epidural, dear, this is what I have been telling you all the way through your pregnancy, 
ok, you’re a big woman, you might as well get it over and done with now because it 
will probably end up being that because of your size there was no way you would ever 
not have it.”  
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Nadine went on to reflect later in her interview, “It was never, ever about how you could do 

this, it was always about you can do this with this help, or with this specialists’ help, or that 

specialists’ help, without it you’d be crazy.”  

Pregnancy fatness as a “burden of care” 

Alongside the dominant discourse of pregnancy fatness as “bad for baby,” we also identified a 

second and related dominant discourse in the analysis of our participants’ accounts which we 

term “burden of care.” Within this dominant discourse the fat pregnant body was constituted 

as an unwelcome burden on reproductive health care providers, and a costly drain on the 

health care system and thus the state. Participants were exposed to this discourse throughout 

their maternity care experiences starting with their first encounters with maternity care 

providers, who expressed reluctance or outright refusal to provide participants’ maternity care. 

Eva described her struggle to find a midwife who would take her on: “When I’d phone around 

and they’d ask me the simple questions and I’d say well I’m a bigger girl, and they’d say, “oh 

well that’s going to take a bit more attention so I don’t have the space for you now.” Emma 

also described her difficulties trying to find a midwife. When asked why she thought she was 

refused care Emma reflected: “you know I think they thought I was too much trouble, and just 

that they were worried about the risks to them and their reputation and how much hard work 

it would be”.  

We identified the discourse of “being a burden” right across participants’ accounts of their 

maternity care. In a series of disturbing anecdotes, participants described treatment from their 

maternity carers21 that could be described as rough, gruff, hostile, neglectful, and outright 

abusive. A common theme in the way participants made sense of their poor treatment was that 

 
21 I have intentionally not distinguished between the different professional groups who provide maternity care 
here. While there are signficant differences between the philosophies and scopes of practice between the 
professional groups that constitutue multi-disciplinary maternity care including obstetrics, midwifery, 
sonography, and nursing, participants themselves did not distinguish between professional groups and described 
troublesome encounters with maternity care providers right across the professional spectrum.   
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their maternity carers disliked, and were annoyed by, their fat bodies, especially if additional 

equipment, care, or assistance was required. Emma, for example, described her experience on 

the postnatal ward when recovering from a caesarean section:  

They never gave me a shower, I had to get my family to shower me, even though they 
[staff] knew I couldn’t walk, I had to have two people holding me in the shower so I 
didn’t fall over, but yeah they [staff] wouldn’t do anything, they [staff] basically just 
treated me like a big inconvenience and that I was fat and deserved what I got, 
because what the hell was I doing having a baby in the first place?  

Negative attitudes and treatment were described with particular frequency in relation to 

ultrasound scans. As Skye recounted: 

Everything she said was she was like, “oh you’re going to have to move closer because 
you’re such a big girl,” “oh you know it’s taking longer because you’ve got all that fat 
on your stomach, your midwife is not going to be able to palpate you cause you know, 
cause you’re such a big girl, she won’t be able to find the position of your baby.” Like 
every sentence had that in it, and I remember sitting there crying and feeling guilty for 
having gotten pregnant when I was so big, like I wasn’t worthy of having a baby 
because of the way my body was. 

Zoe described the treatment she received from theatre staff during her caesarean section: “It 

was just the lack of gentleness in their approach, speaking gruffly, man-handling my limbs 

around, ah and making little snide comments like ‘oh I’m never going to find the hips in here,’ 

it was awful”.  

This sense of being unwelcome and a burden was not always the result of such overt 

mistreatment. Participants commonly described a range of more subtle ways in which their fat 

bodies were constructed as unwelcome in maternity care spaces including ill-fitting equipment 

such as hospital gowns, wheel chairs, blood pressure cuffs and scales; uncomfortable 

environments such as lack of seating for large bodies; and posters and pamphlets only ever 

representing slender women. We suggest that these descriptions fit the definition of 

microagressions, a term used in critical race studies to describe “the everyday verbal, non-

verbal, and environmental slights, snubs or insults, whether intentional or unintentional that 
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communicate hostile, derogatory or negative messages to target persons based solely upon 

their marginalised group membership” (Sue, 2010, p. 3). Maia described how the lack of size 

appropriate equipment added to her feeling that she was taking up more room and resource 

than she should:  

Just the scales that weren’t big enough for me, all the equipment, you know? You kinda 
get the sense when you’re in the hospital that you’re taking up a lot of space, that 
you’re taking up more space than what’s allocated to you. 

It is unlikely that these kinds of experiences were unique to maternity care, however, for most 

of our participants who were otherwise well women largely in their twenties and thirties 

maternity care represented their most prolonged encounter with the public health care system. 

Their experiences in maternity care were thus quite defining in terms of their healthcare 

experiences more generally. We also suggest that pregnant peoples’ investment in their 

pregnancies and care and concern for their babies-to-be heightened their vulnerability to these 

subtle slights in their maternity care encounters (a theme explore in more detail in Chapter 7). 

There was particular irony in the dominant discourse of “burdening” which might be 

understood as inferring that fat women take up more than their fair share of maternity care 

resources. Whilst participants certainly described intense regimes of medical surveillance and 

management of their pregnancies and births, a common theme across participant accounts was 

that this level of interventionist care was driven more by their care providers’ anxiety about, 

and fear of, fatness than it was by actual tangible problems with their pregnancies. Participants 

described a cascade of weight-related medical interventions including referral to obstetric and 

anaesthetic hospital teams, additional ultrasound scans and blood tests, recommendations for 

prophylactic placement of epidural anaesthesia22 and elective caesarean section, and being 

 
22 Epidural anaesthesia is regional anaesthesia that blocks pain in a particular region of the body and is a common 
method of pain relief during labour. Women classified as obese are recommended to have an anaesthetic 
consultation during pregnancy with the view of considering prophylactic placement of an epidural catheter in 
early labour. This recommendation is based on the rationale that placement of an epidural may be more 
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refused access to low-risk birth environments such as primary birthing units. We did, however, 

also identify some examples of discursive resistance to these processes of medicalisation. 

Some participants described how the cascade of medical interventions was triggered with little 

or no inquiry into their actual health behaviours and self-perception of their health, leaving 

participants questioning what the drive towards medical management was actually based on. 

Lisa, for example, recounted:  

So her [midwife] whole focus was my weight; I wanted her to focus on the fact that I 
was trying really hard and that I’m being really healthy, regardless of what the roundy 
dial [on the scales] says. But you know she didn’t really ask me what my diet was like, 
or what my exercise was like. 

Evaluating the actual outcomes of their births, which were frequently more straightforward 

than predicted, some participants wondered whether medical management activated on the 

presumption of risk actually caused more harm than good. For example, Kahu reflected: “They 

just assume that because you’re fat you’re going to have more problems, is that it? That’s 

stupid; they just end up making the problems.”   

Despite these sites of resistance, the discourse of “being a burden” was dominant across our 

participants’ accounts, and extended beyond the impact on individual care providers, to the 

cost to the health care system (and the state) more generally. We found the relationship 

between the discourse of “being a burden” and neoliberal governmentalities surprisingly stark. 

Reflecting neoliberal rationalities of the responsible citizen who self-manages their health and 

does not unnecessarily burden the state for their care, participants broadly expressed concern 

that their “choice” to be fat unjustifiably added additional complexity (and thus the cost) to 

their maternity care. As Zoe explained: 

It makes you feel like you’re walking around with a little red dot on your head, like in 
the community that you’ve got this little arrow on you going “not only are you big in 
everyday life, but we have to look after you special because you’ve chosen to get 

 
complicated in “obese” women and that “obese” women may be more likely to need epidural anaesthesia, for 
example, due to their higher likelihood of having a caesarean section (Saravanakumar, Rao, & Cooper, 2006).  
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yourself pregnant, and we’re going to have to put extra resources towards you” . . . 
So, it makes you feel guilt, that you’re taking away stuff from the health system that 
could be used elsewhere, instead because I’ve chosen to be a larger lady having a 
baby it’s going to require more resources put into me, and they wouldn’t have to do 
that if I was smaller. 

This oppressive sense of being a problem and burden on maternity services and the tax payer 

was echoed across participant accounts. Maia described “the constant feeling that I was 

overweight and that was a problem. I was absolutely left feeling like a leper at every stage.”  

Likewise, Hana reflected: “In society’s eyes we’re all a cost to the taxpayer and the health 

system . . . you don’t even have to be weighed, they just look at you and you are automatically 

placed into this category.” We argue that these excerpts demonstrate surprising clarity 

amongst many of our participants about the requirement of neoliberal citizenship that they be 

small, both literally and in terms of their need for care, and the ways in which their fatness 

transgressed this requirement. 

Subjectification effects: “Failed mother” and “waste of space” 

We now turn our attention to subjectification effects, asking how these discourses of 

reproductive harm and burdening that constitute the problematisation of pregnancy fatness 

were taken up in the process of subjectification. We identified two inter-related and oppressive 

subject positions in our analysis, “failed mother” and “waste of space,” that we argue severely 

constrained fat women’s possibilities for being in relation to their reproductive potential and 

future mothering.  

The discursive construction of pregnancy fatness as risky and harmful to their babies-to-be 

had, unsurprisingly, oppressive effects on our participants. We found this discourse to be taken 

up in ways that foreclosed participants’ ability to feel joy and excitement in their transition to 

motherhood and to feel capable of growing and birthing healthy babies. A strong theme across 

participants’ accounts was the experience of fear, guilt, self-blame, and shame that arose in 

relation to the discourses of harm related to their fatness. Nadine, for example, described:  



115 

I was very, very worried. I was like oh my gosh; this is a bad thing that I’ve gone and 
got myself pregnant.  I wasn’t thinking that I wasn’t healthy enough, but now that she’s 
telling me [I’m too fat] I was like, “oh no, what am I going to, is my child going to 
come out deformed? Am I going to give my baby the right chance?” You know? And 
then all these things just go through your head. 

Maia described a constant state of anxiety about the effect of her fatness on her baby: 

Because you are overweight any issues that may happen to your child that you are 
carrying is caused by you.  So, I am overweight therefore if my baby has 
complications, if we have any problems then it is because I am overweight.  So, this 
constant anxiety, the feeling like I’m determining whether or not this life is going to 
come to be or whether or not I’m going to carry it to term, that’s just what you’re left 
feeling and that’s awful. 

In the context of contemporary meanings attached to pregnancy, the oppressiveness of the 

discourse of “bad for baby” in the formation of the maternal subjectivities of fat women can’t 

really be overstated.  

A large body of feminist scholarship has observed the transforming meanings attached to 

pregnancy with the rise of fetal personhood and protectionism23 in the West in recent decades 

(e.g., Flavin, 2008) (as discussed in Chapter 2). The result, argues Lupton (2012a, p. 5) has 

been “an intensification of the focus in expert and popular forums on pregnant women’s role 

in protecting their fetus” such that pregnant women have come to be represented as “the 

carriers of the precious fetus rather than as individuals in their own right who have their own 

needs and priorities.” Given the weight of Western cultural meaning attached to pregnant 

people’s prioritisation of fetal wellbeing, the discourse of “bad for baby” constitutes an 

unliveable situation in which women’s own habitus is charged with meanings of a mother 

harming her baby, long before she has even held her baby in her arms for the first time. 

Leilani, for example, reflected: “I would often be teary when I would come away from her 

 
23 Laws and policies designed to protect the fetus from the pregnant person. 



116 

[midwife] thinking I had started my son off on the wrong pathway. I was feeling so bad about 

myself.” Likewise, Talia described:  

It makes you feel guilty, it makes you feel selfish, it makes you feel disappointed in 
yourself because you think “oh I wanted children but am I being selfish?” Because my 
body isn’t up for it and then they might struggle or come out, you know, disfigured or 
with health issues because of me. 

We contend that the subjectification effects of the dominant discourse of “bad for baby” had 

the harmful effect of constituting fat women as maternal failures well in advance of even 

birthing their children, leaving some of our participants questioning whether they even had a 

right to their pregnancies and doubting their ability to mother. The work of affect in energising 

fat pregnant women’s subjectification as “failed mothers” is evident here and is explored in 

much more detail in Chapter 7. 

Adding to the oppressive conditions produced by the problematisation of pregnancy fatness, 

we identified a second subject position across our participants’ accounts that we term “waste 

of space.” Taking up meanings of their bodies as burdens to care for and an unnecessary drain 

on the public health system, a strong theme across participants’ accounts was their failure as 

self-managing neoliberal citizens. Participants described a range of ways in which they felt 

“marked out” as problem individuals who were not fulfilling the requirements of healthy 

pregnancy and thus in need of intervention in order that they become self-managing (Guthman 

& DuPuis, 2006). Hana, for example, described:  

Oh well you’re going to get diabetes, you’re going to get heart attacks, you’re going to 
get all these terminal illnesses, sicknesses.  You’re a no good, fat, waste of space.  So 
yeah, in society’s eyes we’re all just a cost to the taxpayer and the health system.  The 
only message that I hear is, you’re all a big fat problem. 

Failing as a self-managing neoliberal citizen was seen by participants as carrying serious 

consequences, reducing the humanity of a person and rendering them undeserving of care. For 

example, as Talia described: 
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It just feels like you’re another overweight number, like you’re just “oh, another 
overweight woman having a baby who just sits on her bum and does nothing, you’re 
going to have a child and you’re going to sit there taking up space.”  They think it’s 
just a cycle repeating itself, you feel like you’re another number having a baby, 
another fat woman having a child, there’s no excitement for you, there’s no 
compassion. 

The dehumanising effects of being “just another number” and a “waste of space” were 

identifiable right across our participants’ accounts. For example, Riley described herself as 

feeling “less of a person.  It’s like they just put me aside.” Likewise, Kahu asked, “would it be 

too harsh of me to say that I’m just a number? I guess there can be times when I am a person 

but 70-80% of the time, not so much.” It was clear from our analysis that participants 

marginalised along axes of race and class were particularly vulnerable to being constituted as a 

burden on healthcare. Through an intersectional analytical lens, it was evident that the subject 

position of a “waste of space” perpetuated and amplified longer-standing racialised and 

classed meanings of poorer women of colour and Indigenous women as “problem citizens” 

who are a drain on the state. The discourses and subjectivities reproduced in public 

conversations about welfare are a powerful example of this (Sanders, 2017). This 

intersectional dimension of analysis and its effects on Māori and Pasifika women is explored 

in-depth in Chapter 8. 

A great irony of the problematisation of pregnancy fatness is that medical science, popular 

media, and policy discourses and practices deployed in the interests of addressing this so-

called health crisis are shown to be implicated in actually generating one. The toll of these 

oppressive discourses and subjectivities on participants’ pregnancies and their physical, 

mental, and spiritual health was immense and, we argue, a truly unacceptable implication of 

contemporary approaches to pregnancy fatness. The work of this problematisation in impelling 

fat pregnant people to intensify their engagement with technologies of self in service to 

neoliberal governmentalities and its effects is explored in Chapters 6 and 7.  
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What we want to highlight here is the negative impact of health policies and practices intended 

to address maternal obesity on participants’ health and wellbeing. Pregnancy is well-

documented as a time of significant personal and embodied transition and for women with 

wanted pregnancies, a time anticipated as loving and joyful (e.g., Simkin, 1991, 1996). It is 

likely self-evident then that subjectification as a “failed mum” and a “waste of space” during 

pregnancy is damaging. Taking up meanings of themselves as bad mothers and problem 

citizens undeserving of celebration, care, or even basic decency, we identified a range of ways 

in which participants’ health and well-being was compromised. Participants described their 

loss of self-esteem, leading to their withdrawal from social spaces and connections, a loss of 

motivation for self-care practices, and, for some participants, the desire to avoid health care 

for themselves and their children. We found the following comment by Leilani particularly 

poignant in this regard: 

It was everything at once, you’ve got all of these changes in your body, and you’re 
trying to deal with this, and then you’ve got, of course, your past body image issues, 
and then all of this information of what’s going to happen because of my choices and 
my body, and so everything together, and then you just want to stay inside, you don’t 
want to go out there, and you don’t want to do what the doctor said, you don’t want to 
go out and walk or anything, you just stay inside, and mainly eat comfort food because 
that’s what’s, you know, that’s the kind of emotion that’s triggered. 

Conclusion: Managing spoiled maternal identities 

In concluding we are drawn to reflect on Goffman’s (1963) work on stigma. Goffman 

describes how being stigmatised–marked out as undesirable in relation to the social norm and 

discredited–degrades a person’s social identity and marks them as spoiled. The particular pain 

for the person who inhabits a spoiled identity, according to Goffman (1963), is that the 

stigmatised person is likely to hold the same beliefs about identity and normality as anyone 

else and perceives their own alienation. In other words, those inhabiting spoiled identities are 

“intimately alive” (Goffman, 1963, p. 18) to what others see as their failings and take these up 
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in their own self-judgement as shame. We explore the governing work of shame, as a 

dominant affectivity produced by the problematisation of pregnancy fatness, in Chapter 7.  

Our concluding point here is to reflect on the particular harshness of the conditions we have 

described because participants in our study were “intimately alive” (Goffman, 1963, p. 18) to 

their failings as fat pregnant women. We have demonstrated how this awareness had harmful 

effects on their identities, and their health and wellbeing, in their transition to motherhood. It 

was not within the scope of the research described here but we wonder with concern about the 

enduring impacts on women as they move, so demoralised, into their mothering years with all 

of the joys, challenges, and demands that follow. We wonder about fat women’s opportunities 

to revise their material identities going forward and if (and how) these oppressive pregnant 

subjectivities continue to shape and constrain the possibilities for being for fat women and 

their children for years, if not generations, to come. 
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Part IV: Neoliberal Governmentalities 
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Preface to Part IV 

In her essay Pregnant beauty: Maternal femininities under neoliberalism, Tyler (2011) 

observes that neoliberalism is a system of governance that harnesses its power by fabricating 

new kinds of subjectivities. Part IV of this thesis addresses my third research question, 

exploring the relationships between problematisation, subjectification, and neoliberal 

governmentalities. In particular, I am interested in how the kinds of subject positions 

discursively constituted within the problematisation of pregnancy fatness (explored in Chapter 

5) are related to the self-governing imperatives of neoliberal governmentality and the effects 

of this in the lives of fat women. Gill and Scharff (2011) affirm the analytic value of this task, 

observing the poverty of attention given to the psychosocial in many critiques of 

neoliberalism. Gill and Scharff (2011) argue the need for feminist governmentality scholarship 

that emphasises the “mentality” part of governmentality, asking how governing practices “get 

inside us” (p. 8) by materialising or constituting our subjectivities.   

The three empirical chapters which follow explore this theme whilst using different analytical 

tools and following different analytical trajectories. Chapter 6 engages with the literature on 

temporalities to explore how subjectification as a “failed mother” and a “waste of space” leads 

fat pregnant people to engage in pre-emptive biopolitics—being those self-governing actions 

intended to ward off future threats through the control of the pregnant body in the present. 

Chapter 7 engages with the literature on affect and governmentality, demonstrating how 

neoliberal subjectification is achieved by inducing affective responses in the subject. In 

particular I explore how the production of shamed maternal subjectivities drives fat pregnant 

people to engage in technologies of self-governance in order to try to recuperate and restore 

their maternal identities but with ill-effects. Finally, in Chapter 8 I take up the analytical 

challenge of intersectionality to demonstrate the particular racialised dimensions of the 

problematisation of pregnancy fatness that give rise to the subject position of the “obese 
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brown/black woman” whose engagement in pre-emptive biopolitics has particularly noxious 

consequences for Indigenous and other women of colour. 

All three chapters have been written as stand-alone pieces, two for different journals (Chapter 

6 and 7) and one for an edited collection on fatness and intersectionality (Chapter 8), resulting 

in unavoidable duplication, particularly in terms of the introductory framing and study 

descriptions. As I have noted previously, the reader may wish to skip some aspects of the 

study description, particularly those related to study design, but should note the differences in 

analytic tools and trajectories.  
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Chapter Six 

Pregnant with possibility: Negotiating fat maternal subjectivity in the  

“War on Obesity” 

They may look gorgeous with their round cheeks and roly-poly bodies, but experts 
warn that obese babies may face a lifetime of health problems mapped out even before 
conception.  

(Browne, 2011, para. 1)  

It may be uncomfortable for mothers to eat less and change their lifestyles, but after 
nine months they will get a great pay off for their children.  

(“Overeating while Pregnant,” 2010, para. 5)  

Introduction  

Over recent years obesity science has progressively traced the origins of fatness to “life in the 

womb,” and even to “life before the womb” (e.g., Gluckman & Hanson, 2008; Heerwagen, 

Miller, Barbour, & Friedman, 2010; Heslehurst, 2011; Stothard, Tennant, Bell, & Rankin, 

2009). Fat pregnant bodies have been described as wiring offspring for future fatness, placing 

them at the epicentre of the so-called “war on obesity” (Evans, 2010). The temporary state of 

pregnancy has become a site for establishing the future health success and embodiment of 

resulting offspring. Drawing on qualitative research findings with fat pregnant people and new 

mothers, this paper demonstrates the embodied temporalities and related affects that arise from 

pregnant people’s attempts to secure the future of the child they are yet to meet from the perils 

of their own fatness in the present. The pre-emptive biopolitics of fat pregnancy piggybacks 

on maternal care and concern, imbricating fat pregnant people in the tasks of self-governance 

as they struggle to protect their future child from the perils of their own body. This causes 

harmful effects on maternal identity and the health of pregnant people, mothers, and their 

children. 
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Cause and effect  

The recent wave of obesity science has been driven by the technology-enabled advances of 

epigenetics and fetal programming. These fields posit that the environment during early 

human embryo and fetal development, and specifically the interaction between environmental 

and genetic factors, influences health, body weight, and risk of disease over the life course 

(Hocher et al., 2001). This linear perspective positions pregnancy, and pregnant people, as the 

cause for all future effects. Studies describing the womb origins of the obesity epidemic have 

been sensationally taken up in the news media with stories that frame maternal fatness as a 

significant threat to future population health and the public purse and weight management, 

therefore, as a maternal and citizenry responsibility of pregnant people in the present (see 

Chapter 2 for a discussion of these media representations). Health policymakers have 

responded to the crisis framing of maternal obesity by initiating a new wave of policies and 

practices aimed at regulating fat pregnant peoples’ bodies and behaviour (e.g., Farquhar & 

Gillett, 2006; Ministry of Health, 2014; Office of the Controller and Auditor General, 2013).  

Social anxiety about the embodied temporality of pregnancy is by no means a new 

phenomenon in the West. Feminist analyses have highlighted how developments in 

reproductive technologies such as routine obstetric ultrasound have concertinaed the future 

potentiality of the child into the state of being pregnant, constituting the pregnant person as 

“already a mother” and the fetus as her “child in the womb” (e.g., Mitchell, 2001; Petchesky, 

2000). They have described a process of objectification and alienation from which the fetus 

has emerged as the central subject of pregnancy and the pregnant person has been reduced to 

its stage, subjected to medical and social scrutiny of her pregnant body and drawn into her 

own objectification through the task of “taking care of herself” (Young, 2005, p. 46). This 

separating out of the fetal subject from pregnancy has created the social and cultural 

conditions for the construction of maternal and fetal conflict and the associated rise of fetal 

protectionism—laws and policies designed to protect the “child in the womb” from the 
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threatening body that caries it (e.g., Flavin, 2008; Lupton, 2012b, 2014; Oaks, 2000). In its 

most extreme manifestation this has led to abortion restrictions, and the prosecution and 

imprisonment of some pregnant people for fetal abuse. However, all pregnant people have 

come to be disciplined by the temporal collapse of the future child into the womb, restricting 

bodily autonomy during pregnancy in relation to what pregnant people wear, eat, drink, and do 

(Lupton, 2012a, 2012b). 

Fetal protectionism as future proofing  

Feminist governmentality scholars have demonstrated the toxic effects of fetal protectionism 

for reproductive justice, especially as it has segued neatly with the rise of neoliberal 

biopolitical governance (e.g., Jette & Rail, 2012; Lupton, 2012a; McPhail et al., 2016; 

Ruddick, 2007) (see Chapter 2 for a more detailed discussion). As discussed in Chapter 3, 

neoliberalism seeks, among other things, to decrease state responsibility for, and involvement 

in, the conditions that determine the population’s health and social welfare by responsibilising 

the individual with their own governance (LeBesco, 2011). The management and care of one’s 

own body through a range of lifestyle practices has become a feature of good citizenship under 

neoliberal biopolitics (Lupton, 2012a). The health and well-being of children holds a central 

role in neoliberal governance, representing the future potentiality of the child as a healthy, 

responsible, and capable citizen.  

As a result of the gendered constructs of mothering, this special focus on children’s health has 

led to a double responsibility placed on women, who have become tasked with their own 

management as well as ensuring the health of their children as the nation’s future citizens 

(Lupton, 2012b; Maher, Fraser, & Wright, 2010; McNaughton, 2011). This maternal 

responsibilisation can be seen in the framing of the moral panic about child obesity in Western 

societies whereby the weight of one’s children has increasingly become a measure of “good 

mothering” (Boero, 2009). Of course, as a result of colonisation, structural inequalities, and 
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institutionalised racism, it is poor women and women of colour who have the least access to 

the resources required to perform “good mothering” and who bear the disproportionate burden 

of blame for their failure to do so. 

Pre-emptive biopolitics  

Despite maternal responsibilisation already being embedded in the biopolitics of 

neoliberalism, the shift to the womb facilitated by a growing interest in fetal health and well-

being is leading to unprecedented opportunities for pre-emptive biopolitics (Evans, 2010). As 

Lupton (2012b) argues, “pregnant women have thus become a prime target for neoliberal 

governmental strategies directed not only at the ‘care of the self’, but even more importantly, 

the ‘care of the (fetal) other’: the valuable potential child” (p. 335). Pre-emptive biopolitics 

has arisen as the solution to the temporal construction of the obesity epidemic. The “ticking 

time-bomb of obesity”—the womb environment—and the risks it poses to future population 

health (not to mention the anticipated burden to public health systems) is addressed through 

centering reproductive and young bodies as sites of failure in the present and the best chance 

at controlling the future (Evans, 2010). Fat pregnant bodies are presented as risky, forecasting 

future costs and calamities of the obesity epidemic. This linear temporality is common in 

considerations of, and campaigns to address, obesity (Warin, Zivkovic, Moore, Ward, & 

Jones, 2015).  

What results is a climate wherein fat pregnant people and mothers of new babies are perfectly 

positioned to be scapegoats for the health and social problems facing neoliberal states with 

their vast and persistent inequalities (Harvey, 2007), leading to unprecedented opportunities 

for the interrogation and control of their reproductive bodies. There are distinct parallels here 

with eugenic ideas about who should and should not reproduce that have long affected those 

women marginalised along raced and classed lines (discussed in detail in Chapter 8). Indeed, 

the encroachment of eugenic thinking into obesity politics can be seen in the body mass index 
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restrictions placed on eligibility for publicly funded assisted reproductive technology 

(Farquhar & Gillett, 2006), the exclusion of fat people as adoptive parents (Carter, 2009), and 

an emerging role for child protection services in the management of fat children (Friedman, 

2015). 

Embodied temporalities  

But what of the quieter subjectifying and subjugating implications for fat pregnant people and 

new mothers as they negotiate their pregnant embodiment and emerging maternal identities in 

the shadow cast by pre-emptive biopolitics? In particular, what are the embodied temporalities 

and related affects that arise from pregnant people’s attempts to manage the future in the 

present and embody notions of maternal responsibility for a child they have not yet met? And 

how might this impact the relationship fat mothers form with their children once born and thus 

the development of their maternal identities?  

Our findings are drawn from in-depth semi-structured interviews held in Auckland, New 

Zealand, with 27 cisgender self-identifying fat people of varying ethnicities and 

socioeconomic circumstances who were at various stages of their reproductive journey: either 

trying to conceive, currently pregnant, or who had recently given birth. Participants were 

recruited through social media advertising, notices in local newspapers, and posters displayed 

in maternity clinics. Interviews were conducted in women’s homes in the midst of their family 

life and were structured as caring conversations with the interviewer, herself visibly fat and 

pregnant (Frid et al., 2000). Interviews were transcribed and analysed using poststructural 

discourse analysis with a particular interest in problematisations, governmentality, and 

subjectification (Arribas-Ayllon & Walkerdine, 2008).  

Our analysis reveals the ways in which pre-emptive biopolitics piggyback on pregnant 

peoples’ deeply held care and concern for the well-being of their babies’ futures, leading to 

negative affective responses and a range of self-governing practices. So powerful is the task of 
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responsible pregnant motherhood, our participants readily took up the discourse that their 

bodies and lifestyle behaviours presented a risk to their babies’ futures even when this 

contradicted their generally much more positive view of their own health and well-being. As 

Nadine described,  

I was very, very worried, I was like, “oh my gosh, this is a bad thing that I’ve gone and 
got myself pregnant.” I wasn’t thinking that I wasn’t healthy enough, but now that 
she’s [midwife] telling me I’m too fat I was like, “oh no, what am I going to do, is this 
child going to come out deformed?” I was like, “is my baby… am I going to give it the 
right chance?” you know, and then all these things that go through your head.  

Despite navigating a lifetime of interpersonal and institutional fatphobia (see Appendix J for a 

published manuscript discussing fatphobia in relation to my data), participants described their 

shock and shame on encountering the extent to which their fat bodies were problematised as a 

threat to their child’s future health when they embarked on pregnancy. Exposure to this 

problematising discourse occurred across multiple sites both within maternity care encounters 

and institutions, and in wider society, for example, through news media stories. The 

subsequent internalisation of their fatness as a risk to their babies’ futures led most participants 

to question whether they were wrong or selfish to be having a baby at all. Stacey described her 

sense of society’s judgment of her pregnant fatness resulting from extensive media coverage 

of fetal programming and epigenetic studies at the time of her pregnancy:  

There were times when I felt really bad about my size and my pregnancy and that was 
mostly around when there was stuff in the media about pregnant women and being 
obese or overweight and you know making them sound as if they were going to be 
doing harm to their babies or they were, “what’s wrong with society.” So, feeling like 
walking down the street sometimes and thinking I wonder if people read that in the 
newspaper and are going to think, “oh that’s one of those women,” and you know, 
maybe I shouldn’t even be pregnant if I’m overweight or obese.  

Tui, a health professional, described her experience attending a workshop on epigenetics and 

fetal programming during the early weeks of her pregnancy:  
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It was horrible, and I had to leave because I had tears in my eyes and I hadn’t told 
anyone at that time [that I was pregnant], because they were talking about the worst 
case scenarios, they were talking about the actual birth, and the aftermath for 
children, and they were saying that babies can have their shoulder broken during birth 
because they’re so big, they can have a much higher rate of obesity later on in life, 
because of the mum’s weight, it’s all very new research, yeah so it was very… But you 
know they just keep bringing up all these awful statistics and then talking about worse 
case scenarios which were things like broken bones during birth, then going into 
shock, having lifelong weight issues… So yeah that just got me thinking, what have I 
done? Am I going to? Have I done this to my child? That kind of thing. 

For Nadine, it was the comments made by her midwife during prenatal check-ups that led her 

to view herself as threatening to her baby’s future:  

I would often be teary when I would come away from her [midwife] but I thought at 
the time that it was because of the hormones and whatever, the mood swings. But I was 
teary-eyed thinking that I had started my son off on the wrong pathway and I was just 
feeling so bad about myself.  

The highly affective responses of our participants to the discourse of their bodies as “obesity 

time bombs” drove their engagement with technologies of self-governance and the biomedical 

management of their pregnancies. As Nadine described, “It scared me into being healthy, it 

scared me into never having a baby again.” The force of this engagement highlights the 

reliance of pre-emptive governance on maternal affect to make a child’s future real in the 

temporal present of pregnancy. The shadow cast by this threatening future led participants to 

experience a loss of joy, pleasure, hopefulness, and spontaneity in their pregnancies, replaced 

by fear, guilt, anxiety, and vigilance. As Maia described: 

Yeah, the constant threat that something was going to go wrong because of my weight. 
You know the constant… the thing that happens is because you are overweight, 
because you as the parent or mother is overweight, any issues that may happen to your 
child that you are carrying is caused by you. So, I am overweight therefore if my baby 
has complications, if we have any problems then it is because I am overweight. So, this 
constant anxiety, the feeling like I’m determining whether or not this life is going to 
come to be. It’s just what you’re left feeling and that’s awful.  
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Talia described a similar negative affective space that engulfed her pregnancy experience as 

pre-emptive biopolitics took hold:  

It makes you feel guilty, it makes you feel selfish, it makes you disappointed in yourself 
because you think, oh I wanted children but am I being selfish because my body isn’t 
up for it and then they might struggle or come out, you know, disfigured or with health 
issues because of me.  

The force of the negative affect experienced by participants led them to engage in regimes of 

self-governance in an attempt to salvage their maternal identities, and their babies, from their 

harmful fat pregnant bodies. This temporarily urgent task to save their babies from their 

threatened future, and in doing so constitute themselves as “good mothers,” was undertaken at 

any cost to themselves. Participants’ regimes of self-governance included submission to the 

biomedical management of their pregnancies including intensified biomedical surveillance and 

interventions, as well their uptake of a range of techniques of self-governance including 

weight monitoring, diet control, and exercise. Lisa described her passivity in relation to the 

development of her birth plan, the control of which she had ceded to the hospital to mitigate 

the risks of her fatness:  

I was worried about my weight, and I still am, because I don’t want to be a fat mum. 
And I remember my midwife was asking me about my birth plan and I said well, you 
know, the hospital’s got my birth plan, it doesn’t matter what I want, and that’s tough. 

Eva described her regime of self-care during pregnancy to counter the effects of her fatness 

and establish herself as a “good mother”:  

You’re growing someone and you’ve got to eat this, and you’ve got to eat that, and you 
can’t eat this, and you can’t eat that, it’s all about looking after and growing the 
perfect baby, and taking this supplement and that supplement, and iodine, and folic 
acid, there’s just so many messages. And so, I suppose there’s this society stigma as 
well, oh you’re pregnant, are you doing everything right, are you eating properly, and 
then you’re told don’t eat too much because your baby will grow up to be too big.  

Likewise, Nadine closely monitored her diet and exercise, coupled with intense worry that it 

would not be enough to pre-empt her child’s future poor health:  



131 

Yeah, so I was really strict, I did everything she [midwife] said, I never ate at 
Christmas because I didn’t want to put anything on, and I was just always very 
worried. I didn’t really relax throughout the whole pregnancy, my mum didn’t know 
why I was going for walks every day, why I’d go to the pools, and she would be this is 
a time to enjoy the experience, to be glowing . . . But during that time, I just was 
always stressed, I always watched what I ate, I always wear the right shoes, you know, 
stuff to always make sure that my baby would get everything. Having said that, I was 
already addicted to fizzy drinks so I would still have like a Mountain Dew every now 
and then, and even that would leave me like really guilty. And I would be going like oh 
my gosh, I can’t.  

Tui described how her initial affective response of fear and panic after attending the epigenetic 

workshop manifested into intense responsibilisation and self-governance so that her future 

maternal self would be able to know that she had done everything possible to off-set her own 

fatness: 

They said my baby might have lifelong weight issues, because of my weight, and I was 
like, what have I done? Am I going to, have I done this to my child? So, I’m just really, 
really careful. I’m not going to let that happen, but then if it happens, I’ll know that 
I’ve done everything my best I suppose, but then of course it will still be upsetting.  

Despite their attempts to salvage their maternal identities through sacrifice and dedication to 

their regimes of self-governance, our participants largely expressed a sense of failed pregnant 

motherhood in the face of pre-emptive biopolitics. As Talia described, “I thought I’d failed 

when I was pregnant, like I’d failed having her when I shouldn’t have because I’m 

overweight.” Maia described her sense of loss for the pregnancy as she had hoped it would be, 

instead describing the harsh conditions she experienced through the pre-emptive governance 

of her pregnant fatness:  

Your fault, you deal with it. So especially when it comes to having a baby that’s meant 
to be the most special time in your life, not being judged for what you ate five minutes 
ago, and because of that this is going to fail, your baby’s going to fail, you’re going to 
fail your baby, get out.  

Nadine’s sense of having failed at motherhood before she had really begun led her to question 

whether it was right to have any subsequent children: “So yeah, no, I was just feeling so bad 
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about myself and then that’s why I don’t want to have another baby. Even though I do want 

another baby I don’t want to put that on another baby, basically.” Their sense of failure left 

participants grappling with the (im)possibilities of negotiating the failed identity of “the fat 

mum” with all of its negative significations. Stacey described,  

I try not to think about that stuff in terms of the way that I look as a mother. But 
sometimes I do think that people might look at me and think “look at that fat mom,” 
you know, her children are going to be fat because of her . . . You know they reckon 
that your body weight and size can affect the health of your children and I do think that 
people might go, “oh yeah I read about that and that’s why your child is this, or that, 
or whatever, it’s because you were fat during pregnancy.”  

Likewise, Alice described her attempts at, but ultimately the impossibility of, carving out a 

positive identity for herself as a mother while fat:  

You know that you’re sort of looked at that you’re passing on the obesity, and it’s like, 
well I wasn’t obese as a child, it’s not something I was born with, it’s just how my body 
has become, it’s, I don’t see how it’s going to affect my children, I’m teaching them 
health and fitness, but not diets, we don’t do diets in this house, but I sort of worry that 
you’re like the fat mom, and you’re somehow not as good a mum, you’re not 
conforming to those ideals.  

Conclusion 

As we have demonstrated, pre-emptive biopolitics casts a long and dark shadow over the 

embodied temporality of fat pregnancy. Maternal care and concern emerge as a powerful force 

in neoliberal governance for making a child’s future capacity real in the present and 

constructing a healthy future as the responsibility of the pregnant mothers now. So powerful is 

this manipulation of maternal affect, that our participants set aside their own embodied 

knowing and the enjoyment of otherwise healthy and wanted pregnancies and readily took up 

the task of pre-emptive self-governance, doing everything and anything they could to protect 

their future children from themselves. However, regardless of their efforts, our participants 

ultimately experienced themselves as failed mothers (and citizens) before they had even given 

birth. The pre-emptive biopolitics of obesity allows a highly gendered (and raced and classed) 
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discourse of future health as the task of individuals (mothers) to become a contemporary truth, 

invisibilising arguably much greater structural and environmental threats to our own and our 

children’s future. It also leaves pregnant people to embark on motherhood in a deeply negative 

affective space as a “failed fat mother,” leading us to ask what this means for how our 

participants go on to form relationships with their born children and to forge their identities as 

parents. We wonder about the health effects (physical, spiritual, and mental) for mothers and 

their children wrought by embarking on such a profound life transition so deeply dispossessed. 

For, although pregnancy is only a temporal moment, our participants will negotiate fatness and 

mothering across their life-course. 
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Chapter Seven 

Productive but not constructive: The work of shame in the affective 

governance of fat pregnancy 

[a]ffectivity is not a counter force to the discursive.  Rather, affectivity is one of the 
precise mechanical parts that makes governmentality work.  

(Bjerg & Staunaes, 2011, p. 140) 

Recent developments in governmentality studies point to the role of affective intensities - 

disgust, fear, anticipation, shame - as key strategies through which the neoliberal subject 

becomes engaged in the task of its own self-governance (e.g., Anderson, 2011; Bjerg & 

Staunaes, 2011; Isin, 2004; Leahy, 2014). Drawing on empirical qualitative research 

undertaken in Auckland, New Zealand, this chapter interrogates the role of shame in the 

biopolitics of pregnancy fatness. We identify the ways in which shame is mobilised in the 

contemporary neoliberal governance of “healthy pregnancy.” In particular we demonstrate 

how fat shaming is embedded in the discourses and practices of contemporary maternity care, 

and its role in constituting a responsibilised and (de)moralised fat maternal subject tasked with 

reparating the health of her child and salvaging her maternal identity from her problematised 

fat body. While productive in engaging fat pregnant people in the self-governing practices of 

healthy pregnancy, we ask whether shame is constructive? In other words, is the maternal 

subject able to be shamed into health? We find quite the contrary to be true. Shame and 

maternal health emerge as antithetical in our study. We demonstrate the role of shame in 

constructing oppressive maternal subjectivities that embed our participants in a vicious cycle 

of struggle and negative affect, consolidating rather than transforming a “failed” fat maternal 

identity. The resulting real harms for mothers and their babies lead us to question current 

approaches to pregnancy fatness in maternal health care that elevate weight as a health issue. 

We conclude by calling for more compassionate and just approaches to maternal health 
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promotion. We also argue for attention to the work of affect in feminist governmentality 

studies that focus on fatness, reproduction, and mothering. 

The biopolitics of fat pregnancy  

The fat maternal body has recently emerged as the new frontline of the war on obesity (Evans, 

2010). As obesity science has sought the origins and causes of the so-called epidemic of 

obesity in Western nations, the womb has increasingly taken centre stage. Fatness before and 

during pregnancy, termed maternal obesity, has been associated with a wide range of adverse 

reproductive outcomes, from infertility, growing caesarean rates, stillbirth, and congenital 

abnormalities (e.g., Poston et al., 2016). Further, through the technological advances of 

epigenetics, maternal fatness and diet have been claimed to have an in-utero influence, 

programming the fetus for future obesity and other related chronic lifestyle conditions (e.g., 

Low et al., 2015). In other words, fat maternal bodies have been problematised not simply as a 

particular manifestation of the obesity epidemic but, more so, as its cause.  

The maternal turn in obesity science has placed pregnant people, and new mothers and their 

babies, at the epicentre of obesity prevention strategies, leading to troubling new opportunities 

for the vilification and governance of gendered (and raced and classed) fat bodies (as 

discussed in detail in Chapter 2). Sensationalist news media stories have declared maternal 

fatness a “scary problem” that will harm the future health of children and will “cost the health 

system a fortune” (“Extremely obese mothers a scary problem,” 2012, para. 1). Public health 

policy makers have responded with a raft of measures intended to regulate risky fat pregnant 

people’s bodies and behaviour, while public health education campaigns aimed at addressing 

obesity at a population level have homed in on the new priority area of pregnant people, new 

mothers, and young children (Ministry of Health, 2014; Office of the Controller and Auditor 

General, 2013). Both media framing and public health policy responses have located the 

causes of, and solutions to, the problem of fat pregnancy in individual behaviour and choices. 
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Pregnant people have been implored to implement the necessary lifestyle changes needed to 

regulate their weight for the sake of their babies (e.g., Browne, 2011).  

With its causes and solutions grounded firmly in individual responsibility and self-

management, governmentality scholars have critiqued the problematisation of pregnancy 

fatness as a biopolitical project in service to neoliberalism (see Chapter 2 for a full description 

of the critical literature on maternal obesity as biopolitics). As discussed in Chapter 3, 

biopolitics describes the ways in which rule in the contemporary neoliberal state is rationalised 

and rendered effective through the production of professional knowledges and practices about 

risky or problem bodies, leading to strategies for intervention in the population that emphasise 

individual responsibility and independence (Rabinow & Rose, 2006). Within biopolitics, 

individuals are responsibilised for the management of social or health risks such that they 

engage in technologies of the self–the practices and behaviours of subjects tasked with their 

own self-management and transformation (Foucault, 1988; Harjunen, 2016; Murray, 2012).   

The health and wellbeing of children, representing future potentiality, has been described as a 

special project of biopolitics under neoliberalism (Evans, 2010; Lupton, 2012b). Feminist 

analyses have demonstrated how mothers carry the burden of responsibility for child health 

and wellbeing in neoliberal states and are blamed for a failure of care in the face of child ill-

health or harm (e.g., Boero, 2009; Harrison, 2012; Salmon, 2011) (see Chapter 3 for a full 

discussion of biopolitics). Maternal responsibilisation has been progressively extended to 

pregnancy in recent decades aided by technological developments in reproductive visualising 

technologies that have collapsed the distinction between fetus and child (e.g., Lupton, 2012a; 

Ruddick, 2007; Wigginton & Lafrance, 2016). As a result, pregnant people have been 

positioned as prime targets for neoliberal governmental strategies directed at the care of the 

“valuable potential child” and at a self-managing citizenry; this is termed pre-emptive 
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biopolitics (Lupton, 2012a, p. 8) (see Chapter 6 for a detailed discussion of pre-emptive 

biopolitics).  

As discussed in Chapter 3, governmentality, as a critical tool, is used to excavate the 

technologies of the self that draw us into the task of our own self-governance (Bacchi, 2012, p. 

4). The central figure of much governmentality scholarship is the risk-calculating and 

reflexive neoliberal citizen who assesses information and develops her own personal strategy 

for self-management in order to minimise her exposure to harm (Isin, 2004, p. 221). However, 

this account of the subject does not attend to the role of affect in activating self-management 

in relation to mothering and maternal identity (Isin, 2004). Turning attention to affect we can 

see how governmental strategies aimed at pregnant people and new mothers are awash in 

attempts to make maternal subjects feel deficient and at risk and the use of these bad feelings 

to drive an intense engagement with governmental technologies of self. As a result, the drive 

for pre-emptive action by the governed pregnant subject is grounded not so much in scientific 

facts but in affective facts, making potential futures felt in the present (Massumi, 2007). 

Indeed, the problematising discourses and practices associated with maternal obesity are 

awash in affect. Considering the breadth of literature that has pointed to the central role of 

shame in public health campaigns and health care discourses targeted at the fat body, we ask 

what role shame might play in the affectively driven biopolitics of fat pregnancy? 

Constructing shamed subjectivities  

Shame has been shown to be a powerful affective force in the constitution of the governed 

neoliberal subject (Bryant & Garnham, 2015). Shame emerges in situations or moments in 

which the self is made visible to others in acutely embarrassing or humiliating ways such that 

the shamed person feels negatively evaluated (by self or other) (Fullagar, 2003, p. 297). 

Shame is therefore an inherently social, cultural, and political phenomenon (Bryant & 

Garnham, 2015, p.72). Munt (2007) argues that sites of shame, such as the abject body, are 
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“only brought into being because of the cultural, because of what dominant ideas of health and 

physical wellbeing dictate, through the idealisation of norms” (p. 2). Shame performs 

politically through normative ideals to mark out, or stigmatise, certain groups (Munt, 2007). 

The shaming moment occurs from the feeling of being negatively evaluated (by self or other) 

because one has failed to meet social standards and norms regarding what is good, right, 

appropriate, or desirable (Wong & Tsai, 2007).  

Shame is a potent accompaniment to risk discourses in governmental strategies seeking to 

engage the subject in technologies of the self (Murray, 2012). Problem individuals who fail to 

achieve the standards of good and proper citizenship “internalise the stigma of shame,” 

producing “shamed subjectivities” as outcast others who must struggle for reparation (Munt, 

2007, p. 3). In other words, shame brings the “failing subject” to a felt awareness of her 

deficiencies, inciting the subject to corrective action so that she may return to the collective. 

This is not to assume, however, that the governed subject is cognisant of her subjectification 

through shame. Bryant and Garnham (2015, p. 72) note that in Western cultures,24 “shame 

often lacks a discursive framework through which to be rendered intelligible.” Rather, shame 

is “sticky” and may attach to other more easily intelligible affects such as fear, guilt, or 

disgust, or go “unrecognisable by the subject to be merely experienced as a diffuse unyielding 

sadness” (Munt, 2007, p. 3). However, while shame is ascribed a largely negative valence in 

Western cultural contexts, Tomkins (as cited in Bjerg & Staunaes, 2011) suggests that for 

shame to take hold, and to powerfully constitute shamed subjectivities, the more positively-

valenced affects of investment, interest, and attachment must also be present (p. 145). The 

relationship between shame and attachment/interest constitutes a paradox for the subject 

 
24 This chapter examines the largely negative valence placed on shame in Western cultural contexts and how 
shame is taken up within dominant neoliberal political rationalities.  Our exploration of shame is therefore 
oriented towards its Western cultural meanings where shame is closely associated with feelings of dispossession 
of self and negative affect such as anguish and fear. However, we acknowledge that shame may hold different 
meanings and have different effects in other social, cultural, and political contexts (e.g., Wong & Tsai, 2007).   
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because to disengage from shame the subject must also disengage from the object or relation 

in which she has invested herself (Berg & Staunaes, 2011, p. 146). The impossibility of this 

task for the pregnant subject, whose investment lies in her child-to-be and forms the very basis 

of her emergent identity as mother, has led to the articulation of shame as particularly salient 

during the development of maternal identity (Thomson, Ebisch-Burton, & Flacking, 2014).   

The concept of fat shame has been well established by fat studies scholars who have explored 

the role of shame in the identity, embodiment, and agency of fat people (e.g., Farrell, 2011). 

Fat shame is understood to be a result of internalised fat stigma, the negative stereotypes and 

discrimination that fat people experience in their everyday lives. The way fat individuals 

experience fat shame is heavily influenced by many factors, including class, ethnicity, and 

gender. For fat women, fat stigma is constructed at the intersection of patriarchy, 

neoliberalism, and biopolitics (Harjunen, 2009, 2016). For the purposes of this piece, we have 

focused on the role of fat shame in the spheres of public health and healthcare providers. 

Shame has been used in public health campaigns against fatness for decades (Vartanian & 

Smyth, 2013; Wiley, 2012; Wimalawansa, 2014). Positioning fat bodies as bodies that are 

both disgusting and harmful to others/society, public health campaigns rely on engendering 

shame to prompt behavioural change in fat individuals (accepted as both the cause of and 

solution to fatness) (World Health Organization, 2019). There is no evidence to suggest that 

shame produces either weight loss or improved health in fat people; in fact, there is strong 

evidence that shame is harmful to the health of fat people (Salas, 2015). Nevertheless, public 

health campaigns continue to employ it as a tool in the war on obesity, increasing fat stigma 

and, in turn, further harming the health of fat people (Pausé, 2017; Puhl & Heuer, 2010). 

Nowhere is this better illustrated than in the experience of fat pregnant people.  
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The study 

This paper describes our identification of fat shame as a dominant feature of the affective 

landscape fat pregnant people and new mothers navigate during their pregnancy-related 

healthcare. We describe the utility of shame in constructing a problematic subjectivity for 

maternal subjects and driving their pre-emptive action as self-governing citizens. However, 

describing the effects of self-governed action that is energised by shame, we question whether 

such action can fulfil the promise of improved health outcomes for mothers and their babies. 

In other words, we ask can mothers-to-be be shamed into health?  

Ethical approval for this study was obtained from the University of Auckland’s Human 

Participants Research Committee (reference #9168). In-depth semi-structured interviews were 

undertaken with 27 ethnically diverse, self-identified fat pregnant people and new mothers. 

Participants were recruited through maternity clinics, social media networks, and a story in a 

local newspaper. Rejecting biomedical classifications of fat and reproductive bodies, 

participants were invited who self-identified as fat and who were at any point on their 

reproductive journey, from trying to conceive, pregnant, or within three years post-partum. 

Participants’ written informed consent was obtained and they were asked to complete a brief 

demographic questionnaire that included ethnicity, occupation, number of children, and type 

of births. The study included five Māori Indigenous New Zealanders, six Pacific Island New 

Zealanders, ten European New Zealanders, four other Europeans, and two Asian New Zealand 

participants. Because participants were asked to talk about their experiences of fertility and/or 

maternity care in relation to being large or fat, it is likely that there was some self-selection as 

participants needed to have already identified weight as a dynamic in the care they received 

and hold a desire to talk about it.  

Interviews were conducted by the first author (New Zealand European) who herself was 

visibly pregnant at the time and has the lived embodied experience of fatness, which together 
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added an insider aspect to the research. Interviews were structured around an interview guide 

but were conversational in style, most participants requiring little prompting to narrate their 

experiences. Participants were not directed to explore shame or other specific affective 

responses resulting from their experiences but rather were invited to talk more generally about 

their fertility and/or maternity care experiences as large or fat women, how those experiences 

made them feel, and how this shaped their practices, choices, preparations, and self-

perceptions as expectant parents.   

Interviews were transcribed, names were replaced with pseudonyms, and other identifying 

details were removed. Prepared transcripts were analysed using affective-discursive practice, 

an analytical approach that attends to the enmeshment of discourse and affect in accounts 

produced by the meaning-making subject (Wetherell et al., 2015). Affective-discursive 

practice is concerned with identifying the patterned, regular, and ordered “entanglements” of 

affect and discourse evident in participant accounts, those dominant discursive and emotional 

routines that are “established, immediately familiar and orthodox procedures for emoting and 

making sense” in a particular context (Wetherell et al., 2015, p. 59). Affective-discursive 

analysts also ask what affective-discursive subject positions are constructed in relation to 

dominant affective-discursive practices and how these are taken up and negotiated as beings 

and doings in the process of subjectification (Wetherell et al., 2015, p. 62). Whilst the goal is 

to identify the presence of dominant affective-discursive practices and subject positions in 

research data, accounts produced by research participants are also acknowledged as never 

singular and total. Affective-discursive analysts are therefore also alert to resistances and 

multiple versions and variations in the subject’s negotiation of the affective-discursive 

(Wetherell et al., 2015, p. 60).   

Analysis of our participants’ meaning-making identified shame as a dominant affective-

discursive practice produced in response to the problematising medical discourses and 
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practices surrounding the fat pregnant body. This is not because shame was always explicitly 

referenced by our participants to describe their affective experience. As Bryant and Garnham 

(2015) observe, shame often lacks a discursive framework for its articulation, particularly in a 

Western cultural context. This was true for our participants who were more likely to articulate 

feelings of anxious worry for their babies, guilt, and poor self-regard.  Rather, we base our 

identification of shame as a dominant affective-discursive practice in our participants’ 

accounts on theoretical understandings of shame as the predominant affect produced when the 

subject is negatively evaluated in relation to social standards and norms of acceptability 

(Fullagar, 2003; Wong & Tsai, 2007).   

Extensive research has demonstrated how body norms are policed in healthcare encounters 

through the negative evaluation of the fat body as pathological and burdensome, leading to 

shamed responses in fat patients (e.g., Farrell, 2011). We therefore take it as given that shamed 

responses are an “established, immediately familiar and orthodox procedure” for emoting and 

making sense when patients’ fat bodies are persistently negatively evaluated (fat shamed) 

during healthcare, as was the case for our participants (Wetherell et al., 2015). Below we trace 

how shame operates as a dominant affective-discursive routine produced in response to fat 

shaming in fertility and maternity care, describing the affective-discursive maternal subject 

position constructed in relation to it, and how shame is taken up and negotiated in ways that 

contribute to the affective governance of healthy pregnancy.  

Primed for shame 

As Tomkins (as cited in Berg & Staunes, 2011) argues, shame’s power to take hold in 

constituting the subject is reliant on the investment, interest, and attachment of the person 

being shamed. This was consistent with our findings. We identified descriptions of care and 

preparation for pregnancy right across our participants’ accounts (for those pregnancies that 

were planned) and participants commonly described their feelings of happiness, excitement, 
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and anticipation when approaching pregnancy-related healthcare services for the first time.  As 

Stacey describes, “It was my first pregnancy and I was really excited about it, it was a planned 

thing and I couldn’t wait to meet the midwife.” Feminist scholars have demonstrated how the 

splitting of pregnant embodiment from that of the fetus in the contemporary Western treatment 

of reproduction has led to the fetus being centered as the main subject of pregnancy (e.g., 

Lupton, 2014). In this dichotomous treatment of pregnancy, the pregnant person becomes 

responsibilised for the care and protection of the fetus within, whilst her own material 

circumstances are disappeared (e.g., Lutpon, 2012a) (as discussed in detail in Chapter 2).   

Responsibility for the care and protection of the fetus was a dominant theme across our 

participant accounts. Participants commonly described the various efforts they were 

undertaking to prepare their bodies for pregnancy and their commitment to being in optimal 

shape to support the developing fetus. These actions included healthy eating, exercise, nutrient 

supplementation, and a range of other technologies of self-care and management that are 

constructed as necessary for the achievement of a healthy pregnancy in the context of 

neoliberal mothering (Lupton, 2012b). Participants’ accounts of this preparation commonly 

described it as a positive expression of their commitment to, and investment in, their 

pregnancies, indeed as acts of maternal care. As Lisa describes:  

I knew that I was getting pregnant, you know I didn’t smoke, I didn’t drink, I lost 
weight, I was doing everything, I upped my exercise and I had all the supplements, you 
know, I was really healthy, I was feeling good.  

Alongside their demonstration of responsibility for, and investment in, their pregnancies 

through preparation, it was also common for participants to describe a strong sense of 

emotional attachment to their babies-to-be and concern for their wellbeing. The ontological 

inter-embodiment between pregnant person and infant (or infant-to-be) has been observed by 

feminist scholars and is understood to form the very basis of emergent maternal identity (e.g., 

Lupton, 2012a; Thomson et al., 2014). Zoe, for example, described: “When you’re pregnant, 
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everything suddenly becomes a focus on the baby, and you will do anything to keep your baby 

safe.”  

As we expected based on existing literature (e.g., Farrell, 2011), participants commonly 

described histories of interpersonal and institutional fat shaming and were alert to judgement 

from health professionals. However, most were not aware of the specific problematisation of 

pregnancy fatness as a health issue prior to becoming pregnant and did not anticipate negative 

responses to their fatness specific to pregnancy. Rather, participants commonly described 

approaching pregnancy-related health care services with anticipation that they would receive 

affirmation from their pregnancy carers for their preparedness for their pregnancies. We 

suggest that this was consistent with the intense gaze on fetal wellbeing that occurs when the 

fetus is elevated to the central subject of pregnancy, resulting in the pregnant person’s own 

embodiment and subjectivity receding to secondary status.  As Alison reflected, “you know, I 

didn’t really think about my health, I just thought about my baby’s health.  My health was a 

little bit to the side, but yeah, I was very concerned with the baby’s health.” We argue that the 

maternal responsibilisation for healthy pregnancy combined with pregnant people’s emotional 

connection to the baby-to-be and concentrated focus on fetal wellbeing, creates the conditions 

for shame in a way that is unique to the maternity care context. In other words, we argue that 

fat women are primed for shame through the amplification of investment, attachment, and 

interest that typifies contemporary affective-discursive practices surrounding reproduction and 

motherhood (Tomkins as cited in Berg & Staunes, 2011).  

Shaming encounters  

The positive feelings of preparedness and anticipation which participants described embarking 

on pregnancy with were diminished as they encountered the negative evaluation of their fat 

bodies against the standards of healthy pregnancy. As explored in-depth in Chapter 5, 

dominant discourses of pregnancy fatness as harmful to the developing fetus and burdensome 
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to care for were embedded in participants’ accounts of how they came to understand 

themselves in the course of their maternity care. The disposition and attitudes of maternity 

carers was broadly described as a powerful vector for these negative meanings about fat 

pregnant bodies. As Lisa recounted:  

I was made to feel so bad about it [my weight]. You know that I was going to be a bad 
mother because I was fat, or that I was a bad person because I was pregnant and fat.  
That was just the message I got. 

The initial encounter with maternity care services was a powerful vector for the 

communication of the norms and standards of healthy pregnancy (including slimness). This 

was particularly the case because of the gulf that existed between the positively-valenced 

feelings with which participants commonly described their approach to seeing a doctor or 

midwife for the first time, and the negative evaluation they actually received from their 

maternity carers. In these first encounters, participants typically described the ways in which 

their fatness was made visible through expert discourses of risk about pregnancy fatness 

combined with negative attitudes towards their fat bodies from their carers expressed as 

annoyance, disgust, and concern (Fullagar, 2003). As Nadine describes: 

When I met her [midwife] I was really happy, but I could tell immediately on her face 
that she was not happy. . .. So she did the whole normal consultation and it wasn’t 
until the end of the consultation that she said, “actually you’re very overweight, and 
I’ll take you, I’ll take you on as a case but when I get closer to the time, when you’re a 
bit further along I may have to assess the risk of you being a mother.” And then she 
said, “and if the risk is too high for me, I’m sorry, I can’t take you on, I’m going to 
have to give you to a specialist team.” And that’s when I clicked, I’d never thought of 
my weight being a problem before, like I usually try to do things quite diligently, so 
when she said that, that automatically sparked fear, and then I was like in fear the 
whole way through my pregnancy.  

Consistent with Bryant and Garnham’s (2015) observation that shame often lacks a discursive 

framework for its articulation in a Western cultural context, Nadine did not articulate her 

emotional response to this initial encounter with her midwife specifically as shame. Rather, 

she describes how having her weight made visible as a problem against the norms and 
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standards of healthy pregnancy precipitated feelings of fear and hypervigilance for her 

pregnancy and future child. Indeed, participants commonly described a range of negatively 

valenced feelings in place of shame including guilt, feeling bad, frustration, defeat, worry, and 

self-loathing. For example, Jasmine described feeling “spoiled” after her first midwife 

appointment: 

I’d felt so positive and that I was doing this amazing thing by having a baby, because it 
is amazing, but you know, it kind of took away that happy pregnant feeling, and it 
made me feel like, “oh, I’m just pregnant and fat,” you know not in a good way, like a 
round mama, I just felt frumpy and spoiled in a way.  

However, while often not named as such, we contend that shame was the dominant affective-

discursive practice underlying these more intelligible feelings. This is based on our theoretical 

assumption that shame was the likely dominant affective-discursive response that could be 

expected when participants’ bodies were negatively evaluated in relation to the norms and 

standards of healthy pregnancy in the context of their investment in meeting those norms and 

standards. In other words, we argue that feeling shame can be assumed as the dominant 

affective-discursive response to being fat shamed even if it was not as easily articulated by 

participants. 

Shamed maternal subjectivities  

The negative evaluation of pregnancy fatness against the norms and standards of healthy 

(slender) pregnancy was not confined to the initial encounters with maternity carers but rather 

persisted throughout participants’ pregnancies. Fat-shaming encounters were described right 

across participants’ accounts in every aspect of their routine pregnancy-related health care, 

from being weighed at pre-natal visits, to having ultrasound scans and blood tests, and in the 

delivery of medical interventions during labour and birth. It presented in different guises and 

could arise at unexpected moments—in dismissive comments from their carers about their 

bodies, gruff or rough handling, expressions of annoyance or disgust when participants 
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required (or were perceived to require) extra care or assistance, ill-fitting equipment and 

physical environments that did not accommodate their fat bodies, and a general absence of 

warm and respectful care.  Zoe, for example, described her experience of being taken to 

theatre for a caesarean section after complications developed during her labour:  

I felt like they were gruffer with me, like they were punishing me for being big. It’s like 
you’re automatically given a label “larger, difficult, this is just going to be a big 
hassle,” yeah, I think it’s definitely there.  

Nadine similarly described her doctor’s negative commentary when trying to insert an 

intravenous line during labour: “they tried to put me on a drip, but no one could find my vein, 

and the doctor came in and said, ‘oh, I’m not very good at finding veins’ and then she paused 

and said, ‘in meaty arms.’”  

Ultrasound scans were a potent site of fat shaming for participants, as excited anticipation of 

seeing their baby visualised on screen was dampened by negative responses from 

sonographers, particularly when they had trouble navigating participants’ abdomens to secure 

an image of the fetus. For example, Emma described: “I knew that it took them longer to do 

the scans and that it was quite hard, and they sort of complained a bit, huffing and saying, “oh 

I can’t get the image” and you know, things like that.” When asked how that made her feel, 

Emma elaborated:  

Oh well I felt uncomfortable, and I felt like an inconvenience, I felt like they just didn’t 
want to deal with me, and you know just the comments they put on the report about my 
size and stuff, it was like, I kind of felt like a freak, yeah, I was quite upset. 

As Munt (2007, p. 3) argues, “problem individuals” who fail to achieve the standards of good 

and proper citizenship, “internalise the stigma of shame,” producing “shamed subjectivities” 

as outcast others who must struggle for reparation. The persistent fat shaming encounters 

described by our participants brought them into felt awareness of their deficiencies and 

undesirability both as mothers-to-be and as the recipients of pregnancy-related healthcare. As 
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described in Chapter five, the oppressiveness of this negative evaluation, combined with 

participants’ investment in fulfilling the requirements of healthy pregnancy, led to 

participants’ subjectification as “failed mothers” and a “waste of space,” constituting them as 

highly problematic maternal subjects who have wilfully put their babies at risk and 

unnecessarily burdened pregnancy-related health services.25 As Skye described:  

I felt like I shouldn’t have gotten pregnant, and that I’m not worthy of having a baby 
right then, like, you know, like being fat is going to affect everything, it just generally 
made me feel like I didn’t deserve to be having a baby, that I was going to put 
everyone through so much hassle because of it. 

The ways in which subjection as a “failed mother” and a “waste of space” was oppressive and 

constraining in the lives and pregnancy practices of our participants are described below. 

However, as we noted previously, subjection is never total. Wetherell et al. (2015) argue that 

the affective-discursive analyst should always be alert to resistances, fragmentations, and 

multiple versions in the subject’s negotiation of the affective-discursive. This was certainly the 

case for the participants in our study, who simultaneously took up their affective-discursive 

positioning as problematic and burdensome, whilst also finding opportunities to negotiate with 

and resist these oppressive meanings. These resistances and their emancipatory potential are 

explored in much greater detail in Chapter 9 but, by way of note, resemble counter-discourses 

propagated in the fat acceptance movement such as Health at Every Size (HAES) (Bacon, 

2010). HAES asserts the potentiality for healthiness, capacity, and enjoyment for all bodies 

regardless of their size. Echoing this, in the face of their negative evaluation some participants 

still asserted their healthiness despite their weight, and their bodies strength and capacity to 

grow and birth their babies. For example, Talia described:  

 
25 It is important to note that fat shaming did not work alone in constituting oppressive meanings about maternal 
subjects. We also identified the ways in which fat shaming intersected with other axes of marginalisation and 
oppression, specifically race and class, to position some participants as particularly undesirable and unfit for 
reproduction.  These intersectionalities are explored in Chapter 8.  
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And it got to the point where my midwife was telling me that I am going to have a 
really difficult labour, that things will go wrong because of my weight, and I said look, 
my cholesterol’s fine, my blood pressure’s fine, I know my body can do this. 

The productivity of shame   

Subjectified in highly oppressive ways as a “failed mother” and a “waste of space” (see 

Chapter 5), participants described engaging in a range of practices aimed at managing and 

constraining their unruly bodies such as diet control, exercise, and weight surveillance in the 

hope of returning to the collective of “healthy pregnant women.” We argue these practices 

functioned as technologies of the self whereby the subject is drawn into their own self-

governance. Because fatness was problematised as antithetical to a healthy pregnancy, efforts 

at body management and transformation were concentrated on minimising weight gain or even 

achieving weight loss during pregnancy. This proved a source of anxiety and stress given that 

weight gain is an inevitable part of the physiology of pregnancy (e.g., Nash, 2012). 

Participants commonly described how concern with their weight came to dominate their 

pregnancies, leading them to monitor what they ate and how much, restricting or denying 

foods they found pleasurable, and experiencing stress about family events such as Christmas 

or birthday celebrations where casual enjoyment of food would be expected. Participants also 

described how exercise during pregnancy was undertaken with the negative valence of weight 

management rather than fitness or enjoyment. As Nadine described: 

Yeah, so I was really strict, I did everything she [midwife] said, I never ate at 
Christmas because I didn’t want to put anything on, and I was just always very 
worried.  So, I didn’t really relax throughout the whole pregnancy, my mum didn’t 
know why I was going for walks every day, and she would be saying “this is a time to 
enjoy the experience, to be glowing.”  

Participants’ efforts at weight management only intensified as their pregnancies progressed 

and their bodies proved unruly, energised with the affective intensity of a mother who is 

failing to protect her child. Skye described the emotional impact of weight gain each time she 

was weighed by her midwife in prenatal appointments: 
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I would just feel rubbish for days, and then it affects, you know, how much you eat, or 
whatever. Like for me I might not eat for a couple of days, because it makes me feel 
guilty every time, I put something in my mouth. Guilt about having this baby when I’m 
so fat, guilt that it’s going to make me more fat, or guilt that it’s going to stop me 
losing weight.  

Faced with unruly pregnant bodies that continued to expand despite their efforts, a common 

theme across participant accounts was their attempts to “balance the ledger” by managing 

other perceived risks to their baby. For Maia, this meant declining pain-relief during labour so 

that her baby was not exposed to pharmaceuticals: 

So, everything that I could do that was best for my baby came before my own needs 
because I felt that by me being overweight, I had been detrimental to her.  So that 
meant that I had suggested during my birth plan that I don’t want Pethidine26 because 
that’s going to affect the baby and I don’t want an epidural because that might affect 
the baby and, you know, I had an excruciating delivery because of it.   

Talia described how her desire to offset the risk of her fat body manifested in more of a 

generalised anxiety about her pregnancy. She described focusing intensely on the potential 

risks to her baby posed by her everyday practices and behaviours, from the shoes she wore, to 

the position she slept in, and her exposure to chemicals: “my whole excitement went out the 

window. So, I started getting all anal and overthinking things and reading too much.”  

As discussed in Chapter 5, driven by a desire to do everything they could for their babies, 

participants also described their (often reluctant) acceptance of the medical surveillance and 

management of their pregnancy and labour even if this was counter to their own views about 

their bodies’ healthiness and capacity to grow and birth their babies. Acquiescence to medical 

management included ceding their preferences about where and how they would give birth 

and accepting increased pregnancy screening such as additional ultrasound scans even if these 

 
26 An opiod drug most commonly used to relieve pain in labour. 
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were perceived by participants as unnecessary and resulted in further exposure to fat shaming. 

As Lisa describes: 

I wanted to make sure that I was doing the right thing, so that’s why I went for the 
tests, and that’s why I went to the hospital. And after all I went through, I think that 
even if I got pregnant again, that I’d still do it, because I would have hated something 
to have happened to my baby that could have been avoided if you’d had the scan, or 
had the blood test, so it was a guilt thing.  I went because I felt guilty that if I didn’t go, 
something would happen. You know, so I would put up with all of it, the shame and 
humiliation, all the tests, because yeah, I wanted to know that I had done the best for 
my baby.  

Shamed into health?  

While fat shaming was productive in intensifying our participants’ engagement with self-

governance practices, we argue that because this action was energised through such negative 

self-evaluation, it was not constructive. Rather, shame-induced self-governed action during 

pregnancy manifested in a state of being (physically, mentally, and spiritually) that was 

disruptive in the development of maternal identity and counterproductive to the health 

enhancing goals of maternal and child healthcare. As their pregnant bodies proved impossible 

to control and constrain, participants commonly described a descent into an unhealthy state of 

self-loathing and despair, resulting in a range of harmful effects.  These effects included a loss 

of enjoyment in their pregnancies, withdrawal from social activities, disordered eating,27 poor 

body image, mental distress, and a lack of confidence in their mothering abilities. As Maia 

discussed: “There was nothing pleasurable about it [my pregnancy]. I didn’t proudly show off 

a baby bump because people would’ve just thought I was fat.” Skye described how her decline 

in self-worth lead to her desire to avoid social situations during pregnancy that she previously 

would have enjoyed: 

 
27 Disordered eating is a term used to describe a range of irregular eating behaviours that may or may not warrant 
a diagnosis of a specific eating disorder. Examples of disordered eating include: fasting or chronic restrained 
eating, skipping meals, binge eating, self-induced vomiting, and restrictive dieting. Disordered eating behaviours, 
and in particular dieting are the most common indicators of the development of an eating disorder (National 
Eating Disorders Collaboration, 2019).   
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I don’t want to leave the house.  I don’t want people to see me. I don’t want to see 
anybody. I’m usually never at home, I’m always out doing something, seeing someone, 
but you know even friends arranged a get together and I haven’t seen them for quite a 
while, and I’ve put on all this weight and I’m just like too embarrassed to go.  

Alice described how her negative self-evaluation led to a loss of motivation for self-care and 

an increase in comfort eating: 

At the end of the day you can’t fat shame someone and expect them to want to take 
care of themselves. You make them miserable, you make them unhappy, and so you eat 
more, it’s just not the right approach. 

For Stacey, her sense of despair undermined her efforts to avoid alcohol while pregnant: “Well 

I felt bad about my body, which made me more like to go, oh well, I’m bad, and my body is 

bad, and I’ll treat it badly because that’s what I deserve”. Talia discussed how her drive to 

keep her pregnant body small triggered past eating issues: “and then my binge eating came in, 

because I was so depressed at it all I just gave up, so that’s when I started self-medicating.”   

This negative state of being endured beyond birth, impacting on participants’ emerging 

parenting identities and practices, with on-going health consequences for themselves and their 

children. A dominant theme across participant accounts was how their sense of having failed 

as mothers before they had even held their babies in their arms carried into their actual 

parenting experiences, resulting in postnatal distress,28 healthcare avoidance, and on-going 

anxiety about their own and their children’s weight. For example, Talia drew a strong 

connection between pregnancy fat shaming and her experience of postnatal distress, sharing an 

anecdote about her enduring sadness: 

When I see skinny mums sitting with their babies it makes me sick because I feel like 
she would have had the best treatment, and she would have had her baby welcomed 
into the world with opened arms yet mine was not like that at all.   

 
28 The experience of mental health challenges after birth, including anxiety, depression, adjustment disorders, and 
generalised feelings of guilt, worry, and unhappiness (Coates, Ayers, & de Visser, 2014). 
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Participants also described the on-going anxious management of both their own, and their 

children’s weight. As Skye described: “It’s made me more conscious of what we feed the kids, 

not as many treats and healthier food, because I don’t want the kids to have to go through 

what I have gone through.” Some participants described their loss of trust and faith in health 

services leading to their avoidance of healthcare services once their children were born. As 

Leilani reflected:  

If you don’t feel that they [health professionals] care about you, that’s going to ripple 
on to your children, you’re going to think it’s a waste of time ringing them when 
something is wrong because they’re not going to care about it. 

Having taken up the subject position of the failed fat mother before they had even given birth, 

participants struggled to reconstitute their maternal identities in more affirming ways despite 

the raising of their children being a source of pride and affirmation. As Alice described: “I just 

don’t like being the fat mum.” For some participants, their subjection as a failed fat mother felt 

so unliveable that it led them to question the feasibility of having more children, and for others 

it consolidated their decision to pursue bariatric surgery prior to another pregnancy. Maia went 

for her first gastric by-pass appointment when her daughter was eleven months old and 

reflected, “all of these treatments led me to this decision, because you are treated like a 

leper.”   

Conclusion: Productive but not constructive 

The work of shame in the governmental strategies described here highlights the importance of 

attention to affect in feminist governmentality studies (see Chapter 3 for a full discussion of 

the relationship between affect and governmentality). As we have demonstrated, in the 

governance of “healthy pregnancy” fat pregnant people are incited to action not simply as 

rational and responsible neoliberal subjects who seek not to burden the state, but as affective 

subjects, whose feeling and emotional landscape as mothers-to-be is brought into the game. 

Taking the role of affect in governmental strategies seriously, Isin (2004) proposes that we 
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substitute the idea of neoliberal citizenship with neurotic citizenship, illuminating the strength 

with which we are incited to calibrate our conduct on the basis of affective intensities (shame, 

anxiety, uncertainty) as much as, or more than, our rationalities.  

Shamed into subjection as failed mothers and burdensome citizens, our participants could be 

described as being constituted as neurotic citizens, affectively driven to engage with self-

governing practices in their attempt to self-manage and transform their fat bodies. However, 

while fat maternal subjects could be shamed into self-governed action, they could not, and 

were not, shamed into health. Rather, the task of self-managing their growing and morphing 

pregnant bodies proved impossible and futile, resulting in a vicious cycle of struggle and 

negative self-regard. The result was a state of unhealthiness and diminished capacity for 

experiencing a healthy, happy pregnancy. For this reason, we have concluded that while 

shame is a productive force in the biopolitics of fat pregnancy, it is not constructive. Rather, 

shame and maternal health emerge as antithetical in our study, with pervasive fat shaming 

resulting in the production of oppressive maternal subjectivities with real physical and mental 

health implications for fat mothers and their children. 

Taking seriously the role of affect in governmentalities, how might attention to shame shape 

critical feminist responses to the problematisation of pregnancy fatness? For a start, we might 

challenge the contemporary logics of public health policy and practice that justify fat stigma 

and shaming during pregnancy as an appropriate health promoting intervention in response to 

the purported health risks of pregnancy fatness. Rather, we can point to the ways in which 

contemporary approaches to pregnancy fatness that energise shame are not producing healthy 

mothers and babies but rather are destructive to the psyche of fat pregnant people, robbing 

them of joy and happiness as they grow their babies, and triggering a downward spiral of 

negative self-evaluation and poor health (physical, mental and spiritual).  
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We might also point to the work of shame in facilitating the “de-socialisation” of health, 

whereby we allow the burden of society’s health (both now and in the future) to be shouldered 

by demoralised and dispossessed individuals (mothers) (Rail, 2012, p. 232). We might express 

our outrage that this works to mask the vast and persistent health inequities in neoliberal states 

and to justify decreased state responsibility for population health. Finally, we might reject the 

neoliberal rationalities that underpin contemporary approaches to healthy pregnancy and 

demand more compassionate and liveable approaches to maternal and child health–approaches 

that insist on the substitution of stigma and shame with kindness, support, and positivity, even 

celebration. Because in the words of Leilani, “You know, I think at the end of the day being a 

good mum is a state of mind, not a state of body.”    
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Chapter Eight 

“You’re just another friggin’ number to add to the problem”: Constructing 

the racialised (m)other in contemporary discourses of pregnancy fatness 

[C]ontemporary proposals to solve social problems by curbing black reproduction . . . 
are similar to past eugenic policies in that they make racial inequality appear to be the 
product of nature rather than power.  

(Roberts, 2009, p. 796) 

Introduction  

The visiting obstetrician clicks on the first slide of his presentation. A photo of two horses 

appears on the screen, one, a small white Shetland pony, the other, a large brown draught 

horse. The obstetrician, representing the hospital that services the southern part of greater 

metropolitan Auckland, home to the largest Māori and Pasifika communities in the city 

(Counties Manukau Health, 2017), was addressing a study day at Auckland’s central city 

hospital. Drawing on long-standing racialised and gendered tropes that have likened women 

and people of colour to animals (e.g., Dunayer, 1995), the obstetrician informed the audience 

that the photo was a visual representation of the embodied difference (in terms of both body 

size and ethnicity) between the women giving birth in his catchment area—draught horses—

versus those women who birth at the central city hospital—Shetland ponies. The audience 

tittered. The obstetrician went on to describe the burden of high (and increasing) maternal 

body weight in South Auckland, an area that has been described as “one of the world’s 

capitals of obesity” (Johnston, 2015, para. 1). The main thesis of his presentation was that the 

embodied difference between the two hospitals’ birthing populations could account for the 

poorer maternal and child health outcomes in his hospital as well as the growing costs of 

health care delivery to this population. He framed this situation as a crisis for his hospital and 

called for more action to promote “healthy choices” in his community. What the obstetrician 

did not reference was the overwhelming impact of colonisation and systemic racism, 
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compounded by the neoliberal restructuring of the 1980s and 1990s that took jobs whilst also 

reducing and stigmatising welfare (e.g., Kelsey, 2015), that continues to impact Māori and 

Pasifika communities in South Auckland and elsewhere in Aotearoa New Zealand (e.g., Reid 

& Robson, 2006).  

The obstetrician’s presentation referenced a wave of medical science that has centered 

pregnancy fatness as both the latest manifestation of, and, perhaps more significantly, the 

cause of the so-called “epidemic of obesity” in Western countries (e.g., Gard & Wright, 2005). 

Fatness has come to be represented as a causal factor in almost all complications of pregnancy 

and birth and thus the growing costs associated with the delivery of highly medicalised 

maternity care intended to manage them (e.g., Poston et al., 2016). Furthermore, through the 

scientific advancements of epigenetics, fat pregnant (and “pre-pregnant”) bodies have been 

described as wiring offspring for future obesity (e.g., Low et al., 2015). Fat pregnant people 

have therefore been placed at the very epicentre of contemporary anxieties about the chronic 

population health problems (and costs) facing Western societies, leading to unprecedented 

opportunities for their discipline and control.  

Critical feminist scholars have pointed to the oppressive meanings and relations produced for 

pregnant people by this turn to the womb in discourses about obesity. This is especially the 

case as this turn has segued neatly with a neoliberal political environment in which individual 

mothers are already tasked with securing their families’ health, and bear the blame and 

sanction when they fail to do so (e.g., Warin et al., 2012) (see Chapter 2 for a full discussion 

of the gendered implications of dominant obesity discourse). However, this burden of 

responsibility and blame is not shared equally. Rather, as the visiting obstetrician so aptly 

demonstrated, the responsibilisation of mothers-to-be for the obesity epidemic and other 

population health challenges is occurring in a political context in which some maternal 



159 

subjects (those marginalised along axes of race and class) are constructed as more of a 

problem than others (those who are white and middle class).  

This paper traces a line from this contemporary neoliberal moment back to the colonial 

eugenicist and racist reproductive control policies of the past century (e.g., Smith, 2004). We 

argue that the contemporary problematisation of pregnancy fatness perpetuates and amplifies 

long-standing raced and classed biases about who is (and isn’t) fit to reproduce and to mother. 

Drawing on the theoretical frameworks of intersectionality and reproductive justice (e.g., 

Collins, 1986; Ross & Solinger, 2017) we demonstrate how the dominant discourses that 

constitute the problematisation of pregnancy fatness work to perpetuate the harmful relations 

of colonisation and reproduce legacies of reproductive injustice by denigrating and seeking to 

disrupt childbearing by socio-economically disadvantaged women of colour and Indigenous 

women (Smith, 2004). We demonstrate our participants’ attempts to resist and negotiate these 

discourses and their efforts to supplant them with their own cultural meanings (Le Grice, 

2014; Penehira, Green, Smith, & Aspin, 2014). However, we also demonstrate the power of 

these discourses in overriding their efforts, responsibilising these mothers-to-be with the task 

of securing their child’s future from their own problem bodies, which compromises their 

health and wellbeing and perpetuates cultural violence through erasure and silencing.  

Reproducing obesity 

An analysis of the dominant discourses implicated in the problematisation of pregnancy 

fatness reveals raced and classed biases and stereotypes that are typical of the popular 

representation of the health challenges facing Indigenous people in Aotearoa New Zealand 

more generally (e.g., Nairn et al., 2011). Scientific, popular media, and policy discourses have 

consistently highlighted the higher incidence of pregnancy fatness amongst socio-

economically disadvantaged and ethnic minority women, while representing the cause of 

fatness as almost singularly the result of poor individual lifestyle choices (e.g., Farquhar & 
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Gillet, 2006; Grunwell, 2011). In other words, poorer pregnant people-of-colour and 

Indigenous pregnant people have been represented as less likely to make so-called healthy 

choices with regards to diet and exercise, undermining the health of their pregnancies and 

future children.  

The range of policy responses enacted in Aotearoa New Zealand to address pregnancy fatness 

have in turn been racialised and classed. Socio-economically disadvantaged Māori and 

Pasifika women have been the priority target of lifestyle-based health interventions and other 

disciplinary projects designed to tackle pregnancy fatness, but often the material conditions of 

their lives that limit their ability to adopt recommended practices have been ignored (e.g., 

Johnston, 2015) (see Chapter 2 for a full discussion of maternal obesity interventions). Despite 

extensive evidence that Māori and Pacific people have an on-average higher mean body mass 

than Europeans, limits on access to publicly funded fertility treatment have been introduced 

without applying ethnicity-specific BMI criteria (e.g., Farquhar & Gillett, 2006; Ministry of 

Health, 2012). Policy makers have acknowledged that using the same BMI threshold for all 

ethnic groups to qualify for publicly funded fertility treatment is “harsh” for Māori and Pacific 

women. However, this policy has been rationalised through the argument that it is a moral and 

public health good to reinforce the message that “obesity is a major health problem” and that, 

ultimately, lifestyle changes such as weight reduction “are firmly in the control of the patient” 

(Farquhar & Gillett, 2006, p. 1108).  

Concern about fatness amongst babies and infants is also being framed as a child welfare and 

protection issue, with poorer women of colour and Indigenous women more likely to come 

under scrutiny for the “medical neglect” of their infants and children when they are fat (e.g., 

Collins, 2015). This represents a merging of discourses about maternal and infant fatness with 

longer standing toxic discourses that have constructed young Indigenous people as unfit to 

parent and a drain on the welfare system (Ware, Breheny, & Forster, 2017).  
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Race and the fat reproductive body: Critical approaches 

Critical scholarship points to the ways in which contemporary knowledges and practices about 

obesity perpetuate socially unjust arrangements of power and resources (e.g., Boero, 2009; 

McNaughton, 2011; Sanders, 2017; Strings, 2015). Critical scholars have called into question 

the objectivity of the medical science framing of obesity, revealing how it draws from and 

contributes to problematic constructions of raced and sexual difference (e.g., Lebesco, 2011; 

Strings, 2015). Indeed, the history of medical scientific knowledge through to the present day 

has been implicated in the construction of affluent white masculine bodies as normative; while 

racialised, gendered, and socio-economically marginalised others are seen as diseased, 

deviant, and inferior (Strings, 2015, p. 111).  

The intersecting dynamics of gender and race are starkly demonstrated within contemporary 

discourses about obesity, whereby women (mothers) of colour have come to be represented as 

the leading cause and greatest burden of the obesity epidemic (e.g., Johnston, 2015). Scholars 

have argued that this is leading to the construction of a “highly vilified” public persona of the 

obesity epidemic: the “obese black [brown] woman” (Sanders, 2017, p. 295). This persona is 

argued to evoke colonial and racist stereotypes of women of colour and Indigenous women as 

irresponsible and unfit reproducers, bad mothers, and an unnecessary and unfair drain on the 

public purse (Sanders, 2017, p. 3). Scholars have observed that positioning poorer women of 

colour and Indigenous women in this way is highly convenient in that it leaves un-interrogated 

the histories of colonisation, institutional racism, marginalisation, structural forces, and social 

inequities that constrain the choices of such women (e.g., Le Grice, 2014; Pihama et al., 2016; 

Smith, 2004). This perpetuates a racial and colonial project intent on securing white 

supremacy and privilege through the derogation of women of colour and Indigenous women 

whilst positing that the poor conditions of their lives can be resolved through their own 

individual effort (Reid, Taylor-Moore, & Varona, 2014). 
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The construction of the “obese black/brown woman” persona can be understood as 

perpetuating and amplifying a much longer legacy of racial and gender injustice directed at 

socio-economically disadvantaged women of colour and Indigenous women, enacted through 

the control and marginalisation of their sexuality and reproduction (Le Grice & Braun, 2016). 

Scholars have documented histories of reproductive abuse of black and brown women in 

which their freedom to procreate has been forcefully controlled, devalued, and discouraged 

(Roberts, 1992). The reproductive abuse of black and brown women has been underpinned by 

systems of thought such as eugenics that posited arguments for limiting black and brown 

women’s reproduction based on scientific claims about their biological and cultural inferiority.  

The popular eugenicist movements of the early twentieth century aimed to take steps to 

prevent the “unfit” from passing on their characteristics to future generations through state 

controlled reproduction (Richardson, 2004; Smith, 2004). By linking social inequities and 

poor social conditions to biological degeneracy passed on through childbearing, eugenicists 

advocated for selective breeding (Roberts, 1992). Roberts (1992) argues that eugenic policy 

reinforced the prevailing social order in two ways: it punished social difference and 

depoliticised social problems (p. 1963). By imposing society’s (Europeanised) norms of 

reproduction, the “science” of eugenics masked racist and class-based judgements about who 

deserves to procreate and punished those deemed to be outside of those norms (Roberts, 1992, 

p. 1964). Eugenics also depoliticised social inequities and conflict by providing a biological 

explanation for poverty and crime.  

Eugenic ideas have been documented as the driving force behind deliberate campaigns to limit 

black and brown women’s fertility through compulsory or coerced contraception and 

sterilisation (Glover & Cunningham, 2011; Higgins, 2014; Le Grice & Braun, 2016; Roberts, 

1992, 1995, 2000; Wepa & Te Huia, 2006). Eugenic ideas also underpinned the removal of 

infants and young children from non-white families under the guise of child welfare and the 
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outlawing and invalidation of Indigenous and traditional knowledges and practices relating to 

fertility control, pregnancy, childbirth and infant care practices (Glover & Cunningham, 2011; 

Higgins, 2014; Le Grice & Braun, 2016; Roberts, 1992, 1995, 2000; Wepa & Te Huia, 2006). 

The philosophy of eugenics was widely accepted in the early 1900s in Aotearoa New Zealand, 

underpinned by a belief in the superiority of British colonisers and enacted through a suite of 

laws and policies focused on the expansion of a healthy British population and the erosion of 

Māori birthing and infant care practices (Glover & Cunningham, 2011; Wepa & Te Huia, 

2006).  

The study 

In this chapter, we draw on the findings of qualitative research interviews conducted with 11 

self-identified fat, cis-gendered, Māori and Pasifika women in (predominantly, South) 

Auckland, New Zealand. Interviews were recorded, pseudonyms were given, and prepared 

transcripts were analysed using a form of poststructural discourse analysis that incorporates 

the methodological principles of intersectionality (see Chapter 4 for a detailed discussion of 

intersectionality and its analytical application in this research). Intersectionality was first 

articulated by women of colour and Indigenous women who were wary of the claims made 

about women and their experiences by predominantly white feminists (e.g., Collins, 1986; 

Crenshaw, 1989). Intersectionality aims to avoid hegemonic generalisations that universalise 

the experiences and problems of privileged women who are most often white, Western, 

middle-class, and heterosexual. It does this by drawing attention to the “interlocking effects of 

identities, oppressions and privileges” that shape and determine the range and complexity of 

women’s identities and experiences, including those produced at the intersection of systems of 

oppression including colonisation, racism, heterosexism and ciscentrism, economic 

marginalisation, ableism, sizeism, and ageism (Price, 2011, p. 55).   
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Analytically, a commitment to intersectionality in poststructural analysis requires a refusal to 

analyse discourses of gender in isolation or women as a homogenous group, attending instead 

to the ways in which the effects of discourse and the processes of subjectification are 

differentiated and stratified by participants’ location within various axes of social power 

(Signal et al., 2008). In other words, poststructural analyses incorporating intersectionality 

examine how social categories including (but not exclusive to) ethnicity, gender, and class, are 

constitutive of subjectivity/identities, and are “produced, sustained and subverted in relation to 

one another” (Stauneaes, 2003, p. 105). Below we describe how the discursive and 

subjectification effects of the problematisation of pregnancy fatness were differentiated and 

stratified according to the ethnicity of our participants, with a particular focus on our Māori 

and Pasifika participants. 

Racialising pregnancy fatness  

Māori and Pasifika participants’ negotiation of the problematisation of their pregnancies was 

highly racialised. By that we mean that their negotiation of the meanings about their problem 

fat bodies was read in concert with existing racist constructs of women of colour and 

Indigenous women as undesirable and unfit to reproduce, and of brown people as a burden on 

the healthcare system. The convergence of two such negative discourses about their pregnant 

bodies was highly oppressive, with participants describing feeling as though their pregnancies 

were neither welcomed nor a cause for celebration but rather a costly burden society could do 

without. As Kahu describes: 

Honestly, I think the weight is all they see when they look at me- just a fatty and I 
reckon if they were to say it, “fatties shouldn’t have kids” and its’ like well what the 
hell are we meant to do, I mean firstly aren’t us brownies meant to be bigger than 
white people? I know it sounds really wrong, but, but um, I just don’t think the health 
system is made for brownies, and if it is for brownies, it is only for certain ones who 
aren’t going to cost too much to fix. 
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The racist construction of out-of-control brown bodies “draining the country” that has 

underpinned neoliberal welfare discourses (Ware et al., 2017), and is typical of the 

representation of Indigenous health more generally (Nairn et al., 2011), was firmly embedded 

in the discursive and subjectification effects of the problematisation of pregnancy fatness. As 

demonstrated by Leilani: 

I know Māori and Pacific Islanders have all those heart problems and all these types 
of things but are we a drain on the health system or something? When we get pregnant, 
because we’re already so large, are we going to be more of a hindrance on it are we?  

Understood through a racialised lens, the policies and procedures enacted in response to the 

problematisation of pregnancy fatness were understood more as a deterrent against the wrong 

kind of women—brown and fat—from having babies than as a way of improving their health 

and that of their future children. For example, Mere, who was denied access to fertility 

assessment and treatment because of her Body Mass Index (BMI), wondered: “Maybe they’re 

just finding ways to save money . . . and telling people like me to lose weight so that we don’t 

use their resources.” 

Ironically, contrary to this dominant racist construction of brown women burdening the health 

care system, participants described their general reluctance to seek health care for themselves, 

describing both the negative attitudes of health providers and the cost of primary health care as 

deterrents. As Kahu described: 

You know, they don’t seem to want us brownies in the health system but it’s pretty 
funny because I take her [pointing to toddler] to the doctors more than myself.  I only 
go to the doctors if I need a medical because my job sent me home because I’m too 
sick.  But other than that, gosh, I’m not using the health system much. 

Participants also expressed frustration that the emphasis placed on the “burden” of their 

weight on the healthcare system seemed disconnected from their material struggles and was 

infrequently accompanied by offers of practical assistance and support with weight 

management. Participants described how the standard “healthy choices” weight loss message 
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from their reproductive health carers that emphasised better nutrition and exercise was 

incongruent with their material circumstances, citing long work days, irregular and zero-hour 

contracts, extended family commitments, and the cost of healthy food as barriers:  

All they say is you need to do more exercise, eat well, and it’s like well if there were 
more hours in the day, I’d get more exercise in, if nice healthy food wasn’t so 
expensive, I would be buying it, I buy the bare basics.  

As Kahu described, the priority for some families was simply filling tummies, and there 

wasn’t the economic means available to have a choice about what food was provided to 

achieve this. We can’t say definitively but it seems likely that the reproduction of the healthy 

eating discourse by reproductive health carers was, at least in part, created through class 

differences between maternity carers and their clients, leading to a lack of knowledge about 

how difficult and expensive it can be to eat healthily for families who are time and money 

poor (e.g., Warin et al., 2008). The impossibility of complying with the “healthy choices” 

message and the lack of practical support with weight management further added to 

participants’ suspicion that health services were more focused on discouraging “women like 

them” from having babies, rather than helping them achieve their health goals. As Hana 

observed, “The only message I hear is that you’re all a big fat problem, instead of going, 

‘right this is what we’re going to do about it’, or ‘this is how we can help you’, or whatever.” 

In contrast to their problematised brown fat bodies, participants described the “ideal” and 

“normal” reproductive body as white, slender, and middle-class, a construction they felt was 

affirmed by the use of weight classification systems such as the BMI, which fails to take 

account of ethnic variations in body composition. Participants expressed strong criticism about 

the use of non-ethnically specific BMI classifications in fertility and maternity care, describing 

the BMI as invisibilising ethnic diversity in body size and promoting an unhealthy, even 

dangerous, body weight norm. As Kahu described: “Well if I be like that [‘ideal weight’] my 

bones are going to stick out of my fricken skin, I’m going to look weird. The BMI, it’s really 
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not for us, they should just chuck it out the window.” Participants emphasised the impossibility 

of trying to get their pregnant bodies (or even their bodies prior to conception) to conform to 

(Europeanised) ideal pregnancy weight guidelines and were critical of the resulting privileging 

of white embodiment. For example, as Mere described:  

They told me my ideal weight should be 56, 57 kg or something and I was like you’re 
joking me…that’s like so skinny. I’d look hungry. The first thing people would say to 
me is “are you alright? What’s happening?” That’s what people would say. They 
won’t say “oh, you’re looking good.” It will be, “are you alright?” Meaning “what’s 
wrong with you?” Yeah but that’s coming from a Pacific Island perspective.   

As Mere demonstrates, the privileging of the (white) slender reproductive body as the 

“desirable body,” was not just considered unattainable but was also seen by participants as 

being in conflict with their own cultural meanings and embodied knowingness based on 

familial patterns, and histories of health and wellness through the generations. 

The discursive construction of their reproductive bodies as unfit to bear children and a care 

burden (see Chapter 5 for a discussion of these discourses) was seen by our participants as 

fuelling and legitimizing negative attitudes and discriminatory treatment from their care 

provider. Participants who were pregnant or who had recently had babies described an absence 

of warmth, positivity, and support for their pregnancies from their providers. Talia, whose 

child was now a toddler, described her experience of approaching maternal health services for 

care for the first time: “It was like, ‘you’re just a Pacific Island girl who’s overweight, typical! 

And you’re going to have a baby, and you’re young, get out’, that’s just how it felt.” This 

sense of derogation and dehumanisation was echoed by a number of our participants, who 

described feeling treated as more like a number adding to the problem of obesity than a person 

embarking on the life-affirming journey of pregnancy, birth, and motherhood. This is 

consistent with longer-standing treatments of Indigenous people’s reproduction as neither 

remarkable nor cause for celebration (Le Grice & Braun, 2016). Talia, for example, went on to 

describe: 



168 

You feel like you’re just another number having a baby, another brown fat woman 
having a child, there’s no excitement for you. You know with all three children that I 
have conceived there’s never been a nurse or doctor go “congratulations.” It’s just 
been ok, so do you want it or not?  

Some participants described overtly discriminatory and abusive treatment from their maternity 

carers, including name-calling and rough handling. For example, Nadine, recalled her dread at 

seeing her midwife, who she described as having a “Nazi-like” attitude towards her and calling 

her derogatory names such as “piggy.” Participants also observed a higher standard of care 

offered to Pākehā women with similarly large bodies, which led them to conclude that at the 

end of the day the health system’s issue with pregnancy fatness was, as Talia described, 

“slowly and quietly based on race.” For example, Talia contrasted her own treatment with a 

fat Pākehā friend who got “all the treatment,” when they both became pregnant at the same 

time, while she was treated as just another number. 

Impacts  

Participants took up these problematising discourses of pregnancy fatness in ways that were 

highly detrimental to the emergence of their maternal identities and that obscured, 

invisibilised, and ignored their actual health needs. As we have demonstrated, through the 

compounded effects of racism, classism, and fatphobia, Māori and Pasifika participants were 

constructed as particularly problematic and undesirable maternal subjects whose pregnancies 

were unwelcome and burdensome, leading to multiple forms of discrimination and 

mistreatment. While our participants were highly cognisant and critical of these intersecting 

discriminations and the inequities in their care, appeals to their maternal care and concern for 

their babies-to-be induced silence and submission. As Kahu described:  

I don’t like being dicked around, um, although there are times when I will keep quiet 
depending on who’s going to benefit from it, and if it’s understandable for me to be 
quiet. And because they told me I’m a danger to my son, I’ll keep quiet and I’ll do what 
I’m told. 
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In turn, participants described the harmful effects of being situated in the Western medical 

gaze and the ensuing subject position of the “obese brown woman” who is unfit to reproduce 

and mother, and responsibilised with salvaging their child’s future from their problem bodies. 

As Leilani described: “So yeah you feel scared, you feel anxious, you feel depressed, and you 

feel guilty that, you know, you feel responsible that you’re the reason your baby is going to be 

at risk.” 

In response, participants engaged in a pre-emptive biopolitics (see Chapter 6 and 7 for a 

detailed discussion of neoliberal governmentality in relation to pregnancy fatness) whereby 

they took up a range of self-managing practices in order to try to control their bodies, despite 

many having limited access to the resources (time and money) required for this task. For some 

participants, this involved dangerous attempts at weight loss while pregnant by, for example, 

“trying to starve and limit what I eat” (Leilani), and hyper vigilance and worry that signalled a 

loss of enjoyment in their pregnancies and a declining self-esteem. For others, the 

oppressiveness of the medical gaze which universalised Western body norms and disrupted 

their own knowledges afforded by whakapapa,29 led to debilitating feelings of shame and guilt 

(see Chapter 7 for a discussion about the relationship between affectivity and self-

governance). Participants described a decline in their physical, mental, and spiritual wellbeing 

that was expressed in social isolation, a loss of trust in and care for their bodies, and the desire 

to withdraw from health care. The result of this pre-emptive action was a highly compromised 

transition to parenthood and a decline in the health and wellbeing of Māori and Pasifika 

mothers and their babies, which served to compound existing health inequities. This finding of 

deleterious health effects is supported by research that identified how racial and ethnic 

discrimination affects the cortisol activity of pregnant women and their babies, resulting in 

higher evening cortisol levels and worse self-rated health (Thayer & Kuzawa, 2015). We 

 
29 Whakapapa is a fundamental principle in Māori culture that describes human connection and belonging 
through ancestry, incorporating past influences and future potential.   
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argue that undermining the health and wellbeing of Māori and Pasifika mothers and their 

babies through exposure to stress events stemming from derogation and discrimination is an 

unjustifiable outcome of maternal health policy and practice developed to address obesity.   

Further to this, we found that participants’ negative evaluation of themselves as fat maternal 

subjects had an additional sinister effect on their reproductive decision-making. Questioning 

whether they should ever have become pregnant in the first place, their suitability as mothers, 

and whether they could justify, or had the right to have, further children, participants 

reproduced legacies of racist and colonial reproductive control policies that have sought to 

curtail the reproductive self-determination of women of colour and Indigenous women. 

Nadine, for example, described the toxic effects of her subjectification as the “obese brown 

woman” on her future reproductive decision making: “I was just feeling so bad about myself 

and then that’s why I don’t want to have another baby. Even though I do want another baby I 

don’t want to put that on another baby, basically.” Talia also described the curtailment of her 

reproductive desires as a result of her subjectification under the colonising medical gaze: “I’ve 

decided that I don’t want any more children because of this.  I cannot be bothered going 

through that negativity and that stress, and because of what it’s made me as a person.” We 

argue that this undermining of Māori and Pasifika women’s reproductive self-determination, 

coupled with the silencing and erasure of their own knowingness about reproduction (e.g., Le 

Grice & Braun, 2016), constitutes a reproductive abuse that positions the racist and colonising 

intentions of past eugenic and reproductive control policies right at the centre of this cultural 

moment. 

Discussion and conclusion 

So how then might critical scholars respond? Firstly, our findings demonstrate the necessity of 

intersectional analysis for capturing the complexities of oppression produced in contemporary 

dominant discourses of obesity. As we have demonstrated, fat oppression cannot be 
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understood (nor challenged) in isolation but rather at the nexus of multiple intersecting social, 

political, and economic forces, including neoliberalism and on-going racist and colonising 

projects directed at the derogation of women of colour and Indigenous women.  

Secondly, taking intersectionality seriously we must incorporate analytical tools that not only 

complicate and broaden our criticism but that also inform the development of our resistances 

and counter-knowledges. Given the extent to which contemporary obesity knowledges and 

practices are entangled in legacies of racist and colonising reproductive abuses, and impact the 

lives of women of colour and Indigenous women so disproportionately, we argue that the 

intersectional framework of reproductive justice must necessarily inform contemporary 

movements for fat justice (Luna, 2009; Pausé, 2014; Price, 2010; Ross, 2006; Ross & 

Solinger, 2017). Reproductive justice, as articulated by women of colour and Indigenous 

women, is a framework that highlights the use of reproductive oppression as a powerful 

instrument of social control and insists that movements for social justice must include 

demands for reproductive self-determination (and vice versa) (Ross & Solinger, 2017). 

Reproductive justice draws attention to all of the intersecting forces that determine the 

reproductive destinies of women of colour and Indigenous women, insisting that the ability to 

control one’s reproductive destiny includes not just the right to end unwanted pregnancies, but 

also the right to have children, and the right to parent those children in safe and healthy 

environments (Ross & Solinger, 2017, p. 9). Incorporating reproductive justice into 

movements for fat justice demands that we are alert to—and challenge the use of—maternal 

obesity knowledges as an instrument of reproductive oppression in the lives of women of 

colour and Indigenous women and align and ally our work with anti-racist, anti-poverty, and 

feminist activists and scholars (see Chapter 10 for a further discussion of the political potential 

of reproductive justice in this research).  
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Drawing together counter-knowledges of pregnancy fatness and health, reproductive justice 

also demands that we disrupt the universalisation of Western bodies and knowledges and 

create space for, indeed that we centre, Indigenous and other cultural epistemologies of 

reproduction that intrinsically value the human existence of Indigenous women and women of 

colour and contextualise maternal belonging in a wider network of relationships. As has been 

argued by Indigenous scholars elsewhere (e.g., Le Grice, 2014; Penehira et al., 2014), 

Indigenous women are not simply the passive recipients of oppressive colonising discourses 

about their bodies. Our participants challenged the construction of white slender reproductive 

bodies as normative and ideal, and the racist, colonial, and economic motivations underlying 

the problematisation of their bodies and pregnancies. Participants also engaged in efforts to 

negotiate with—and resist—dominant discourses about pregnancy fatness by articulating their 

own cultural knowing about their bodies and healthiness (LaFrance & McKenzie-Mohr, 

2014).  

Participants described a very different set of assumptions about embodiment and health than 

those contained in the problematisation of pregnancy fatness. Weight was not, in and of itself, 

explicitly tied to health and wellbeing but rather participants’ sets of health norms were tied to 

a normalisation of larger embodiment, whereby different considerations were foregrounded as 

health areas of concern. Nadine, for example, described how being large and pregnant was 

normal and accepted in her family, describing their healthy and easeful birthing histories:  

My family is a big family, so my mum was a big lady and she had four of us, and she 
had four of us all the way through her bigness. And my eldest sisters they all . . . they 
have five kids each and they both were healthy mums in their bigness as well. So, I 
wonder, if it’s really a big deal?  

As Nadine demonstrates, participants’ families were described as a particularly important 

source of support and affirmation in resisting the problematisation of their bodies and 

accessing more liveable counter-meanings. Participants drew on knowledges afforded by 
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whakapapa—knowing the contexts of past familial patterns of fertility and reproduction and 

the conditions that support it, which were situated in conflict with medical knowledge that is 

predicated on Western norms and the devaluing of subjective knowledge and the embodied 

subjectivities of people who are larger-bodied and Indigenous.  

Taking seriously the challenge of reproductive justice in movements for fat justice means 

creating space for whakapapa, familial knowledges, and whānau histories that clearly indicate 

cultural differences in patterns of fertility and reproductive norms across cultures (see Le 

Grice & Braun, 2016). Centering such Indigenous and other cultural epistemologies will help 

ensure the production of a much more complex and socially just counter-knowledge about the 

relationship between fatness, reproductive health, and mothering. Such counter-knowledge 

will highlight the structural and social determinants of maternal and child health, including 

legacies of colonisation and racism; insist that health be considered a collective, rather than an 

individual responsibility; and restore and support the dignity of women of colour and 

Indigenous women in their transition to motherhood as a critical health intervention. We must 

then, and urgently, find ways to engage with the medical community and health providers to 

develop cultural competencies in relation to the intersections of fatness, racialisation, and 

broader colonising projects. This will help ensure a health workforce able to reflect upon their 

biases and assumptions in engaging with larger bodied people, and the ways their oversights 

can, and do, undermine and compromise healthcare. 
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Part V: Transformation
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Preface to Part V 

Part V presents the final empirical chapter of this thesis, which was also written as a stand-

alone piece for a journal. It is in this part of the thesis that the analytic focus switches from 

critique to exploring opportunities and openings for transformation. Participants’ voices 

remain the focus of analysis, however my attention turns to a focus on their reflexivity and 

ambivalence in response to the discursive and subjectifying effects of dominant maternal 

obesity discourse. The goal is to use participants’ resistances as a pathway towards tracing a 

counter-knowledge of pregnancy fatness that can open up other (less oppressive) possibilities 

for being, and a more compassionate and just reproductive politics.   

The central theoretical assumption on which this transformative analytic work pivots is that 

the process of subjectification is never total or complete. Rather, the poststructural subject is 

understood as always in process, constituted through and regulated by dominant discourses but 

also able to question and challenge their discursive constitution. In my conclusion to Chapter 5 

I drew on Goffman’s (1969) work on stigma to argue the particular harshness of the ways in 

which participants in this research were “intimately alive” (p. 18) to their subjectification as 

failed mothers and citizens. As I go on to demonstrate in Chapter 9, this is not the end of the 

story. Participants’ narratives are also shown to be intimately alive with examples of 

negotiation, resistance, and counter-discourse (however partial) in which they attempt to 

wrestle back meanings of their bodies and identities.   

By capturing these nuanced and creative strategies of resistance, a counter-story of pregnancy 

fatness begins to take shape in which fat pregnant people assert their health, strength, capacity 

for birth, and love for their babies. Chapter 9 concludes by pointing to the potential of 

developing this counter-story into another way of knowing, being, and doing in relation to 

pregnancy fatness. Such a counter-knowledge would firmly reject “health” strategies that 

foster shame and blame, and instead centre those based on affirmation, positivity, respect, and 
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support. The transformative possibilities for fat mothers and their babies, as well as for the 

ethics of human reproduction more generally, are emphasised. 
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Chapter Nine 

“I’m just a woman having a baby”: Negotiating and resisting the 

problematisation of pregnancy fatness 

And you know the thing is they treated me like I was doing something wrong, but it 
can’t have been wrong, my body did it!  

(Emma) 

Counterstories come into being through a process of on-going engagement with the 
narratives they resist. Many start small, like a seed in the crack of a sidewalk, but they 
are capable of displacing surprising chunks of concrete as they grow.   

(Nelson, 2001, p. 169) 

Introduction 

Human reproduction has recently emerged as the new front line in the “war on obesity”—the 

full-scale conflict waged against fatness in Western health, social, and educational institutions 

in recent decades. A proliferation of medical science and popular media discourses have 

becried the risks, harms, and costs of being fat immediately before or during pregnancy. In 

response, health policy makers have introduced a raft of measures intended to regulate risky 

fat pregnant bodies and called for women, as “responsible mothers-to-be,” to manage their 

weight. While dominant in constituting contemporary meanings, the problematisation of fat 

pregnant people as a risk to the life and health of their babies-to-be, and the public purse, is 

not universally accepted as a public good. Critical scholars have pointed to the ways in which 

the dominant discourses and practices that constitute contemporary concern with pregnancy 

fatness have been shown to be highly disruptive to the emergence of a positive maternal 

identity for fat pregnant women, leading to increased medical management of otherwise 

healthy pregnancies, anxious engagement with self-managing behaviours, and a highly 

negative affective space in which to embark on parenting (e.g., McPhail et al., 2016). 
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While these dominant discourses are highly oppressive, women are not simply passive 

recipients of these meanings about their fat pregnant bodies. This chapter explores fat 

women’s struggles to transform meaning in the face of dominant understandings about fatness, 

pregnancy, and mothering. Grounded in poststructural notions of the reflexive and ambivalent 

subject, we explore the nuanced, creative, and partial ways in which fat women attempt to 

negotiate and resist “master scripts” (LaFrance & McKenzie-Mohr, 2014, p. 2) of their 

problem bodies in order to tell their stories of pregnancy and birth in more affirming and 

helpful ways. We argue for the importance of exploring fat pregnant peoples’ attempts to 

resist the problematisation of their bodies as a pathway to the production of counter-

knowledge on pregnancy fatness that offers new (and less oppressive) meanings and 

possibilities for fat pregnant embodiment and subjectivity. We explore the possible 

dimensions of this counter-knowledge that might affirm the capacity of fat bodies for health 

and reproduction; demand a more compassionate, caring, and just approach to maternal and 

child health; and generate possibilities for more peaceful and positive fat maternal 

subjectivities. 

Problematising pregnancy fatness 

In recent decades, a so-called epidemic of fatness has come to be framed as one of the greatest 

threats to the health and economic security of Western nations leading to a full-scale policy 

and programme response that has been termed “the war on obesity” (LeBesco, 2011). Within 

this “war,” fatness has been equated with poor-health and a failure of self-management, 

resulting in the scrutiny and discipline of fat people across social, health, and educational 

institutions (O’Hara & Gregg, 2012). The more recent maternal turn in obesity science has 

placed pregnancy, and new mothers and their babies, at the epicentre of this war as both 

consequence and cause (see Chapter 2 for a description of medical science studies on maternal 

obesity). A substantial body of literature has pointed to growing rates of fatness amongst 
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reproductive age women and its association with an increase in almost all pregnancy and birth 

complications including infertility, congenital abnormalities, miscarriage and stillbirth, 

growing rates of caesarean section, postpartum haemorrhage and infection, neonatal unit 

admission, and failure to initiate breastfeeding (e.g., Denison & Chiswick, 2010; Heslehurst et 

al., 2008; Jarvie & Ramsay, 2010).  

In tandem, through the scientific developments of epigenetics, pregnancy fatness and diet are 

now also argued to result in an in-utero programming effect on the fetus, predisposing the 

future child to fatness and a greater risk of chronic disease over their life course (e.g., 

Gluckman et al., 2007). In effect, the womb has been located as the very origin of the obesity 

epidemic. The risks, harms, and costs purported to be associated with pregnancy fatness has 

led to its articulation as a major public health concern which poses “the biggest challenge for 

maternity services today” (Heslehurst et al., 2011, p. 161). 

In response health policy makers have introduced a raft of interventions intended to regulate 

and discipline fat pregnant bodies, including the introduction of weight restrictions on access 

to publicly funded fertility treatment and low-risk birthing facilities; increased screening and 

medical management of fat pregnant and birthing people; and a narrowing-in of population 

health programmes aimed at weight management to the new priority area of pregnant women, 

new mothers, and their young children (e.g., Farquhar & Gillett, 2006; Ministry of Health, 

2012; Office of the Controller and Auditor General, 2013). For example, in the Ministry of 

Health’s (2014) Guidance for healthy weight gain during pregnancy fat women are urged to 

lose weight prior to pregnancy, are encouraged to eat healthily (but not for “two”), undertake 

30 min of exercise every day while pregnant, and to regularly weigh themselves and chart 

their gain according to advised pregnancy weight gains. Media institutions have been 

thoroughly engaged in the problematisation of pregnancy fatness, with a plethora of news 
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media stories declaring it a “massive problem” that will harm the future health of children and 

“cost the health system a fortune” (Grunwell, 2011, para. 5). 

Pregnancy fatness as dominant discourse 

The problematisation of fat pregnant (and potentially pregnant) bodies as a health and 

economic crisis that warrants urgent action and intervention dominates contemporary 

understandings. However, this framing is not universally accepted as common-sense. Critical 

scholars writing from diverse epistemological positions have questioned both the “problem” of 

pregnancy fatness and the proposed solutions (e.g., DeJoy & Bittner, 2015; Furber & 

McGowan, 2011; Lindhardt, Rubak, Mogensen, Lamont, & Joergensen, 2013; Mulherin, 

Miller, Barlow, Diedrichs, & Thompson, 2013). For scholars writing from a poststructural 

epistemological frame, contemporary knowledge about pregnancy fatness does not represent 

an objective truth or reality but rather historically and socially specific truths, constituted from 

multiple dominant discourses about health, fatness, reproduction, and mothering (e.g., Jette, 

2006; Tolwinski, 2010; McNaughton, 2011; Warin et al., 2011, 2012; Jette & Rail, 2013) (see 

Chapter 2 for a full discussion of the problematisation of pregnancy fatness).  

Dominant discourses, from a poststructural perspective, are the practices of knowledge 

production which, through existing power relations, come to constitute truth and meaning, as 

well as producing a range of subject positions or ways of being in the world (Bacchi & 

Bonham, 2014, p. 174) (see Chapter 3 for a full discussion of the poststructural concepts of 

discourse and subjectification). A large body of feminist research has pointed to the dominant 

discourses implicated in the construction of women’s reproductive bodies as defective, 

deviant, and dangerous in Western medical knowledges and the resulting medicalisation and 

social policing of pregnancy (e.g., Lupton, 2012a; Ruddick, 2007; Young, 2005).  

Scholars have also pointed to the discursive influence of neoliberal politics in contemporary 

meanings about pregnancy fatness, with its emphasis on citizen’s individual self-management 
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for health and social wellbeing (Miller & Rose, 2008, p. 79). Feminist scholars have pointed to 

the ways in which neoliberal politics segue with a long-standing tradition of pregnancy-

policing and mother-blame for health and social problems in Western nations, working to 

responsibilise mothers for the health of their children, indeed for the health of the nation, all 

the while constraining families’ material resources (see Chapter 2 for a more detailed 

discussion of the gendered implications of neoliberalism). The greatest burden for this has 

been shown to be borne by those mothers most marginalised through raced and classed 

inequalities (e.g., Friedman, 2015). 

Dominant discourses are described as “omnipresent and yet often invisible” constituting the 

subject by providing the conditions for her existence and constraining her options for action 

(LaFrance & McKenzie-Mohr, 2014, p. 5) (see Chapter 3 for a more detailed discussion of 

dominant discourses). The dominant discourses constituting contemporary knowledge about 

pregnancy fatness are argued to script women’s bodies in deeply pathologising and oppressive 

ways as abject, threatening, and burdensome, severely constraining fat pregnant peoples’ 

possibilities of being by constituting a disempowered, pathological, indeed a monstrous 

subjectivity (Ussher, 2006) (see Chapter 5 for discussion of dominant maternal obesity 

discourses). Scholars have pointed to the ways in which fat pregnant people take up this 

monstrous subjectivity.  

Through a pre-emptive biopolitics, fat pregnant people seek to reduce the harm their bodies 

pose to their babies.  Participants described anxious engagement with a range of self-managing 

practices aimed at weight minimisation and control along with acquiescence to the intense 

surveillance and medicalisation of their pregnancies and births (see Chapter 6 and 7 for a 

discussion of self-governing practices). However, despite their efforts, fat pregnant people 

describe the impossibility of controlling their bodies and their resulting decline into a vicious 

cycle of struggle and negative self-regard (see Chapter 6 and 7). As the monstrous maternal 
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subject of fat pregnancy, women describe feeling as though they have hurt their babies and 

burdened society, resulting in a deeply negative affectivity and compromised health and 

wellbeing as they embark on parenting their new baby (see Chapter 6 and 7 for an exploration 

of this claim). 

Talking back: Negotiating and resisting dominant discourse 

Critical scholarship has been essential for understanding the ways in which women are 

oppressed and harmed by the dominant discourses that constitute the problematisation of 

pregnancy fatness, helping to unsettle the presumed naturalness and fixity of its claims about 

fat women’s bodies (Bacchi, 2012, p. 7). However, we contend that it is equally essential to 

understand the ways in which women are engaged in efforts to negotiate and resist these 

dominant discourses in order to produce counter-knowledge that offers new (and less 

oppressive) meanings and possibilities for being (Davies et al., 2006, p. 89) (see the end of 

Chapter 3).  

As I have explored in Chapter 3, the poststructural subject constituted through and regulated 

by discourse represents a rejection of the agentic liberal humanist/neoliberal subject assumed 

to be “unitary, rational, and centered,” in control of her own subjectivity and destiny (Davies 

et al., 2006, p. 89). Constituted through discourse, the poststructural subject cannot simply 

make the rational choice to be someone or something else. However, this is not to say the 

poststructural subject is always simply a passive recipient of dominant discourses and cannot 

be agentic in forming resistances. Rather, poststructuralism describes a “radically conditioned” 

agency, realised through the capacity of the subject to recognize their discursive constitution 

as “historically specific and socially regulated” and thus able to be questioned and challenged 

(Davies & Gannon, 2011, p. 318). As Butler (1994) writes: 

[T]o claim that the subject is constituted is not to claim that it is determined; on the 

contrary, the constituted character of the subject is the very precondition of its agency. 
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For what it is that enables a purposive and significant reconfiguration of cultural and 

political relations, if not a relation that can be turned against itself, reworked and 

resisted? (p. 46) 

Butler (1997) theorises the poststructuralist subject as able to be reflexive and ambivalent in 

response to the subjectifying effects of discourse and power. Through the reflexive gaze 

turned on discourse, the poststructural subject can play with discourses—working to disrupt 

and resist discourses, refusing to take up the positions implied by dominant discourses, using 

discourses in clandestine ways, and producing counter-discourses (Foucault & Deleuze, 

1977; Georgaca & Avdi, 2012). The task of critical research becomes to unsettle and clear 

away oppressive discourses so that those oppressed by them might have space to speak up and 

begin to define themselves through their counter-discourses (Foucault & Deleuze, 1977, p. 

208).  

Discursive resistances in all their forms then are a political act, challenging and disrupting 

dominant discursive framings in order to expand the boundaries of knowing and being. This is 

not to say, however, that resistance to dominant discourse and its subjectifying power results 

in the production of counter-knowledge and the movement to a new and liberated subjectivity 

in a straightforward or easy way. Because dominant discourses operate as taken-for-granted 

truths and norms that are taken up as the subject’s own beliefs and values through the process 

of subjectification and are impelled with affectivities, they can be difficult to identify and 

challenge (LaFrance & McKenzie-Mohr, 2014, p. 9). As a result, dominant discourses are very 

good at assimilating opposition such that when discursive resistances do emerge, they can be 

easily co-opted, heard, and understood in reference to dominant discourses (LaFrance & 

McKenzie-Mohr, 2014, p. 10). The production of counter-discourse also requires a careful 

consideration of power because whilst it can be liberating, it can also exact its own 

oppressions and risks, such as increasing the vulnerability of subjects in places where 
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subscription to culturally acceptable narratives is strongly enforced. The challenge then is to 

hold the political potential of discursive resistance in opening up new possibilities for knowing 

and being, whilst also abandoning “any fantasy that counter-stories will emerge fully 

articulated, be universally helpful, and hold power to silence oppression once and for all” 

(LaFrance & McKenzie-Mohr, 2014, p. 11). 

Rather discursive resistance should be understood as a messy, often frustrating, and always a 

partial process of deconstruction and decomposition in which the poststructural subject is 

simultaneously both the ongoing effect of dominant discourse whilst also attempting to 

dismantle it (Davies et al., 2006, p. 100). As such, counter-discourses will not necessarily 

emerge as grand narratives of transformation but might begin with small, tentative moments or 

“tendrils” of resistance to oppressive meanings (LaFrance & McKenzie-Mohr, 2014, p. 11). 

Because of this, some poststructural scholars have suggested that negotiation with dominant 

discourses rather than outright resistance might be a more available and common strategy, 

particularly in discursive contexts that are particularly constrained or embedded such as within 

health and justice institutions (Day, Johnson, Milnes, & Rickett, 2010; Raisborough & Bhatti, 

2007; Sykes & McPhail, 2008).  

This is not to say, however, that the act of negotiation can’t be agentic and empowering by 

creating small openings that can grow into bigger opportunities for change. One of the tasks of 

feminist scholars seeking to support women’s resistance to and transformation of the 

oppressive meanings and conditions of their lives then becomes to support and nurture such 

“sapling forms of counter-storying” in order that they may grow to displace the foundations of 

oppressive dominant discourses and open up new spaces for being (LaFrance & McKenzie-

Mohr, 2014, p. 11). 
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Methodology 

The findings reported here were part of a wider research study asking how the 

problematisation of pregnancy fatness shapes fat women’s emerging maternal identities and 

embodied practices and the resulting impact on their health and wellbeing; findings are drawn 

from semi-structured in-depth interviews with 27 ethnically diverse, cis-gendered, self-

identified fat pregnant women and new mothers in Auckland, New Zealand undertaken by the 

first author, who herself was visibly pregnant at the time and has the lived experience of 

fatness. Participants’ self-identified fatness was considered important in order to neither 

reproduce nor affirm reductive and pathologising medical classifications of fatness. To this 

end participants’ weight was not collected nor reported.  

Basic demographic data was collected, including ethnicity, occupation, number of children, 

where those children were born (home, hospital, birthing unit), the type of birth (spontaneous 

vaginal, vaginal assisted, and caesarean section etc.), and the primary caregiver involved. 

Answers to these questions varied widely. Of note was that most participants already had a 

born child/children and were describing a current or recent past pregnancy/pregnancies. This 

suggests a greater readiness for reflection amongst those who were further through their 

reproductive experiences. Birth outcomes varied widely with a mix of normal vaginal and 

medically-assisted (instrumental and caesarean section) births.  

Interviews were undertaken as caring conversations. This describes an approach to research 

interviews in which the researcher grounds her practice in an ethics of care and concern for the 

wellbeing of participants. The goal is to create a warm, open, and comfortable space which is 

not only productive in terms of gathering research data but also opens up the potential for a 

“healing dimension” to the research (Frid et al., 2000, p. 701). By emphasising relationality 

and care in the research encounter, the researcher seeks to offer a counterpoint to neoliberal 
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logics in which women are separated, blamed, and shamed, offering participants a pathway to 

the articulation of discursive resistance and counter-discourse (Lee, 2012).  

Prepared transcripts were analysed using a form of poststructural discourse analysis with a 

particular interest in problematisations, subjectification, and governmentality (Arribas-Ayllon 

& Walkerdine, 2008). This theoretically-driven method of analysis is a course-grained 

discourse analytic approach (as opposed to “fine-grained” linguistic approaches), interested in 

identifying the discursive objects constituted as problems in the research text and their effects. 

The researcher asks under what circumstances and by whom are aspects of participants’ 

bodies and selves rendered problematic, and therefore visible and knowable, what truth claims 

are made on behalf of that problematisation, what subject positions are offered up, and how 

the subject fashions and transforms themselves in response to these. This approach to 

discourse analysis is interpretive and primarily aimed at cultural analysis and critique in order 

to question taken-for-granted realities and open up other possibilities for being. The goal is not 

to represent participants’ experiences in a “straight forward and transparent way” but rather to 

interpret participants talk in ways that reveal the discursive influences on subjectivity 

(Weatherall et al., 2002, p. 533). 

Analysis of our participants’ stories identified two key sites of discursive resistance to and 

negotiation with the dominant discourses that have constituted the problematisation of 

pregnancy fatness and a monstrous subjectivity for fat pregnant people. Below we explore 

these sites in which participants talk back to and wrestle with the construct of their fat 

pregnant bodies as unhealthy and poorly managed and as incapable of safely and easefully 

birthing their babies. We then discuss how these forms of resistance help open up new 

discursive spaces and possibilities for the production of counter-knowledges about pregnancy 

fatness that lead to more peaceful embodied maternal subjectivities. 
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“Don’t judge a book by its cover”: Resisting fatness as poor maternal health 

Although the dominant discourse of poor health and a failure of self-management permeated 

participants’ experiences of themselves and their practices as mothers-to-be, our participants 

nevertheless found room to resist and articulate counter-discourse about their healthiness in 

the context of their pregnancies. Participants exercised the “radically conditioned agency” 

(Davies & Gannon, 2011, p. 318) imagined of the poststructural subject by recognising the 

discourses at play in constructing their bodies as unhealthy and inactive and questioning and 

challenging these meanings as they encountered them in the course of their maternity care. As 

Talia, for example, reflected: 

It’s just, I think it’s very stereotypical, the way especially doctors they just view you 
and that’s it, they don’t want to go beyond, they don’t want to go further, they just see 
you as “ok, you’re fat, let’s…let’s sort that out first” rather than “ok, well how about 
we look within” and you would see that I’m actually a really healthy person apart 
from this, you know. 

Stacey was similarly aware of and resistant to the problematisation of her body as unhealthy 

and inactive, when these meanings were deployed during her first encounter with her midwife. 

Stacey questioned her midwife’s assessment of her health which, “in one quick judgment 

without any discussion about any other things about my lifestyle” led to an assumption that she 

would not be able to achieve her planned homebirth. Like Talia, Stacey questioned and 

challenged the discursive constitution of her fat body as inherently problematic in relation to 

her pregnancy, asserting that she was “actually a healthy person.” Alice also resisted the 

discursive construction of her fat body as unhealthy and inactive and troubled the idea that the 

singular measure of a person’s weight could ever be an accurate indicator of their health: 

They [health professionals] don’t look at the individual, they just make assumptions 
based on what we look like, that we are going to have health issues, that we are going 
to have high blood pressure, when, for me, anyway, that’s not the case, a number on a 
chart isn’t my health, I mean I’m very healthy. 
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Resisting the idea that their weight marked poor pregnancy health, participants produced 

counter-discourses in which they described their bodies as fit and healthy despite their weight 

and emphasised the absence of weight-related illness. Tui, for example, described herself as 

“pretty fit and well, generally.” Acknowledging she was overweight, Tui countered that she 

had never had any health complications because of her weight nor found that it had stopped 

her from doing anything, describing herself as “still very active.” Likewise, Kahu also 

described her body as fit and active despite her weight: 

No, I mean I’m a fatty, there’s no doubting it, but I don’t feel like I need a fricken gas 
mask to get through the day, or constant visits to the doctors because I’m in pain 
because of my weight, I’m mobile, I’m quite active, I’m in full-time employment, what 
more can you want? 

Talia also acknowledged she was fat, laughing that “yes I know I’m fat, I’m not stupid” but 

countered that she also knew she was healthy and active, and that “everything in me was 

working ok.” It is interesting to note that participants could not articulate counter-discourse 

about their health and fitness without first addressing their fatness. The “heaviness” of the 

construction of pregnancy fatness as a problem meant their fatness could not be completely 

disregarded. Rather, participants created discursive spaces for resistance by first admitting to 

their fatness as an undesirable state but asserting their health and fitness in spite of it. Maia, 

for example, countered her midwife’s dire predictions for pregnancy complications due to her 

weight by acknowledging her fatness whilst also dismissing its association with poor health: 

I remember saying to my husband and others, I’m just fat, I’ve got really good genes, 
you know. I don’t have diabetes, I don’t have high blood pressure, I don’t have 
anything, I’m just overweight, I don’t have high sugar levels, I don’t have high 
cholesterol. 

Some participants struggled to carve out enough counter-discursive space in which to 

articulate healthy identities and instead found ways to negotiate with the problematisation of 

fat pregnancy by claiming health in much more tentative ways. These participants tended to 
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accept that their fatness compromised their health during pregnancy but pointed to the ways in 

which they were at least healthier than others. Isabelle, for example, drew a parallel between 

herself and a “seriously unhealthy” fat man she saw at the bus stop. In doing so, she created a 

discursive space in which she took up the problem of her fatness describing her work to 

remedy it through self-managing behaviours, whilst also negotiating her health as “not that 

bad” compared to those who are fatter: 

I walked past this guy yesterday, and he was just sitting at the bus stop and was huge, 
and he had this huge belly and he was smoking and he had a pipe in one hand, and he 
was just revolting, that to me is obese, its obscene, and it just made me feel yuck 
because he was clearly seriously unhealthy, and here’s me, I’m overweight, I’m 123 
kg, way bigger than I should be but I don’t see myself as that big fat man in the bus 
stop, you know, I’m out walking and looking after myself, and eating healthy. 

Emma, too, tried to negotiate her health by comparison. Emma emphasised her own health 

seeking practices: “I was doing everything I could do, I was eating so healthily, I was 

researching everything, all I would do was go to work and come home and rest,” and 

contrasted these with pregnant people who she knew were “taking drink and drugs during their 

pregnancy” and were thus were much less entitled to make a claim to pregnancy health than 

she was. 

As well as producing counter-discourses about their healthiness, participants also undertook to 

create discursive space as healthy maternal subjects by questioning and expanding the 

meaning of pregnancy health. Kahu, for example, pointed to her own mum, a 6ft something, 

“big woman” who “can run up and down netball courts like there’s no tomorrow” asking “is it 

healthy because she can run or is it unhealthy because she’s fat? I don’t know, but that’s it, 

what is healthy?” Stacey also questioned the meaning of health, describing health and 

wellbeing as subjective and as a state of flourishing “on the inside”: 

I just think that you can live a healthy, you know, a healthy in inverted commas, cause 
that means different things for different people, but that you can look after your body 
and do good things for your body, move it good ways and fuel it with good things and 
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still, um, and still be considered to be an overweight or obese person. So, from the 
outside that they might just consider that you’re unhealthy, because of what you 
appear on the scales, or physically to be, but you can actually be healthy on the inside. 
You know, your body is healthy, or everything is functioning well, and you’re growing 
a good healthy baby. 

Expanding the meaning of pregnancy health as a holistic state that extends beyond physicality 

to include emotional, mental and spiritual health, was a creative and effective strategy of 

resistance for participants. Mere, for example, described health as determined by things that 

“keep you healthy minded,” feeling happy, and not being stressed. Finding their own happiness 

was described as central to participants’ experience of healthiness. For Hana, her happiness, 

and thus her healthiness, was drawn from the connectedness of close and caring relationships 

rather than her physicality: 

I don’t think it comes down to, yeah actually being healthy does not come down to 
being a certain weight, or doesn’t add up to what you eat, for me, being healthy is 
being happy, and that factors into a lot of different things. It’s having a good family 
life, it’s just got nothing to do with weight. Cause you can be, I can be this size and be 
quite happy, and feel healthy, it’s not . . . there’s a lot of big people out there who are 
quite healthy. 

Jasmine counter-discoursed health as a state of having a positive body image and self-regard, 

and thus not being a war with herself, “being healthy is being happy in your own skin.” Eva 

also described how coming to accept her body was critical to carving out a space for seeing 

herself as a healthy person capable of growing her baby: 

I’ve always been a bigger girl, so I thought maybe this is just how I’m supposed to be, 
this is how my body functions, it can cope at this size, I know that kind of sounds like a 
bit of an excuse but, and it’s not like I ate badly, it’s not that I didn’t exercise. 

Despite participants’ exercise of agency through their discursive play with the meanings of 

healthiness, it is important to note that these discursive resistances did not constitute an escape 

from the oppressiveness of dominant discourses about pregnancy fatness, nor a recovery of 

their damaged maternal subjectivities in any direct or straightforward way. As Eva’s quote 
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above demonstrates, participants’ discursive resistances, whilst often strongly articulated, were 

still partial and messy. They constituted sapling forms of resistance that were part of an on-

going process of engagement with the dominant discourses of fat pregnancy which 

participants were simultaneously both constituted by and finding ways to resist (LaFrance & 

McKenzie-Mohr, 2014). Eva simultaneously described her acceptance of her larger body and 

belief in its capacity to grow and birth her child whilst clarifying that she was “not making 

excuses” for herself, retaining responsibility for herself as a “healthy” maternal subject by 

eating well and exercising. Likewise, Hana described her struggle as she simultaneously took 

up and resisted the dominant discourses that frame her fat pregnant body as unhealthy: 

Oh, I’m actually having a bit of a struggle with myself in my head because on the one 
hand I’m like, I’m torturing myself being like, I need to be in better shape, before I get 
to the birth, and then on the other hand I’m going, hang on, cut it out, you’ll be fine, 
there’s nothing, nothing wrong with you. 

Further, while participants made attempts to reclaim and redefine the meanings of pregnancy 

health in order to make space for their fat bodies, the primacy of healthiness as an expression 

of maternal care and responsibility during pregnancy proved much harder to resist. We found 

few examples where our participants outright resisted the pursuit of healthiness as a core task 

of pregnancy. At best, some participants resisted the idea that women should carry sole 

responsibility for the health of their future children and asked what political forces were at 

play in this construction. Mere, for example, observed: 

See the woman has to be healthy, but your partner, they don’t have to do anything. And 
it’s like, why is that? I mean they’ve got sperm and we’ve got eggs, fifty-fifty eh? I just 
can’t figure it out, males can be the unhealthiest people in terms of what they eat, drink 
smoke, things like that. And it’s like why is it that women have to have all those 
requirements on them. 

Alice traced a relation between the responsibilisation of pregnant women for health and the 

neoliberal political economy with its focus on productive “healthy citizens”: “Basically to me, 

it is about control, we’re trying to control women, and say right, you need to be a perfect, 
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healthy environment for this baby, otherwise this baby isn’t going to be a good citizen for our 

country.” 

“I showed them though!”: Stories of positive birthing and healthy babies 

When participants’ experiences of giving birth did not align with the dire predictions 

prescribed within the problematisation of pregnancy fatness, participants used their birth 

stories to “talk back” to these oppressive discourses (hooks, 1989, p. 129). Speaking for 

oneself, in the face of being spoken for and about, can be understood as counter-discourse, 

and represents a practical form of resistance to oppressive power in our lives (Foucault & 

Deleuze, 1977, p. 214). It is a “gesture of defiance,” an act of speech that signals “the 

movement from object to subject—the liberated voice” (hooks, 1989, p. 9). Participants whose 

pregnancies and births proved uncomplicated and easeful adopted a strongly ambivalent 

stance toward the problematisation of pregnancy fatness, narrating animated stories about their 

fat bodies’ strength and capacity to grow and birth their babies. Alison, for example, took 

great satisfaction in storying her easeful pregnancy and birth in defiance of predictions of 

complication and risk: 

Yeah, so no complications with the pregnancy, it all went well. I was eight days late 
and I got booked in to be induced, and I had her the day before I was going to be 
induced, four-hour labour, popped her out, 15 minutes of pushing, no drama at all. So 
yeah, all this “oh no, this might happen and you’re going to have to do this because 
you’re overweight.” Nothing! 

Lisa also took pleasure in telling her story of the quick and easeful vaginal birth of her baby in 

the toilet of her hospital room as she was being prepared for the caesarean section she had 

been told she would need because of her weight: 

I got my own back anyway (laughs), that’s kinda what I thought afterwards, like “ha 
ha ha, tell me I can’t do it.” You know because the hospital was saying it was going to 
be so difficult and a caesarean, and the hospital midwives were there, and the 
obstetrician was on his way and it was just like all of a sudden it was over and she 



194 

[midwife] was still filling out the paperwork and I was on the toilet going “he’s here, 
hello?” 

In the face of dire predictions about her ability to safely give birth at her weight, Alice had 

engaged in self-managing practices throughout her pregnancy so she would be able to stage a 

defence when presenting to the hospital in labour:  

I tried to stay healthy, and exercised all the way, like I walked a lot and tried to do as 
much as I could so that if they questioned me on it I could be like, I’ve done all this 
and my blood pressure’s fine. 

However, Alice’s experience of giving birth was in fact quick and easeful which she noted 

was counter to the “official story” of pregnancy fatness:  

I sort of got to the hospital and they were ok, well we’ll see how you go and left me in 
the room and when the doctor arrived I was 9 cm and then it was all over, and you just 
don’t hear that with large women, that sort of experience. 

Alice also drew on her postnatal experience to counter the construct of her fat body as posing 

a risk to her children’s future health: 

They were always like your weight is going to affect the baby, and you’re going to 
have a child whose overweight and I mean from my experience my children are all 
perfectly where they should be, they weren’t giant babies, they weren’t like any of the 
scaremongering that you hear. 

Weighing up the mismatch between the dire predictions of pregnancy and birth complications 

and their actual birth experiences, participants “talked back” to the imposition of medical 

surveillance and management of their pregnancies. Rather than securing a healthy outcome for 

mother and baby, the medical management of pregnancy fatness was cast as having iatrogenic 

effects, or in simpler terms, causing more problems than it solved. As Kahu described: 

When I went in [to the hospital] I was 7 cm dilated, and I was in labour for about 3-4 
hours and then I popped him out. So, I wonder is there meant to be drama or are they 
just assuming that because you are fat, well because you’re fat you’re going to have 
more problems, is that it? That’s stupid, they just end up making the problems. 
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Following the birth of her healthy, normal weight baby, Maia questioned the need for the 

repeated growth-related ultrasound scans during her pregnancy ordered by her maternity 

carers who were concerned about the size of her baby:  

I was happy to go have those scans if they told me I needed them, don’t get me wrong. 
But I personally didn’t expect to have a large baby and I didn’t. So, were they really 
necessary? I don’t think so. 

Likewise, Leilani questioned the justification for her maternity carers’ insistence that because 

of her weight she needed to birth at a major hospital some distance from her home rather than 

her local birthing unit as she had wished. Leilani’s labour ended up being straightforward, 

leading her to weigh the costs of having been removed from her support networks to give birth 

in an unknown highly medical setting, against what seemed very little benefit: 

Well you always want to be in the best place for you, and you know that’s what they 
[midwives] said to me was the best place but after experiencing the normal birth, 
which to me was just like everybody else, I thought, you know, we could have done this 
at the birthing unit, and my husband would have been able to stay and I would have 
got a lot more support with breastfeeding and family coming in, we could have done 
things together. 

Again, the partialness of our participants’ resistances is evident here. While both Maia and 

Leilani called into question the benefit afforded by the medical management of their fat 

pregnant and birthing bodies, they still wrestled with their desire to have done everything they 

could to ensure their babies’ wellbeing. This highlights the power of maternal care and 

concern as an affective force in women’s acquiescence to, and taking up of, the dominant 

discourses that constitute the problematisation of pregnancy fatness even in contradiction to 

their own counter-knowing. Lisa, for example, who “talked back” about easeful birthing and a 

healthy baby, reflected that she should she become pregnant again she would still likely 

submit to the medical surveillance and control of her pregnancy: 
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And after all I went through, I think that even if I got pregnant again, that I’d still do it 
all, because I would have hated something to have happened to my baby that could 
have been avoided if you’d had the scan or had the blood test. 

The power of birth narratives as a form of resistance was not just confined to those 

participants whose births were easeful and uncomplicated. Some participants whose births did 

prove complicated, and who did require medical interventions to birth safely, still used their 

birth stories as a form of resistance to the problematisation of their fatness but in different and 

more tempered ways. Regardless of the complications that arose during their pregnancies and 

labours, and the extent of medical involvement in managing these complications, these 

participants still marvelled at the capacity of their bodies to grow and birth their babies, and to 

recover afterwards. Jasmine, for example, ended up needing a caesarean section after a 

difficult labour but was proud of her body’s quick recovery, noting how it confounded the 

assumptions made about her fatness by her maternity carers: 

After the caesarean, I was up walking around that afternoon, in the shower, so I think 
there was an expectation that I would stay in bed, just because of my size, but I sort of 
had, even the anaesthetist coming in and going “oh I heard you’re up?” and I was like 
“yeah, it’s fine,” I just wanted to have a shower, I just recovered very quickly. 

Likewise, Emma went on to develop severe complications later in her pregnancy resulting in 

prolonged hospitalisation and a highly medically managed birth. However, as in the opening 

quote to this chapter, Emma was ultimately proud of what her body had been capable and of 

confounding her doctors’ negativity about her ability to carry a baby, “And you know the thing 

is they treated me like I was doing something wrong, but it can’t have been wrong, my body 

did it!”.  

Another strategy of resistance we noted in the birth stories of participants whose pregnancies 

and labours were medically complicated was to question the effects of fat stigma in 

compounding or even potentially creating some of the complications which were then ascribed 
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to the fat body itself. We think Lily’s story provides a powerful exemplar of participants 

negotiation with, and resistance to, fat stigma (and its implications) in their maternity care: 

At 38 weeks she turned breech and I checked into the assessment unit to get her turned 
and while I was there they did all the basics – the pee, and blood tests and all that, and 
they decided that I was looking pre-eclamptic30, and I don’t know what made them 
think that but I have a hunch that it was partially because I was a larger woman, it was 
the height of summer, I had very slightly swollen ankles, and they kept going “look 
how swollen they are!” and I was thinking, hmm, they’re really not that bad. I ended 
up checking myself out on the understanding that my brain could explode and kill me 
and my baby. But you see I’ve kind of been big all my life and something that I’m quite 
aware of in the back of my mind is that I’m perceived differently, and I just had the 
feeling that well I ticked the boxes, and they were looking at me and that’s what they 
expected to see, so that’s what I’m going to see whether it’s there or not. 

However partial and tempered, participants’ counter-stories did prove agentic and 

empowering. Participants described how their new insight into their bodies capacity to grow 

and birth their babies, and of the limitations and fallibility of medical and midwifery care, 

opened-up possibilities to de-emphasise their weight as a defining aspect of their pregnant 

embodiment and for the movement toward a more positive and peaceful maternal subjectivity. 

Stacey, for example, tentatively described how her positive and easeful birthing experience 

was a step toward the restoration of pride in her body with the new insight of what it was 

capable of: 

I do feel good that I was able to give birth, I don’t know, yeah, I guess it gives you a 
sense of your body, a sense of something, hmm, function almost? That you did it, that 
you did something that you wanted to do and that it was something that you could do. 
And that even if you had a large body, your body still did it and did it well. I feel that, I 
feel good. I guess it’s a sense of something more important than just how much you 
weigh on the scales. 

Likewise, Kahu drew on her body’s capacity for birth to at least partially restore her maternal 

subjectivity, “I’m not the best mum on earth, but I did it [gave birth] without help, and I think 

 
30 Pre-eclampsia is a condition that only occurs in pregnancy, the main feature of which is high blood pressure. In 
most cases pre-eclampsia is mild however it can develop into a serious and life-threatening illness. 
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I’m doing an alright job.” Other participants described a new sense of agency and 

empowerment as the recipients of health care. Newly reflexive about the limitations of 

medical knowledge about her fat body, Emma vowed to be much less tolerant in the face of 

fatphobic treatment and attitudes in future healthcare encounters and to question medical 

certainties about her body: 

If there’s anything that I don’t think is ok I’ll say because I know now that they don’t 
always get it right, and that there actually isn’t anybody advocating for my best 
interests, they’re just trying to do what’s easiest, or what’s procedurally right. 

Kahu, reassured by her body’s capacity for an easeful birth, described her determination to 

give birth where she wanted to in her next pregnancy:  

Oh, put it this way, when the time comes, I will go to [birthing unit] regardless, . . . [I] 
mean what can they do? Turn me away? In my head, I probably shouldn’t say this 
word but when push comes to shove, I’m going to be a bitch about it, and I’ll go where 
I want to.  

Other participants described a determination to pursue a more peaceful and contented 

relationship with their bodies grounded in the new knowledge of their body’s strength and 

capacity. Alice, for example, described her determination to claim happiness for herself as a 

fat person and reject negative discourses about her body and health where possible:  

There’s sort of this whole, you can’t be fat and happy, we don’t want to see fat happy 
people, you’re supposed to be miserable…[B]ut it’s like well, I am happy, I’m active 
and I eat well and what else has it got to do with you? 

Discussion and conclusion 

As we have demonstrated, fat women are not all simply the passive recipients of the dominant 

discourses that problematise their pregnant and birthing bodies and constitute them as failed 

maternal subjects before they have even held their babies in their arms for the first time. 

Rather, fat women are engaged in a range of nuanced and creative strategies of resistance in 

which they attempt to negotiate with and counter these dominant discourses in order to tell 
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their stories of pregnancy and birth in more affirming and helpful ways. In particular, we have 

demonstrated how fat women’s strategies of negotiation and resistance have aimed at creating 

space for fat pregnant bodies to be understood as healthy and nurturing bodies that are fit and 

capable of growing and birthing healthy babies and that centre happiness and positive self-

regard as core determinants of their health. We have also demonstrated the possibilities 

offered by birth stories to “talk back” to regimes of medical and self-management and control 

of their bodies, helping to disrupt the medical “truths” that constitute their problematisation. 

Whilst these resistances did not emerge as fully formed and complete grand narratives of 

transformation and betrayed an on-going subjection to the dominant discourses of fat 

pregnancy, these resistances are not without effect (LaFrance & McKenzie-Mohr, 2014). As 

we have shown, participants’ discourses of resistance and negotiation helped to foster a sense 

of agency and empowerment, opening up possibilities for transformation and change at the 

level of the individual subject. Participants were shown to take tentative steps toward the 

recovery of their maternal identities, finding small spaces for positive self-regard as new 

mothers and a determination to shape their future healthcare encounters. 

In addition, we contend that by fracturing the certainty of medical knowledges about pregnant 

fatness, our participants’ resistances also open up spaces for the production of counter-

knowledge, with the potential to challenge discourses that construct fat maternal bodies in 

harmful and oppressive ways. But what form might this counter-knowing take? We suggest 

that a counter-knowledge of pregnancy fatness first demands a re-examination of current 

approaches that elevate the “problem” of fat and that emphasise the importance of fat pregnant 

people’s submission to regimes of self and medical management as an expression of good 

mothering. As we have demonstrated, such approaches are not productive in producing 

healthiness and positive self-regard for pregnant people and new mothers. A counter-

knowledge of fat pregnancy could instead open up the possibility of de-centring weight as a 

pregnancy health issue in order to create space for more effective strategies for securing the 
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health of pregnant people and their future children. Such strategies could draw on a much 

more holistic and just concept of health, one that incorporates attention to spiritual, emotional, 

and mental health alongside its physical dimensions, and emphasises shared responsibility and 

access to the material conditions needed to secure healthy pregnancies.  

Such strategies would also insist that fat pregnant people be treated with dignity and respect, 

replacing approaches to pregnancy health that produce blame and shame with those that 

promote care and celebration. As Talia imagined: “Well I think . . . I think women getting 

pregnant should be celebrated, like it’s one of the most natural exciting things that humans 

can possibly do.” Within this counter-knowledge, fat pregnant peoples’ motivation for healthy 

pregnancy and birth could be revalued as a resource to be harnessed, rather than negated and 

dismissed. This could be achieved through an affirmation of the capacity of fat bodies (indeed 

all bodies) for healthy reproduction through the offer of positivity, encouragement, and 

individualised support to help achieve pregnant people’s own health goals. In Nadine’s words, 

“Being positive, encouraging me that I could do this. Not once did I ever hear those words, it 

was never, ever about how I could do this.” 

We contend that this counter-knowledge of pregnancy fatness would help generate 

possibilities for more peaceful and positive fat maternal subjectivities, helping to counter the 

vicious cycle of struggle and negative self-regard precipitated when fat pregnant people are 

placed at war with themselves. As a result, fat pregnant people would have the opportunity to 

embark on parenthood in a positive state of mind, identified by participants as a primary 

determinant of their healthiness. As Leilani described:  

I think being a good mum is a state of mind, not a state of body, when you’re excited, 
and you want to take that baby home. So just don’t judge a book by its cover, weight 
doesn’t make a good mother, state of mind does. 

In turn this would likely significantly enhance the future health and wellbeing of fat mothers 

and their babies, the proclaimed but intractable goal of dominant knowledges that have 
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problematised pregnancy fatness in the first place. Such a shift in taken-for-granted knowledge 

would also represent a challenge to the dominance of neoliberal politics in constituting 

oppressive meanings about human reproduction and birth at this contemporary moment. This 

might in turn create sapling opportunities to pave the way toward a more liveable and 

compassionate politics of birth, one that rehumanises this profound moment in human life and 

insists that the health and wellbeing of mothers and their babies (and thus our future citizenry) 

is a political and collective responsibility, rather than the domain of individual mothers. 
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Part VI: Conclusions 
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Chapter Ten 

Back talk: Concluding discussion 

Moving from silence into speech is for the oppressed, the colonised, the exploited, and 
those who stand and struggle side by side, a gesture of defiance that heals, that makes 
new life, and new growth possible. It is that act of speech, of “talking back” that is no 
mere gesture of empty words, that is the expression of moving from object to subject, 
that is the liberated voice. 

 (hooks, 1986, p. 128) 

It might seem counter-intuitive to start a concluding discussion by addressing what this 

doctoral research has not achieved. However I begin this way in order to rearticulate the 

distinct ontological, epistemological, and methodological goals of critical poststructural health 

inquiry that distinguish it from mainstream research projects in the field. This thesis has not 

determined the “truth” of epidemiological claims that there are a growing number of 

reproductive-age women who are fat. Neither has this thesis wrestled with the application of 

scientific method in order to present an argument about the quality of the evidence base 

underpinning “maternal obesity” from a positivist standpoint. Ultimately I have not 

determined whether there may be reproductive health risks (and costs) associated with the 

extremes of high maternal body weight, just as Jette and Rail (2012) point out, there may be 

risks and costs associated with extremes of very low maternal body weight. In fact, 

determining, a fundamental principle of mainstream western health inquiry, was not the 

originating impulse for this research, is not embedded in the research goals, and does not 

characterise its findings. 

So, what has this doctoral research achieved, what is its contribution to knowledge in the 

health terrain, and how can this contribution hold value and gain traction in the face of 

mainstream health research with its deference to positivism and scientific authority (Rail et al., 

2010)? I begin by revisiting the goals of this research before I address its distinct contribution.   
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Returning to my research goals 

As described in Chapter 1, when I embarked on this doctoral research nearly seven years ago 

to the day, it was to respond to a cultural moment in which the reproductive potential of fat 

women’s bodies was being problematised (indeed catastrophised) as a public health crisis in a 

landslide of research publications, popular media representations, and health policy responses 

(see Chapter 2). I was troubled by the certainty of the claims being made about pregnancy 

fatness, its causes, effects, and solutions and the speed with which maternal obesity discourses 

were being taken up, not only in material changes to health care policy and practice, but in 

accepted socio-cultural truths about fat women, their bodies, and their mothering.   

As I surveyed this cultural moment I was struck by the casual cruelty and degradation of the 

representations of fat pregnant people.31 I was also concerned by the seeming allegiance of the 

dominant discourses of maternal obesity to contemporary neoliberal politics with its emphasis 

on individualism and self-management as the measure of human worth and to gendered, raced, 

and classed tropes about who is fat, why, and the ways in which this constitutes a burden. 

Perhaps most significantly, I was troubled by how this cultural moment represented a 

disturbing amplification and extension of mother blame (see Chapter 2 for a full discussion of 

this concept as elaborated by feminist scholars) by placing pregnant people and new mothers 

at the epicentre of contemporary western anxieties about the obesity epidemic. I wondered 

how this might be experienced, and taken up, in fat maternal identities in harmful and 

oppressive ways, calling into question the logic of health improvement embedded in dominant 

discourses of maternal obesity.   

 
31 An example of this is the use of images of faceless pregnant people sitting on couches clutching burgers and 
fries over their pregnant bellies, and other derogating images of fat pregnant people, that typically accompany 
news media stories about maternal obesity and populate the PowerPoint slides of medical scientists at sector 
conferences (e.g., McCowan, 2015). 



205 

In carving out my own health inquiry, I was therefore seeking not so much to determine the 

truth of maternal obesity, its causes, effects, and solutions but rather to deconstruct and 

complicate those claims about fat maternal bodies and selves constituted as truth through the 

weight of medical scientific authority and the momentum of popular media and policy 

discourse. My goal, as elaborated in Chapter 1 of this thesis and revisited throughout the 

chapters that follow, was to peel back these truth claims. In doing so I set out to ask in what 

ways maternal obesity knowledges are partial, political, have their own set of harmful effects 

manifest in the lives of fat mothers, and, having established their mutability, can be resisted 

and transformed? In other words, as articulated by hooks (1986) in the opening quote of this 

chapter, the originating impulse for this research was to talk back to the problematisation of 

pregnancy fatness as a contemporary truth. To occupy such a method in the context of 

mainstream health research is unabashedly political, the implications of which I discuss later 

in this chapter.  

As I come to the end of this doctoral project, I think it is fair to say that in many ways the 

potency of this cultural moment has passed. Maternal obesity no longer occupies the headlines 

of our major news media sites with such alarmist force. Professor Peter Gluckman is no longer 

the Chief Science Advisor and the Prime Minister he served is no longer in office. Despite the 

promise of forthcoming national maternal obesity guidelines, none have materialised and 

addressing maternal obesity, indeed obesity in general, seems to be less of government priority 

than it was, at least for now. Claiming that the potency of the cultural moment has passed is 

not to say, however, that the phenomenon of “maternal obesity” is a relic. In many ways the 

opposite is true, the problematisation of pregnancy fatness as both reproductive health risk and 

cost, and threat to future health, is now embedded as a socio-cultural common sense, and 

weight-centric maternity care intending to manage these risks and costs is now the norm.   
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Indeed, the embeddedness of the construct of maternal obesity is evident right across 

contemporary maternity care discourse and practice. For example, the physical characteristics 

of a pregnant person, including the trifecta of maternal obesity, age, and smoking, are now the 

default explanation (scapegoat) underpinning most maternity care challenges, from maternity 

service budget blow-outs and waitlists, to a dwindling midwifery workforce, growing rates of 

childbirth interventions, and all manner of day-to-day practice challenges (e.g., Bayer, 2015). 

Body Mass Index (BMI) criteria for access to publicly funded fertility consultation and 

treatment remain in effect, as do BMI cut-offs for access to most primary birthing units. The 

inclusion of obesity as an obstetric referral criteria in the national referral guidelines for 

pregnancy also remains in place, as do all other weight-centric policies and guidelines 

developed in response to the public health crisis framing of maternal obesity as explored in 

Chapter 2. The era in which pregnancy could be enjoyed as a time of release from the pressure 

of gendered and social norms that deify slender embodiment (e.g., Earle, 2003; Williams 

&Potter, 1999) has ended. Pregnant people are now routinely targeted with diet and exercise 

advice while pregnant, encouraged to monitor their weight and restrict weight gain during 

pregnancy, and the medical management of pregnancy fatness as an obstetric risk factor is 

now the norm (see Chapter 2 for a detailed discussion of the problematisation of pregnancy 

fatness). 

Introducing uncertainty 

Returning to my earlier questions, what then is the contribution of this doctoral research if 

dominant maternal obesity discourse is already so embedded in the culture surrounding, and 

care offered to, fat maternal subjects? I contend that the sedimentation of dominant maternal 

obesity discourse means that the task to excavate and trouble the logics underpinning it, and 

thus to introduce some uncertainty into these knowledges, becomes more urgent than ever. 
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Below I discuss three key logics underpinning the problematisation of pregnancy fatness that 

are troubled or destabilised by the analytical work presented in this thesis: 

1. Maternal obesity knowledges are objective, value-free, and unequivocal 

The analytical work presented in this thesis challenges the scientific authority of contemporary 

claims about maternal obesity as “pure” forms of knowledge that are objective, value-free, and 

unequivocal. Rather, the claims made about fat women’s bodies, and the ways in which these 

knowledges are taken up in media representations, maternity care policies and practices, and 

in the identity work of fat maternal subjects have been shown to be highly inflected with 

social, cultural, political, and economic values, assumptions, and ideas. Getting inside these 

knowledges to see how the social and political has shaped what can be known about fat 

maternal bodies reveals dominant maternal obesity discourse as a partial account of pregnancy 

fatness and its relationship to maternal health, one that highlights the power dimension of 

knowledge construction in health inquiry (Rail et al., 2010).   

For example, in Chapter 5, I distilled two dominant discourses “bad for baby” and “burden of 

care” embedded in the problematisation of pregnancy fatness that reveal the influence of 

gendered constructs of good mothering and neoliberal values of responsible citizenry in what 

can be known about and experienced in relation to pregnancy fatness. I demonstrated how 

social constructs of maternal responsibility for fetal health (and thus of being fat as a failure of 

care) and the neoliberal political value placed on small citizenship (in which an individual tries 

to minimise the care they need from systems and services) were embedded in the care offered 

to participants, and in how they came to make sense of themselves as fat. I also demonstrated 

how these discourses were taken up in their maternal subjectivities in oppressive and harmful 

ways as “failed mothers” and a “waste of space” who were not worthy of their babies, nor of 

dignity, respect, care, and support.   
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In Chapter 8, I incorporated the principles of intersectionality to extend my analysis and 

demonstrate the influence of racist colonial and eugenic projects, alongside gendered 

mothering constructs and neoliberal politics, in the shaping of contemporary knowledges and 

practices that constitute pregnancy fatness as a problem. I have demonstrated how this has 

specific oppressive effects on fat Māori and Pacific women amplifying longer standing 

institutionally racist ideologies that position Indigenous and other women of colour as 

undesirable for reproduction and unwelcome in the health care system.  

By demonstrating the influence of social and political forces on the scientific evidence 

underpinning maternal obesity knowledges, the innocence of this phenomenon, its occurrence 

at this particular moment, and its intentions are called into question. A much more complex 

picture of maternal obesity emerges whereby the wholesale embrace of the phenomenon in 

popular media, health policy, and maternity care practice must be challenged.  This research 

points to the importance of critical qualitative perspectives to confront the partial and 

politicised account of pregnancy fatness that has taken hold as a contemporary certainty. The 

infiltration of maternal health care discourses and practice by oppressive, indeed destructive, 

neoliberal politics and subjectivities has been illuminated. Critical health scholars are 

challenged to disentangle meanings of reproductive health from neoliberal and gendered 

politics and “flesh” out much more holistic and just understandings about the relationship 

between body weight, pregnancy, mothering, and health (see the discussion on transformation 

below). 

2. Maternal obesity interventions should be a public health priority 

Regardless of one’s epistemological position on the scientific authority underpinning maternal 

obesity, this research introduces uncertainty into the idea that efforts to address it should be a 

public health priority. The logic that underpins maternal obesity interventions is to “break the 

cycle of obesity” (Catalano & Ehrenberg, 2006, p. 1131) by engaging fat women in efforts to 
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lose weight prior to pregnancy, minimise their weight gain during pregnancy, and actively 

prioritise weight loss following pregnancy. Maternal health care has taken up this challenge by 

introducing so-called life-style interventions including diet and exercise counselling and 

regular weight gain assessment at antenatal visits. The analytical work presented in this thesis 

has demonstrated how navigating the problematisation of pregnancy fatness, and the range of 

interventions rolled out in response to it, not only did not improve the health and wellbeing of 

fat women and their babies, but more so had detrimental effects. By tracing these detrimental 

effects on fat maternal subjects the logics of intervening is called into question.  

In Chapter 5, I began to dismantle the idea that the project of maternal obesity (and its 

prescribed interventions) is capable of improving the health of fat women and their babies. I 

have traced how the discursive and subjectification effects of the problematisation of 

pregnancy fatness led to a range of health-harming affects and behaviours. Taking up 

subjectivities as “failed mother” and a “waste of space” unsurprisingly took a physical, 

mental, and spiritual toll on participants’ pregnancies leading to a loss of self-esteem, feelings 

of worry and anxiety, and engagement in self-governing practices with the goal of 

recuperating their maternal identities and securing their babies’ futures.  

In Chapters 6 and 7 I have traced the harmful effects of participants’ engagement in these self-

governing practices which included self-surveillance of their weight gain during pregnancy, 

attempts to minimise pregnancy weight gain through diet control and exercise regimes, and 

acquiescing to the medical management of their pregnancies and births. Participants’ self-

governing practices also included a range of other non-weight related body management 

strategies aimed at off-setting the harm posed by their weight, from footwear choice, 

minimising exposure to cleaning products and other chemicals, and declining pharmaceutical 

pain relief in labour. However, contrary to the logics embedded in dominant maternal obesity 

discourse, these activities were not health enhancing. Rather, participants’ accounts 
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demonstrate the toxic and harmful effects of self-governed action aimed at weight-gain 

minimisation and other forms of body management during pregnancy, a time in which 

women’s bodies are frequently experienced as unruly (Nash, 2012) and when women are 

undergoing significant personal and embodied transition. These harmful effects included 

social withdrawal, comfort eating and other examples of disordered eating, a loss of 

enjoyment in physical activities, and mental distress.   

These findings are synonymous with those of many studies populating the critical obesity and 

fat studies literature (reviewed in Chapter 2) that point to the flawed logic of obesity 

prevention programmes. Whilst ontologically, epistemologically, and methodologically 

diverse, this literature shares a consensus that by legitimising and amplifying the social stigma 

attached to obesity, or in other words, making fat people feel bad so that they engage in often 

ineffective and unsustainable weight loss efforts, the health and wellbeing of fat people is 

actually diminished rather than enhanced by obesity prevention efforts (e.g., Puhl & Heuer, 

2010; Tomiyama, 2014; Tomiyama & Mann, 2013; Wiley, 2012).  

Growing evidence of the futility and harm caused by weight-centric obesity prevention 

strategies has led to the articulation of models of health promotion within fat studies and 

critical obesity studies that are decoupled from weight. Such counter-models include Health at 

Every Size (HAES) (Bacon, 2010), described in Chapter 7, along with other weight-inclusive 

approaches (Tylka et al., 2014) that come from the starting place that fat oppression 

(intersecting with other forms of oppression) will never secure the health and wellbeing of fat 

people. Rather, weight-inclusive approaches recognise the diversity between sizes and shapes 

of bodies as normal and that health is multi-dimensional and should be promoted through a 

holistic approach. Weight-inclusive approaches are also overtly political, committed to 

addressing weight stigma and other forms of discrimination in health care, and to increasing 

access to healthcare for all individuals along the entire weight spectrum (Tylka et al., 2014).   
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The implications of obesity prevention interventions and a weight-centric (weight-

stigmatising) approach in maternity care have been shown in this research to be harmful and 

oppressive, disengaging women from health care, disempowering them as mothers, and 

resulting in a range of harmful physical and mental health effects. As I have pointed out in 

Chapter 5, there is an irony in the fact that efforts to address the so-called public health crisis 

of maternal obesity may actually be counter-productive. Even within a mainstream health 

research epistemology this is not “good science” and is an unjustifiable outcome of public 

health investment in maternal and child health. By introducing some uncertainty into current 

weight-centric approaches to addressing maternal obesity, this research opens up the 

possibility to consider counter-knowledges and practices such as weight-inclusive approaches 

that might actually enhance rather than further diminish the health of fat pregnant people, 

mothers, and their children.   

3. Pregnancy fatness and health cannot co-exist 

Beyond challenging the logic that maternal obesity interventions can improve maternal health, 

this research also asks critical questions about what maternal health actually is. The 

construction of the fat pregnant body as unhealthy and incapable of giving birth without 

medical management is called into question. In Chapter 9, the possibility of opening up spaces 

(even just cracks) within dominant discourses of maternal obesity for fat women to tell 

counter-stories of health, pregnancy, and birth was explored. Within these stories of resistance, 

participants described the aliveness and vitality of their fat bodies, their physical strength and 

capacity, and emphasised the healthiness of a state of being that had nothing to do with their 

weight. For example, some participants described the health-giving potential of happiness, 

close and caring relationships, cultural connectedness, and a body not at struggle with itself. 

Whilst these resistances were partial, and always entangled in the on-going process of 

subjectification to the dominant discourses of maternal obesity, they offer fractures to the 
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certainty of dominant maternal obesity knowledges, and suggest the possibility of opening up 

more diverse and less oppressive ways of being for fat women. 

Asserting the vitality of the fat maternal body, and its strength and capacity for birth, was also 

explored as a strategy of resistance in the conclusion to Chapter 8 through an exploration of 

Indigenous and other cultural epistemologies of reproduction of Māori, Pasifika, and other 

women of colour. These participants drew on the knowledges afforded by whakapapa and 

family/whānau birthing histories to assert the large maternal body as the norm and capable of 

pregnancy and birthing without complication or medical involvement. Through these cultural 

lenses, weight was not, in and of itself, explicitly tied to health and wellbeing and Western 

knowledges that pathologise maternal weight and demean fat women were brought into 

question. The intrinsic value of Indigenous women and women of colour, and the 

interconnectedness of maternity in a wider fabric of relationships was asserted, in resistance to 

a neoliberal project of separation, individualisation, and blame.   

The power of birth narratives was explored in Chapter 9 as another strategy for resistance and 

negotiation with dominant maternal obesity discourse. Those participants whose births defied 

the dire predictions of potential risk and harm offered up their animated stories of 

uncomplicated and easeful birthing as a form of defiance and “back talk” (hooks, 1986) to the 

problematisation of their fat bodies and the necessity of medically managed birth. Those 

participants whose births were complicated and medically managed also used their birth 

stories as a form of resistance although in different and more tempered ways. For example, 

these participants pointed to the miracle of new life produced from their bodies despite their 

struggles to bring it forth, or questioned the ways in which the fatphobia and stigma embedded 

in their care become a self-fulfilling prophecy, facilitating some of the birth complications 

then ascribed to their fat bodies.  
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Again, birth narratives were only a tentative and partial form of resistance. However, the 

utility of birth stories for affirming the strength and capacity of the fat body, and in supporting 

fat women’s struggle to secure a more positive and peaceful maternal subjectivity was clear. I 

contend that the more such counter-stories of pregnancy and birth can grow and spread, the 

more force they can have in depriving the problematisation of pregnancy fatness of its 

dominance. To revisit the quote by Nelson (2001at the start of Chapter 9, counter-stories may 

“[s]tart small, like a seed in the cracks of a sidewalk, but they are capable of displacing 

surprising chunks of concrete as they grow” (p. 169).  

Pursuing transformation 

As I have now demonstrated, a major contribution of this research has been to introduce 

uncertainty into the project of maternal obesity by troubling some of the core logics which 

underpin it. In doing so I have disturbed the notion that dominant maternal obesity 

knowledges are objective and value-free, demonstrating their utility to neoliberal political 

regimes by scapegoating fat pregnant people/mothers for the state’s failure to care for its’ 

people. By tracing the harmful physical, mental, and spiritual effects of dominant maternal 

obesity discourse on fat women and mothers I have confronted and challenged its wholesale 

embrace as a contemporary certainty. The problematisation of pregnancy fatness has been 

shown to be incapable of improving maternal and child health, and further to be actively 

compromising the health and wellbeing of fat women and their babies. Revealing these 

harmful effects, this research has called into question public investment in maternal obesity 

interventions and the centering of weight as a obstetric risk factor and health promotion focus 

in maternity care.   

Faced then with the question of what we should do in response to calls for maternal obesity to 

be a public health priority, the short answer offered by this research is when it comes to the 

complexity of women’s weight, and considering the risk of harm, we should do nothing at all. 
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The long answer is that efforts to improve health outcomes for fat women and their babies 

may be better spent bringing to light the nature and dynamics of the stigmatisation of fatness 

in maternity care and its intersections with other processes of marginalisation, including 

institutional and interpersonal racism, classism, ableism, and heteronormativity, and 

developing strategies to address them.  

However, this research is not confined to critique; it is also attuned to the possibilities for 

transformation. The final task I set myself for this research was to ask how meanings about fat 

women’s reproductive bodies might be transformed in order to offer up a more complex story 

of maternal and child health, and generate more liveable fat maternal subjectivities. So, has the 

analytical work presented in this thesis achieved this task? My short answer is: in part. The 

analytical work presented in this thesis presents an opening to the possibilities of transforming 

the meanings ascribed to, and the practices surrounding, fat maternal bodies, but they remain 

nascent and require further elaboration and development (see the below discussion on future 

directions for further elaboration of the task ahead).  

Revealing neoliberal healthism in the context of pregnancy as a health fallacy this research 

does contribute, albeit in a small way, to wider political struggles and scholarly agendas to 

reclaim the meanings of health from neoliberalism and to re-socialise health (Rail, 2012). By 

re-socialising health I mean global and inter-disciplinary scholarly and activist movements to 

recover a model of health and healthcare that is holistic and open to a plurality of meanings of 

health and embodiment; recognises the determining force of politics, social structures, 

environmental health, and human relationships on peoples’ ability to be healthy; and centres 

kindness, compassion, and care as core values in health systems and interactions (e.g., Lee, 

2012). As inequities in health deepen and the threats to global, community, and individual 

health grow in the form of impending climate change, housing crises, the dismantling of 

welfare states and other public infrastructure, and all the other harms wrought under 



215 

neoliberalism (e.g., Hursh & Henderson, 2011; Springer, Birch, & MacLeavy, 2016), the 

project to re-socialise health is more pressing than ever. 

This research has also made the first steps towards the emergence of a counter-knowledge of 

pregnancy fatness that, should it take hold, could begin to transform the conditions in which 

fat women navigate reproduction. I have explored the utility of the intersectional framework of 

reproductive justice (discussed in Chapter 8) to facilitate a much more complex (and just) 

understanding of the relationship between body weight, health, and mothering. A counter-

knowledge of pregnancy fatness based on the principles of reproductive justice would reject 

the emphasis within dominant maternal obesity discourse on individual (maternal) 

responsibility for the current challenges facing Western health care systems. It would also de-

centre body weight as the determining force of health during pregnancy on the basis that such 

a focus diminishes rather than enhances the health and integrity of fat women.  

A counter-knowledge of pregnancy fatness based on the principles of reproductive justice 

would instead draw on a much more holistic and arguably non-Western epistemological view 

of pregnancy health that takes account of the social, political, and cultural context of health, 

body weight, and mothering. It would draw on the knowledges afforded by whakapapa and 

other elements of a mātauranga Māori epistemology of reproduction (Le Grice & Braun, 2016) 

to emphasise the significance of the social, spiritual, and ecological, alongside the biological, 

in the life-giving forces of human reproduction. From this perspective, pregnancy health could 

never be achieved through the derogation of pregnant people, and healthy pregnancy would be 

understood in the context of a complex web of relationships and factors that include cultural 

differences in patterns of fertility and reproductive norms, socio-economic disparities, food 

and housing security, diverse family realities and challenges, access to education and 

healthcare, and safe and sustainable communities.  
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Within this counter-knowing, pregnant people in all of their diversity would be treated with 

dignity and respect and celebrated for their life-giving potential. Fat pregnant peoples’ 

motivation for healthy pregnancy and birth would be valued as a resource to be harnessed 

rather than dismantled. This would be achieved through the extension of unmitigated support, 

care, and resources to ensure pregnant people be able to achieve health and wellbeing on their 

own terms and in the context of their own circumstances. Fat women’s diverse cultural and 

Indigenous epistemologies of reproduction would help shape and be centered in maternal 

health knowledges, as would fat women’s own stories of pregnancy and birthing. 

Should this counter-knowledge come to form the basis of fat women’s engagement with 

reproductive health care, I suggest that the result would likely be a flourishing of possibilities 

for more peaceful and positive fat maternal subjectivities and a much more constructive 

pathway to the health and wellbeing of fat women and their children. As I observe in my 

closing comment in Chapter 9, this was of course the proclaimed goal of the systems of 

thought implicated in the problematisation of pregnancy fatness in the first place. So, what are 

we waiting for?  

Fearless speech  

The challenge ahead is how to have this counter-knowledge take hold and flourish in the face 

of mainstream maternal obesity knowledges which might seek to invalidate and dismiss 

critical qualitative health research such as this that centres the voices and experiences of fat 

women and has a critical epistemology. This challenge is intractable and is part of much 

bigger political struggles in relation to the status of different kinds of knowledge in the health 

sciences with their tendency towards what Rail et al. (2010, p. 219) provocatively term 

“biofascism.” By deploying the term biofacism in relation to the current status of health 

inquiry, Rail et al. (2010) are protesting, and calling to account, the severe limitations placed 

on what can be asked, and known, in mainstream health research resulting from what they 
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argue is its’ “totalitarian obedience to scientific authority, to the ideological political-economic 

coordinates of neoliberalism, and to the cultural science fiction of biomedical ‘truths.’” The 

result, argue Rail et al. (2010, p. 220) is a conformity within health research to a singular and 

universalised version of embodiment, subjectivity, ways of being healthy, and of providing 

care that privileges Western cultural understandings, neoliberal political and economic 

interests, and the driving forces of biomedicalisation32 in health systems. This has led to a 

wholesale devaluing and marginalisation of qualitative inquiry and its ability to offer diverse 

insights into questions surrounding embodiment, health, and healthcare. 

In the face of “biofacisim,” Rail et al. (2010, p. 232) call for qualitative inquirers to be 

courageous in their critique, disrupting the status quo and challenging power in the domain of 

dominant health inquiry. This action is consistent with what Foucault (2001) may have 

imagined when he described parrhesia or fearless speech, an act whereby the speaker uses 

their freedom and position to “speak truth to power” regardless of discrediting forces, and 

personal risks and dangers. The poststructural programme that Rail et al. (2010) imagine for 

health inquiry is one in which the qualitative health inquirer engages in parrhesia, standing up 

to dominant forces that define what health is and how health inquiry should be done.  From 

this place of brave and fearless speech, the qualitative health inquirer can assert the value of 

critique and deconstruction in health inquiry.  Speaking fearlessly as a qualitative health 

inquirer might necessitate asking disturbing questions, aiming provocative challenges at 

dominant health knowledges, and prising those knowledges open so that those who are 

marginalised by them can start to speak for themselves.  

 
32 Biomedicalisation as described by Clarke, Shim, Mamo, Fosket, and Fishman (2003), and elaborated by Rail et 
al. (2010), describes the ascendency of biomedicine in how we think about health and life, the rise of risk 
surveillance, the medicalisation of risk factors, and technologisation in healthcare. 
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Future directions 

As I come to the conclusion of this chapter, indeed to the conclusion of this thesis, I am faced 

with the daunting prospect that in many ways this research is nowhere near complete. 

However, the opportunities to pursue this scholarship are also expanding in exciting and 

fruitful ways. As discussed in Chapter 1, the decision to undertake this thesis with publications 

was in part due to my desire to catch the wave of scholarly and popular interest in maternal 

obesity, and the analytical work presented in this thesis is already circulating in the literature. 

There has been a significant expansion in the critical counter-discursive literature in the past 

few years, a body of literature which the publications produced from this thesis are a part. 

Some impact in terms of introducing uncertainty into dominant maternal obesity discourse can 

be seen. For example, I have noticed an increasing willingness to at least acknowledge fat 

stigma in medical forums discussing maternal obesity, even if its effects and consequences are 

still routinely dismissed or ignored.  

The most promising shift has been the critical engagement of midwives in the issue who are 

the front line maternity care workforce tasked with implementing maternal obesity policies 

and interventions.33 At the end of 2016, I was invited to speak to the New Zealand College of 

Midwives’ Biennial National Conference on a plenary panel on maternal obesity. The 

conference was attended by approximately 500 midwives from around the country and the 

presentation of my research findings resulted in extensive feedback and discussion within the 

profession leading to a flurry of invitations to discuss maternal obesity in midwifery 

professional forums. A major theme running through these engagements with the midwifery 

profession has been the willingness to acknowledge the mistreatment of fat women in 

maternity care as endemic and unnamed. A poignant and moving example of this arrived in 

 
33 I suspect that the openness within midwifery to engage with critical discourse about pregnancy fatness is also 
because midwifery knowledges themselves are frequently side-lined and subjected to the biomedical paradigm 
and midwifery, by its nature, follows a paradigm of being “with-women.” For further discussion of this see 
Davis-Floyd (2017). 
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my email inbox a month or so after the 2016 conference from a midwife who had written a 

poem inspired by the conference presentation: 

I AM FAT34 
 
 

I am fat 
But really, I am more than that 
I am a Mother-To-Be 
Growing a Baby inside me 
 
You tell me how much weight to gain 
Open your heart, feel my pain 
Can’t you see the beauty in me? 
The unfolding miracle about to be 
 
Encourage to move, give ideas for good food 
But be gentle, don’t spoil my mood 
When I feel bad about myself 
I find comfort in the pantry shelf 
 
I hear and sense jokes about my size 
I see the impatience in your eyes 
Where is your respect towards me? 
Being big is ALL you can see 
 
I am a person with a kind heart 
Have been hurt many times, it tears me apart 
Am I a bad person because I’m fat? 
Isn’t it worse, all your nasty chat? 
 
I am fat 
But really, I am more than that 
I am a mother, very soft to cuddle 
The perfect body for my Baby to snuggle  
 
Beatrix Exeter – Midwife 
November 2016  

(Inspired by witnessing unkind and unprofessional behaviour towards obese women) 

It has been clear that there is some openness within the midwifery profession to reckoning 

with the politics of pregnancy fatness and a recognition of the value of critical qualitative 

research that centres the voices of fat women. However, midwives are also expressing 

 
34 Included in this thesis with Beatrix’s permission. 
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uncertainty about what they should do in the face of overwhelming scientific evidence 

pointing to pregnancy fatness as a significant reproductive health risk and fear about their own 

culpability if they do nothing.   

As chance would have it, in the final months of this doctorate I have returned to midwifery 

through my appointment as a part-time lecturer in the Postgraduate Programme at the School 

of Midwifery at Otago Polytechnic. This is providing me with an ideal opportunity to 

complete the analysis and write up of the data collected in one-on-one interviews and small 

focus groups with midwives as part of this doctoral research but excluded from analysis 

because of thesis scope (as discussed in Chapter 4). The goal of the post-doctoral phase of this 

research will be to explore the development of a model of maternal health care and promotion, 

grounded in a midwifery ontology and epistemology, that expands and operationalises the 

counter-knowledge of pregnancy fatness described in this thesis, offering midwives and other 

maternity care professionals a critical practice tool to inform their care of fat women and their 

babies.   

Another exciting opportunity for continuing and expanding on this research agenda has come 

in the form of an invitation to write a monograph as part of an edited series on technologies of 

family formation. The focus of my proposal is to extend the work on resistances and 

transformative possibilities, asking particularly how fat pregnant people and mothers (parents) 

are developing on-line communities of support and other technologies of resistance for sharing 

their stories and carving out and nurturing more positive and compassionate fat 

maternal/familial identities.     

Conclusion 

Observing the possibilities of “finding voice” has been the enduring theme running through 

this thesis and is the obvious endpoint (for now). Drawing on a poststructural ontology and 

epistemology this research has undertaken to create a “political clearing” (Moussa & Scapp, 
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1996, p. 92) in the dominant discourses that have problematised the reproductive potential of 

fat women’s bodies, and in doing so has opened up space for fat women to speak for 

themselves. These voices are powerful. They have called into question the logics and 

rationalities that underpin dominant discourses that problematise their bodies and revealed the 

deeply hurtful and harmful effects of these discourses on their identities, wellness, and daily 

lives. The fat women in this study have also talked back to these hostile meanings, generating 

a counter-discourse in which they undertake to wrestle back meanings of health, the power 

and potential of birth, mothering, and care from the oppressive relations of power that have 

defined them. The restorative potential of “talking back” in order to heal from neoliberal 

harms, to move towards the possibility of more peaceful and empowered maternal 

subjectivities, and to insist on the re-socialisation of healthcare has been demonstrated, even if 

just in nascent form. I hope therefore that, at least in some way, this research has contributed 

to the emancipatory and healing project of “deep participation” articulated so powerfully by 

Lee (2012, p. 933): 

For the love of love, let us mark and mourn the loss of our common humanity felt in 

widespread neoliberal sufferings; . . . [l]et us transform neoliberal governance through 

our rejection of subjection and subjectivation; let us honor the advent of solidarity and 

participate deeply to end the YoYo syndrome (“you’re on your own”) at home and 

abroad. Love cannot be felt second hand and the time is now. 

However, the possibilities of “finding voice” have not been confined to the participants of this 

research but has also constituted my own task as a researcher within the broader terrain of 

health inquiry. This research has taken up Foucault’s challenge of parrhesia or “fearless 

speech.” The analytical work presented in this thesis has intervened in the consensus view on 

the problem of fat pregnant bodies, and has taken up the tools of critique in order to disrupt the 

status quo, revealing the influence of the social and political in what comes to constitute health 
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knowledges and thus the fallibility of scientific authority. This is not popular work, especially 

in “post-truth” times (e.g., McIntyre, 2018) when the value and importance of scientific 

methods and inquiry is being re-asserted. The solution, in the face of such wholesale and 

intractable global tensions in what it means to know, is to continue to pursue an agenda of 

opening up spaces within health knowledges. Within these spaces, critical qualitative health 

researchers can produce work such as the research presented in this thesis, that attests to the 

value, indeed the necessity, of creativity, criticality, and plurality in health research alongside, 

within, and in response to the dominant scientific paradigm.   
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Reflective Postscript:  

On the complexities of doctoral research and having babies 

Vignette One  

I am rushing to my car in the pitch dark, hoping for the glow of my just turned on cell phone 

to light my way, when the inevitable beeping starts. Message after worried message entering 

my inbox, “Hey, hope it’s going ok, remember to text me when you are on your way,” “Hey 

where are you?? I’m worried,” “George? What’s going on?” My bladder is full to bursting, I 

haven’t had dinner and it is now so late, I’m exhausted. I had left home nervous and excited 

several hours before, on an early summer evening to do my first participant interview. My 

partner had felt anxious about the enterprise, I was 28 weeks pregnant with our first baby and I 

was heading off into an unfamiliar part of the city to an unknown person’s home. Climbing 

into the car clutching my voice recorder and folder of consent forms I said reassuringly, 

“Don’t worry, I’ll just be an hour or so.” “Have dinner ready?” I had added hopefully as I 

pulled the door shut behind me. 

I make it to my car, turn on the engine, and immediately call home, it is now after 10pm.  I 

have been deeply immersed in an interview for over three and a half hours. Emma’s story of 

the conception, pregnancy, and birth of her daughter has been compelling and distressing; she 

has been treated so badly, hostility towards her flesh infecting every shift and turn she has 

made through the maternity care system.  She is angry, and hurt, and defiant. As I left, she 

thanked me! This is the first time she has told her story and she has shared it in the hope that 

by doing so things might be made better for other women like her. I rest my head on the 

steering wheel, a tear trickles down my face. I seem to be onto something here, but this is 

going to be hard. I drive home, the soft thud of my own baby stretching her limbs against the 

insides of my abdomen in the dark.   
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Vignette Two  

The only light in the room is the dancing glow from the log burner and a candle set up on the 

mantel. The air is heavy with the scent of sandalwood and lavender from the oil burner G has 

remembered to light and other earthy smells, blood. The first rays of dawn are starting to 

streak across the sky but I don’t know that yet. I am outside of time. The room is hushed, I can 

hear movements but they blend into a gentle cadence—the hot water jug boiling in the 

kitchen; the faint scratching of a ballpoint pen on paper as the student midwife writes some 

notes; the quiet mummer of awe between Bell, now a big sister, and her papa who are crowded 

around me on the couch; and the slightly wet wheeze of a newborn as her lungs meet air. This 

is a holy space. The normal hubbub and clutter of our lounge room transformed into a place of 

birth. Mae’s birth.  

Her arrival has been straightforward but swift and fierce. The evening before I had fallen 

asleep getting Bell down and woken to the dull ache of early but regular contractions around 

10.30pm. My waters had broken earlier in the day, a week past my due date, so we had 

guessed what the night would bring. For a while G and I lie in bed, we even manage some 

laughs, I can’t remember about what, but we’re trying to keep it light. By midnight labour is in 

full force, I am being swallowed. Despite the offer of the comforts of the lounge I have 

burrowed into the smallest, darkest room in the house, the bathroom. I won’t budge. Nicola 

arrives, a pot of soup placed on the stove, and gets to work with G setting up the birth pool. 

Isis has come to be with Bell, they lie together in our big bed and talk about the animal sounds 

mama is making. I am vaguely aware of the hum of activity, but the rise and fall of pain takes 

most of my attention. At the peak of a contraction I yell out, it is too much. Donna, the 

midwife, is here. Her calm presence wards off my fear in the pitch black of the bathroom, and 

with the dry warmth of her hands applying some pressure on the small of my back I push on.  
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Time has passed, the pain doesn’t feel bearable now; I am coaxed from the bathroom with the 

promise of the birth pool. An internal exam at my request, “8 cms” Donna tells me “you’re 

nearly there.” G holds me as I shudder through the peak of another contraction. The pool is 

waiting for me in the corner of the lounge, I sink into its warm expanse, sweet relief.  And 

then I am on my knees, the energy is shifting, I roar with the immensity of form pushing 

through flesh, and again, and once again. A flurry of activity, warm towels grabbed, a jug of 

boiled water added to the pool, the second midwife called (too late!), one last heave and she is 

out, my baby Mae. It is just after 4am. I reach down into the water and lift her to my chest, her 

new old eyes quietly peeping up at me. I exhale deeply, smile, I think I even laugh, if I 

remember right we all do, my coven of support circled around the pool. 

Back on the couch now, in the cluster of my family where three has become four.  Mae’s 

placenta rests in its catching bowl. A pile of towels abandoned on the floor. Rhonda, the 

second midwife, passes me a sip of drinking chocolate, helps me put Mae to the breast.  Early 

morning light now escapes through a crack in the curtains and all is as it should be. 

Vignette Three 

It is another sunny Sunday afternoon and I am in the dark south-facing spare room of our 

latest rental house, the room assigned to doctoral writing, the overflowing dress-up box, an 

unmade single bed reserved for visitors, and some discarded puzzles, picture books, and snack 

remnants. I am at my desk working on “my book,” as this doctorate has come to be known by 

my family. “Mama is always working on her book” my five year old Bell has been known to 

complain. She also has a habit of asking “how many minutes until you finish your book 

mama?” I can never give her an accurate answer. I was awake almost every hour last night 

with the baby, she is teething her toddler molars. I have just sent our apologies for yet another 

weekend social engagement, the birthday party for a little person from our music classes. “It’s 

this PhD hanging over my head” I explain, “I have just got to get it finished.” Bell has just 
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interrupted me for the umpteenth time, to tie up her doll’s hair, look at her treasure map, try 

her cookie dough, help find a missing shoe . . . I drift back into my sentence only to be jarred 

back out by an exasperated yelp from the hall, “please come and help George!” I jump up 

from my seat and rush out. My partner is in the hall holding the baby at a distance, covered in 

mud and soaking wet, the crumble of dirt in each of the corners of her mouth “she found the 

potting mix again” they exclaim, “and I had just got her dressed!” 

-------------------------------------------------- 

In Fields of Play, feminist sociologist Laurel Richardson (1997, p. 295) asks, “how do the 

specific circumstances in which we write affect what we write? How does what we write 

affect who we become?” This research has been an academic endeavour but also a profoundly 

personal one. The seven year process of writing this doctoral research has been deeply 

entangled in the early years of growing, birthing, and parenting my two children, and in the 

domestic life of our family. I continue to grapple with the ways in which “life has imitated art” 

as my own journey into fat pregnancy and parenting has unfolded in the amphitheatre of this 

research, such that these intimate and personal experiences are now woven into the pages of 

this text.   

Of course this is true in a very literal sense in that I have chosen to interweave photos of 

Mae’s birth, the experience of which I have described in Vignette Two, throughout the 

chapters of this thesis. In the closing paragraph to the concluding chapter of this thesis 

(Chapter 10) I identify how the possibilities of “finding voice” and “talking back” has been an 

enduring theme in this research. I have argued that this is not just in the ways in which this 

research has opened spaces for the voices of fat women, but also in my own journey as a 

qualitative health inquirer to embrace the call for fearless speech and disrupt the status quo in 

maternal obesity knowledges. However, as I have sought to demonstrate with these vignettes, 

my own task of “finding voice” and “talking back” has not just been a scholarly endeavour but 
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also a deeply personal one as I have navigated my own journey through the oppressive terrain 

of fat maternity. I have included photos, as well as this brief narrative of Mae’s birth in 

Vignette Two, as my own voice of resistance, or “fat defiance” as Lee (2019, p. 13) describes 

it, to the problematisation of pregnancy fatness. Whilst acknowledging the many privileges 

that afforded my experience of birthing Mae,35 I offer the visual and written narrative of her 

birth as an affirmation of the counter-knowledges of fatness, birth, and mothering explored in 

Chapters 9 and 10, and as an assertion of the ultimate transformative goal of this research.   

However, my personal entanglement with this research did not begin and end with the birth of 

Mae. It really began, as I have captured in Vignette One, with my pregnancy with Bell in the 

early stages of this doctoral research whereby I found myself invested in and taxed by this 

research in unexpected ways brought about by my own embodied experience of pregnancy. In 

Vignette Three I show how my entanglement continues as I write this postscript, fielding all of 

the disruptions, challenges, and competing demands of doctoral research combined with, and 

undertaken in the midst of, young family life. In these vignettes, I have sought to capture some 

of my personal entanglements with this research and the complexities they raise. I think they 

speak to the ways in which the specific circumstances in which I have written this research has 

shaped it, and in turn, how writing this research has shaped me.   

 

 
35 Most especially the knowledge, resources, and connections to secure the birthing support of a radical midwife, 
and the material circumstances that made homebirth viable (and desirable). 
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obesity risk management 

Christy George Parker (Researcher), Dr Vivienne Elizabeth (Supervisor) 
 
 
Thank you very much for your interest in this research.  My name is Christy Parker and I 
am undertaking this research as part of a Doctorate of Philosophy in Sociology at the 
University of Auckland.  
 
You are warmly invited to participate in this research if you: 

• Are trying to become pregnant, are currently pregnant, or have recently given birth 
(in the past two years) 

• See yourself as having a high body weight 
• Are open to discussing your experiences of fertility and/or maternity care as a larger 

bodied woman 
• Live in the wider Auckland region 
• Are 16 years or older. 

 
What is the research? 
I am researching the experiences of women with high body weight who are using, or have 
recently used, fertility and/or maternity services.  This is because I am interested in the 
impacts (if any) of recent increased attention to body weight in both health talk and 
health practices – in particular in the area of maternal child health. My hope is that this 
research will contribute to ensuring that the introduction of weight-focused advice and 
interventions do not have unintended negative consequences, and that larger bodied 
women enjoy a high standard of fertility, preconception and maternity care.   
 
Funding for this research has been provided in the form of a University of Auckland Doctoral 
Scholarship and an Auckland Medical Aid Trust Top-Up Scholarship. 
 
What does participation in the research involve? 
Participation in this study will involve a one-to-one conversational style interview with the 
researcher of approximately 1-2 hours. The interview can be held in your home or in an 
alternative location if you prefer and will be digitally recorded.   
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Participation in this research is voluntary.  You will not be paid for your time; however you 
will receive a $30 petrol voucher to thank you for your time.  The researcher will also supply 
refreshments (eg. food and drink). On completion of the research you will be provided with 
a summary of the research findings if you wish and you can also choose to receive the full 
research report by email. 
 
How will the information I provide be used? 
Your individual interview will be digitally recorded. The digital recording of the interview will 
then be transcribed, either by the researcher or by a person employed by the researcher. 
If a third party is employed to transcribe your interview they will be asked to sign a 
confidentiality agreement. All potentially identifying details (eg. place names) will be 
removed from the transcribed interview and pseudonyms (alternative names) will be used.  
You will have the option of having the transcript returned to you for your review and edit if 
you wish.  This will need to be completed within 14 days of receiving the transcript after 
which time it will be assumed that you do not wish changes to be made.  
 
Both the digital recording and electronic versions of the transcript will be stored separately 
and securely in password protected folders.  Hard copy versions of the transcript will be 
stored in a locked draw by the researcher.  Only the researcher and the research 
supervisors will have access to the digital recordings and transcripts. 
 
The data collected from the interview will be analysed and may be included in a final report 
that will be written and assessed as part of a Doctorate of Philosophy (Sociology) at the 
University of Auckland, as well as in associated presentations and publications.  A copy of 
this report will be held at the University of Auckland library. 
 
Both electronic and hard copy data will be stored for a maximum of 8 years by the 
researcher to allow for post-doctoral study after which time it will be deleted/disposed of 
securely.  
 
Right to Withdraw from Participation 
You have the right to withdraw from participation in the interview at any time without 
questions being asked and can decline to answer any questions.  You also have the right to 
request the recording device be switched off at any point.   
 
You have the right to withdraw your data from the research up to 30 days following 
completion of the interview. After this time the data cannot be withdrawn.  
 
Will my participation in the research be anonymous and confidential?  
Every attempt will be made to keep your identity confidential to the researcher and research 
supervisors and to ensure your anonymity will be protected in any written material 
produced by the research.  The researcher will not discuss your involvement, or the 
information you provide, outside of discussions with the research supervisors.  Your 
interview transcript will have potentially identifying details removed (eg. place names) and 
pseudonyms will be used.  As above, your consent form, the digital recording of the 
interview, and interview transcript will all be stored separately and securely.  
 
Next steps 
I would like to offer my sincerest gratitude for your interest in this research study and 
warmly welcome your participation.  
 
If you have any further questions regarding any aspect of the research, please do not 
hesitate in making contact with the researcher, the research supervisors, or the Head of 
Department. 
 
Christy George Parker (Researcher) 
Phone: 021 2546026 
Email: cpar214@aucklanduni.ac.nz 
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or 
Dr Vivienne Elizabeth (Supervisor) 
Phone: 09 373 7599 ext. 88613 
Email: v.elizabeth@auckland.ac.nz 
 
Associate Professor Nicola Gavey (Supervisor) 
Phone: 09 373 7599 ext 86877 
Email: n.gavey@auckland.ac.nz 
Professor Alan France (Head of Sociology Department) 
Phone: 09 373 7599 ext 84507 
Email: a.france@auckland.ac.nz 
 
For any queries regarding ethical concerns you may contact the Chair, The University of 
Auckland Human Participants Ethics Committee, The University of Auckland, Research 
Office, Private Bag 92019, Auckland 1142.  Telephone 09 373-7599 extn. 87830/83761.  
Email: humanethics@auckland.ac.nz. 
 
APPROVED BY THE UNIVERSITY OF AUCKLAND HUMAN PARTICIPANTS ETHICS COMMITTEE 
ON 15th June, 2013 for 3 years, Reference Number 91/68. 
 
  



235 

Appendix D: Participant Consent Form  

 
 

 
    

Department of Sociology 
Faculty of Arts 

Human Sciences Building 
Level 9, 10 Symonds Street 

Auckland, New Zealand 
Telephone 64 9 373 7599 ext. 8614 

Facsimile 64 9 373 7439 
email: sociology@auckland.ac.nz 

 
The University of Auckland 

Private Bag 92019 
Auckland, New Zealand 

 
CONSENT FORM 

Individual Interviewee 
THIS FORM WILL BE HELD FOR A PERIOD OF 8 YEARS 

 
 

Reshaping reproduction: experiencing reproductive health care in the context of 
obesity risk management 

 
Christy George Parker (Researcher), Dr Vivienne Elizabeth (Supervisor) 

 
 
I have read the Participant Information Sheet, and have understood the nature of the 
research.  I have had the opportunity to ask questions and have them answered to my 
satisfaction.  
 

• I agree to take part in this research. 
 

• I understand that I am free to withdraw participation at any time, and can 
withdraw any data traceable to me up to 30 days following the interview. 

• I agree to be digitally recorded. 

• I understand that the interview will take between 1 – 2 hours and that I will be 
discussing my experiences of fertility and/or maternity care as a larger bodied 
women.  

 
• I understand that I may decline to answer any questions and can end the interview 

at any point without explanation. 
 

• I understand that every attempt will be made to keep my identity confidential to the 
researcher and research supervisors and that my anonymity will be protected in any 
written material produced by the research through the use of a pseudonym and the 
removal of any other personal identifiers or place names. 

 
• I understand that a third party who has signed a confidentiality agreement may 

transcribe the tapes. 
 

• I wish / do not wish to have my transcript returned to me for review and edit.  I 
understand that I will have 14 days to complete my review after which time it will 
be assumed I do not wish to make changes. 
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• I understand that data will be kept for 8 years, after which they will be destroyed.  

During this time, data will be stored securely. 
 

• I understand that this consent form will be stored separately from the research data, 
in a locked filing cabinet on the University of Auckland premises. 

 
• I understand that the data obtained from the interview may be included in a final 

report that will be written and assessed for a Doctorate of Philosophy (Sociology) at 
the University of Auckland. 

 
• I agree that the findings can be published, used in conference presentations, and/or 

for teaching purposes. 
 

• I wish / do not wish to receive the summary of findings. Please post or email. 
 

• I wish / do not wish to be emailed the full research report.   
 

• I understand that if I have any further questions regarding any aspect of the 
research, I can make contact with the Researcher, the Research Supervisors, or the 
Head of Department. 

 
 
Name       _____________________________________________________ 
 
Contact address ________________________________________________ 
 
Contact Phone number___________________________________________ 
 
Email address___________________________________________________ 
 
 
Signature ___________________________ Date  _________________ 
 
 
APPROVED BY THE UNIVERSITY OF AUCKLAND HUMAN PARTICIPANTS ETHICS COMMITTEE ON 
15th JUNE 2013 FOR 3 YEARS  REFERENCE NUMBER 91/68. 
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Appendix E: Interview Guide 

Indicative Questions 
 
1. You answered my advertisement for large women to talk about their experiences of 

fertility and/or maternity care.  Can you tell me what made you answer my advertisement?  
 

2. I’ve used ‘large woman’ or ‘high body weight’, but what terms do you prefer to describe 
your weight? What do you think/feel about terms like ‘obese’/’overweight’/ ‘fat’ used to 
describe high body weight?  

 
3. How would you describe yourself in relation to health in general? How important do you 

think being a particular weight is to being healthy? 
 

4. What in your view determines what body weight we are? Do you think what body weight 
we are is something that can be changed? If so, how? 

 
5. Tell me about your recent experiences of fertility and/or maternity care as a woman who 

sees herself as having a high body weight.  What role do you think/feel your body weight 
has played in the care you received?  Can you describe for me specific interactions with 
fertility and/or maternity care providers where your weight was a factor? 

 
Participants will be asked to describe specific interactions with a doctor/midwife/other 
health professionals, including their first interaction and aspects of their on-going care, 
and to reflect on what role their weight played in the care they received.  If they have not 
yet had a first interaction because they are only planning a pregnancy, the participant will 
be asked what their ideal interaction would be. 
 

6. What messages about your weight and/or aspects of care related to your weight (eg. being 
weighed, discussions about weight) have you experienced during fertility, preconception 
and/or maternity care? How did these make you feel? Could they have been done 
differently/better?  

 
7. How (if at all) did your weight affect your choices and activities when you wanted to be 

pregnant, during pregnancy and childbirth, and after? (eg. your choice of maternity care 
provider? Where and how you wanted to give birth? How you prepared for pregnancy 
and/or childbirth? Self-care?) 

 
8. Have you felt pressure to change/control your body weight before, during or after 

pregnancy? Where did this pressure come from? How have you managed this pressure?   
 
9. What impact has your experiences of fertility and/or maternity care as a large woman had 

on your feelings/thoughts about motherhood?  
 

10. What impact has becoming a mum had on your feelings/thoughts about your body? 
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Appendix F: Participant debriefing sheet 

 
 

 
  

Department of Sociology 
Faculty of Arts 

Human Sciences Building 
Level 9, 10 Symonds Street 

Auckland, New Zealand 
Telephone 64 9 373 7599 ext. 8614 

Facsimile 64 9 373 7439 
email: sociology@auckland.ac.nz 

 
The University of Auckland 

Private Bag 92019 
Auckland, New Zealand 

 
 DEBREFING SHEET 
Individual Interviewee  

 
Reshaping reproduction: experiencing reproductive health care in the context of 

obesity risk management 
Christy George Parker (Researcher), Dr Vivienne Elizabeth (Supervisor) 

 
 
Dear Participant, 
 
Many thanks once again for your participation in this research. Our hope is that this study 
will result in recommendations to ensure a high standard of fertility and maternity care for 
large women and we appreciate the generous sharing of your time and experiences to help 
us achieve that goal. 
 
If discussing your experiences has raised any issues that you would like to explore or 
discuss further below are suggestions of some support services and or information sources 
that may be of interest.   
 
v Auckland Women’s Centre, Grey Lynn, Auckland 

09 376 3227 
www.awc.org.nz 
Information, referral and advice; affordable counselling 

 
v Youthline 

09 361 4168 
www.youthline.co.nz 
Face to face counselling services for adults and young people within the greater 
Auckland area. 
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v Health and Disability Commissioner 
National Freephone 0800 112233 
www.hdc.org.nz 
Health and disability services consumer complaints 

 
v Health and Disability Advocacy 

National Freephone 0800 555050 
Free health and disability advocacy service 

 
v Human Rights Commission 

InfoLine 0800 496 877 (toll free) 
www.hrc.co.nz 
Human rights concerns/complaints 

 
v Private Counsellors specialising in body image: 
 

Victoria Marsden  
BA, PG Dipl Tchng, MCouns (hons), MNZAC 
021 122 4221 
v.marsden@xtra.co.nz 
Location: Parnel, Auckland. 

 
Jane Tyler  
Grad Dip Cons, Dip Counselling 
027 200 6166 
janetyrer@vodafone.co.nz 
Location: Westmere & Titirangi, Auckland 

 
v New Zealand blogs: 
 

Friend of Marilyn 
http://friendof Marilyn.com/ 

 
The Well-Rounded Mama 
http://wellrounded mama.blogspot.co.nz/ 
 

 
Please feel free to contact the researcher if you require any other follow-up information. 
 
Warmest Regards 
 
Christy Parker and Dr Vivienne Elizabeth  
 
 
Christy George Parker (Researcher) 
Phone: 021 2546026 
Email: cpar214@aucklanduni.ac.nz 
 
or 
Dr Vivienne Elizabeth (Supervisor) 
Phone: 09 373 7599 ext. 88613 
Email: v.elizabeth@auckland.ac.nz 
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Appendix G: Ethics approvals 
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Appendix H: Transcriber confidentiality agreement – signed 
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Appendix I: Copyright permission letters 

 
 
 
Dear George Parker, 
  
Thank you for your email.  I am pleased to report we can grant your request without a fee as part of 
your dissertation. 
  
Please accept this email as permission for your request as detailed below. Permission is granted for 
the life of the edition on a non-exclusive basis, in the English language, throughout the world in all 
formats provided full citation is made to the original SAGE publication. As your paper has not yet 
published, you will need to indicate “Published ahead of print” as part of your citation. 
  
The permission is subject to approval from any co-authors on the original project. Please note 
approval excludes any graphs, photos, excerpts, etc. which required permission from a separate 
copyright holder at the time of publication.  If your material includes anything which was not your 
original work, please contact the rights holder for permission to reuse those items. 
  
If you have any questions, or if we may be of further assistance, please let us know.  
 
 
Best Wishes, 
  
Craig Myles 
on behalf of SAGE Ltd. Permissions Team 
  
SAGE Publications Ltd 
1 Oliver’s Yard, 55 City Road 
London, EC1Y 1SP 
UK 
www.sagepub.co.uk 
SAGE Publications Ltd, Registered in England No.1017514 
Los Angeles | London | New Delhi 
Singapore | Washington DC 
The natural home for authors, editors & societies 
Thank you for considering the environment before printing this email. 
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Appendix J: Elephants in the room 

(This paper has been published in the following volume by Demeter Press and is reproduced 

here as an appendix with the permission of the publisher: 

 

Parker, G. Pause, C. (2018). The elephant in the room: naming fatphobia in maternity care. In 

J. Verseghy, S. Abel (Eds.), Heavy Burdens: Stories of Motherhood and Fatness (pp. 19-31). 

Bradford: Demeter Press.) 

 

 

The Elephant in the Room: Naming Fatphobia in Maternity Care 

 

George Parker and Cat Pausé 

 

“In any society, the way a woman gives birth and the kind of care 

given to her and the baby points as sharply as an arrowhead to 

the key values of the culture” (Kitzinger 115). 

The dynamics and consequences of fatphobia in healthcare have been well established in 

research in recent years (Pausé; Phelan et al.; Puhl and Heuer). However, very little research 

has addressed women’s experiences of fatphobia in relation to reproductive and maternal 

healthcare. This is an oversight, since maternity care represents one of the longest exposures to 

healthcare services for women and their families and is a profound and formative moment in 

their lives (Simkin). For fat pregnant people in Aotearoa, New Zealand, experiences with 

maternity care have included severely restricted birthing options, such as caregiver and place 

of birth, and the reorientation of population-wide “obesity-prevention” strategies to the new 

priority area of pregnant women, new mothers, and young children (Parker). In the cacophony 

of voices making claims about maternal fatness as a health issue, (e.g. Gluckman and Hanson; 

Heslehurst; Denison and Chiswick), the voices of fat pregnant women and new mothers 

themselves have been excluded. The silence of fat women in social and health discourse about 

their bodies allows the partial truths of medical science to stabilize into fact and makes 
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invisible the ways in which fatphobia—intersecting with other oppressive social forces 

including sexism, racism, colonialism, and economic inequalities—influences the health of 

pregnant women, new mothers, and their babies. 

The narratives presented here are drawn from research undertaken in Auckland, New Zealand, 

with twenty-seven ethnically diverse, cisgendered, and self-identified fat pregnant women and 

new mothers. They participated in one-to-one in-depth semi structured interviews with the 

first author (Parker). The objective of the research was to give voice to fat pregnant women 

and new mothers’ experiences of fatphobia in maternity care. The interviews were undertaken 

as a caring conversation between the first author (who herself was visibly pregnant at the time) 

and participant, usually in the participant’s home. This approach to narrative research 

acknowledges that narratives are created relationally; it aims to foster a caring relationship 

between the researcher and narrator (Frid et al.). We have organized these narratives into three 

groupings describing the various means by which fatphobia expresses itself in maternity care: 

fatphobia as microagressions, fatphobia as medicalization, and fatphobia as overt shaming and 

bullying. 

Fatphobia as Microaggressions 

Our participants’ narratives reveal the ways in which microaggressions toward fatness thread 

through the minutiae of everyday maternity care. Microaggressions, a term first used in critical 

race studies, describe “the everyday verbal, non-verbal, and environmental slights, snubs or 

insults, whether intentional or unintentional that communicate hostile, derogatory or negative 

messages to target persons based solely upon their marginalized group membership” (Sue 3). 

Microaggressions are usually delivered unconsciously by the well-intentioned, manifesting as 

small or even invisible slights that accumulate to have a powerful impact on the physical and 

psychological wellbeing of those oppressed by them (3). Expressions of “medical concern” by 

maternity caregivers—such as midwives, nurses, doctors, and others—along with physical 
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maternity care environments that do not accommodate fat bodies functioned powerfully as 

fatphobic microaggressions in our study. 

The women in our study embarked on pregnancy fully cognizant that they were fat, and they 

were alert to negative attitudes or judgments from maternity caregivers and others about their 

weight. This alertness was embedded in embodied histories constituted from a lifetime of 

fatphobic encounters both outside of and within health services that they had carried with them 

on their reproductive journeys. Skye shared the following: 

I’ve been big my whole life, and you know you have it drilled into you so that being 

fat is so bad, you know? Like, I got bullied at school. My dad used to do awful things 

like make my favourite meal with me and then tell me I couldn’t eat it. My whole life 

I’ve had all this, you know, some people are horrible. I could be in a car, and someone 

could just yell at me out the window, “you fat …” or whatever. It does happen, and it’s 

not a rare thing. So you, you carry this feeling of “fat is so horrible, and so disgusting” 

and then somebody like that, like a health professional, adds to that feeling, you carry 

it everywhere. 

Though highly cognizant of their weight, participants described their surprise and distress at 

the extent to which their fatness was framed as a medical issue that posed risks to their 

pregnancy and future child in their first meetings with maternity caregivers. Participants 

described having their bodies weighed, measured, and visually assessed by their maternity 

carers resulting in open expressions of disdain and disapproval. Maternity caregivers’ negative 

attitudes towards participants’ fatness was framed both in terms of the potential complications 

that may arise during pregnancy and childbirth, as well as the burden of extra care and 

resources needed to manage those complications. Emma recounted her first encounter with a 

doctor after she discovered she was pregnant: 
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We went to the doctor, and we were really happy, you know because of having a baby, 

and just the way he was towards us. We actually left in tears because he was acting as 

though it was a disaster; it was just really horrible. He just kept going on and on about 

my weight and all he would say was my size over and over. And he actually said that 

he thought that I should have an abortion and that was really upsetting to me because I 

would never have wanted to do that. 

The power of “medical concern” as a microaggressive form of fatphobia is evidenced by how 

difficult it was for participants to question the problematization of their bodies even when this 

contradicted their own, often much more positive, view of themselves. Rather participants 

internalized the negative messages presented and took up responsibility for themselves as a 

risk to their babies and a burden on maternity services and caregivers. As Zoe explored, this 

led some participants to question whether they even had a right to their pregnancies: 

It makes you feel like you’re walking around with a little red dot on your head. Like in 

the community … you’ve got this little arrow on you going “not only are you big in 

everyday life, but we have to look after you special because you’ve chosen to get 

yourself pregnant, and we’re going to have to put extra resources towards you.” So 

yeah, it makes you feel guilt, that you’re taking away stuff from the health system that 

could be used elsewhere, instead because I have chosen to be a larger lady having a 

baby it’s going to require more resources put into me, and they wouldn’t have to do 

that if I was smaller. 

The expression of fatphobia as medical concern is particularly pernicious in the context of 

maternity care because it pits the mother’s body against her child’s—undermining the 

development of a positive maternal identity. Our participants were left asking what kind of 

mother they would be if they had already risked harm to their developing baby. Rochelle 

shared the following: 
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I was very, very worried. I was like oh my gosh; this is a bad thing that I’ve gone and 

got myself pregnant…. I wasn’t thinking that I wasn’t healthy enough…. But now that 

she’s [midwife] telling me [that I’m too fat] I was like “oh no, what am I going to 

do, is this child going to come out deformed?” I was like “is my baby … am I going to 

give it the right chance?” 

Microaggressive expressions of fatphobia are also manifest in the physical environment of 

maternity services that do not accommodate fat bodies, which quietly signals that fat bodies do 

not belong there. These environmental slights include seating in waiting rooms and clinics that 

fat women cannot use; ill-fitting gowns, scales, blood pressure cuffs, wheelchairs, and other 

hospital equipment; and posters and pamphlets in maternity services representing only slender 

mothers. Leilani recounted her shame and embarrassment at not fitting into the hospital gown 

that she was given during labour: 

It was when I had to take off my clothes, like, they couldn’t find a thing to fit me. I 

mean I didn’t care, but it was just if, you would think that if they would see a larger 

person that you wouldn’t bring a small gown, and you would go find the biggest, if 

that’s the biggest, then that’s the biggest, like instead of trying the small one, you 

might go, oh wait, I’ll go get a bigger one … it just made me feel, I’d rather stand there 

naked, you know? 

Participants were alert to these quiet slights in the physical space of maternity care, yet their 

normalized and subtle nature made them difficult to challenge. Instead these slights added to 

the feeling of being a burden to maternity caregivers and to doubt that they should ever have 

become pregnant in the first place. As Maia described “Just the scales that weren’t big enough 

for me, all the equipment, you know? You kinda get the sense when you’re in the hospital that 

you’re taking up a lot of space, that you’re taking up more space than what’s allocated to 

you.” A number of participants mused at how easily the microaggressions wrought in the 

physical environments of maternity care could have been remedied with some forethought and 
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care. Leilani described such an insight during her doctors’ repeated attempts to use a small 

blood-pressure cuff on her arm: 

It’s all the tools that they have, and you know they do have bigger ones around but 

they always had to try to take my blood pressure with the small cuff and then have to 

take it off because it wouldn’t do up, and then go get another one. And I wonder why 

they couldn’t be prepared. If you know your next patient is someone bigger, maybe put 

all the little things that you don’t need away and have the other ones ready for them so 

that you don’t have to look around. And the patient doesn’t feel like they’re becoming 

a nuisance because you have to find all this gear for them because 

it doesn’t fit. 

Fatphobia as Medicalization 

Fatphobia also manifests in the medicalization of fat women’s pregnancies, which is based on 

the belief that fat is inherently pathological and fat women are not capable of successfully 

growing and birthing their babies without medical surveillance and management. 

Medicalization was a process rooted in maternity caregivers’ inability to get past the number 

on the scales and see the whole person. Participants perceived that maternity caregivers made 

assumptions about everything from their health, lifestyles, social contexts, and even their 

education levels and intelligence based on their weight. Emma, who emphasized her highly 

successful career, described the attitudes of maternity caregivers at a prenatal hospital clinic 

she attended: “They just assumed that I must be stupid, that I must be lazy, I must eat junk 

food, I mustn’t know anything about health, yeah, that just came through the whole time.” 

Ironically, the negative framing of their weight encountered in maternity care was generally at 

odds with participants’ much more positive view of their general health and wellbeing. 

Participants’ described their struggle to reconcile the pathologization and medicalization of 

their bodies with their own embodied sense of wellness; they expressed frustration that their 
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own views were neither elicited nor believed by maternity caregivers. Lisa described the 

following: 

And I went to one midwife, cause you know you can go to a few before you chose the 

right one, and she was like, “well you’re not allowed to put on any weight.” It was kind 

of the first thing she told me, and if I wanted to snack, I could snack on nuts. And I 

kind of went, “what?” So her whole focus was my weight; it wasn’t about, you know 

she didn’t really ask me what my diet was like, or what my exercise was like. 

This failure to engage participants own knowledge led to the loss of vital health promotion 

opportunities because many participants were actively engaged in, or wanting to be engaged 

in, health-seeking behaviours that could have been affirmed and supported if discussed. 

Rather, the distribution of unsolicited weight- and diet-focused advice to participants based on 

their visible fatness alone led to a sense of frustration and annoyance with maternity 

caregivers. As Stacey admitted: “when she [midwife] gave me those fliers for the exercise 

classes, I didn’t even want to look at them, because I was so upset and sort of offended 

by the way that she had approached the issue, that it almost made me want to rebel against her, 

and the information that she’d given me.”  

Reduced to a number on the scale that placed them in a medical risk category, participants 

described a cascade of medically imposed restrictions, surveillance, and interventions, which 

seemed to acquire momentum as they progressed through their pregnancies. Initial restrictions 

included limited or no choice at all about who would provide  their care or where they could 

birth. Participants found themselves referred to high-risk prenatal clinics, and they were 

actively discouraged or explicitly barred from giving birth in low-risk birth environments—

such as at home or birthing units, and smaller clinics appropriate for unmedicated births. This 

was particularly distressing for Māori and Pasifika participants who placed high priority on the 

ability to give birth in their local communities rather than being transferred to central city 
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hospitals. Kahu, pregnant with her second baby, described her anger at being told she could 

not return to the local birthing centre where she had birthed her first child because she had 

gained weight between pregnancies: “They just assume that because you’re fat you’re going to 

have more problems, is that it? That’s stupid; they just end up making the problems.” 

Participants were also exposed to increased medical surveillance during their pregnancies 

including more than the usual number of blood tests, ultrasound scans, along with referral for 

obstetric and anesthetic case reviews. In the course of these reviews participants were 

informed of the risks their weight posed during childbirth, such as increased risk of Caesarean 

section and postpartum hemorrhage. They were encouraged to consent to the development of 

medical management plans for birth such as intravenous (IV line) access and early placement 

of epidural anesthesia. Participants described feeling fearful and disempowered as a result, 

setting aside their own aspirations for how they would give birth and submitting to medical 

management. As Ange described: “I remember my midwife was asking me about my birth 

plan and I said ‘well, you know, the hospital’s got my birth plan; it doesn’t matter what I 

want.’ And that’s tough.” 

Participants felt that it was more often medical anxiety based on the generalized assumption 

that fat women could not healthily grow and birth their babies—rather than an accurate 

assessment of their individual circumstances—that fueled the processes of medicalization to 

which they were exposed. This assumption of pathology led to a cascade of interventions 

resulting in highly medicalized births that many participants felt could have been avoided if 

they had been listened to and given individualized care. Participants described deep 

satisfaction when they birthed their babies without the medical intervention they were told 

they would likely need. Lisa described the experience of giving birth to her son at a central 

hospital having been refused access to her local birthing centre because of her weight: 
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The hospital midwife was going “right, we need to get this drip in”, because they were 

expecting me to have intravenous access to make a Caesarean easier, and I went to the 

toilet and I said, “oh,” she was trying to stick it in and I was going “he’s here!” And 

she was going “we’ll just wait ‘til we get this in,” and I’m like “ah he’s here.” And she 

put her hand in the toilet and went “oh you just need to stand up love” [laughing], and I 

stood up and he just came out, waters and all. It was that fast. But it was the fact that 

they weren’t listening to me, and they were so focused on getting the drip in my hand 

because of all these supposed complications and stress that I was going to have, and 

it’s like, “ah he’s here.” Yeah, so for all their talk about how it was going to be this big 

Caesarean, and I wasn’t going to be able to handle it, or cope, you know, and I was like 

- “yes! Stick it to you!” 

Fatphobia as Fat Shaming and Bullying 

Finally, fatphobia manifests in overt instances of fat shaming and bullying by maternity 

caregivers. By fat shaming and bullying, we mean language, actions, or practices, whether 

conscious or unconscious, that humiliate and intimidate someone judged to be fat or 

overweight. These practices range from a subtler sense of annoyance and hostility from staff 

to name calling, physically rough handling, and intimidation. Many participants described 

experiences of gruffness or perceived annoyance from maternity caregivers especially when 

extra assistance was required because of their weight. Maia recounted her experience on the 

postnatal ward after her Caesarean: 

They never gave me a shower. I had to get my family to shower me, even though they 

knew I couldn’t walk. I had to have two people holding me in the shower so I didn’t 

fall over but yeah they wouldn’t do anything. They basically just treated me like a big 

inconvenience and that I was fat and deserved what I got, because what the hell was I 

doing having a baby in the first place? 
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Ultrasound scans were a particularly common site of this sort of fat shaming, and given the 

excitement and expectation with which many women approached ultrasound scans, these 

experiences proved deeply jarring. Leilani described her pregnancy ultrasound experience as 

follows: 

When I was lying there, she told me “just lift all that up.” Yeah, and to me, I was like 

“well, that’s a part of me. You could have just said, “now lift your tummy up?” And 

you know I was thinking to myself, what’s a good word? “Stomach,” “tummy”— you 

know these are the kind of words I would use with my daughter, and not be like “lift 

all that up.” And so I was lying there lifting my tummy … I just felt really bad, and 

then she was just moving things around. It wasn’t very nice; it just dampened the 

whole experience. 

Other participants described name calling, intimidation, and physically rough handling. 

Participants’ recounting of these experiences was often harrowing. Zoe described the painful 

consequences of the care she received during an emergency Caesarean section from the 

anesthetic team: “It was just the lack of gentleness in their approach speaking gruffly, man-

handling my limbs around, and making little snide comments like “oh I’m never going to find 

the hips in here.” And it was awful. I already felt like I’d failed, and then all of these 

comments about my weight, it just put me in such a negative space for me to meet 

my baby.” Jade described a pattern of intimidation and abuse from her midwife so detrimental 

that she decided further children were not an option for her: 

She would always check my weight. She would always ask what I was eating. She 
would say you need to do this, you need to go for a walk, it’s really dangerous being 
this weight … but just the oddest things, the oddest times, every time I went to a 
consultation, she would drop things about my weight. Like she was like “come on, 
piggy, let’s get on the weighing scales.” It really felt kind of like bullying, and I knew I 
was lying down and taking it but I had to because I just wanted everything to be right 
for my baby. 
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A dominant theme running through participants’ narratives of these overt shaming and 

bullying experiences was their preparedness to tolerate the intolerable for the sake of their 

babies. This tolerance highlights how fatphobia was parasitic to maternal responsibility, 

rendering it almost impossible to resist or reject without women feeling as though they were 

putting their babies at risk. Kahu described wanting to avoid maternity care as a result of 

shaming and bullying treatment but was resolved to persist because of her baby: “But 

generally I go [to appointments] because I want to know that he’s alright. I want all the scans 

that I need to have, and all the tests that need to be done. So I’ll overlook all the hurt, anger, 

shame I’m going to get just to know that my baby’s alright. And that’s pretty much it—no 

point in getting bitter and twisted about it because then my baby’s the one that suffers.” 

Naming Fatphobia in Pursuit of Reproductive Justice 

The narratives of our participants trace a topography of fatphobia throughout the maternity 

care experience. By topography, we mean that fatphobia does not have a single moment or 

expression in the maternal healthcare context; rather, it constitutes a terrain of interpersonal 

and physical, overt and subtle, encounters leading to the systemic oppression of fatness. The 

toll of the fatphobic encounters described by our participants on their pregnancies was a 

dangerous undermining of self-worth and precipitating of anxious concern for their babies 

leading to a generalized loss of enjoyment in their pregnancies and compromised health. 

Compromised health resulted from avoidance of (or the desire to avoid) maternity care as well 

as mental and emotional distress, including anxiety and depression, which often leads to social 

isolation and, in some cases, eating difficulties. Tui described the overwhelming feelings 

brought on by fatphobic encounters intersecting with the other pressures she was facing while 

pregnant, leading to a sense of bodily dispossession: 

It was everything at once. You’ve got all of these [hormonal] imbalances in your body, 
and you’re trying to deal with this, and then you’ve got, of course, your past body 
image issues, and then all of this information of what’s going to happen because of my 
choices and my body, and so everything together. And then you just want to stay inside, 
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you don’t want to go out there, and you don’t want to do what the doctor said. You 
don’t want to go out and walk or anything. You just stay inside, and mainly eat comfort 
food because that’s what’s, you know, that’s the kind of emotion that’s triggered. 

The irony is that medical efforts addressing the purported health risks of maternal fatness—by 

inadvertently or intentionally perpetuating fatphobia—actually function as a health risk in 

their own right.  But fatphobia is not just an issue of health gains or losses. The topography of 

fatphobia traced here points to the systemic oppression of fatness in the context of 

reproduction, which also makes it a reproductive justice issue. Reproductive justice, first 

articulated by women of colour and Indigenous women, offers a model for understanding 

reproductive health that disrupts the ideas of individual choice and responsibility, and that 

emphasizes the structural inequalities affecting women’s reproductive health and their ability 

to control their reproductive lives (Price 43). Seen through the lens of reproductive justice, 

fatphobia is a structural oppression that produces inequalities between fat and nonfat, 

undermines fat women’s ability to control their reproductive destinies in the face of powerful 

and naturalized medicalizing forces, and facilitates individualized maternal blame and 

sanction in place of care and kindness in maternity care encounters. However, reproductive 

justice also casts an intersectional lens on fatphobia focusing attention on the “links between 

oppressions that affect women” (Luna 358). This demands awareness to the fact that fatphobia 

in maternity care does not act alone nor does it affect all fat people similarly. Fatphobia 

intersects with, and is parasitic to, other oppressive and marginalizing forces in maternity care 

including racism, classism, ableism, cissexism, and heterosexism, with compounding effects 

for women/people whose identities are formed at these “othered” intersections.  

Regardless of race, class, ability, size, gender identity, or sexual orientation, the quality of care 

that pregnant people receive during their childbirth journeys matters. It matters because 

childbirth represents a profound physical, emotional, mental, and spiritual transition in the 

lives of birth givers, the legacy of which is deeply felt and long lasting. The quality of care 
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received also matters because, as childbirth advocate Sheila Kitzinger has observed, the 

treatment of mothers and babies during birth holds a mirror up to our culture and society 

demanding reflection not only on what we value, but also on our very humanity. The 

narratives of fat pregnant people and new mothers presented here have exposed fatphobia in 

maternity care as undermining human care toward both self and other with far reaching 

consequences. It is by naming and then addressing fatphobia along with other intersecting 

systemic oppressions that we can begin to secure the quality of maternity care that will support 

women to move forward into their parenting journeys with self-determination and positivity, 

while also helping to recover care as our cultural foundation. As Jade suggested, “It could 

actually be that big mothers are treated as people and they are helped and cared for just like 

how you would anyone else.” 
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