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Abstract
A fate worse than death: Pregnancy weight gain and the thinness ideal
Kasia Tolwinski

This Master’s thesis, entitled “A fate worse than death: Pregnancy weight gain and the
thinness ideal,” interrogates scientific discourse on pregnancy weight gain, focusing on
medical literature published between 1990 and 2009. In 1990, th.e Institute of Medicine
changed their official gestational weight gain recommendations out of fears that women
were not gaining enough weight in pregnancy, resulting in low birth weights. More
recently, a fervour surrounding the so-called childhood 0bésity epidemic has fueled much
scientific debate about the possibility that women are gaining too much weight. Thus it is
now being suggested that women’s weight gain should be restricted to alleviate society’s |
obesity.

Although the experts’ position on pregnancy weight gain shifts over time,
consistent écross the dataset (1990-2009) is an understanding of women’s bodies as the
origin of childhood health. I argue that medical discourse on weight gain in pregnancy
has historically created an embodied ideal as a requirement of motherhood and
femininity; more recently this ideal has necessarily been linked not only to dominant
discourses of obesity, which is seen as costly, burdensome, and undesirable, but also to
dominant notions of good motherhood. Building on Foucauli’s genealogical approach,
this thesis examines the medical/scientific discourse, and its claims to truth that have the
effect of responsibilising and normalising pregnant women, both in terms of the feminine

and motherhood itself.
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Chapter I.  Introduction
Framing the discussion

One of my founding assumptions in taking up this thesis is that there has been a shift in
the way we view, understand and discuss pregnancy weight gain. Informed by feminist
theories of the body, especially those dealing with beauty and weight, my sociological
interests have revolved around how we can understand certain bodies as ideal, and how
people, especially women, strive to attain said ideal. Sociological understandings of
disease and embodiment have been especially interesting for me. Since there is a breadth
of research on body image and eating disorders in academia, and considering that
Foucauldian understandings of eating disorders and ideal embodiment have already been
taken up by scholars (cf. Bartky 1990), it became clear to me that my research would
have to come at the concept of embodiment from a slightly different angle, and so, 1 have‘
elected to study the medical/scientific discourse surrounding pregnancy weight gain - a

contentious debate in the scientific community.

In 2007, CBC News published an article entitled “Pregnancy weight gain
guidelines may be too high” (The Associated Press). In it, the AP reported on Dr. Emily
Oken’s new study that questioned the original pregnancy weight gain guidelines put forth
by the Institute of Medicine in 1990. Oken et al.’s study entitled “Gestational weight gain
and child adiposity at age 3 years™ (2007), pub]ishea in the American Journal of
Obstetrics and Gynecologj, argued that women’s gestational weight gain had a far-
reaching impact on children’s weight status. Specifically, Oken et al. (2007) suggest that

excessive maternal gains, “outside the recommended amount” fuel the so-called



“childhood obesity epidemic,” and thus blame maternal weight gain for the growing
incidence of overweight and obese children. In effect, Oken et al. argue that women s .
weight gain should be restricted to alleviate society’s obesity; women who do not restrict
weight gain (intentionally or unintentionally) are responsible for creating the societal
problem of obesity. And if subsequent studies about fetal programming'? of the
propensity for obesity are taken into view, then women who gain excessive gestational
weight are seen to program children for a lifetime of weight problems. From my
perspective, the argument that women and their bodies have such a profound impact on
their children and on society has even more profound implications for women’s
embodiment and autonomy. Since there is such intense scrutiny of women’s bodies in
pregnancy by the medical profession and public health officials — as evidenced by the
litany of tests-and standards for womeh to internalise — it begs the questions: are women
under a form of repressive social control by institutions and professionals, are they free to
choose to act as they like, or are they “empowered” to take control of health and
embodiment? In any case, pregnancy is arguably a period of time in which the body
undergoes significant physical changes, and the extent to which women do what they

wish during pregnancy is debatable. If women cannot act as they wish — not because of

' While it is not mentioned explicitly, Oken et al. (2007) article appears to be grounded in or at least dances
with the theoretical framework of “fetal programming.” Oken, herself, does not make any assertions on
how the mechanism of “persistent programming” works (CBC News). The “fetal programming” framework
is closely related to “Barker’s hypothesis,” or the idea of “the thrifty phenotype.” “Barker’s hypothesis”
purports that when in utero, the fetus will pick up on the environmental cues (as given by the mother), and
program itself for its future survival as an adult in that environment. Hence, when a fetus does not gain
adequate weight in utero, it is programmed for a future of relative hardship. Since the conditions of its in
utero environment indicated poor maternal weight gain rather than real conditions of scarcity, the
programming is mismatched for the environment, and diseases such as diabetes and obesity emerge in
adulthood. The Oken et al. article appears to be a part of the “fetal programming™ framework, but disputes
the mechanism and conditions of this programming.

‘1 worry about the possibility that a fetal programming framework will bolster pro-life or anti-choice
positions.



threats to fetal livelihood, but because of the possibility to increase fetal health (which
may already be very good) — then I argue that we will indeed see conflicts between

maternal interests or “selfishness” and fetal interests or “rights.”

Recommendations such as those prescribed by Oken et al. are not new. In the
history of scientific study of the pregnant body, they appear to be just the latest attempt at
uncovering the truth of what has been considered a very mysterious, fragile and powerful
kind éf body. Women — whose bodies were already mysterious and unpredictable —
became even more elusive and possibly dangerous in pregnancy (Kukla 2005). Through
examining medical treatment of pregnant women over time, one sees that this history is
rife with fear of pregnant women’s desires, their corrupting influence on men’s children,
and their unruliness, all of which obviously necessitated supervision and management.
Here, regulation by medical professionals Was arguably more repressive in nature since
pregnancy was deemed dangerous, especially to men’s children. It appears as if this
history impacts how we think about pregnancy today, as a phenomenon fraught with risk
—risk which is inherently bound up with maternal desire. Today, I would argue that
pregnancy requires regulation of a different kind, one that we might not recognise as
regulation, per se. This type of regulation is carried out via pregnant women themselves,
who manage their own desires, health, and wellness, and thus take responsibility for their
own actions. Although pregnancy and its outcomes may no longer be feared, it is still
something that requires purposeful action to fashion oneself in accordance with a set of
normative standards. Here we can see a shift away from traditional conceptions of
regulation and towards the concepts of responsibility and freedom (cf. Rose 1999) —

which, in my research, are different and specific types of regulation.

(V8]



Some may argue that the argument presented here is unfair because of the insinuation that
scientists seek to blame or control pregnant women, and would rather suggest that the role of
science is not to blame mothers, but to empower them with the right information to he]p them
craft their bodies and those of their children into a healthy ideal, minimising risk and maximising
potential benefits. I maintain that while scientific research serves the public good by empowering |
women to maximise fetal and maternal health, it does so at the expense of women’s well-being,
autonomy, and sometimes health; it creates good mothers who adhere to these regulations and
bad mothers who do not or cannot. This is especially complex in the context of a culture that is
arguably obsessed with beauty and thinness, and (paradoxically) suffers from ‘epidemic’ obesity.
Moreover, the pressure women face to have an ideal body is astounding, and so it is problematic
to admonish women and make them accountable to yet another regulation related to embodiment.
While the concern with obesity is well-founded and fears about childhood obesity are legitimate -
the health risks associated with obesity are real - it is this researcher’s contention that placing the
onus on women to control their bodies and comport themselves in particular ways to attain a
matemnal ideal is fundamentally political. I.suggest that attaining an ideal body is fundamentally

linked to discourses around productivity, morality, and so forth.
Objectives and research questions

I suggest an approach to the research that combines critical scholarship on pregnancy,
ideal embodiment, obesity, health, mbthering, and science, while maintaining a
Foucauldian theoretical framework. Thus, my analysis of the medical discourse

surrounding gestational weight gain will be driven by the following research questions:

How has scientific discourse helped create an ideal body and weight for

pregnant women?



How has that ideal weight shifted over time and what is the significance of

these shifts?
What is its connection to women’s normalisation and responsibilisation?

And finally, how is this public health discourse related to the imperative of

governmentality?

These questions are addressed in three substantive chapters. Ultimately, these research
questions reflect my desire to understand and examine the contemporary story of
pregnancy weight gain through a critical lens. My purpose‘here is to understand how the
notions of health, responsibility and ideal embodiment figure together in the experience
of pregnancy. My objective is to argue that medical discourse on weight gain in
pregnancy creates an embodied ideal as a requirement of motherhood and femininity.
Building on Foucault’s genealogical approach (cf. Foucault 2003), it will examine this
changing discourse and its claims to truth that have the effect of creating docile maternal
subjects through an ethos of self-care (Foucault 2003). My purpose is to critically analyze
the medical discourse about pregnancy weight gain, and weave a narrative of how
techniques of regulation borne of medical truth significantly impact actors who are

subject to said truth.
Tensions evident within this thesis

I maintain a Foucauldian framework throughout this thesis, however, I did and do remain
skeptical about the extent to which this theoretical framework accounts for the entire
narrative of the embodied experience of pregnancy. Certainly, | assume that knowledge

about pregnancy is transmitted through scientific studies, and thereby has a pervasive

(v



impact on pregnant women'’s experiences. I also maintain that power does not operate
simply through this one facet of medical knowledge. Foucault himself would suggest that
power is exceedingly complex. I contend that power works in a heterogeneous manner té
produce the pregnancy experiences I am interested in. I acknowledge that many
discourses constitute pregnancy in ways that are not easy to pin down. My thesis explains
one aspect of embodiment in pregnancy, namely the component constituted by a discrete
set of texts, with a specific set of hypotheses in view. I analysed one set of texts for
reasons of scope, ensuring an exhaustive treatment of this specific dataset concerned with

medical/scientific discourse, as gleaned from published articles.

One may ask after an unspoken tension existing in this thesis, specifically
pertaining to the debates around structure and agency. These difficult questions troubled
me throughout the course of doing this research, and likely bled into the thesis, written
somewhere in between the lines, as it were. Foucault’s aim, as I understand it, was to
move beyond the structure/agency debate, but there is much controversy concemiﬁg the
success of this attempt. A great many take issue with Foucault’s apparent evacuation of
agency, and suggest that he only provides an account of the structural forces which shape
individuals, leaving little room to theorise many important and unanswered questions
about the self. As I moved through this study, I had many lingering questions about this
topic, and I saw where a Foucauldian approach should be augmented to account for
individuals’ sense of agency. I was curious about women’s feelings about their changing
bodies, their desires with respect to embodiment and health, and their relationships to

their fetuses, for instance. I am especially interested in a woman’s sense of commitment



to and love for the fetus, which complicates the notion of responsibilisation I put forward

in this thesis.

I imagine this would give some Foucauldians pause, and they would give me a
very good explanation of how discourse molds individuals to feel as if they are agential,
when they are in fact effects of power. This understanding of the self and of social life is
not satisfying for me. I believe people’s actions are exceedingly complex, and
accordingly, a satisfying explanation of one’s experience much necessarily délve into the
issue of agency. Suffice it to say, I understand agency as always constrained, yet I believe

it does exist, and that it is a valuable concept to interrogate.

In this thesis, I do not give an extensive account of experience and agency. ] argue
that women’s experience in pregnancy is largely ignored by the scientific studies. While I
have given the notion of agency much thought, it does not figure prominently in my
analysis for an important reason: the objects of inquiry do not lend themselves to an
analysis of resistance and agency. They allow for one to give an account of a structural
aspect of the phenomenon of pregnant embodiment. Likewise, the method I employ is

best utilised to explain the structural aspects of this object, in a specific way.



Chapter II. Theoretical Framework

The objective of this theoretical framework is to articulate the assumptions and guiding
principles of my research. Specifically, the aim of this section is to provide an overview
of Michel Foucault’s major contribution to social theory, namely a unique analysis of
power and subjectivity. In this chapter, I discuss his notions of pastoral power, biopower,
governmentality, and responsibility, which serves to clarify the mechanisms through
which power and knowledge act. Nikolas Rose extends these Foucauldian ideas, and
expands upon‘their significance for theorising biomedicine and health. For Foucault,
since the shift towards modernity, we have witnessed an accompanying shift in the
mechanisms of power, from power that emphasises the sovereign’s right to punish and
kill his subjects (1 990, 135) to a power that normalises, regulates, and organises the lives
of those subjects (136). In such a way, power has moved from the hands of one powerful
leader who represses his subjects and is instead multiplied, d‘iffused, and made
productive. That is, power works not through decimating subjects, but through producing
them into subjects that are valued, disciplined, and efficient. In The Histoiy of Sexuality:
An Introduction (1990), Foucault argues that “the biological existence of the population”
(137) 1s at stake. This means that it js not within the interests of the state to kill
individuals, rather the state must focus on the health and well-being of the population as a
whole, or as Foucault notes, “its main role [is] to ensure, sustain, and multiply life, to put
this life in order” (138). Ordering life is inherently wrapped up in discipline rather than
death; discipline necessarily emerges out of discourses which function to parse out the
normal from the abnormal. So, normalising discourses function to order the life and

health of individuals, and accordingly, the population.



This chapter expounds upon Foucault’s analytical work, which suggests power is
related to govemmental strategies to guide the conduct of others, and the research of
other theorists who add to this theoretical sensibility. As Nikolas Rose (1999) writes, this
theoretical framework and thesis examine “the invention, contestation, operationalisation
and transformation of more or less rationaﬁsed schemes, programmes, techniques and
devices which seek to shape conduct so as to achieve certain ends” (20). First, 1 discuss
Foucault’s understanding of power, and in turn, the notions of governmentality,
“freedom,” “truth,” and responsibilisation. Then I turn to Nikolas Rose, who makes
crucial contributions to Foucauldian theory, especially in the areas of health and
biomedicine. Then I move to a discussion of Elizabeth Grosz, whose research on the
body, gender, and science is important to my topic. Finally, I take up Judith Butler,

whose discussion of norms, the Other, and abjection proves valuable to this thesis.
Foucault on power

Pastoral Power

Much in line with his theorising of modern power being fundamentally productive rather
thén repressive, Foucault suggests that pastoral power is a modem type of power that
governs through guidance, the roots of which can be traced to the Judeo-Christian
metaphor of a shepherd tending to sheep. The first point Foucault makes with regard to
pastoral power is that it is “not exercised over a territory but, by definition, over a
flock....in its movement from one place to another” (2007, 125). Secondly, he suggests
that “pastoral power is fundamentally a beﬁeﬁcent power” (126). The shepherd is

entrusted with the salvation of the flock; it is his duty to care for, watch over, and even



sacrifice himself for them. The principal shepherd in Christian mythology is, of course,
Jesus, whose guidance over, and sacrifices for, humanity have served as the cornerstone
of the faith (152). However, unlike kings and the God of the Old Testament who ruled by
force and domination, Jesus had no interest in rule and tyranny. Rather, it can be argued
that he courted his followers by teaching and leading by ekample (180). This leadership
style permeates the whole of Christian doctrine; it 1s indicative of the pastor’s

responsibility to his followers, and his own membership in the flock.

Accordingly, the Christian pastor shepherds the congregation toward salvation,
protecting them from damnation and other terrible fates, while in the same instance, he
“becomes accountable for the actions of all” (Dean 1993, 75). Likewise, modern subjects
begin to see themselves as members of the flock, willing to be governed — in the Church
and in other aspects of their lives. This brings to mind another central feature of Christian
belief, namely that of “free will.” It is of the utmost importance to Christians that
followers are not coerced to attend service, nor are they forced to believe. It is vital to
Christianity that followers are convinced by not only the pastor’s compelling arguments
about salvation, but also by his commitment to their salvation. Or in other words, they

must sincerely trust his judgment, conviction, and devotion.

On this point, Foucault would not completely agree. He argues that “spiritual
direction will not exactly be voluntary” (182). While the traditional notion of the
shepherd tending to his sheep brings to mind nurturance and caring devotion, Foucault
suggests that pastoral power “establishes [an] exhaustive, toté], and permanent
relationship of individual obedience” to the Christian pastorate (183). The Christian

pastor, it should be clarified, has vast control over every movement conducted by his

10



followers, as a matter of spiritual import. In entering into this relationship, “complex and
profound moral ties bind...the shepherd and the members of his flock”; strident obedience
of followers is valorised, and the pastor’s knowledge of each individual is made

paramount (Dean 1993, 75).

Since the Church has inserted itself into the minutiae of parishioners’ daily lives
and there exists a kind of compulsion towards salvation, spirituality begins to revolve
around the constant examination of one’s actions, thoughts, and conscience (Foucault
2007, 182). So too, does it revolve around complete dependence on, and reverence and
obedience to, the shepherd for guidance in seeking out the hidden truth of oneself. The
Platonic understanding of self-mastery is transformed into self-mastery in the service of .
God, the pastor and the church. And this self-mastery is policed and maintained through
the act of confession (cf. Foucault 1999). Thus, Foucault suggests that “[t]he Church is a
religion that thus lays claim to the daily government of men in their real life on the
grounds of their salvation énd on the scale of humanity” (148). This intervention of
religious belief on the conduct of individuals is a unique historical moment, where “an
institution...governs men in their daily life” (148). It does so vis-a-vis the shepherd, who
does not coerce or maim with his staff; he simply convinces the flock of the correct
direction to move in, and they, in deciding that this is indeed the best course of action to

assure their salvation, move on their own, but do so collectively and obediently.

What is clear is that this form of pastoral power has transcended the Church, and
as such, impacts secular institutions and ideas. In Foucault’s words, “the pastoréte burst
open, broke up, and assumed the dimension of governmentality” (193). While his work is

not a genealogy of the pastorate per se, he cites several events as transforming pastoral



power into governmental power, or the power to govern the conduct of others: first, the‘
Reformation and Counter Reformation as giving religious authorities far greater control
over the lives of others, especially in educating children; second, the re-emergence of
philosophy prompting academics, such as Descartes, to ponder how best to conduct
oneself; and lastly, the preoccupation of those in the political sphere on if, how, and to
what extent a sovereign should take up the conduct of the populace (230-231). In sum,
Foucault argues that “there was not a transition from the religious pastorate to other
forms of conduct...[rather]...there was an intensification, increase, and general

proliferation of this question and of these techniques of conduct” (231).

On first glance, it 1s quite clear how one can link pastoral power with medical
expertise; a doctor or expert may act as a guide to health, and so governs the conduct of

his/her patients.
Biopower

Biopower and biopolitics are related closely to pastoral power. Dean (1993) argues that
biopolitics is a contemporary version of pastoral power insofar as “the individual is now
‘normalised’ in relation to scientific knowledge of populations” (76). Likewise, power —
as Foucault conceives of it — is “now carefully supplanted by the administration of bodies
and the calculated management of life” (1990, 140). Or as Rose (2007) notes, biopower
refers to “strategies involving contestations over the ways in which human vitality,
morbidity, and mortality should be problematised, over the desirable level and form over
the interventions required, over the knowledge, regimes of authority, and practices of

intervention” (54). Simply, biopolitics can thus be understood as a strategy of managing



the life and health of an entire population often through acquiring knowledge of the

biological function of bodies and vital population statistics.

Foucault understands power over life in this sense as having two poles: 1) the
body as machine or anatomo-politics of the human body, and 2) the species body or the
biopolitics of the population (139). By body as machine, he is referring to optimising
bodily function, or simply, individual bodies becoming as useful, efficient, and
disciplined as possible. Foucault argues that bodies are moulded and opt-imised into
bodies that fit a specific modality of life; bodies are made docile. By species body and
biopolitics of the population, Foucault is referring to power focused on “the body imbued
vwith the mechanics of life, and serving as the basis of the biological processes:
propaga’gion, births and mortality, the level of health, life expectancy and Iongevity, with
all the conditions that can cause these to vary” (139) or “the set of mechanisms through
which the basic biological features of the human species became the object of political

strategy” (Foucault 2007, 1). |

Accordingly, modern power is now focused on maximising health, efficiency, and
well-being in both the individual ﬁody and the social body, or “the population.” Rose
(1999) suggests we must apprehend discourse in action — those legal texts, government
programs, and funded studies, for instance, that exist to help responsible, free individuals
to make the correct choices. He utilises Foucauldian notions of discipline and biopower
to understand the ways in which strategies of governance “act upon ...domains [such as
population health and reproduction] by reshaping the cénduct of those who inhabit them

without interdicting their formal freedom to conduct their lives as they see fit” (23).



Governmentality

As noted above, Foucault’s understandings of pastoral power and biopower are integral
to the mechanism of governmentality. The concept of governmentality is compelling for
my purposes, as an analysis of “the formation and transformation of theories, proposals,
strategies and technologies for ‘the conduct of conduct’” (Rose 1999, 3). Foucault asserts
that the phenomena of rulers being concerned with the way to govern or with ‘the
conduct of conduct’ emerged in the sixteenth to eighteenth centuries (Foucault 1991, 87).
Therefore, his study of governmentality concerns “the institutions, procedures, analyses
and reflections, [and] the calculations and tactics that allow the exercise of this very
specific albeit complex form of power, which has as its target the population” (102). In
addition, Foucault 1s interested in the creatiqn of governmental apparatuses, and the
development of particular types of knowledge that are useful in targeting the population,

which he argues are all part and parcel of governmentality.

Governmentality has been taken up by Nikolas Rose, Peter Miller, and Dean
Mitchell, amongst others, however, for my purposes, Rose’s work figures most
prominently in the present discussion, as he is, like me, specifically concerned with
medical and scientific knowledge. According to Rose (1999), government is about those
efforts which direct citizens towards the “right” kinds of behaviours, and “it also
embraces the ways in which one might be urged and educated to bridle one’s own
passions, to control one’s own instincts, to govern oneself” (3). Governmentality, then,
concerns the ways, ideas, and methods through which to implore people to comport
themselves into a healthy standard for the purposes of having a heélthy populace, or for

the public good. At the same time, it is also about the ways in which those who govern
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come to understand their own responsibility in assuring the well-being of both individuals
and the entire population, and accordingly, how their influence and interventions into the

lives of the citizenry is vital.
“Freedom”

In Powers of Freedom: Reframing Political Thought (1999), which is a ‘genealogy of
_freedom,” Rose endeavours to understand how “the values of freedom have been made
real within practices for the government of conduct” (1999, 10). Since freedom has often
been associated with the most righteous and ideal political systems, Rose asks after the
emergence of freedom as a valuable and ethical concept and the implications of its
emergence. He argues that the popular conception of freedom is related to individual
autonomy and the active shaping of one’s identity. He notes that “[flreedom is seen as
autonomy, the capacity to realise one’s desires in one’s secular life, to fulfil one’s
potential through one’s own endeavours, to determine the course of one’s own existence

through acts of choice” (84).

Moreover, he argues that a discourse of freedom works to ensure that formal
governance is not required, rather, govefnance transpires vis-a-vis responsibilised
subjects who govern or conduct themselves; therefore, governmentality is invested in
upholding notions of freedom, as it ensures that people conduct their own conduct. Laws
and regulations emerged to protect freedoms, and likewise, subjects were free to do what
they wished as long as their actions were under the auspices of the law. Rose further
argues that something rather paradoxical occurs with respect to being “free.” Specifically,

it “was accompanied by the invention of a whole series of attempts to shape and manage
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conduct within [individuals] in desirable ways”(69). Therefore, freedom is not the
antithesis of regulation, “but is inst¢ad central to the workings of state power, used as a
technique in governing” (Brown 2008, 293). Governmentality then, is a method to ensure
particular fypes of behaviour, and is explicitly linked to the idea of individual freedom;
this ethos of freedom is actually another method of regulation. As Rose notes, “modern
individuals are not merely ‘free to choose,’ but obliged to be free” (87). Action is
understood as a reflection of the individual’s inner self or their ethics. This so-called free
choice is understood through a sensibility of governmentality, which requires individual
choices to be made in particular ways; it becomes increasingly critical for individuals to
act ethically, and in accordance with laws. Rose goes on to suggest that both public and
private behaviours are subject to regulation. While public behaviour is guided by “codes
of civility, reason, and orderliness,” private behaviour is “civilised by equipping

[individuals] with languages and techniques of self-understanding and self-mastery.” (69)

“Truth”

Rose makes clear that the authority of government to guide the free choices of individuals
1s intertwined with truth. While the nature of the truth (where truth is found) has changed,
the link between the ability to expound upon the truth of anything and the authofity to
guide the conduct of others has remained relatively unchanged. So whilst the nature of
truth may change from truth found in religious texts to truth found in legal texts, the
ability of those who are governing to exploit whichever truth exists grants them authority
to govern over others (1999, 9). In the present context of a thesis which concerns the
sociology of science and knowledge, Rose makes an especially salient observation that

“technologies for the conduct of conduct...since the nineteenth century have paid



particular attention to the...discourses organised around scientific norms of truth” (9) that
relate specifically to the human body. Significantly for us, he makes clear that the
articulation of scientific truth about the human body subjects people to modes of
correction. From this perspective, the emergence of medical studies about optimal weight
and wellness in pregnancy implores individual women to correct their weight to fit a

certain norm.
Responsibilisation

On a closely related topic, I now turn to self-discipline or responsibilisation. Since
Foucault does not understand power to be essentially repressive, but instead bound up
with processes of normalisation and optimisation, it goes almost without saying that
subjects internalise norms, understand themselves through these norms, and craft
themselves into the right kinds of subjects’. Likewise, people who are self-govern are
responsible for their own successes and failures at approximating the norm. Or as Reuter
(2007b) explains it, responsibi]isétion is “a Foucauldian technique of power whereby the
individual comes to accept responsibility for her/his own health and therefore undertakes
various operations on their own bodies and souls, thoughts, conduct, and way of being, so
as to transform themselves” (238). Governmental reason is thus essentially

individualising.

The Foucauldian notion of responsibilisation is vital for this thesis in that I

hypothesise that pregnant women seek out ways to maximise their own health, and also

I do not want to suggest that responsibilisation individuals become who they are is through a process of
responsibilisation and normalisation, or as effects of power. 1 suggest that the process of becoming who one
1s a exceedingly complex, responsibilisation being only one facet of this process.



accept the blame when their health is not optimised, or conversely, accept the accolades
when they do. Rose (2007) argues that women “are [especially] obliged to take on
responsibility for their own medical futures and those of their families and children” (29).
This assertion links quite clearly to the literature regarding the asymmetrical
responsibility women are accorded in maintaining the health and wellness of their

families vis-a-vis pregnancy. I expand upon the obligation towards health below.

Surveillance and normalisation

In Discipline and Punish: The Birth of the Prison (1995), Foucault elaborates on the
above ideas regarding surveillance, productive power, docility, and responsibility. In this
text, Foucault discusses Bentham’s design for a prison — the ‘Panopticon’ (200), and
argues that “the major effect of the Panopticon [is] to induce in the inmate a state of
conscious and permanent visibility that assures the automatic functioning of power”
(201). In other words, prisoners are never certain of the level of surveillance because they
can never see when their jailers are watching them. As such, the prisoners internalise the
rules and regulations as set by their jailers, and employ techniques of self-surveillance to
be sure that they are not found violating any regulations; or as Foucault siaies, the
prisoner “assumes responsibility for the constraints of power...[and] he becomes the

principle of his own subjection” (202).

Fundamentally, this self-surveillance ensures that the body of the prisoner is
actively normalised; expert medical knowledge also functions through self-surveillance
and normalisation, where patients must take account of their own bodies. The prisoner or

patient’s very movement and bodily comportment is governed to ensure that “each



individual...will conduct him- or herself in a space of regulated freedom” (Rose 1999,
22). Foucault argues that Panopticism is a good metaphor for how we generally operate
in society. That is, we internalise rules and surveillance, employ strategies of self-
discipline, and craft our bodies and bodily movements to best approximate the ideal. One
can see how we are not disciplined through threat of punishment, but through our own
actions that are directed towards the best approximation of rules, regulations or norms.
Thus, recalling previous arguments, one can identify that power works efficiently without
the threat of death and punishment, but through imploring citizens to take up the task of
disciplining themselves. Most significantly, conducting the conduct of subjects takes
place without impinging on their sense of freedom (23). Notions of thé public good,
freedom, liberalism, democracy, rationality, and the like are reified, while the power of

the political system is held intact and lies unquestioned.
Nikolas Rose on health and biomedicine

Following from Foucault’s analytics of power and governmentality, Rose’s extension of
Crawford’s (1980) notion of ‘healthism’ — a kind of societal obsession with healthiness
and a perceived personal obligation towards optimal health — 1s a pivotal dimension of
this thesis because many women are interested in maximising their health and the health
of their fetuses in pregnancy. His analysis of healthism also points to issues of
‘empowerment’ and reéponsibilisation in the desire for good health, and the dependence
of people upon health professionals to seek out the right information to optimise their
health. Indeed, being healthy is no longer a matter of being a passive participant, rather,
the healthist actively seeks out medical treatment “to maximise and enhance [his/her]

own vitality” (Rose 2007, 23).
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An extension of these ideas is evident in Rose’s contention that though medicine
is central to conducting the conduct of othefs, current biomedical realities (especially
those related to life at the molecular level) ensure that pastoral power works differently.
Rather than solely consisting of an ethos of expert guidance, pastoral power today
“entails a dynamic set of relations between the effects of those who council and those of
the counselled” (2007, 29). The responsibilised consumer of medical knowledge is not
ignorant, rather, this subject interacts with expert interlocutors with vast knowledge of
their own sets of risk factors and concerns (cf. Castel 1991). Likewise, those who possess
expert knowledge take great care to not coerce their patients. Rose argues that the “new
pastors of the soma espouse the ethical principles of informed consent, autonomy,
voluntary action, and choice and nondirectiveness” (29). Patients are guided, but only to
the extent that they are knowledgeable about what ails them and that they desire advice
and guidance. Considering that responsibilisation of individual health is on the increase
and that sickness is now a form of deviance (Crawford 1980, 380), unknowledgeable

patients are pathologised.
Neoliberalism and health

Although healthism would seem like a reasonable endeavour, health, in this context it is
still a matter of governmental strategy; the regulation of health takes on an ethos of
rationality, responsibility, choice, self-mastery, and individuality — in short, neoliberal
subjects are responsibilised to take matters of health into their own hands. A neoliberal
sensibility, reflected in the move towards free market cépitalism and the decline of
Keynesian economic policies, privileges the notion of individual responsibility to the

detriment of other ideas, such as government spending and regulation. For instance, a
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neoliberal approach towards health forestalls an analysis of health from a variety of
perspectives. Even an individual who makes “rational” and “responsible” health choices
may succumb to illness. Moreover, neoliberal attitudes towards health ignore the
structural inequalities which cause illness, and allow others to blame those who are ill
rather than addressing their problems in a meaningful way. Rose argues that “individuals
are addressed on the assumption that they want to be healthy, and enjoined to freely seek
out ways of living most likely to promote their health” (Rose 1999, 86). In a healthist
society, subjects are consumers that “are constantly urged to conduct [their] private lives
in order to avoid potential disease or early death” (Jardine 2004, n.p.). Certainly, health
is important to most people, however, it is false to assume that health is easily attainable

for all who want it.
Elizabeth Grosz

Elizabeth Grosz takes a keen interest in theorising the body, and is especially interesting
for a thesis regarding women’s embodiment and health and how these issues are related
to the scientific study of women’s bodies. In Volatile Bodies (1994), Grosz aims for “a
refiguring of the body so that it moves from the periphery to the centre of analysis, so that
it can now be understood as the very “stuff” of subjectivity” (xi). She and other theorists
of sexual difference are committed to understvanding the sexual specificity of the body in
the context of fhe body being socially constituted. Thét is, the body is not pre-cultural,
given, or wholly natural, rather, it is constituted and reconstituted over time, in countless
ways (18). In this case, the pregnant body is undergoing redefinition by medical/scientific
discourse. Theorists of sexual difference, such as Grosz, rally against Cartesianism, and

take great issue with the suggestion that women are more closely connected to the body
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then men. Pregnancy is a period of time when women’s connection to the body is made
explicit, and both cultural and medical/scientific discourses often valorise this

connection.

In Volatile Bodies, Grosz makes six suggestions for analysing the body without
reifying the dichotomy between nature and culture (or other binary relationships, for that
matter). First, she demands that Cartesian dualism must be disputed; second, particular
groups such as womén and minorities cannot be associated with the body while dominant
groups transcend the body, and further, it must be contested that those who transcend the
body are ideal, while those associated with the body are inferior; third, there should be no
universal or neutral human body, but rather, multiple bodies always exist and should be
taken into account; founh, it is crucial to refute essential or biologistic accounts of the
body; fifth, great care should be taken to understand the connections and disconnections
between thought or psychélogical processes and embodiment and bodily processes; and
lastly, the body ought to be thought of as an object that exists between binary pairings,
and thus holds the capability to help dispute binary logic. I keep these suggestions in
mind when making sense of how Womep’s bodies are traditionally framed, especially
through medical/scientific discourse. Additionally, refuting the binary between nature
and culture 1s of vital importance to my project, as I endeavour not to privilege either

category, but understand how they vitally inform one another. (21-24)
Judith Butler

Butler 1s interesting for my purposes because of her interest in how discourse and norms

create the very materiality of our bodies. Significantly, she brings gender to the fore in
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Foucauldian analysis. In that I am taking a Foucauldian approach to the study of
women’s bodies, her work lends theoretical support to my project, especially with respect

to normalisation.
Normalisation, intelligibility and gender

In her analysis of gender, Butler uses two major concepts from Foucault; first, she
concurs that power has effects which work to regulate subjects, and second, she argues
that this very regulation is what makes us subjects. That is, we are formed meaningfully
through these very regulations. She maintains that the norm acts as a verb; that is, it does
something, it produces people. It does not simply produce subjectivities, it produces
bodies. Norma]isétion, she argues, is that through which “the body is efféctively
materialised” (1993, 33). The materiality of the body is not given, rgther, it is bound up

with the productive effects of power (34).

Yet, Butler departs from Foucault in that she understands gender to be its own
regulatory regime, not an effect of the overall regulation of the subject. She argues that
“gender requires and institutes its own distinctive regulatory and disciplinary regime” and
it “Qperates within social practices as the implicit standard of normalisation” (Butler
2004, 41). For Butler,vnonns are difficult to analyse, except in the “effects they produce”
(41) In terms of the regulation of gendered bodies, norms govern what i1t means to be
intelligible; specifically, they determine which actions, experiences, and bodies are
liveable, recognisable, and acceptable. Butler suggests that while the norm frames who is
intelligible, it also frames who is unintelligible because unintelligibility is always formed
in relation to the norm. She maintains that “if the norm renders the social field intelligible

and normalises that field for us, then being outside the norm is in some sense being



defined still in relation to it” (2004, 42). Thus, being unintelligibly gendered necessitates
a comparison to the intelligibly gendered, just as being categorised as abnormal always
requires a comparison and reification of the norm. And most significantly, simply being
compared to the norm reaffirms the norm and re-establishes its authority. In short, norms
have the power to tell us who has access to legitimate personhood, and who is Othered by
them. Additionally, gender norms work to make masculinity and femininity normal and
natural, and force us to think of gender in bifurcated terms. For our purposes, it will be
interesting to investigate the particularities of the regulation of gendered bodies and also

to understand how pregnancy, itself, is a regulatory apparatus in this sense.

While the norm sets a gender ideal or standard that all subjects approximate in
different ways, this approximation should not be mistaken for a performance of a gender
role that is based on personal choice or agency. As Butler argues, it is not as simple as “a
wilful and instrumental subject” (1993, x) donning whichever gender s/he pleases for the
day. She is clear in her argument that the subject always exists in “the context of a set of
norms that precede and exceed the subject” (2005, 17). This means that one is produced
through discourses around gender; and from Butler’s point of view, one does not actively
make up one’s gender, rather, one reaffirms those gendered regulations through daily
action. She argues that this could theoretically grant a subject some leeway in how
closely they approximate the norm (meaning that one can still be read as intelligible if
one does not approximate the norm perfectly). However, Butler clarifies that though this
may be a possible inroad to the denaturalisation of the norm (2004, 218) it is also a place
for violent reassertion of the norm. When one deviates too drastiéally from the norm,

regimes of regulation may address the subject by correcting his/her behaviour, or even
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his/her body, as she exemplifies in the case of the surgical intervention of intersexed
children (Butler 2004). Butler argues that the ability to make choices is limited in this
framework. If the choice is within normative ideals, it can be made. When a person acts
in ways that do not create him/her into an intelligible subject, s’he may not have access to
rights and personhood. For instance, my use of him/her and s/he in this sentence actually
works to reinforce binary notions of gender, and could render those who do not fit into
either category unintelligible. In terms of this thesi's, intelligibility will be related to
notions of weight and mothering.

Abjection

Building on the work of Kristeva (1982), Butler interrogates the notion of the abject.
Butler ascertains that bodies are produced within a field of intelligibility, and by its very
nature, the matrix that governs intelligibility functions to exclude certain subjects or
bodies. Butler recognises that this produces a “domain of abject beings, those who are not
yet ‘subjects,” but who form the constitutive outside to the domain of the subject” (3).
The existence of the abject — those unliveable subject positions — is required to mark the
limits of the subject. Simply, the subject must repudiate the abject to meaningfully
constitute him/herself. It is evident that her formulation of the abject is related to notions

of intelligibility and normalisation.

This concept is useful for this thesis because of the kinds of dichotomous subject
positions that emerge, such as thin and fat, healthy and sick, male and female, responsible
and irresponsible, white and black, docile and unruly. The idea of abjection sheds light on
how and why certain bodies are castigated or “Othered” and made into *bad’ bodies.

Following Reuter (2007a), I connect Butler's notion of the abject Other to disease.
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Individuals who are overweight, obese, or otherwise “unhealthy” are deemed abnormal,
these abnormal bodies serve as a basis from which to compare normal bodies, and thus
normal bodies are élways constituted in relationship to those abject bodies. That is, good
bodies can only be good through the existence of bad bodies. Additionally, abjection
connotes disgust, which is particularly relevant to the study of bodies. Considering the
subjects garner hatred and contempt because of their bodies or bodily movement,

utilising theories of intelligibility and abjection is apt.

In this chapter, I expanded upon the theoretical framework of my thesis, which is
primarily based on the work of Foucault. To more fully understand the work of Foucault
with respect to the body, health, and gender, I included concepts from Rose, Grosz, and

Butler.
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Chapter 111 Methodology and Method

Methodology

Building directly on the theoretical assumptions outlined in the previous chapter, I now
describe the methodological underpinnings of this research project, which makes explicit
how and why discourse analysis is vital to the critical study of pregnancy weight gain.
This chapter also clarifies the rationale for employing this particular method of analysis
and interpretation. I begin with an explanation of and rationale for discourse analysis
generally. I then move to a discussion of medical/scientific discourse and its relationship
to genealogy, thereby illustrating the interconnectedness of scientific knowledge, truth,
and power. Finally, I describe my method in detail, including the practical aspects of the

" data collection.
Discourse analysis

There is great difﬁculty in delimiting a singular definition of discourse; as such, I employ
several interpretations in combination. These deﬁnitions come from researchers who
utilise and build upon Foucauldian methods in their own work. Phillips & Hardy (2002}
for example, explain succinctly that “a discourse [is] an interrelated set of texts, and the
practices of their production, diésemination, and reception, that brings an object into
being” (3). Importantly, they focus on a body of texts and the interrelationships between
texts to elucidate the emergence of the discourse and how it is sustained over time (5),

while they also maintain that “language constructs’ phenomena, [rather than] reflects and

* Ian Hacking (1999) gives a compelling critique of social constructionism. Nonetheless, arguing about the
construction of facts 1s still useful in many ways. What is vital is not conflating the idea of construction of
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reveals it” (7). Carabine (2001) puts forth a similar understanding of the productive
nature of discourse, suggesting that it consists “of groups of related statements which
cohere in some way to produce both meanings and effects in the real world” (268).
Perhaps the most satisfying explanation comes from Phillips & Jorgensen (2002) who
propose that discourses privilege certain understandings of reality, and therefore
“constitute subjects and objects in particular ways, create boundaries between the true
and the false, and make certain types of action relevant and others unthinkable” (145).
This definition links directly to “normalisation,” the process through which discourses
establish a norm (Carabine 2001, 277), and thus define categories of normality and
abnormality. Especially relevant in this context are categories of health and sickness and,
in particular, thinness and obesity. Discourse analysis enables me to show how
medical/scientific discourse actively produces the meanings, truths or facts associated
with pregnancy weight gain, preghant women, obesity, risk, and responsibility, and so
forth. Specifically, medical/scientific discourse reflects a perceived norm for healthy
weight, and thus establishes who fits the definition of “normal,” and conversely, who

does not - “the deviant.”

Phillips and Hardy also distinguish between two distinct theoretical sensibilities
evident in discourse analysis; they concern the degree to which either 1) context, or 2)
power are emphasised (18). The research presented here reflects the latter approach;
following Phillips and Hardy, I proceed from the assumption that critical work,

specifically “Foucauldian-informed work[,] often focuses on unmasking the privileges

facts with the falseness of those facts. The point I am making about scientific knowledge is that it does
emerge out of a specific cultural and historical context that cannot be minimised.
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inherent in particular discourses and emphasises its constraining effects”(21). Such a
critical approach facilitates understanding the discourses evidenced in scientific studies,
the social space that is made possible through those texts, and the types of subjects

emergent from them.

I use discourse analysis in this project because of my interest in critically
analysing the truth claims of medical/scientific discourse, and the pregnant subjects who
emverge from this discourse, as well as the possible negative implications of discourse for
them. I ground my approach in the work of several researchers. Parker (1999) suggests
that providing the new discourse analyst with a set of steps is restrictive, and that the
process must instead be “characterised by a sensitivity to language above any ‘steps’ to
analysis” (2) this sensitivity being necessarily interpretive in nature. Considering that
interpretation depends on an analyst’s theoretical framework, I took seriously the
suggestion that a discourse analyst should be particularly concemed with theory; this

sensitivity to theory and language guides my work (4).

Parker’s chapter “Discovering discourses, tackling texts” (1992) is a guide to
distinguishing discourses in a given text. He suggests that the researcher is well served by
keeping ten major ideas about discourse in view when analysing and interpreting texts:
namely 1) a discourse is realised in texts; 2) a discourse is about objects; 3) a discourse
contains subjects; 4) a discourse is a coherent system of meanings; 5) a discourse refers
to other discourses; 6) a discourse reflects on its own way of speaking; 7) a discourse is

historically located; 8) discourses support institutions; 9) discourses reproduce power

relations; and 10) discourses have ideological effects (Parker 1992, 6-19). These ideas are

29



mainly a reiteration of the above ideas about discourse. Nonetheless, they provided a

useful framework on which to build my analysis.

Equally useful, Carabine (2001) provides succinct and thorough recommendations
for carrying out a theoretically-driven research project with a clear method; many of her
suggestions are similar to those addressed above by Parker (1992). However, these
suggestions give a sense of what the discourse analyst actually does and the types of
“results” one can expect from such a method. Especially salient for my research are her
suggestions centring around the following: 1) immersing oneself in the data; 2)
identifying key themes, categories and objects related to the discourse in questions; 3)
understanding relationships between discourses, both those lending support or fostering
resistance; 4) being cognisant of what the discourse avoids saying or does not address; 5)
articulating the effects of discourse; 6) contextualising the discourse in relation to
dominant historical and cultural power/knowledge formations; and 7) being aware of the

scope and limitations of the research (281).

Closely related to Carabine’s suggestions, Phillips and Hardy (2002) agree that
there is no specific formula for discourse analysis, but suggest ihat the central aspect of
analysis concerns how the data constructs that about which it speaks (2002, 76). In other
words, at the most basic level, I ask how the various objects of analysis are defined. In
my analysis for instance, I ésk how the data present, define, and support “facts” and
“truths” related to pregnancy, obesity, and risk, among other ideas. ‘F ollowing Reuter
(2007), I take these texts as “empirically viable indicators of the material and discursive
practices and social relations involved in the emergence” (15) of the good maternal

subject. Likewise, Reuter argues that medical texts are a key site of dialogue between



medical professionals (14). This dialogue constitutes the “truths” mentioned above. To
further extend the concerns about the definition of subjects and objects I ask, following
Carabine, not only how subjects are defined, but also if the subjects’ own voices exist in
the discourse. In the medical texts I have analysed for instance, there are few attempts to

recount pregnant women'’s concerns and challenges explicitly.

A genealogy of scientific discourse

This study takes as its object of analysis medical/scientific discourse. I have elected to
focus on a discrete set of texts - medical articles from 1990 to May 2009 - that constitute
one aspect of the discourse surrounding pregnancy weight gain, aiongside other issués
such as healthy weight and optimél fetai healfh. As a key arena for the exchange of
“expert’” knowledge, these documents represent the dominént discourses or controversies
current in the medical community today regarding the subject of weight gain and
pregnancy. Through scientific studies, these experts produce, reproduce, and often
contest scientific knowledge; in this case, they espouse particular truths about pregnant
bodies. Using various empirical methods, these researchers posit that they have
uncovered certain facts related to their research questions, explain the meaning of their
results, and discuss the implications of these results. This discussion often consists of

suggestions for clinical practice and public health policy.

Following Lowy (1988), I argue that scientific facts “do not exist ‘out there’ in
nature waiting to be discovered by objective and interchangeable observers” (135).
Rather, scientific truths come out of particular historical and cultural contexts; more

specifically, I concur that concepts of health (and normalcy) and disease (and pathology)
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are socially constituted, and thus necessarily linked to ideology and relations of power.
Here ideology refers to Althusser’s (2001) two theses. First, I concur with him that
ideology “represents the imaginary relationship of individuals to their real existence”
(109), which means fhat one uses dominant sets of ideas or even falsehoods about “real
life” to help interpret and manage one’s life. Second, Althusser claims ideology to have a
material existence, meaning that ideologies always exist through State apparatuses and
their practices (112). In short, science is linked to ideology insofar as it is a way of
understanding the world, and emerges from specific understandings of our existence;
additionally, it creates and sustains particular material practices and even subjects.
Fol]owing Foucault’s genealogical approach, then, my methodological framework
proposes to examine those medical/scientiﬁcvdiscovurses which have the effect of
regulating and normalising bodies, especially given that these discourses-“are tied to
particular interests and ideologies” (Reuter 2006, 295). My project thus consists of
studying, documenting, analysing and contesting the truths associated with gestational
weight gain and the “good” maternal body, as evidenced by themes I have unearthed in

the medical articles.

Typically concerned with history and conditions of possibility, genealogy is not
simply a matter of historically and culturally contextualising the present. Specifically, it
1s concerned with the historical analysis of power itself, and the truth effects with which
it is bound up. Thus, my analysis is not informed by an approach that asks after context
alone; rather, it interrogates how power-effects have manifested themselves in and as a
result of these documents. While context is vital, it does not alone give a thorough

account of the omissions, disputes, and un-write-able moments of history that are



subjugated in the pursuit of the production of knowledge and truth. Genealogy is
therefore a method that calls for a more complex rereading of texts that interrogates and
necessarily disputes the notion of teleological movement from one historical moment to
the next (Foucault 1971). Simply put, the method understands historical documents as
constitutive of discourse. In this respect, discourse is thus linked to power/knowledge.
Referring ;[o power and knowledge in such a way - power/knowledge - is indicative of
Foucault’s intent to show how the production of knowledge and the relations of power
cannot be separated from each other; claims to knowledge are intrinsically bound to
power to normalise subjects. Accordingly, genealogy is said to be “an insurrection
against the centralising power-effects that are bound up with the institutionalisation and
workings of any scientific discourse” (Foucault 2003, 9). It becomes a useful approach to
“make strange” those objective or even self-evident truths - the ones that we deem
completely neutral, free of bias, unencumbered by the effects of culture, or the relations
of power - and examine the processes of normalisation they engender. This links to
argurﬁents that Haraway (1988), and Lowy above, make regarding the objectivity of
scientific inquiry, namely that objectivity is neither possible nor ideal. Theoretically, it
leads to an understanding of the claims to truth and the legitimacy granted to institutions

to make these claims.

A Foucauldian framework, such as the one I use here, privileges the notion that
discourse does not simply “represent [ ..} a subject; in practice, it simultaneously
chstitutes the kind of subjects that are meaningfully embedded in the discourse itself”
(Gubrium and Holstein 2003, 226). In other words, medical/scientific “discoveries™ do

not simply describe bodies that already exist “out there”. They simultaneously constitute



those bodies and actors in speaking about them. Following and building upon Reuter’s
(2007) method, I understand medical/scientific articles as being imbued with medical

authority because of their connection to governing the population (14).

Method

In this section, I outline how I have gathered my research data using PubMed®, and the
criteria used to narrow the scope of my search. Specifically, I defined a timeline, ensuring
the studies specifically addressed weight as an independent variable, eliminated certain
types of studies and research questions, and choose data from North American sources to
the exclusion of other regions. I did so because of the United States’ unique relationship
to obesity and obesity research, which will be explained below. Additionally, to ensure
my search was exhaustive, I also utilised a technique of snowballing via author

publications.
Searching PubMed® (MEDLINE®)

This electronic catalogue lends itself well to finding most of the appropriate documents to
use as data for this period (January 1990 to.May 2009). The availability of all medical
studies on one topic through the PubMed® database makes searching for and locating the
studies re]ativ_e]y simple. Each study was available either online through Concordia

Libraries subscriptions to those databases or through Interlibrary Loan.

To begin, I typed general areas of interest, such as pregnancy and weight gain,
into the PubMed search function. Though doing a search with these words themselves
resulted in many abstracts, 1 used the results of the preliminary search to find other MeSH

(medical subject headings) keywords. This allowed me to see how abstracts that
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interested me were likely catalogued. MeSH keywords, simply put, are the standard
words or phrases which PubMed utilises to catalogue the abstracts. This is not unlike the
system of indexing in any library database. One can search PubMed with MeSH
keywords by searching for either “MeSH Terms” or “MeSH Major iopic”. MeSH Terms
is more general, while MeSH Major Topic returns abstracts that deal with those keywords
as central to the study. A search for MeSH Terms that results in a large number of
abstracts would benefit by shifting to a MeSH Major Topic search for‘reasons of scope
and specificity. Since a quick search of MeSH Terms resulted in a multitude of abstracts,
I moved forward with only searching MeSH Major Topic’. The MeSH keywords I

thought would be useful included:

Body Mass Index
Female

Humans
Obesity/complications
Pregnancy/physiology
Risk factors

Weight gain/physiology
Birth weight |
Exercise/physiology
Health status
Obesity/epidemiology
Obesity/etiology

Maternal nutritional physiological phenomena

5 For instance, when I input pregnancy and body mass index as MeSH Terms, 1 found 2560 abstracts,
whereas when I search for pregnancy and body mass index as MeSH Major Topics, 1 found 131.

LI
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Adiposity/physiology
Anthropometry
Obesity/diagnosis
Pregnancy outcome
Risk assessment
Maternal welfare
Fetal programming

Considering that my initial searches resulted in an abundance of relevant titles, I felt
confident in not utilising every permutation and combination of all the aforementioned
MeSH keywords. In fact, three particular searches were most fruitful in terms of results.
My first search, “pregnancy” and “weight gain” generated 2142 abstracts, an
overwhelming number. Considering this, I moved on to other searches: “pregnancy” and
“obesity” yielded 445 abstracts; “reproduction/phys’iology” and “weight gain” yielded
262; and “pregnancy” and “body mass index” yielded 131. From these searches, I
collected appropriate data. Additionally, I checked a variety of permutations and
combinations of adiposity, reproduction/physiology, obesity, weight gain, maternal
welfare, risk factors, fetal programming, etc., and found that those searches resulted in
significantly fewer results. Furthermore, these results had for the most part been reflected
in previous searches, indicating that the search was thorough and exhaustive.
Additionally, I collected only articles written or translated into English. This was not a

significant number of studies.

PubMed arranges the search results in reverse-chronological order, starting from
the most recent articles published on the topic to older articles. To initiate my empirical

data collection, I simply gathered the pertinent abstracts from 1990 to May 2009. The



reasons for choosing this time pertod are based on two major concerns. First, the Institute
of Medicine developed new guidelines regarding pregnancy weight gain in 1990
(suggesting that previous guidelines were insufﬂcient and resulted in poor birth and
health outcomes for infants). In May 2009, the Institute of Medicine revisited their
guidelines again as a result of significant critiques of the 1990 guidelines by numerous
scientists and public health officials (Institute of Medicine Report Brief 2009). These
events suggest a natural place to begin and end this snapshot of the history of this
discourse. As well, the scope of this M. A. thesis does not allow me to go as far back in
the history as I might do with a PhD. In other words, the time period chosen is current

and manageable.
Sorting and choosing: Honing in on medical discourse

Specifically, my research questions ask after the discourse that emerges out of studies of
the effects of gestational weight gain (the independént variable) on other dependent
variables, such as maternal health, fetal health, childhood obesity, and so forth. As part of
this I included abstracts that asked if pregnancy causes obesity because presumably it is

the gestational weight gain that would cause future obesity.

I was reluctant to exclude articles in the beginning to ensure that I did not remove
anything that could grow in significance later in the search. Upon finishing my search, for
instance, I observed that adolescent pregnancy was of particular significance to
researchers throughout my chosen time period. A cautious approach to the elimination of
abstracts was, in hindsight, the best course of action. This being said, I was likely more

cautious at the beginning of the search than [ was at the end because 1 became more



certain of which abstracts were not relevant. My first (cautious) sweep of over 1000 titles
resulted in 236 abstracts® collected for further investigation — my long list, as it were. I
have kept all of the 236 abstracts, but have simply put aside those that did not make

subsequent cuts. This was done so that I could revisit titles I may have incorrectly culled.

In brief, I should explain my rationale for how I chose thé 236 abstracts because it
was not quite as easy as simply including studies that had gestational weight as the
independent variable, especially since this was less obvious to a researcher not well-
versed in medical and scientific documents. First, I felt that I needed to keep anything
that I could not automatically exclude. This appears obvious, but I did it so as not to
remove titles that I did not know were significant because of unfamiliar medical jargon.
There were several areas of study that I did not include, which asked questions such as:
does obesity prevent successful conception via IVF?; does bariatric surgery make it more
difficult to conceive?; does being obese/having a high body mass index result in more
unintended pregnancy and contraceptive failure?; and, does season of birth correspond to
higher obesity? Likewise, twin studies (those studies which study twins so as to parse out
the difference between nature and nurture) about obesity were not selected. I elected not
to use them because they were inappropriate, somewhat tangential to the topic, or outside
the scope of a Master’s thesis. All in all, when I looked at an abstract, I asked myself,
does it make statements or ask questions about how pregnancy weight gain affects

something? If it did, I collected it.

® This number reflects the number of abstracts collected prior to “‘snowballing™ based on publication author,
which 1s addressed below.
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What was particularly difficult in this task was delineating between overweight’
or obesity prior to pregnancy on one hand, and overweight and obesity resulting from
pregnancy weight gain on the other. It is not a simple task for scientists to differentiate
between the effects of pregnancy weight gain and pre-pregnancy body mass as
independent variables, so I argue that I must contend with those articles that discuss the
effects of obesity on pregnancy, those that discuss the effects of weight gain on
pregnancy, and those that do not explicitly differentiate between those two categories.
Considering that both new and old guidelines vary based on pre-pregnancy weight, all of

these studies needed to be included, and the significance of their conflation interrogated.

Before cataloguing data by locale or publication, I also decided to see if there was
an organic way to remove some of the data. Towards the end of the first perusal of the
abstracts, I noticed that twins and multiples were treated quite differently from singleton®
pregnancies, presumably because multiple births are, medically speaking, more complex
and pose greater risks. While | remain agnostic on the subject of how much medical care
pregnant women require, I surmise that women pregnant with multiples are in need of
more care than women pregnant with singletons. For instance, the_mgdical research
suggests that for women pregnant with multiples sufficient weight gain early in the
pregnancy is vital. This situation mirrors an ethos that I argue prevalent sinc¢ the early
1990s; gestational weight gain for all pregnant women must be great enough to ensure the
health of the fetus - but not too great. Significantly, this is inconsistent with the

conclusions of more recent studies on singleton pregnancies, which tend to argue that

7 Overweight is a commonly used as a noun 1n the medical literature
* Singleton is the term that is used in the literature to describe pregnancies that produce one child



weight gains should be significantly curtailed to minimise the risk of future overweight
and obesity. I contend that this fact, along with the relatively small number of studies on
multiples, makes it reasonable for me to remove these materials from my dataset, though
I can well imagine this as an area for further sociological study. For example, it would be

interesting to explore how women pregnant with multiples are responsibilised.

Another set of materials omitted from my dataset were a small but growing
number of studies on nutrition in pregnancy. From what I gather, these studies are
ongoing, and will most certainly emerge as very significant to the issue of health in
pregnancy, as weight is often a poor measure of overall nutritional status. In several

years, I can see those texts as warranting extensive sociological analysis.
“Snowballing”

Berg (2009) refers to snowball sampling as a method that “involves first identifying
several people with relevant characteristics and interviewing them [...] These subjects are
then asked for the names (referrals) of other people who possess the same attributes they
do” (51). In short, this is a method which utilises initial participants (or in my case, initial
data gathering) to gain contact with subsequent participants. There is an obvious
difference in the usage of the term when discussing medical texts as data, hence my use
of quotation marks: “snowballing”. However, the effect is similar. The number of studies
snowballs by virtue of using studies first collected. The first set of data gives information

or clues as to how to proceed and collect further data.

Specifically, when inputting my articles into an Excel spreadsheet, in conjunction

with the searches I was doing in PubMed, 1 noticed that certain authors had published
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articles on similar topics. I had already found some of the articles, but others were new to
me. Since many of these articles were of clear relevance to my study, I included them.
This became another method of ensuring the éxhaustiveness of the search. One reason
that these additional articles did not appear in my original séarch results could be the time
I did the search; specifically, it could have taken several months to index them (after my
initial search). While I added numerous studies to my original search, many of the articles
could be eliminated because they did not match my inclusion criteria. This method did
add numerous materials to analyse, but it also provided many extraneous materials that

were eventually eliminated.

In the case of this research project, I can utilise PubMed’s “Single Citation
Matcher” to find all the studies published by one author (PubMed Overview). This is
especially useful for researchers such as Emily Oken and others who publish prolifically

in this field.
North American data

The next way of decreasing my sample size was by focusing on North American data. 1
suggest that the United States has a particularly interesting relationship to epidemic
obesity. One could argue that I could study all studies emerging out of industrialised
nations, as those are the ones that struggle with obesity — those countries which have
diseases caused by having ‘too much’ of a good thing. However, in looking at the World
Health Organization’s list entitled “What is the scale of the obesity problem in your
country?” (WHO) it is clear that industnalised nations do not rank prominently. The

United States ranks 9™ of 20, while Canada and every European nation (besides Greece)
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do not make the list. In fact, with the exception of Kuwait and New Zealand, most of the
nations on the list are not associated with wealth and industrialisation. Interestingly, the
countries with the highest pefcentages of overweight and obese people — most of which
are in the South Pacific — are dependent upon trade with the US and New Z‘ealand for the
bulk of their food, and have adopted a Western diet which is high in calories and low in

nutrition.

Interestingly, the United States, then, is one of the few of these overweight and
obese countries to have the resources and research insitutions to undertake the large-scale
medical studies such as the ones I have collected. Additionally, the majority of the
articles on weight gain in pregnancy in the early 1990s come from the United States,
which has continued to lead the proliferation of articles on this topic in this century. This
dataset includes Canadién studies, partially because I am a Canadian-based researcher,
but also because of Canada’s growing concerns regarding obesity and its proximity to the
United States. Additionally, the close ties between major US universities and larger
Canadian research institutions such as McGill and the University of Toronto, to name
only two, ensure at least some similarity in results, findings, and recommendations.

Additionally, largescale studies in Canada build directly on the those emerging from the

United States.
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Table 1: Number of abstracts, North American data
Total
up to May 2009 11

2008 23

2007 16

2006
2005
2004
2003
2002
2001
2000
1999
1998
1997
1996
1995
1994
1993
1992
1991
1990
inal total 1138
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Analysing data and finding themes

In the beginning stages of my data analysis I looked to other discursive analyses for
guidance; however, in terms of the actual analysis of the data, my own interpretive
schema focusing on delimiting specific themes emerged, which depended si gnificantly on
my theoretical framework. Thus, I would describe much of the actual analysis as a
continued practice of close reading, note-taking and writing. This process makes
abundantly clear to me the contention that “[qJualitative research is endlessly creative and
interpretive” (Denzin and Lincoln 2003, 37). While the suggestions by other scholars

outlined above were printed on a sheet and placed next to my data, I eventually carried



Chapter IV. Literature Review

In this chapter, I outline the frameworks informing the present critical study of pregnancy
weight gain. I discuss research on obesity, including studies of its “epidemic” nature.
Interestingly, issues pertaining to ideal weight and slenderness are important for both the
study of obesity and pregnancy weight gain. A discussion of embodiment in pregnancy
follows. Finally, I take up the literature on “good’ mothering, and end with a discussion

of matemal-fetal conflict.

Obesity

This project cannot be taken up without understanding both the scientific and sociological
literature on wei ght.v Here, I would like to expand upon thf; literature regarding obesity.
Actually, the amount of popular literature on the topic — from a variety of perspectives —
is astounding. One could argue that whether obesity is epidemic or not, writing on the
topic may very well be. In this review of the literature, I will focus less on popular texts.
HoWever, beginning with popular understandings of obesity, as espoused by major health

organisations, will be beneficial.

First and foremost, it should be noted that The World Health Organization
maintains that “obesity has reached epidemic proportions glébal]y [...] and is a major
contributor to the global burden of chronic disease and disability.” Medical literature
about obesity typically holds this axiom concerning risk to be true, and likewise, medical

research surrounding obesity understands it as a major problem. The research on obesity
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and campaigns to curb overweight and obesity’ are committed to: understanding the
causes of this epidemic weight gain; specifying the health-related consequences of
obesity; and critically, reversing this trend. Along these same lines, the Centers for
Disease Control and Prevention call our society “obesogenic” — that is, there is something |
in the environment that propels people towards being heavier than Fhey should be. They
argue that Americans'® have a penchant for inactivity, eating too much food, and eating
unhealthy types of food. The organisation suggests that public health programs targeting
these issues are best suited to treat the nation’s growing weight issue (CDC). In fact, the
US government sees the issue as a matter of State-concern; in 2001, the Office of the
Surgeon General named reversing obesity a “national priority” (US Department of Health

and Human Services).

It should be noted that all of these organisations understand the obesity problem
as both personal and social, and similarly understand the cure. Even the social
understanding of obesity as an illness tends to frame it as at least partially an issue of
individual responsibility, albeit individual responsibility that we have collectively failed
at in the past. For instance, it is suggested that people should take particular types of
action — namely a change of diet and starting to exercise — to maintain a healthy weight,
and that it is for the public good that we all partake''. This is especially interesting in the

context of this thesis because of my interest in responsibilisation; people are not forced to

? I notice that medical literature uses overweight as a noun. For instance, it typically says at risk for
overweight and obesity, as opposed to, at risk for being overweight and obese. I follow their lead.

' Though some might argue that Canadian society, too, is obesogenic, considering that 23.1% of
Canadians are obese, and 36.1% overweight (Tjepkema 2008).

' This sentiment will likely rise as the notion of preventative medicine becomes popular. In Barack
Obama’s bid for election, his healthcare reform 1deas focused much on preventative medicine as essential
to affordable care. Therefore, being healthy (and much of this health is predicated on a healthy weight)
becomes a kind of measure of responsible citizenship and patriotism.
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adhere to a particular lifestyle, but are “free” and “empowered” to make “informed”
choices. In the case of health and weight, public health officials and the State provide a
wealth of information to its citizens and implore them to seek out healthy choices rather
than forcing those choices upon them. Ultimately, I argue the effect is the same, but the

idea of liberty is held up problematically as the unfaltering ideal.

Many sociological accounts also consider obesity to be a significant social
problem, but focus on the soéial determinants of disease and/or the social repercussions
of being obese. Studies of the former framework often focus on how class and race affect
weight; for instance, as with other diseases, people of lower socio-economic status and
particular ethic/racial groups are disprdportionately at risk for overweight and obesity (cf.
Cohen et al. 2005, Honeycutt 1999, LeBesco 2004). Meanwhile, research of the latter
sensibility has focused on how overweight and obesity are significant sources of stigma
and discrimination (cf. Dejong 1980, Maurer and Sobal 1999), and subsequent works
have articulated the gendered aspects of this stigmatisation (cf. LeBesco 2004, Warin et
al. 2008). Considering the wealth of research on how women are negatively affected by
the pressure to be thin and beautiful, it is not surprising that some researchers argue that
overweight or obese women face greater discrimination than do men. The extent to which
this trend persists is debatable as researchers take up the ideas of men’s ideal
embodiment. In any case, the research consistently argues that overweight and obese
people face great difficulty in being treated as equals in our culture. Haskins and
Ransford (1999) suggest that “weight, like class, race, and gender, is a stratification
variable™ (296). This stigmatisation is especially problematic because unlike other

categories like “race” and gender, the overweight and obese are held responsible for
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controlling their own body weight, and therefore, their assignment to this category. Their
inability to comport their bodies according to the healthy, normative standard is seen as a
personal flaw. Since the ability to control one’s body is considered to be a measure of
overall ability, the obese are coded as lazy and out of control (Bordo, 1993, 201). Murray
(2008) concurs, as she argues that the cultural meanings attached to fat bodies, those
about laziness and deviance, often go unquestioned (8). Empirical studies also support the
notion that individuals hold negative opinions of overweight and obese individuals (cf.

Crandall et al. 2001).

Meanwhile, other studies implore their readers to question the medical claims and
the “hype™ about obesity, and to thus question the equation of obesity with ill-health.
LeBesco argues against using medical and scientific discourses to explain fatness; rather,
she would prefer to counter normative conceptions of embodiment by understanding
fatness as an identity that revolts rather than disgusts (2004, 2). In her view, obesity is a
socially constructed category, and a pathologised one at that. While LeBesco takes care
in revising cultural meanings about fat, she “greatly underplays the negative health
consequences of fatness, even from long-term, well-regarded medical studies” (Taub
2005, 678). Similarly, Murray’s account describes how the medicalisation of fatness turns
obesity into a disease, inspiring the public to take individual responsibility to tame this
“moral failing [and] aesthetic affront” (2008a, 7). In her book The ‘Fat’ Female Body
(2008Db), she takes this issue up at length, paying special attention to how the obesity
“epidemic” is construed, and the panic that follows it. Also helpful is her chapter on fat
bodies as always already confessing their sins. Unlike LeBesco, however, Murray pays

careful attention not to dismiss the importance of medical care, yet does strive “to stage a
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challenge to medical discourse, which constitutes obesity, and to elucidate the power and
authority of the medical voice in making some bodies intelligible as pathological and
immoral, not simply to doctors, but to society more generally” (8). This balanced
approach is one I aim to build upon in my own work.

Significantly, Saguy and Almeling (2008) highlight that media reports on medical
studies overemphasise individual responsibility and dramatise the obesity epidemic.
Likewise, they find that “science reporting informs lay understandings of health and risk,
policy priorities, blame and responsibility, and normative understandings of acceptable
and desiraﬁle bodies” (78). In related research, studies by Campos et al. (2006), Oliver
(2006), and Flegal (2006) have taken up whether or not the term “epidemic” when used
to describe obesity is appropriate. Campos et al. dispute the facté that: obesity is
epidemic; that overweight and obesity are directly linked to increased mortality and ill-
health; and that weight loss improves health. Moreover, th¢y argue that there are social
and political factors at work, namely connections to pharmaceutical and weight-loss
companies, in keeping the panic about obesity alive and well (2006, 58). Oliver maintains
that obesity has increased somewhat, but that this has not resulted in i1l health. Rather, he
maintains that the communication about obesity’s epidemic status has been prolific.
Flegal, while she does find the term epidemic to be problematic, still understands obesity
to be on the increase, and alarmingly so; as such, she promotes understanding the health
impact of such significant changes (2006, 73). These two studies bring to mind Saguy
and Riley’s article entitled “Weighing Both Sides: Morality, Mortality, and Framing
Contests over Obesity” (2005), which presents the various positions that academics and

activists typically take up in understanding obesity, and specifically,how epidemic and
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| risky obesity is. Generally, Saguy and Riley understand the matter to be highly
controversial, and see fat acceptance camps and anti-obesity camps emerging out of the
debate, all with varying levels of acceptance of the ideas of social construction and
medical evidence. Thus, it can be said that researchers and activists passionately defend
both positions, and I take this into account in my own research.

Several researchers posit that focusing on weight loss does not ameliorate the
issue of “epidemic” obesity. Focusing on weight does not lead directly to the promotion
of health but rather the promotion of dieting — and to a significant portion of the
researchers, this is the wrong approach (Cogan 1999, 229). Cohen et al. (2005) argue
that Qoncentrating so intent]y on obesity, especially through public health campaigns,
results in “not helping us address the broader social and economic issues that influence
people’s lives” (158). This leads to blaming individuals and does not lead to real
improvements in overall health or even decreases in weight; in fact, this approach often

leads to dieting and sometimes eating disorders.
Thinness

Research on the pursuit of thinness or the ideal thin body is central i the proposed thesis,
and goes hand in hand with the previous theme of obesity. The 1990s were host to much
scholarship in this area. I first take note of earlier scholars such as cultural critic Naomi
Wolf (1990), and academics Sandra Bartky (1990), Susan Bordo (1993), and Joan Jacobs
Brumberg (1997). But to clarify, my thesis will not rely on these interpretations
uncritically. In fact, T also take up more recent critiques of their works, and most certainly

entertain other more nuanced theories about embodiment.
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Many feminist scholars argue that there exists a cultural impetus to be thin, and
that rewards are granted to those who best approximate the ideal. Similarly, those who do
not follow closely to this ideal face punishment. Naomi Wolf’s The Beauty Myth (1990)
is fundamental for understanding how women are unfairly subjected to high standards of
beauty and thinness. In it, she claims that the desire to look beautiful pushes women
towards dieting, developing eating disorders', and getting plastic surgery. Her
scholarship has certainly inspired much popular interest in the topic, and as such, her

influence cannot be minimised.

In academic discussions of ideal embodiment, one also cannot minimise the
contributions of Bartky, Bordo, and Brumberg. “Foucault, Femininity, aﬁd the
Modernization of Patriarchal Power” (Bartky 1990) uses the Foucauldian notion of docile
bodies, and presents the specific ways in which women’s bodies are made active,
disciplined, and normalised. Bartky terms this disciplining of the female body “normative
femininity.” This type of regulation works to produce docile bodies in three ways: 1)
regulation of body size, 2) control of motility, and 3) surface ornamentation. In such
ways, women’s bodies are made distinct from men’s and women’s status is rendered
inferior to men’s. Bordo, too, suggests that women must deal with the tyranny of
slenderness; she suggests that the philosophical tradition of associating women more

closely with the body than men makes women more apt to attempt to conquer the body

"1 have elected to use the term eating disorders in an effort to be more inclusive. While the texts I refer to
may discuss anorexia specifically, I believe using solely this term minimises the seriousness of other less
glamorous eating disorders such as bulimia, compulsive overeating disorder, eating disorder not otherwise
specified, and orthorexia (whose sufferers are not always underweight). Without taking into account all
types of disordered eating, one does not get the full extent to which these behaviors are problematic. The
creation of other varieties of eating disorder (by psychiatrists) 1s certainly subject to critique, but I argue
that all of them are indicative of a societal obsession with thinness.
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through self-mastery. She argues that women’s desires have been seen as excessive and
dangerous, and that their appetites and desires need to be controlled. Along the same
lines, Brumberg’s understanding of women’s dieting and comportment in their historical
context is especially interesting. First, she makes clear that all bodies and identities must
be worked on and constantly transformed. Since ideals are constantly shifting and are by
their very nature unattainable, people always fail in their approximation of them. People’s
constant attempts to attain ‘the ideal, and their subsequent failures to do so, reaffirm the

1deal.

Brumberg links the rise of women’s social and political power — something which
also allowed women to freely and publicly display their bodies — with the diminishing
'size of the feminine aesthetic. This idea 1s one I connect to pregnant embodiment.
Specifically, I understand pregnant women’s increasing visibility (freely exposing their
bodies and not wearing infantilising fashions) as linked to the diminishing size of the
pregnant aesthetic. Brumberg also makes clear that public space is actually men’s space,
and thus, a more masculine, thin shape is required to fit into it. Pregnancy, usually
thought of as private, does not easily fit into the public sphere. An essential contribution
Brumberg makes is in asserting that women receive social rewards for their conformity to
the rules of embodiment. What these theorists illustrate is that “normal” women are
invested in managing their bodies, and some women take body management to
pathological levels. Therefore, the existence of eating disorders should not be theorised
outside a cultural context where normal women are invested in having bodies of a certain
shape and size. What I should keep in view in my analysis of pregnant embodiment is

that pregnant women are likely subject to many of the same regulations that non-pregnant



women are. Much in the way that self-discipline can lead to eating disorders; it can be
hypothesised that a link exists between disciplinary regimes in pregnancy and women’s
oppression vis-a-vis their embodiment; in fact, women may feel anxiety about their

inability to attain the ideal pregnant body.

In some ways, the aforementioned debates about ideal embodiment assume that
women are more susceptible to regulation, and are therefore, naturally inferior. For
instance, Bordo argues that most women are negatively affected by representations of
thin women in popular culture, and that this results in women’s “total submission” to
these ideals (Bordo 1993, 201). Feminist theorists such as Elizabeth Grosz (1994), Moira
Gatens (1996)‘, Judith Butler (1993), and others look at how the representation of
women’s bodies as frail, unruly, gnd vulnerable is problematic because it takes away their
power and agency, considering these representations necessarily assumes female bodies
as inferior (Grosz 1994, 13). They focus on how the body is represented and created, and
refrain from seeing the body as biologically given (Grosz 1994, 18). Gatens argues that in
order to halt the devaluing of the body (and therefore, women), we must “challenge...the
masculine nature of representations of the human body” (Gatens 1996, 52). Assuming
that “the body...1s interwoven with and constitutive of systems of meaning, signification,
and representation” (Grosz 1994, 18), the proposed research interrogates the signs and
symbols associated with femininity, pregnancy and the body. Accordingly, this suggests
that the pregnant woman’s regulation is a symptom of masculine representational logic
and that she will only be liberated by “‘realistic, non-repressive, and less regulative

form([s] of representation” (Bray and Colebrook 1998, 35).
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Bray and Colebrook (1998) take up the example of anorexia as a social disease.
One theory, as suggested by Bordo, is that it is caused by the inabilit‘y to live up to
societal ideals and representations. However, Bray and Colebrook hypothesise that this
assumption actually reinforces the passivity of the body (35), and therefore, reinforces
inferior social status. They use the work of Deleuze to argue that there is nothing
inherently nofmal about a body, so there is no correct representation to be had (50);

rather, the body is an “event of expression” (36).
An aside regarding the body as an event of expression

In some ways, I am reticent to think of the body solely as “an event of expression,” or at
least, I think that certain bodily expressions might indeed be problematic. 1 am convinced
that the body is discursively produced and do not believe the body to have a “natural” or
“given” state. Yet, in the case of the severely ill anorectic, I worry about the possibility of
seeing this as just another embodied possibility. Furthermore, would not the possibility of
mmminent death be problematic to the notion that the body is completely discursively

created?

Certainly, researchers who study posthumanism and readers of science fiction
could both argue that our future does not necessarily include death or a biological body
(cf. Stross 2007) — at least not a life encumbered by either. To those of us living in the

present, this seems an absurdity. Yet as one of those readers of science fiction, I am well
aware of the ways in which those things that seem to belong to the distant future are
. really well within our grasp. Perhaps my reluctance regarding theories of becoming and

expression, and my reticence to fully believe that there really is “no there there™ will
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dissolve as those very limits of what a human body is and what it can withstand are
pushed. It may be, after all, that my inability to let go of the notion that something about
the body is real is the result of my own historical situatedness and my belief about what is

humanly possible.

Ultimately, 1 un@erstand notions of becoming, flows, and transcendence to be

- compelling and theoretically useful, yet in the same instance, I see the limitatidns of these
notions. The question that emerges to the fore in my .conceptualisation of health, illness,
and the body is one that asks after the seriousness and precariousness of the lives of the
people who feel deeply troubled by or at odds with their bodies, be it through a mental
disorder which has physical effects, a serious illness such as cancer, an eating disorder
based on patriarchal representations of the ideal body, or the social construction of a
pathological or sick body. Admaittedly, this can be critiqued as a Cartesian way of
problematising embodiment. Even so, it begs the question of whether or not a theory of
the body as an event of expression is particularly'helpﬁﬂ to those who have problems
with their bodies; whether or not the body or a problem with the body is given or
discursively created arguably makes little difference to those sufferers because those

discursive formations have “real” effects.

Considering my stance as an activist, I would like to keep experience and reality
-of people firmly in reach (cf. Lafrance 2007), while still maintaining a theoretical and
analytic project that looks at the underpim‘ngﬁ of this “reality”. Likewise, I consider
Grosz’s (1994) suggestions about undertaking an analysis of the body vital, especially
since she takes great care to account for the materiality of the body without considering

this materiality the base that culture rests upon. That said, she privileges neither natural
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nor cultural explanations of the body, but makes theoretical space for both. While she
aruges vociferously against the supremacy of biological explanations of the body, she is
equally critical of any social constructionist approach which “takes on all the immutable,
fixed characteristics attributed to the natural order” (21). What is most compelling about
her argument is her refutation of all binary relationships, especially that between nature
and culture, and her suggestion that the body always figures somewhere inbetween, being

neither one or the other, but both (23).
Reflecting on the status of the obese body in medical/scientific discourse

To be clear, the purpose of this thesis is not to argue that the science about overweight,
obesity, and pregnancy weight gain is wrong or right. [ do not want to argue scientific
claims emerge “out of thin air.” I acknowledge that the body is a product of both
biological realities and culture, and that these two supposedly dichotomous categories of
nature/culturé actually work to inform each other. I also understand science similarly; the
objective facts cannot be distinguished from the influence of the social. Or put another
way, there is a “complex entanglement of medical science and popular perceptions of the
body...these discrete arenas are always infected by each other”™ (Murray 2008b, 35).
However bound up biology is with culture, I suggest, following Elizabeth Grosz (1994),
that we cannot reduce explanations of the body to culture alone. Rather I assert that
instead of disputing the biological nature of the body by calling the body entirely
culturally produced, it is vital to understand the body as occupying a place between
nature and culture, necessarily disputing the binary (Grosz 1994, 24). 1 also take
inspiration from Anne Fausto-Sterling (2005) on this point, who argues that we “must

accept the body as simultaneously composed of genes, hormones, cells, and organs - all
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of which influence health and behaviour - and of culture and history (1495). I accept
certain aspects of health and biology as more “factual,” i.e., obesity increases the
likelihood of certain illnesses such as diabetes, though I attempt to do so without
reducing the body to biology. 1 argue that this is the most productive engagement one can
have with the medical community and those who are concerned with their health.

In light of this, it makes little sense to critique scientists as the sole constructors of
obesity as a health problem as some might, nor should I minimise the data that clarifies
the risks associated with pregnancy weight gain, adequate or inadequate. Personally, I do
understand obesity as a health problem which could be a result of many factors, one of
which could be income disparity; if this were the case, a way of alleviating i-ll health
would necessitate looking more closely at income disparity. The answer, in my view, is
not to argue away the concepts of obesity and health as completely socially constructed,
but rather to understand the topic from a nuanced perspective, which interrogates who
exactly is unhealthy and how this unhealthiness is framed. Moreover, I argue that the
focus should be on individuals’ experience of healthiness or .unhealthiness, assuming that
their feelings about their own health and health problems are significant. After all, being
unhealthy can be debilitating, stressful, anxiety-inducing, and expénsive (especially in the
American context). So I maintain that the obligation towards healthiness is a problem, but
that healthiness in itself is a multifaceted issue, and that those who have good health are
privileged. Even though the concept of “unhealfhy” is constituted through a Vériety of
discourses, it does not mean that the negative effects of ill health are simply culturally
produced; in fact, I would argue that many of the effects of ill health are objectively bad,

like death, wasting, pain, depression, and so forth. Certainly, I accept that culture frames
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these debates, even those about death and pain, as real as they are or seem. Suffice it to
say, this debate about the language and constitution of things we deem “real” is
contentious; from my point of view, when trying to understand the “real,” I keep notions
of discourse firmly in view, and likewise, when analysing “discourse,” I keep notions of
what exists within reach. Giving credence to individuals’ experience of reali things is
crucial, especially in light of my extensive critique of the medical/scientific literature for
essentially ignoring experience.

I maintain that medical/scientific and social “perceptions cannot remain separate,
and because of this, they constantly draw on each other for power, authority, and
veracity” (Murray 2008b, 35). The constant conflation of overweight and ill health,
assumptions (explicit and implicit) about what overweight and obese people are like,
assertions that the overweight and obese constitute a monstrous burden on society, and
connections of certain populations to “pathological” behaviours and bad health evident in
the articles themselves, suggest a strong connection between science and dominant
cultural conceptions of the obesity epidemic. It becomes clear to me that Murray’s
(2008b) contention that medical beliefs about obesity become conflated with “dominant
cultural (and coextensively, moral) attitudes about fatness™ (27) is apt. That is to say,
while there are risks associated with being overweight and obese, the societal disgust
with fatness is palpable, and has less to do with the notion that obesity is a curable
disease (about which there is no medical consensus), and more to do with the fact that

obesity is a sign of weakness that inspires fear (cf. Crandall et al. 2001).
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Theorising pregnancy and pregnant embodiment

One study that most closely approximates my own interests comes from Neiterman
(2007), who also argues that a new pregnancy weight gain discourse is emerging. The
study is an intriguing analysis of pregnant embodiment. She insists “that in addition to
various forms of social control that women are exposed to during pregnancy, a discourse
on the pregnant body weight has developed” (1). She suggests that the reason for this is
the increased visibility of pregnant celebrities and the creation of a market for pregnancy
goods. Neiterman also maintains that pregnancy’s new public status leads “to the
absorption of the pregnant body into the contemporary aesthetic image of femininity, and
~one that is completely divorced from [the] maternal body” (1). Earle (2003) argues that
women do in fact worry about weight and attractiveness throughout pregnancy. Her
élaims are slightly different than Neiterman’s, but they both suggest that pregnant women
| do have similar desires with respect to embodiment as they did when they were not
pregnant. These are points worth considering, however, Neiterman’s analysis
concentrates on different theories and data sets than I do. Additionally, the analysis
- places an emphasis on celebrity and media, while omitting what I argue are more
significant issues such as medical authority. Subjectively, I find discourse analysis of
medical/scientific texts to be exremely compelling, so it is not surprising that I would

adopt this method as opposed to media analysis.

In my thesis, I complicate Neiterman’s conclusions in another way. If my
suspicion is correct, namely that medical discourse creates an embodied feminine ideal as
a requirement of motherhood, then this new discourse about pregnancy weight gain is

explicitly linked to the notion of a good maternal body. Moreover, | argue for a reading
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that less rigidly separates the ideal feminine aesthetic from maternity per se because
women face pressure to fit the feminine aesthetic and to be good maternal subjects at
once. Somewhat related to Neiterman’s thesis on celebrity, Tyler (2001) seeks to
understand the significance of Annie Leibovitz’s classic photo of a pregnant Demi
Moore, especially as the first photo of its kind. Tyler argues that prior to this, the
pregnant body was not visible, and that it was actually taboo until very recently. Notably,
she discusses the significance of this for the subjectivity of pregnant women — she argues
that subjectivity is much more compl}ex than our typical understanding of it, which

emphasises individuality (72).

Several authors understand pregnancy to be fraught with a barrage of regulations,
which are in turn connected to notions of good and bad mothering. Mass Hysteria:
Medicfne, Culture aﬁd Mother 's Bodies (2005) by Rebecca Kukla is by far the most
influential text in this group. In it, she recounts historical as well as modern regulations
concerning pregnancy. She argues that these regulations and classifications are most
stringent and numerous in pregnancy, and observes that the medical community rewrites
these recommendations almost annually (136). She posits that this scrutiny is due to the
perceived vulnerability and impurity of women’s bodies (6), and similarly, that pregnant
women are subject to public spectacle because of the societal impetus to protect the
“fetus from the corrupting influence™ (23) of its mother. In such a way, women are made
completely responsible for the health and well-being of men’s children, and are held
accountable for anything less than fetal perfection (126). Similarly, Markens et al. (1997)
argue that the responsibility for fetal outcomes has increasingly been thrust upon the

mother. Especially relevant for this thesis are two i1ssues the researchers bring up: 1) the
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medical management of pregnancy, and 2) responsible dietary practice as duty to and
right of the fetus. These are two issues which I see as central to the current explosion of
discourse about pregnancy weight gain. On a closely related noted, Bell et al. (2009)
present an important critical public health study that is very close to what I am analysing.
They discuss moral panic regarding women'’s parenting of their children, specifically in
reference to fetal alcohol syndrome, secondhand smoke, and childhood overnutrition. I
map this framework onto weight gain in pregnancy, which is construed as fetal
overfeeding. Their understanding of women as scapegoats for social problems such as

obesity is particularly compelling.

While these accounts focus on the negative aspects of pregnancy, it is not fair to
say that the experience of pregnancy is entirely unpleasant or a situation in which women
are unhappy. Earle’s (2003) interviews with pregnant women illustrate how varied
women’s reactions to their changing bodies are, and that they both resist and are
oppressed by pregnancy regulations and the ideal feminine form. Similarly, Bailey’s
(2001) interviews with women focus on gender as embodied, and as such, bodily changes
as they occur in pregnancy “have implications for gendered identity” (111). She is also
privyto a variety of opinions about the difficulty, ease, and ambivalence women have in
regards to pregnancy. Moreover, she sees that the way women do gender — her interviews
illustrate the specificity of pregnant women doing gender — “offers both endless pressures
on women to conform to the dominant conception but also unceasing opportunities for

transgression” (128).

Informed by this literature on pregnancy, I begin with the assumption that there is

something about our embodiment that profoundly impacts how we exist in society. In
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turn, that embodiment is always affected by that which is outside of us — culture,
institutions, relationships, and the like. As such, the theoretical understanding I keep in
view for my research is the argument that women’s behavior is affected by both their
embodiment in pregnancy and the gender roles they have internalised by living in this
culture (Markens et al. 1997, 368). However, in my thesis I argue that pregnant women
are also strongly influenced by medical authorities when deciding what and how to eat
and how much to weigh. Very much in agreement with this line of reasoning, Markens et
al. (1997) argue that “pregnant women’s dietary strategies are very much a product of the

strong role of medical institutions and biomedicine in [...]society” (368).
Mothering, fetal rights and maternal-fetal conflict

Sharon Hays’ The Cultural Contradictions of Motherhood (1996) is impbrtant for this
thesis, especially her concept of “intensive mothering”. This is the notion that one must
take an approach to parenting that is “child-centered, expert-guided, emotionally-
absorbing, labour-intensive, and financially expensive. And [furthermore,] it is the
individual mother who is ultimately responsible for assuring that such methods are used”
(122). Through this cultural framework, mothers are primarity responsible for children,
and should parent without thought to their own desires or needs. On a related note,
Lorber (1981) argues that women adhere to such a system of mothering because of the
social rewards 1t brings. Benjamin’s (1988) work on mothering is also helpful here
because she notes that mothers transmit to their daughters a sense of éelf-sacriﬁce. It
should not be surprising, then, that women actively turn to intensive mothering as their
parenting strategy. In terms of my own thesis, I extend this analysis to pregnancy, where |

argue, following Kukla, that intensive mothering and self-sacrifice begin in pregnancy,



and have much to do with the social rewards one receives for acting in accordance with

regulative norms.

When analysing the responsibility of mothers to developing fetuses, one must
contend with the issue of fetal rights and their impact on both women’s right to choose
and their bodily autonomy. The notion of the fetus’ right to future health is a presumption
that exists in many scientific studies. The belief that pregnant women are responsible for
their children when they are not yet born points to our investment in the idea that fetuses
have personhood and are deserving of rights that women must respect. In a sense,
women’s decisions in pregnancy - including what they consume - are not wholly their

own; they must do what is best for the fetus, as decided by medical professionals.

It can be argued however, that most pregnant women are concerned with the
health of their fetus, and do not envision themselves in conflict with the fetus (of course,
this only holds true for women who want to continue with their pregnaﬁcies). That 1s,
they are equally interested in the well-being of both themselves and the fetus. Much as
Colb (2007) argues, 1 believe that it is “crucial not to confuse the freedom of women to
exercise agency over their own bodies with the failure to value her developing child” (1).
This may not, however, be how the medical establishment or other authorities make sense
of the situation. In fact, sociologists, medical professionals and lawyers have expressed
concemn ébout the issue of maternal-fetal conflict (Sen and Snow 1994, Ehrenreich 2008).
Discussioné of maternal-fetal conflict in medical circles center around the notion that a
pregnant woman and her fetus could conceivably have conflicting needs, and suggest
how to deal with these issues in an ethical manner. Much of this is premised on the idea

that a pregnant woman may refuse a procedure (that is relatively safe for her) that could
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save the life or her child, such as refusing a Cesarean section. While some may view the
issue as a conflict between equal maternal and fetal rights, some scholars understand
women’s rights to trump fetuses’ rights (cf. Scott 2002), and still, other scholars would
like to complicate this notion and understand women and their fetuses as intimately and
inexorably connected (cf. Markens et al. 1997, Cherry 1999, Boonin 2004, qub 2007). In
addition, the issues of alcohol, drug-use, and diet figure into this debate (Markens et al.

1997) and concern the fetus’ entitlements while in utero.

Another well-known issue in reproductive politics is that at the same time that
some women fight for the right to have abortions, poor and minority women fight to keep
their pregnancies and raise their children. Likewise, they have concerns about birth
control and sterilisation being forced upon them by government and medical authorities
(Ehrenreich 2008). Minority women are subject to a different type of scrutiny, but like all

other mothers, must contend with medical authorities when pregnant.

In this chapter, I reviewed literature vital to undertaking an analysis of pregnancy weight
gain. Understanding both the literature on obesity (critical or otherwise) and ideal embodiment is
critical to understanding a variety of issues prevalent inthe medical/scientiﬁc discourse because
gestational weight gain cannot be divorced from a culture that is obsessed with weight.
Nonetheless, the literature on pregnant embodiment, motherhood, and responsibility suggest a
slightly different relationship to gestational weight gain exists. I also clarified the significance of

maternal-fetal conflict in this thesis.
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Chapter V.  Pregnancy weight gain: The dominant discourse shifts

Over roughly the last century, scientific inquiry about how much weight women should
gain in pregnancy has been contentious. Clinical recommendations have undergone
significant changes to reflect the accumulation of new evidence. However, I argue that
these shifts do not simply represent a neat, teleological movement towards newer and
better scientific evidence, evidence which will go on to underscore the rewriting and
redress of clinicai recommendations. There certainly exists a heterogeneity of opinion oﬁ
the risks and benefits of appropriate ranges of weight gain, making the trajectory of this
discourse more complex than it may appear at first glance. Generally, however, the
dominant discourse regarding pregnancy weight gain does shift between 1990 to-2009.

Thus, 1n this first substantive chapter, I consider the first two research questions
put forth in the introduction: How has scientific discourse helped create an ideal body and
weight for pregnant women, and how has that ideal shifted over time? To begin to answer
these questions, I offer a short history and description of the data for context, laying out
the groundwork for a Foucauldian analysis particularly of issues of weight, and being
especially cognisant of themes of risk and healthiness. These ideas are developed further
in the following substantive chapters, which focus on such issues as normalisation,
responsibilisation, and strategies of public health, among others. Though I argue that they
can be viewed as distinct aspects of the same imperative of governmentality, I do not
wish to minimise their overall coherence, and how closely the themes are linked to one
another.

Through this chapter, I also illustrate the connection of the medical/scientific

articles to a (Western) culture that 1s increasingly hostile to overweight and obesity.

66



Considering that the prevention of public health ills such as obesity are considered
paramount it should not be surprising that research advocating for intervention of obesity
in utero - prevention par excellence - is impassioned and intense. This chapter contributes
to an understanding of the relationships between the medical/scientific research to
dominant cultural conceptions of weight, especially in how they inform and are informed
by them. I argue, in the vein of Bell et al. (2009), that scientific studies about pregnancy
weight gain, especially those emerging from public health, are indicative of a moral panic
with regards to obesity. This is especially true for particular types of bodies, namely
young, poor, African American bodies. Significantly, I underscore the importance of
“race”, gender, age and class in the discussion, as the scientific literature cites race (or
sometimes ethnicity), class, and age as key or confounding variables in understanding
weight gain and obesity. Interestingly and perhaps obviously, men are rendered
insignificant or unproblematic in all but one of the medical} articles (Whitaker 2007).
Evidently, this is related to the notion that women are held responsible for their children’s
health and well-being more so than men are. Paradoxically, obesity is construed as both a
universal issue and an issue especially prevalent in women. I suspect that it is in those
moments in which the body appears excessive, or exceeds normative standards, that the
normative ideal is reasserted, and our desire to contain and delimit the body is
heightened. 1 explore this in the next chapter.

I begin with a brief history of the scientific debate on pregnancy weight gain. 1
then move to describing the data, which I have divided thematically and into
(approximate) time periods. From 1990 to 1995, 1 observe that the literature supports the

notion that low weight gain in pregnancy is risky. In the mid 1990s, there is a shift
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towards recognising the balance of risks (low weight gains versus excessive weight gain).
From 2000 to approximately 2006, risks associated with excessive weight gain are
privileged over the risk of insufficient weight or even a balance of insufficient and
excessive gains. The articles from 2006 and on represent a significant departure from the
early studies in that they are focused on the programming of childhood obesity via
pregnancy weight gain. This description of the data is followed by its analysis in the
context of a wider scholarship on obesity in general. I take up how discourse creates an
ideal for women in pregnancy. I also analyse the so-called “obesity epidemic”. I finish
with a discussion of pregnancy embodiment.

Pregnancy weight gain: History of the debate

In “Pregnancy weight gain: still controversial,” Abrams et al. (2000) examine the 1990
Institute Of Medicine (I0M) guidelines for pregnancy weight gain via meta-analysis of
select studies. In their aim to ascertain the veracity of these guidelines - given that they
“were widely adopted but not universally accepted” (1233S) - they maintain that the
criticism faced by the IOM is in keeping with the history of studies of pregnancy weight
gain this century.

Until the 1970s, obstetricians aimed to curb géstational weight gain to prevent
toxaemia, difficulty in labour, and maternal obesity. In 1966, efforts were made to reduce
average weight gain to 25 1bs, or in the best case scenario, 15 Ibs. Despite the admitted
difficulty in getting patients to achiéve such a limited weight gain, obstetricians were
convinced that this minimised both major and minor risks, and that these restrictions were
necessary for maternal and fetal health. However, in the 1960s, researchers began to

notice an increase in infant mortality, morbidity, and disability caused by low birth
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weights. In 1970, obstetricians hypothesised that restricting gestational weight was the
cause of low birth weight. This led them to liberalise previous recommendations,
allowing women to gain more during the course of their pregnancies. Women generally
took their obstetricians’ advice, and birth weights improved; this became the empirical
basis for future recommendations. Scientific studies about pregnancy weight gain and its
relation to maternal and fetal outcomes, especially infant birth weight, soon flourished.
This proved to be the beginning of a growing body of evidence illustrating that large
infants are the healthiest. Gaining adequately was understood as vitally contributing to
fetal growth and health, and thus, recommendations promoting greater gestational weight
gain were thought to minimise risks. It should be noted that fears regarding the increased
risk of toxaemia proved baseless; however, concerns related to difficulty in labour and
obesity persist. (Abrams et al. 2000, 1233S).

Considering the breadth of empirical evidence, the IOM put out a new set of
recommendations in 1990:

1990 Institute of Medicine (IOM) Guidelines

Table 2: 1990 pregnancy weight gain guidelines

Low (BMI < 19.8) 12.5-18, 28-40

Normal (BMI 19.8 - 26.0) 11.5-16, 25-35

Overweight (BMI 26.0 - 29.0) 7-11.5, 15-25

Obese (BMI > 29) at least 6, at least 13

*Adolescents and black women should strive for the upper end of the recommended
range (Institute of Medicine table taken from Abrams et al. (2000))
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These recommendations were novel for two reasons. First, the IOM acknowledged that a
range of weight gains was acceptable to produce good pregnancy outcomes. Second, the
IOM created different ranges depending onv pre-pregnancy weight. Simply, underweight
women were encouraged to gain more, normal women to gain moderately, and
overweight and obese women to gain less, but to gain, nonetheless. Likewise, adolescents
and African American women were understood as having a different set of requirements.
In the early 1990s, both adolescents and African American women were said to be at risk
for having small-for-gestational-age (SGA) infants, and lower gains on the whole; thus,
the IOM thought it prudent to recommend that these “higher risk™ groups gain at the
upper ends of the acceptable weight range. |

After issuing the 1990 guidelines, the IOM committee solicited research on the
effects of their recommendations, especially on women’s health (Abrams et al. 2000).
Consideﬁng both the change in guidelines and their request, researchers with various
hypotheses responded to the IOM. As the major organisation implementing
recommendations, which have significant and widespread consequences, the IOM is an
authority, and thus the object of both praise and criticism. Debate began about the
following issues: the veracity of the claim that greater weight gains positively impact
birth outcomes themselves; the positive outcomes of this change in recommendations;
and lastly, the negative outcomes. Many studies went on to validate the claims of the
1990 guidelines, while others refuted them.

Significantly, Abrams (1994) argued that “ideal weight gain...cannot be
determined from research studies,” (526), and suggested that women should be

encouraged to eat to appetite (519). Moreover, she maintained that the IOM guidelines
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could not be utilised as a strict guide. Considering this, the way the story unfolds,
especially from the 2000s on, is intriguing because at that point the studies take on an
alarmist tone concerning gains in excess of the guidelines. It is interesting that some of
the researchers consider weight gains outside of the guidelines entirely normal, while
others are keen to have all women follow a set pattern. I now move onto a chronological
description of the data itself.

Low gains are risky; high gains are healthy (1990-1995)

Between approximately 1990 and 1995, the vast majority of the studies considered the
IOM guidelines to be ideal, and the overarching concern was about inadequate gain - that
is, gains that did not meet the minimum as set by the IOM. Women were warned to gain
adequately in gestation, largely because of increased risk of suboptima} maternal and
fetal outcomes that are associated with low gains.

Even in the morbidly obese, obstetricians were worried about failure to gain, and
while inadequate gains had no discernible impact on fetal health (only in the case of the
morbidly obese), researchers believed this could be damaging to the mother’s health
(Rainer et al. 1990). While Ratner et al. (1991) expressed concern about obesity in
pregnancy causing complications, they advocated for weight loss regimens to be started
only after pregnancy. They urged against dieting in pregnancy because it could cause
ketosis (a process in which the body burns fat cells as opposed to glycogen, the dangers
of which are debatable), and argued for good nutritional intake over any attempts at
restricting calories. Thus, the‘y recognised that weight loss accomplished through dieting
could be unhealthy. In fact, Abrams (1994) argued that the IOM was actively

discouraging restrictive dieting in obese women, and Taffel et al. (1993) argued that
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cultural beliefs led obese women to avoid weight gain, and that obese women required
correct, medical information about proper weight géin, not misguided beliefs, to guide
their behaviours.

While studies from the 1970s and 1980s hypothesised that increased infant
morﬁality was a result of insufficient birth weight, many of the studies after 1990
elaborated on birth weight’s connection to gestational weight gain, and therefore lent
support to the IOM guidelines. Johnston (1991) concurred that gestational weight gain
was directly linked to infant birth weight. Low infant birth weight was linked to
increased risk of preterm delivery, growth retardation (Johnston and Kandell 1992) and
perinatal death (Hickey et al. 1990, 1992). |

| The studies also discussed which populations were at risk of giving birth to small
for gestational age (SGA) infants. African American women were the subject of many of
the studies, as were adolescents and individuals occupying lower socioeconomic status.
While the research on adolescence was more heterogeneous, the scientists were much
more clear in their assessment of African American women’s risk, namely that these
women did incur greater risks. However, the reason for this is admittedly unknown to
them.

For research throughout the dataset, African American women were an enigma. In
this time period in particular, this group of women was said to have had inadequate or
low pregnancy weight gains, and thus had SGA infants; yet, they also tended to retain.
pregnancy weight postpartum (Hickey et al. 1990; Hickey et al. 1992; Abrams 1993;
Hickey et al 1993; Keppel and Taffel 1993; Parker and Abrams 1993; Taffel et al. 1993;

Hickey et al. 1995). Interestingly. when studies compared African American women with
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white women, they found that even when African American women had sufficient weight
gain, they tended to have SGA infants. African American women were thus constituted
 as at risk for inadequate weight gain, yet also constituted as at risk when their weight
gains were “normal.” Taking this into account, the research argued for them to gain in
accordance with the IOM guidelines, yet with the caveat of striving for the high end of
the range. Significantly, the studies maintained that their weight retention was unrelated
to excessive gains. The reasons for black women’s lower gains and SGA infants is
unknown, which is consistent through the entire time period. Even when African
American woman were later seen as high risk because éf excessive gains and obesity,
scientists were still unsure of the underlying reasons for this.

While the majority of stqdies reflected a general consensus that women should
strive for ranges as prescribed by the IOM, researchers were not without reservations, as
they worried about risks associated with weight gain, such as more c-sections (Abrams
and Parker 1990; Ratner 1991; Parker and Abrams 1992), and weight retention
postpartum (Keppel and Taffel 1993; McAnarmey and Stevens-Simon 1993; Abrams
1993; Parker and Abrams 1993). Though c-sections were typically considered risky and
undesirable, Parker and Abrams (1992) suggested that whether or not c-sections were
suboptimal birth outcomes was debatable, especially considering the risk low birth

‘weight presented. It was generally noted that women who gained within the IOMV
recqmmendationé had no risk of weight retention (with the exception of African
American women). One study evén suggested that postpartum weight retention of five to
10 pounds did not increase health risks (Parker and Abrams 1993). Interestingly,

Lederman (1993) argued that the notion of pregnancy causing obesity was widespread,



and as such, laypeople and experts alike were worried that the liberalisation of the
guidelines would automatically increase the risk of obesity. She argued that pregnancy
did not result in future obesity, even though this idea had great purchase among the
public. |

The concern regarding c-section and weight retention grew in significance over
time, and both became foci for researchers. However, the interest in women’s own
concerns about weight is less prominent through the rest of the literature. While some
researchers - in particular Barbara Abrams - addressed the possibility that women had
their own concerns, future articles do not illustrate curiosity about women’s experience
with weight gain, nor do they lend scientific credibility to the notion that these
experienc?:s are valid sources of empirical evidence. In an era of evidence-based
medicine - when only the certain types of research are considered legitimate - this is not
surprising (Holmes et al. 2006). Howevér, concerns from Abrams suggest that “less
scientific” research is vital to providing a fuller account of these events.

Despite the chorus of support, there were other researchers Who were reluctant to
find any merit in the IOM guidelines. Johnston et al. (1992) were early voices of dissent,
claiming that the “eat to appetite” attitude towards pregnancy weight management was
deeply flawed. Foreshadowing later studies, they argued that the new guidelines were
excessive, and could lead to increased risk of complications such as macrosomia'?, labour
abnormalities, and unscheduled c-sections. Likewise, they suggested that low birth
weight was not particularly dangerous, nor did they believe that greater gains would

protect against it. In sum, they argued that these recommendations were not beneficial to

" The term macrosomia is used interchangeably with large for gestational age babies (LGA)
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women and infants, and that greater gains would incur greater costs, hospital and
otherwise. Naeye (1990) specifically studied obese women in pregnancy, and his article
illustrated a level of doubt in keeping with the study mentioned above. Naeye argued that
thin mothers had the best birth outcomes; in his view, thin women avoided the
complications that obese women had, such as increased risk for stillbirth, birth trauma
related to macrosomia and congenital malformations. Other early dissenters - though they
straddle the time periods I delineate --are Johnston and Yancey (1996) who argued that
the IOM recommendations would prove more harmful than beneficial because they»could
cause weight retention. With striking resemblance to studies in the late 2000s, Johnston
and Yancey argue that fetal macrosomia could actually predispose the infant to childhood
and adult obesity. Moreover, they argued that the IOM had no evidence-based claims to
support their guidelines, since the study of pregnancy, by its very nature, is not amenable
to randomised controlled trials.

Balancing risks; striving for moderation (1995-2000)

While much of the research emerging out of the latter half of the 1990s still held the IOM
recommendations in high regard, I note that there was a subtle, yet significant change in
tone. Namely, I observed a trend towards statements that were more explicitly normative.
Take for instance Scholl et al. (2006) who frame pregnancy as a “culprit.”” The language
and content of the articles illustrated that inadequate weight gain was a problem, yet they
also focused on the risks of both inadequate and excessive gains. The emphasis changed
from one which prioritised adequate gains above all else to looking more closely at the
negative effects brought on by both inadequate and excessive gestational weight gain. In

addition to this, I observe a tendency towards showing concern for women’s experience
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with pregnancy weight gain, which cannot be said of the more recent studies. Similar to
previous studies, researchers still worried about the high risks posed by low gains,
especially the risks African American women face, and as such vehemently asserted the
importance of weight gain and the IOM recommendations (Carmichael and Abrams
1997; Hickey et al. 1997a; Hickey et al. 1997b; Schieve et al. 1999; Abrams et al. 2000;
Schieve et al. 2000). Authors also questioned the use of weight alone as an adequate
measure of fetal health, and instead suggested a more holistic approach which looked at
what caused low weight gains or other measures of pregnancy health (Carmichael et al.
1997; Abrams et al. 2000; Lederman 2001). Along with the rﬂain shift - prioritisation of
balancing risks of inadequate and excessive gains - I observe that researchers addressed
issues of advice and helping women attain gains within the IOM guidelines. Interestingly,
the threat of epidemic obesity and the fetal programming hypothesis loom on the horizon,
but I suggest neither come to prominence until approximately 2001.

On the issue of balancing risks, Purfield and Morin (1995) maintained that
inadequate gains posed risk of suboptimal fetal outcomes, but equally emphasised that
women with normal pre-pregnancy BMI gaining excessive pregnancy weight (as per the
IOM guidelines) had longer second stage labour and higher rates of operative deliveries,
namely vacuum extractions and c-sections (a concern echoed by Shepard et al. 1999).
The question of balancing optimal fetal weight with optimal maternal health also came to
the fore in these articles because of evidence that excess weight gain led to weight
retention (Scholl et al. 1995; Muscati et al. 1996, Luke et al 1996; Johnston and Yancey
1996; Feig and Naylor 1998; Gﬁnderson and Abrams 1999; Gunderson et al. 2000). Luke

et al. (1996) insisted that neither inadequate nor excessive gains were ideal, yet they
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argued that obstetricians should be wary of prescribing weight gains simply for the sake
of it because “beyond a certain level of weight gain, there is a point of diminishing
returns (increase in birthweight) at the expense of increasing maternal postpartum obesity
for the woman who has gained excessively” (168). Adding to the literature that focused
on balance of risks, Schieve et al. (1999) argued that both low and high gains put
pregnant women at risk for going into preterm labour, an outcome strongly linked to
infant mortality.

Similarly, the articles began to interrogate the lack of an upper limit in the weight
recommendation for obese women, and questioned how obstetricians should propérly
counsel their obese patients in pregnancy (Cogswell et al. 1995; Edwards et al. 1996;
Ogunyemi et al. 1998; Bianco et al. 1998; Brécero and Byrne 1998), concemns which
eventually resulted in setting a limit by the IOM in 2009. I suggest that in looking back at
the data, this is an intermediate step towards more recent articles which are almost all
concerned with the possibility of excess weight gain or the negative consequences for the
future weight status of mother and child.

Between 1996 and 2000, there were still authors interested in women’s
experiences in pregnancy. Gundersen and Abrams (1999) argued that women were
“universally concerned” (261) about pregnancy weight retention, but posited that the risk
of weight retention would be insignificant for most women. Additionally, Carmichael et
al (1997) expressed concerns about how obstetricians should discuss weight gain with
their patients. They argued that patterns of pregnancy weight gain were highly variable,
and thus maintained that “many questions remain about the utility of monitoring weight

gain, the most appropriate standard to use, and [they questioned which} message should
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be given to women whose gain falls outside the recommended range” (1988). Likewise,
Abrams et al. (2000) concurred that weight gain was not a good diagnostic or screening
tool, nor were there clinical trials (evidence based medicine) of weight gain or
interventions on which to base protocols. Considering this, weight gain in pregnancy is a
complex issue, and for the researchers who ga\}e thought to women’s experience, this
posed the obstetrician with the difficult task of managing women’s weight without any
real “standards” for normal weight gain and interventions to promote normal weight gain.
Abrams et al. (2000) made the valuable observation that “ [g]iven the sensitivity of
Western women to weight and body-image issues, we need to discover and validate
experimentally effective and thoughtful interventions to support women’s nutritional and
other needs during pregnancy” (1240S). They likewise argued that since few studies on
the effects of measuring womén’s weight existed, obstetricians did not know if this
practice had unintended negative consequences. This concern, in particular, was not
addressed by the later data, and will be elaborated upon in the analysis.

In publishing their 1995 study, Scholl et al. were the first to address the issue of
overweight and obesity as a public health problem, and obesity as a chronic disease. They
were among the first to ascertain the connection of women’s weight gain in pregnancy to
public health concerns. They argued that “[o]verweight and obesity are major public
health problems in the United States [and that] [m]ore women than men are affected, and
among women, risk is substantially greater for minorities” (426). However, it should be
noted that Scholl et al. represented a different approach from later researchers because
they still privileged balance, and considered weight gain to be vital to optimal outcomes.

They argued that “the risk of impaired fetal growth and gestation duration associated with
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an inadequate weight gain may need to be balanced against the potential risk of maternal
overweight and obesity related to excessive gain” (423). The concemn expressed in this
article is what the majority of later studies will shift their focus to. However, later studies
paid less attention to the issue of inadequate weight gain, as the threat of excessive
weight gain became ever present.

Another article which foreshadowed the nature of future debate came form
Whitaker and Dietz (1998), who discussed the fetal programming thesis. They were the
first }of this dataset to discuss the connection of women’s weight and health to the risk of
obesity in the child. While they argued that no single mechanism accounted for fetal
programming of adult weight, they argued that “fatness at birth and in later life are
mediated by alterations in the prenatal environment causéd by maternal diabetes, obesity,
and pregnancy weight gain” (768). These issues were at the core of the shift in discourse
surrounding pregnancy weight gain, a shift which is made more explicit in the sections
below.
bUrgency surrounding excess weight gain (2001-2006)

From approximately 2001 to 2006, there is a significant shift towards understanding
excess weight gain as risky to maternal and fetal health, especially in causing overweight
and obesity in mothers and their children. At that point in time, the language surrounding
obesity changed. Overweight and obesity were discussed in terms of their epidemic
status; the language in the literature illustrated the growing concern over this social
problem.

In my analysis,‘ Gunderson et al. (2000) figured as an interesting marker. Unlike

other studies which did not support the thesis that normal pregnancy weight gain caused
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weight retention and future obesity, Gunderson et al. hypothesised that the 1990 IOM
guidelines could be culpable for the sharp increase in rates of overweight and obesity.
While Gunderson et al. found that only excess gains contributed to overweight and
obesity, they did not find that gains within the IOM guidelines increased obesity. Their
hypothesis marked a point at which researchers started to question and scrutinise the IOM
guidelines more intensely, especially in light of the so-called “obesity epidemic” in
society overall. In spite of the fact that they did not link the liberalisation of weight
recommendations to the societal increase in overweight and obesity, they did conclude
that women accumulate adipose (fat) tissue in pregnancy, theréby setting the stage for
future research of this variety.

The articles from 2001 to 2006 clearly favoured a perspective that represented
concern for, dr even urgency about, excess weight gain. Though some articles still
considered both inadequate and excessive gains, studies began positioning them in a
hierarchy where the risk of obesity was prioritised over the risk of low birth weight. Take
for instance Stotland et al. (\2004), who acknowledged the need to balance risks, but
placed greater import of risks related to excess weight; they justified this by referring to
the obesity epidemic: “Given the current obesity epidemic in the United States and other
industrialised nations, women in these countries may bc;, better served by a public health
strategy designed to prevent excessive weight gain compared with a strategy focused on
the prevention of inadequate weight” (675). Butte et al. (2003) similarly worried about
both risks in pregnancy, but maintained that excess gains led to weight retention. They
argued that “adequate, but not excessive gestational weight gain is needed to optimise

infant birth weight and to minimise maternal postpartum fat retention” (1431). While not
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as strongly worded as Stotland et al., Butte et al.’s concern about fat retention suggested a
view that rebuked excess weight more strongly than previous articles did.

On the topic of adolescent pregnancy, there were researchers who still considered
adolescents to be at risk of inadequate weight gains (Nielsen et al. 2006b), but they
redressed this risk by stating that adolescents were at risk for both inadequate and
excessive gains. Even though Howie et al. (2003) did acknowledge that higher weight
gains were associated with better fetal outcomes, they argued that this posed risks for the
adolescent mother. They prefaced their article with discussion of obesity as a major
public health concern, the risks associated with excessive gains in pregnancy, and the fact
that adolescents gain more in pregnancy. This is in stark contrast with previous studies on
adolescent pregnancy which positioned pregnant adolescents as having precisely the
opposite problem. They argued that adolescents were at risk of obesity after pregnancy
due to their larger gestational gains. As this posed a public health problem, they argued
for obstetricians and health care providers to explain the risks associated with pregnancy
weight gain to adolescents. To further add to this line of argument, Sukalich et al. (2006)
purported that adolescents had a high incidence of obesity, and in particular, African
American adolescents had an even greater incidence of obesity than white édolescents.
They argued that this posed great risks to both mother and infant.

Pregnancy gains in obese and overweight women became contentious from 2000
and on. Dietz et al. (2006) argued that low weight gains in obese women are dangerous
because they could cause preterm delivery, and therefore, increase infant mortality. A
study from Lu et al. (2001), on the other hand, provides some of the earliest evidence that

researchers were becoming more and more anxious about increasing numbers of women
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gaining excessively in pregnancy, and women entering pregnancy already overweight
and obese. Certainly, there is also a shift in research interests. This is understandable
considering that the IOM was less precise in their guidelines for obese women. The
studies from 2000 and on typically look at the impact of both excessive gains and obesity
on fetal and maternal outcomes, and the impact of a variety of ranges of weight gain for
obese women. Over the course of Lu et al.’s 20 year study of maternal obesity, they
witnessed steady increases. In their indictment of obesity, they called this phenomenon a
health burden and an imposition on society (845). The negative consequences of
overweight and obesity on pregnancy outcomes is recounted in numerous studies
(Rosenberg et al. 2003; Bodnar et al: 2004; Vahratian et al. 2004; Anderson et al. 2005;
Brennand et al. 2005; Dietz et al. 2005; Lombardi et al. 2005; Rosenberg et al. 2005;
Vahratian et al. 2005; Dietz et al. 2006; Hibbard et al. 2006; Sukalich et al. 2006).
Further, Lu et al. argued that poor African American women had higher rates of
obesity - a fact that had not yet been highlighted in the data. Instead of focusing on their
previous perceived inability to gain a proper amount of weight, African American women
were now at the centre of the debate about excess weight. Despite the fact that Lu et al.
a_rgued that poor African Amerivcans have a higher rate of obesity, they also argued that
obesity is “a universal phenomenon that encompasses the entire societal spectrum” (849).
At once, overweight and obesity are constituted as diseases particular to certain
populations, yet they are also constituted as “universal” (cf. Karibu and Raynor 2004).
Evocation of the term “universal” helps us make sense of why so many of the
studies are prefaced with proclamations about obesity’s status as epidemic. And if, as

Rooney et al. (2005) suggest, obesity is linked to chronic diseased and mortality, it makes
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sense that the medical studies framed their research in and through this lens. If they
provided compelling evidence that what they studied contributed to a better
understanding of the aetiology of obesity, the effects of obesity and excess gains, or its
treatment, their studies would mark a critical advancement to the contribution of public
health knowledge.

Pregnancy weight gain was a central preoccupation for those researchers
interested in finding the origin of individual and societal obesity. Rooney and
Schauberger (2002) argued that both excess weight gain and failure to lose pregnancy
weight gain were predictors for long term obesity. Olson et al. (2003) similarly argued
against gaining excess weight because it was linked to weight retention. Since obesity
had become a major health concern, they argued that it ans critical to avoid excessive
gains to prevent chronic disease in women (a public health problem). Siega-Riz et al.
(2004) implored health care providers to prevent the trends spurned by the liberalisation
of the IOM guidelines; they argued that IOM caused most women to gain excessively,
thereby contributing to the obesity epidemic and the costs associated with it. The studies
thereby link pregnancy weight to increased risk of overweight and obesity, a growing
epidemic to be cured. Likewise, excess weight gains and obesity were linked to a variety
of negative outcomes apart from weight retention: increased rates of c-section'* (Stotland
et al. 2004; Vahratian et al. 2004; Dietz et al. 2005; Rosenberg et al. 2005; Vahratian et
al. 2005); preterm labour (Dietz et al. 2006; Stotland et al. 2006); anaemia (Bodnar et al.

2004); central nervous system defects (Anderson et al. 2005); gestational diabetes

' The mechanism which drives overweight and obese women to be at increased risk for c-section is
unknown, though it is hypothesised that large infants are less likely to be able to pass through the pelvis.
Also, overweight and obese women have higher incidence of preterm labour, which may lead to emergency
c-section. Lastly, scientists suggest that overweight and obese women may have more fatty deposits in the
pelvis which prevents their infants from descending properly (Vaharatian et al. 2004).
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mellitus (Brennand et al. 2005); preeclampsia (Lombardi et al. 2005); macrosomia
(Rosenberg et al. 2005); and breast cancer (de Assis et al. 2006). In terms of the treatment
of obesity, the vast majority of studies called for prevention and intervention programs,
as most researchers purported obesity difficult, if not impossible to treat.

The increased anxiety over excessive gains, obesity, its outcomes and treatment
persist in studies published from 2007 to 2009, with one notable difference; these studies
emphasise childhood obesity and the notion of fetal programming at 1ength. I will now

. turn to the last section of data description and list the revised 2009 IOM guidelines for
pregnancy.
Fear, loathing and fetal programming (2007-2009)
Between 2007 and May 2009, there was a proliferation of studies about pregnancy weight
gain. In fact, of the 138 studies I analysed, 50 were published from 2007 to 2009.
Moreover, the tone in this subset of articles is increasingly alarmist regarding the obesity
epidemic and excess weight gain. There is greater attention paid to the so-called obesity
epidemic in children, and the IOM recommendations are rejected by many researchers.
These articles continue to recount the risks and complications associated with excess
pregnancy weight gain, and some suggest that even normal pregnancy gains result in
programming children for obesity (Oken et al. 2007, 2008). One article does not exhibit
thesei characteristics (DeVader et al. 2007), but rather focuses on balancing risks of
inadequate and excessive gestational weight gain. Significantly, DeVader et al. (2007)
understand normal pregnancy weight gain as crucial to health

Salthu (2007) completely rejected the notion of increased gains having a positive

impact on birth outcomes. In fact, he stated that the relationship between obesity and poor
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outcomes was clear. With respect to African American birth outcomes, he found that
“excess fat storage was more lethal to black than white fetuses” (556) With respect to the
question of infant mortality, he ascertained that obese women have infants who are at risk
of perinatal death (Salihu 2008). This is a distinctly different perspective than was
espoused earlier in the dataset. I will not go into detail about the risks listed in this section
because they are vast in number, and mostly replicated in the earlier section. Suffice it to
say, the studies still found risks of weight retention and c-section among those who were
overweight, obese or gained excess weight in pregnancy.

Notably, the language used to talk about obesity and women becomes more
urgent in this period. For instance, Mazaki-Tovi el al. (2009) suggested that women were
“plagued by obesity” (350). Discussing the topic of obesity’s “burden” on society, Chu et
al. (2008) argued that obesity in pregnancy was commonplace, and that it would “have
substantial economic implications” (1452). Likéwise,’excess weight gains, once thought
to be beneficial to the infant, were now lumped into studies with other typical “bad”
pregnancy behaviours such as drinking alcohol and smoking (Slickers et al. 2008).
Interestingly, the data showed evidence that obesity was resistant to treatment (Oken et
al. 2008) while it was at the same time constituted as a “modifiable risk” (Gunderson et
al. 2008). Obesity is thus constituted as the bad guy, but a bad guy one can know and
possibly defeat if given the right tools and know-how.

From 2007 to 2009, several researchers investigated the role of the intrauterine
environment in causing future obesity in children; they found that pregnant women’s
weight status and weight gains fuelled the childhood obesity epidemic and larger

epidemic (Oken et al. 2007; Mehta 2008; Oken et al. 2008; Olson et al. 2008; Reece
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2008b; Srinivasan 2008; Byers 2009). Reece argued that the obese intrauterine
environment created life-long obesity risk in offspring. Supporting this type of claim,
Oken et al. (2007, 2008) contended that fetal programming accounted for both adiposity
in early childhood and in adolescence. Moreover, they claimed that even normal gains
could adversely affect the fetus’ normal development. Rat studies confirmed that obesity
created an “adverse intrauterine outcome” which had severe, damaging effects on
offspring (Srinivasan et al. 2008) such as impairment and disability (Byers et al. 2009).
These fetal programming studies, in tandem with other studies interrogating the
damaging effects of weight gain and the obesity epidemic, lent rationale and credibility to
those wanting to improve population health via prevention, education, intervention,
identification, monitoring, counselling and surveillance. Olson et al. (2008), exemplary of
those calling for pre\;ention and intervention efforts, argued that “{t}he magnitude of the
childhood obesity epidemic calls for multiple interventions on many fronts” (n.p.).
Surely, this rhetoric (especially since it is expert driven) fuels public health campaigns.
Novak et al. (2006) investigated the ‘thrifty hypothesis’ (a kind of continuation of
Whitaker and Dietz’s (1998) fetal programming of obesity thesis), which until 2006, was
not particularly significant in this literature. The thrifty hypothesis is the notion that “the
intrauterine milieu impacts fetal growth directly during gestation” (591) and thus impacts
future weight status. Novak et al. found that both small and large infants were at risk for
future obesity because of the ways in which fetal appetite development could be
hindered. They were not certain of the exact mechanism of this programming, but their
study arguably elicited great interest in the questions of whether a person’s weight could

be programmed in utero. Fears surrounding the obesity epidemic combined with the
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desire to prevent obesity at all costs made this thesis particularly interesting to
researchers investigating the aetiology of obesity.

Throughout the data subset, a multiplicity of opinions emerge on when obesity
sets in or is programmed. For several researchers, gains in young adulthood are the
culprit, and thus, pregnancy weight gains contribute to that (Rooney and Schauberger
2002). For others, it is not pregnancy weight gain per se, but the lifestyle changes that .
occur in new parenthood that foster weight retention or gains (Gunderson and Abrams
1999). More recent studies suggest that overweight and obesity in childhood pose great
risk for the child to grow into an obese adult. Whitaker (2007), for instance, argued that
children’s obesity was real and came at an enormous cost; but in striking comparison
with other studies, he was critical of epidemiological studies that only focus on mothers.
While he suggested that mothers do have an impact on children’s birth weights, he
maintained that fathers were just as culpable for children’s obesity, since they had an
influence in children’s eating habits and physical activity outside of the womb. Dietz et
al. (2005) too argued that “the antecedents of ébesity begin in childhood” (243). Research
. from Groth (2007) suggested the same. Spellacy (2008) argued that obesity began in
infancy, and he rather bluntly noted that a “large fat neonate becomes a large, fat adult”
(956). Similarly, Gillman et al. (2008) asserted that the “obesity epidemic has spared no
age group, even young infants (1651). My point here is to illustrate how newer research
goes back further into the life cycle to find the “origin” of obesity to further prevent and
contain the epidemic. As such, we should not be surprised that researchers jumped on the

fetal programming bandwagon and produced a wealth of evidence to support their claims.
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~ Before I conclude this description of the data, I would like to go back to the issue
of women’s experiencé that I touched on earlier. Given that researchers were so keen on
intervention, I, along with Kuhlman et al. (2008), wonder how women feel about this.
Though Kuhlman et al. studied how best to effectively control weight in pregnancy and
postpartum, they did not assume that intervention was an excellent answer. In fact, they
expressed worries that women would be demoralised by interventions. Likewise,
considering the urgent calls for women to lose weight prior to gestation or to stave off
excess weight gain' throughout duration of pregnancy, it is conceivable ihat women would
diet to achieve these goals. Here, the researchers might come across a problem. Namely,
Mumford (2008) found that women who dieted or restrained their eating prior to
pregnancy were susceptible to metabolic disruptions during pregnancy, which in turn
caused greater weight gains. Accounting for the experience of women in pregnancy -
their attitudes towards eating, weight gain, their interactions with clinicians, and so forth -
would better equip clinicians and public health officials to deal with the problem of
obesity without demoralising pregnant women.
Overview
In sum, the discursive shifts apparent in the medical/scientific literature on pfegnancy
weight gain illustrate a steady and significant shift: 1) away from worries about women
not gaining enough weight; 2) towards balancing the risks of inadequate and excessive
gains; 3) towards focusing on the risks associated with excess weight; and lastly, 4)
towards a full-scale panic about the effects of weight gain on future weight status given

both the general and childhood obesity epidemic.
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Throughout the data, particular groups are studied more than others, namely
adolescent and minority women. The origin of childhood and adult ill health is seen as
originating in utero, a troubling conclusion which creates and reinforces societal fear of
and disgust with fatness.

Revisiting the IOM guidelines

In May 2009, the Institute of Medicine formed a committee to reevaluate its guidelines,
which I have reproduced below. The new guidelines are surprising in that they have not
drastically changed, considering how vehemently some researchers called for their
revision (Groth 2007; Oken et al. 2007, 2008; Joseph et al. 2008; Spellancy 2008). The
IOM revised BMI categories, amended the minimum weight obese women should gain,
added a weight range for obese women, no longer instructed African Americans and
adolescents to strive for higher gains, and added a rate of optimal gain per week.
Recommended weight gains have not been significantly curtailed despite worries that
even normal weight gains contribute to the childhood obesity epidemic. In fact, they
remain relatiyely unchanged, though I suggest that the changes made are indicative of the
discourse shifting further to a panic about the obesity epidemic and women’s role in its

origin and prevention, which I turn to next.
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2009 Institute of Medicine (IOM) Guidelines

Table 3: 2009 pregnancy weight gain guidelines

Low (BMI < 18.5) 28-40 1
[Normal (BMI 18.5 - 25-35 1
24.9)

Overweight (BMI 25.0- 15-25 0.6
29.9) ‘

Obese (BMI > 30) 11-20 0.5

(Taken from Institute of Medicine Report Brief: May 2009)

Scientific discourse and the shifting ideal of the maternal body

Discourse has material effects

Before moving into the discussion of medical/scientific discourse in relation to dominant
cultural ideas about body and weight, I would like to recall some of the ideas about
discourse, and reiterate the major shifts evident in the data. To clarify the idea that
discourse has material effects, I build upon Reuter (2007) who argues that “the
discursive...has...the very important material effect of narrating the social order” (164) in
both a descriptive and prescriptive sense. She contends that discourse, even as it coheres
around a particular enactment of norms, combines with material practices (the
particularities of individual studies or the deployment of this discourse in patients’
engagement with medical professionals) to produce a multiplicity of embodied positions,
with no single one achieving the ideal in quite the same way. | usé the idea that discourse
in itself has matenal effects which vitally inform the enactment of the norm in various

ways.
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While the actual changes in the IOM guidelines are not as significant as one may
have expected after all that debate, I assert that the scientific studies themselves are
evidence of my claim that the ideal maternal body has shifted to account for the obesity
epidemic. No longer is the claim that women should “eat to appetite” prevalent, and no
longer is weight loss in pregnancy considered dangerous to both fetal and maternal
outcomes. The priority has shifted from looking more closely at the issue of excessive
gain rather than inadequate gain for fears that excess gains will contribute to maternal and
infant overweight and obesity. Researchers have maintained that a balance of risks is
necessary, yet over time, they have prioritised the risk of excessive gains with the
rationale that overweight and obesity are more detrimental to public health than the risk
of low birth weight. In the early studies, researchers very clearly delineated the risks of
low birth weight, and connected low birth weight directly to infant death and impairment.
I suggest then, that researchers deem obesity to be a fate worse than death. The rhetoric
against obesity, excessive gains, and evén normal gains is so negative that it implores
health care providers to wam, counsel, intervene and educate their pregnant patients
strenuously regarding the risks associated with it. Take for instance Olson (2007), who
argues for “more extensive patient education and behavioural counselling” (435) in
pregnancy to prevent maternal and child obesity. Moreover, she suggests education
“through well-designed self-help materials that encourage goal setting and self-
monitoring by mothers” (435). Likewise, Crane et al. (2009) recount the importance of
minimising risk through identification, and then correcting those who are riéky through
expert guidance. This discourse ultimately implores women to hold themselves

accountable for preventing the obesity epidemic through fitting their bodies to the norm.

91



What is significant about the 2009 IOM guidelines is that they are more precise,
and consist of a target weight gain per week. This encourages further monitoring and
management of pregnancy weight gain by both pregnant women and their clinicians to
attain optimal outcomes, these outcomes necessarily avoiding weight retention,
overweight and obesity in infants and children. The IOM recommendations thereby call
for the narrowing of acceptable outcomes.

The obesity “epidemic”

After looking at the data descriptively, what‘ is striking is that the constitution of obesity
as epidemic happened quite suddenly. ] argue that in 2000 with Gundersen et al. and in
the vast majority of articles starting in 2001, the balance tips to researchers worrying
about the risks of excess gains and obesity. Likewise, the term “obesity epidemic” is
readily deployed when it was not used before, and towards the end of the dataset, the use
of the term is ubiquit.ous to describe the risks adults and children alike face. Likewise,
obesity is called a chronic disease, or even a plague (Gillman et al. 2008; Mazaki-Tovi
2009) that creates a “vicious cycle” by spreading from parents to children (Reece 2008b).

So, one must ask after this sudden interest in the obésity epidemic. Currently,
many of us take the obesity epidemic as self-evident; it appears to be a clear and
objective adjudication of our reality. Oliver (2006) argues that scientists have been
discussing American weight gains since the 1980s (613). He contends that Americans
have gained on average eight to 12 pounds since that time, an amount that he argues does
not constitute an increase in ill health. Moreover, he argues that this hardly allows for
obesity to be classified as a disease, nor would it be appropriate to do so. In fact, naming

obesity a disease “distorts the reality of America’s weight gain, [and] is likely to cause
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more problems than it solves” (612). He also argues that the there are financial and
political interests that are invested in keeping the notion of epidemic obesity alive.

In keeping with what I have observed in the data, Oliver argues that the notion of
an obesity epidemic gained prominence in 2000 through a rather persuasive PowerPoint
presentation from the Centers for Disease Control and Prevention (CDC) aimed at getting
the public and experts alike to recognise that obesity and its health consequences were
growing in prevalence. This PowerPoint contained a colour-coded map that showed the
apparent “outbreak” of obesity; this visual was far more convincing than data tables, even
though both suggested the same thing. Oliver argues that despite the fact that there
existed no new scientific evidence about the obesity’s epidemic status, this single
PowerPoint generated hundreds of news articles. Tlﬁs new warning from the CDC plus
the proliferation of articles helped constitute obesity’s new status as an “epidemic.”
Relating obesity to epidemic disease, particularly as if it were infectious, is evident in
how the literature constitutes fetal programming. Specifically, obesity is understood as
virulently spreading from mother to child. This helps provide the context for the sudden
- shift in discourse; medical/scientific articles moved away from a balance of risks to a
focus on excess gains, towards an interest in the aetiology of overweight and obesity, and
the insistence on prevention. It is no wonder that there was a sudden increase in panic
about population health and obesity, because a PowerPoint instantly moved the
population from having average health to being epidemically obese and thus diseased.
Likewise, Campds et al. (2006) dispute the fact that obesity is epidemic, and also observe

a connection between powerful business interests and the growing fear of obesity. They



argue that fear of fatness is necessary for profitable returns in the weight loss and
pharmaceutical industries.

Though Flegal (2006) does not necessarily understand obesity as “epidemic” per
se, she does understand overweight and obesity as significantly increasin g in our society.
While Oliver (2006) presents a very good analysis of how the language around such
issues can be crafted to significantly change our understandings of a particular
phenomena in a very short amount of time, his analysis may prove too simplistic. While
naming obesity an epidemic is certainly problematic, many researchers and health
professionals argue that the health risks associated with overweight and obesity are
significant and should be curtailed. The resultant shifts in pregnancy weight gain
discourse are explicitly linked to the obesity epidemic discourse. Ascertaining obesity as
an epidemic has arguably led to panic about weight gain in pregnancy, and accounts for
the change in tone evident in the data.

Moral panic!

Oliver (2006) links the rhetoric of the obesity epidemic to perceptions of moral failing
and weakness. Bell et al. (2009) share the same view, and argue that childhood obesity,
childhood overfeeding and fetal ill health inspire moral panic. I also suggest that
perceived fetal overfeeding inspires a moral panic. Bell et al. suggest, in the vein of
Cohen (1972), that moral panics require pedple to create scapegoats or “‘folk devils” onto
whom public fears and fantasies are projected” (Hunt 1997, 631 quoted in Bell et al.
2009, 161). Suffice 1t to say, the notion of epidemic ill health, especially of children,

leads directly to blaming bad, selfish, uneducated and/or poor mothers, and to public
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health campaigns directing their initiatives at these problem populations. The next
chapter will consider the “folk devils,” and the blame accorded to them.

Our problem with obesity is not simply that it causes ill health. The
medical/scientific discourse makes very clear the costs associated with excess weight -
the burden that obesity “inflicts” on society. Not only does obesity cost health care
systems by increasing the incidence of chronic disease, pregnancy complications, and
surgeries such as c-section, but it allegedly leads to more sick days, and therefore, less
productivity. As I write, the disgust with obesity increases. As recently as February 2010,
Jameson of the Los Angeles Times argues that slim Americans are losing their patience
with the overweight and obese and the increased burden they put on society; increasingly,
thin people seek more punitive treatment of the overweight and obese, through
championing things like “sin taxes™ on junk food, trying to pass legislation preventing the
obese from dining in restaurants, or threatening to not hire obese staff (Jameson
2010).This links closely to the sociological research on the stigma associated with having
a body outside the ideal (Dejong 1980; Haskins and Ransford 1999; Maurer and Sobal
1999), which suggests that the meanings attached to overweight bodies are
overwhelmingly negative: lazy, disgusting, out of control and deviant (Bordo 1993,
LeBesco 2004; Murray 2008a, 2008b). Considering the ill will felt towards overweight
and obese people, it is not surprising that researchers hypothesise that weight
discrimination is on the rise (Jameson 2010). A study that exemplifies the stigma
associéted with overweight and obesity comes from Neggers et al. (2003) who argued
that a connection existed between high pre-pregnancy BMI and low child 1Q. While their

hypothesis ultimately proved false, I argue that the study’s very existence illustrates how
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ingrained our negative stereotypes about overweight and obese people are. Considering
that the studies consistently referred to women’s greater incidence of obesity and the
risks of pregnancy weight gain on future obesity, they support the research that supports
the gendered aspects of weight stigmatisation (LeBesco 2008; Warin et al. 2008). In other
words, women are constituted as having a more problematic relationship to obesity,
paﬁialiy as a result of pregnancy.

Similarly, the studies expressed alarm over the obesity of particular
subpopulations of women, namely those who were poor, youﬂg, and/or African
American. Ernsberger (2009) demonstrates that overweight and obesity is related to
poverty. Interestingly - and in relation to the above discussion of stigma - Emnberger
argues that fatness itself may be impoverishing (26), insofar as obesity results in
discrimination, lJow wages, low educational attainment, and less social mobility. He also
makes the case that poverty, rather than obesity, causes ill health (33). This conclusion
would require significantly different public health strategies to improve community
health. Herndon (2005) also discusses the relationships between obesity and marginalised
groups. She argues that the dominant discourse about weight 1s “that the fattest people in
the United States are people of colour, immigrants, and members of the lower class”
(128), i.e., those who are in a subordinate position in society to begin with. She also
argues that there i1s a war on obesity that employs cost-benefit analysis to decide who
does and does not deserve the most resources. She observes a movement afoot “to
classify obesity as a problem of class, race, and nationality with economic
repercussions...that pose a serious threat to the health of [the] nation” (129). Besides

minimising the social causes of obesity, this movement also gives critics the opportunity
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to “criticise obese people in (de)moralising ways” (136), and particularly to criticise
entire subpopulations of people, such as African Americans, immigrants, and the poor for
any and all actions. That is, any actions marginalised groups undertake, especially those
that challenge the order of things, could be unfairly, yet covertly, scrutinised. She argues
that using the obesity epidemic and a war against obesity allows people to criticise these
groups covertly without being critiqued for their prejudice. Therefore, “obesity provides a
useful vehicle for criticising groups of people already marginalised” (139), such as poor,
African American, teen mothers.

Women’s embodiment, in pregnancy and otherwise

Social scientists argue that women still feel pressure to be attractive in pregnancy much
as they would when not pregnant (Bailey 2001; Earle 2003; Nieterman 2007); evidence
from hard scientists, such as Abrams (2000), supports this point. The little work on
women’s actual experience with pregnancy weight from the vantage point of public
health science suggests that women feel anxiety about weight retention after pregnancy.
Considering that women become pregnant while already in a culture that values thinness,
beauty, and health, they enter pregnancy ingrained with these dominant discourses. They
are anxious about the changes their bodies undergo, and are thus prone to diet, which
leads to greater weight gains in pregnancy (Mumford 2008). Further, the possibility exists
that they could be demoralised by interventions during pregnancy (Kuhlman et al. 2008).
Interestingly? Swann et al.’s (2009) study of pregnant women’s attitudes towards
gestational weight gain - also focusing on pregnant women with eating disorders -

illustrates that while some women may enjoy a respite from the cultural valuing of
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thinness when pregnant, many women exhibit ambivalence aﬁd anxiety about pregnancy
weight gain.

This leads me to the following critique, namely that the medical/scientific data
lacks women’s voices, which prevents public health officials from understanding the
experience of women in pregnancy, and the impact of their expert interventions and
research. If there is a possibility that the focus on pregnancy weight creates unhealthy
body images and unhealthy or even dangerous compensatory behaviours in the face of
weight gain related anxiety in pregnant women, I would suggest that the kinds of
interventions public health champions could be at best misguided and at worst dangerous.
On the contrary to many of the studies I analysed, Swann et al. (2009) found that women
in early pregnancy “are in need of guidance to help alleviate and/or moderate their
concerns about weight gain, as the presence of early concern is associated with higher
weight gain and larger infants on average” (400). While Swann’s argument may prove
problematic in that it paradoxically promotes women to not worry about weight via their
own concerns about the larger infants, it is nonetheless apparent that women’s voices are
excluded from the data that I analysed, and are sorely missed if intervention is to be
successful.

In fact, Mazer-Poline and Fornari (2009) argue that women’s anxiety about
weight gain may be much more significant than previously thought; they argue that
subclinical eating disorders may exist in 3-15% of obstetric patients (382). This is a
significant number of women who may be harmed by public health interventions that
focus on and reiterate the risks associated with overweight and obesity. Women who

limit their caloric intake or diet may have greater difficulty restricting their eating in
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pregnancy, which often results in binge eating; a study from Soares et al. (2009) shows
that approximately 25-44% of women pregnant with their child experience regular binge
eating (388). Binge eating, which originates in attempts to manage weight in and before
pregnahcy, can cause excess gains in pregnancy. Again, one has to wonder about the
efficacy and ethics of making women overly concerned with weight gain, in pregnancy or
prior to it. While one can argue vehemently about whether interventions are required or
" not, it is evident that understanding women’s attitudes towards pregnancy weight gain
and their changing bodies is vital to a nuanced treatment of the issue at hand.
Significantly, our own cultural obsession with thinness may prevent women from
gaining within the recommendations from thé outset, as evidenced in the aforementioned
case of calorie restriction and binge eating. Therefore, one must wonder about replaéin g
one kind of risk with another. In this case, interventions and prevention strategies could
replace one risky behaviour with another, that of unhealthy fixation on thinness and
weight. Even if these interventions are effective in slowing the spread of “epidemic”
obesity, it could come at the cost of creating different kinds of weight problems.
Campos et al. (2006) argue that the promotion of overweight and obesity as
epidemic is linked to pharmaceutical and weight loss industry interests. Oliver (2006)
_concurs and notes that the production of effective weight loss pills would be a windfall
for Big Pharma. Likewise, an entire industry of weight loss companies and gyms depend
on the very notion that people need to lose weight to be healthier and more attractive.
Thus, the dominant obesity discourse supports entire industries, and supports institutions
that study obesity and health. Other researchers also relate dieting practices to the obesity

epidemic, but suggest that the focus on weight is misguided and does not promote health
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and wellness (Cogan 1999; Cohen 2005). Thus, dieting, a strategy employed by so many
to lose weight (however ineffectively), exists in tandem with the obesity epidemic. The
fact that so many people attempt to lose weight yet fail is a contradictory one, and public
health campaigns struggle to enact meaningful interventions. Hence the rationale to begin
prevention and education in utero.

In this data subset, there is a strong tendency to implore pregnant women and
mothers to control their weight to stave off obesity in themselves and their families. Yet,
the medical/scientific literature ignores other aspects of research on eating attitudes, such
as those which emerge from psychology, sociology, or dietetics. For instance, Birch et al.
(2003) note the strong impact of parental, and especially matemé], eating habits on
children. If parents practice restrictive eating patterns and enforce these patterns of
restriction on their children, children tend to have inappropriate responses to hunger and
satiety; this compromises their ability to eat when hungry and stop when full, causing
them to overeat forbidden foods. Birch et al. (2003) argue that psychosocial factors could
have a far greater impact on childhood and adult obesity than genetics, and arguably fetal
programming, alone. Thus, if interventions are based primarily on weight, public health
campaigns do not solve weight problems. Rather than understanding “epidemic” obesity
and the growth of subclinical and clinical eating disorders as being fundamentally linked,
much of the research does not intervene at the level of the social. That is, the
medical/scientific literature that I observed‘ did not look at the obesity problem in a
holistic way. Rather than exhuming the fears about fat and food we collectively
vexperience as a soctety, the medical/scientific literature is bound up in this discourse

about eliminating fatness or excess at all costs. While the literature does provide
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significant insight as to how overweight and obesity function from a scientific
perspective, it does little to answer why we have collective anxiety about fat bodies, both
our own and others’. Paradoxically, a perspective which focuses intensely on the health
problems associated with overweight and obesity ignores aspects of public health that
fuel overeating, unhealthy eating, or sedentary lifestyles in the first place.

As the dominant discourse about pregnancy weight gain changed with the
growing concern for population obesity, so too did scientists attempt to reconfigure the
ideal pregnant body into a good “intrauterine environment” that minimised the risks of
obesity rather than insufficient birth weight. The ideal pregnant body is one that is fit and
healthy, through the correct management of weight gain. Those women whose bodies
lack the proper comportment run the risk‘of. contfibuting to the ill health of not only their
children, but the population. In this section, I described the data on pregnancy weight
gain, and linked it to the dominant cultural meanings associated with weight. Through
this, I demonstrated that scientific discourse creates an embodied ideal for pregnancy, and
that the ideal has shifted over time from one that is not too thin to one that is not too fat. 1

also underlined the importance of gender, “race”, class, and age to the discussion.
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Chapter V1. Responsibilising pregnant bodies: An extension of mother-blaming

In this chapter, I discuss pregnant women’s unique responsibilisation with regard to
childrearing and child health. I understand this phenomenon as being consistent with the
medical management of women historically. I also suggest that being a “good mother” is
explicitly linked to possessing a good maternal body, linking medical/scientific discourse
to dominant cultural discourses surrounding good and bad mothering, where an
overweight or obese pregnant woman or mother is explicitly linked to notions of abuse
and maltreatment. These ideas are intertwined with Foucauldian notions of normalisation
and responsibilisation, where particular bodies are disciplined in and through
medical/scientific discourse. This discourse implores women to see themselves through
normative categories.

I also discuss how overweight and obesity are constituted as uniquely feminine
issues, and how the worry about women’s weight is closely connected to stereotypical
beliefs about women’s perceived essence. In this respect, one of the effects of
medical/scientific discourse is to reaffirm normative discourses about women, and to
affirm a neoliberal project promoting individuality, choice, and freedom with respect to
health. The Blackwell Encyclopedia of Sociology notes that a neoliberal approach ties
societal prosperity and well-being to the “invisible hand” of the market and economic
growth, while maintaining that goverﬁment regulation damages said prosperity. It
privileges ihdivid'ual freedom over the welfare state, which it purports to be bureaucratic
and inefficient. Considering this, I look closely at the issue of cénstituting mothers as
blameworthy, as opposed to pointing the finger at fathers, doctors, the state, healthcare,

and poverty, for instance. This focus on women as the origin of obesity, now considered a
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disease, eliminates the need to look at other factors, and questions of “the social.” I posit
that women are in a difficult position, and may be faulted for what their bodies do and do
not do accomplish in pregnancy and motherhood. While multiple studies (see for instance
Johnston et al. 1992; Johnston and Yancey 1996; Stotland et al. 2004; Rooney et al. 2005;
Groth 2007; Oken et al. 2007; Joseph et al. 2008) also fault the Institute of Medicine
(I0M), deeming their recommendations inappropriate, they still hold women responsible
insofar as women are the target of interventions. They also do this through maintaining
that women gain in excess of even the IOM recommendations. Through a discussion of
these issues, I endeavour to answer how the creation of an ideal pregnant body by the
medical/scientific literature contributes to women’s normalisation and responsibilisation.
I also clarify the effects of these processes.

To ﬁake these arguments, I start with a discussion of pregnancy as a mysterious
time when women and their bodies possibly become unruly and cannot be trusted to
adequately care for the fetus. | take this argument further, suggesting that women are
responsible for not only fetal health, but fetal perfection. Then I highlight how this debate
intersects with notions of good and bad mothering. Necessarily, these issues lead me to a
discussion of maternal-fetal conflict. I then move to a discussion of exactly who is to
blame for the social problem of childhood obesity. Last, I discuss the ideas of.
normalisati‘on, responsibilisation, and individuality, and use the example of cesarean
section to highlight how women are responsibilised for medical risks they incur,

necessarily taking the onus off of the medical establishment’s actions.
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Pregnancy: Potential for ill health, unruliness and strange appetites

Kukla (2005) argues that pregnancy has long been thought of as a disease to be managed
(11). Risks associated with childbirth such as disability, infant death, and maternal death
were significant until relatively recent history. Pregnancy has been understood as a
relatively dangerous period of a woman’s life. Considering this, it is no wonder that
people understood it as a potentially injurious condition. The real possibility that
pregnancy caused ill health and death made the entire process mysterious, unknown, and
frightening (Kukla 2005).

The spectre of this view still haunts us today, as evidenced by our fears about
health risks in pregnancy, and as illustrated by the wealth of literature on the topic even
today when these risks have been minimised. Historically, the womb was considered both
“awesome and dangerous” (6). At once, it was thought to be capable of creating life, yet
it was evidently easy to corrupt because it also created “monsters and deformations” (6).
The belief that the integrity of the womb was at stake, coupled with women’s inferior
social position relative .to medical authority, ensured that the blame for any problem in
pregnancy was placed on women. In such a way, the womb became a “public space,
[which] supplant[ed] the character of the pregnant woman herself” (122), and continued
to be the focus of public scrutiny.

Kukla (2005), in fact, argues that there is mass hysteria about the permeability of
women’s bodies. I connect this to notions of moral panic below. She argues that pregnant
women, especially in that they consumed and craved, were thought to pollute the womb.
While it is no longer believed that women literally pollute the womb, Kukla argues that a

similar sensibility continues today, in which there 1s a societal fear about women’s impact

104



on the children. Since the boundary between mother and fetus is arguably absent, worries
about women’s impact on the fetus flourish (14). Since men’s children were growing in
the uterus, people worried that the fetus would be negatively impacted by the mother’s
mysterious body. At one point, after all, the uterus was understood as moving around
women’s bodies, causing hysteria. Current medical/scientific literature is a function of
the same paradigm; consider Salihu et al. (2007), for instance, who argue that the mother
is “toxic” to the developing fetus, and their excess fat “lethal” (555-6).

I suggest that the medical/scientific literature privileges the idea that women
cannot contain their desires, especially those related to the consumption of food. While it
is recognised that cravings for food in pregnancy are normal, women are understood as
]écking control over these desires, and thus they are prone to consuming excessively. |
Murray (2008b) notes that “[w]hile hunger is supposedly a ‘natural’ impulse, it is a
highly regulated behaviour structured by moral dictates about moderation and control”
(64); the same can be argued for other desires. Therefore, one can see how the pregnant
body is viewed as unpredictable and difficult to manage, possibly due to women’s
inherent weakness and explicit connection to the body; their close connection to the body
supposedly reduces their ability to make rational choices. The inability of women to cast
off these bodily cravings could be suggestive of their inability to properly nurture
children and train them to be good citizens. There is an explicit link between our fear of
female desires and cravings in pregnancy to anxieties about women’s proper role as
fundamentally nurturing (Bell et al. 2009, 162).

Rather than focusing on the impact of outside influences such as poverty and

violence might have on fetuses and their mothers, attention is cast onto the mother’s own
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indulgences - an easier scapegoat (105). Therefore, she argues that “maternal bodies are
generally imagined as potentially unruly when they are pregnant” (105). This results in
societal fears about the life of the fetus at the hands of its mother. Considering this, it
should be apparent that the pregnant body is understood as a public body first and
foremost, and that it “is responsible for the production of human and social néture,
properly governed by the laws of nature and easily corrupted and interrupted” (85). So,
while I demonstrate that there is a shift in the medical/scientific discourse over time, the
consistent theme is one of pregnant bodies as a question to be understood, a serious riddle -
to ponder. This is especially true of African American women whose bodies are seen as
more unruly because in the 1990s they were said to produce SGA (small for gestational
age) infants even with so-called normal gains, gain less weight on the whole, and retain
more weight. This is of course in comparison with white women, who are taken as the
standard against which all others are to be measured. That African American women are
more puzzling links to implicit racist assumptions about their status as closer to the body
than more “enlightened” white folks (Sommerville 2009).

Fetal perfection

Pregnant women are interpreted as going against the fetus and being self-interested if
they do not strenuously manage and minimise risk. As pregnancy is understood as an
unnatural or diseased state, it is thought that the pregnant body should be actively shaped
to minimise issues that may emerge (Kukla 2005, 20). Fundamentally, fat mothers are
thought to produce fat children. The explicit connection of fatness with pathology - our
belief that fat people are somehow less than and that they selfishly consume to the point

of disease - means that these fat families are viewed as undesirable members of society.
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As such, overweight women, even those who are not pregnant (because women who are
of “childbearing age” are often considered “pre-pregnant”), become problems needing to
be fixed. There is great social anxiety when these problems associated with fat cannot be
fixed, and this anxiety is amplified when fatness appears contagious. Reece (2008b), for
1;nstance, calls obesity a vicious cycle which passes from parent to child, and fuels other
epidemics related to heart disease, cancer, and diabetes. In this study Reece 1s not
referring only to the environment the child lives in, that is, the food the parents provide,
the lifestyle they model, and the obesogenic society that s/he lives in, but the intrauterine
environment itself as the origin and overriding factor in creating disease. In the case of
healthy weight gain, as opposed to worries about mothers “overfeeding” their children, I
suggest the stakes are raised. If a pregnant women does not comply, or if her body does
not cooperate with her or her doctor’s wishes, she is faced with the possibility of
damaging the health of her infant at birth, establishing or programming her child for
future illness, and acting against the interests of public health.

This links to yet another valuable issue that Kukla (2005) raises: she notes that
women are increasingly responsible not only for fetal health, but for fetal perfection. It 1s
no longer enough to simply produce a viable infant, that is, one that survives, but it is
incumbent upon women to maximise the fetus™ health and wellness in any way possible,
which necessarily includes strenuously monitoring food intake in pregnancy and while
nursing. Kukla argues that contemporary mothers are held responsible for the fetus’ every
attribute, from conception and on, “through what they eat when they are pregnant and
nursing” (126). In terms of the medical/scientific literature, I too observe a shift from

discussing basic aspects of fetal health, such as minimising infant death by ensuring
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sufficient birth weight, to accounting for the totality of infant health via women’s actions
in pregnancy. It is expected that women educate themselves and monitor their food
intakes and weight to stave off any possibility of ill health. Add to this the cultural
assumptions about overweight and obesity, which attribute negative characteristics to
overweight and obese individuals, and it becomes clear that mothers are charged with
shaping the very character of the fetus, whether it will be either productive or
unproductive, hardworking or lazy, and selfless or greedy.

Good mothers and bad mothers

The cultural rhetoric surrdunding motherhood is quite consistent; good mothers are
essentially nurturing, selfless, and committed to their children above all else (Hay 1996).
Béd mothers, on the other hand, lack these basic characteristics which are necessary to
the rearing of healthy, stable children. In the last chapter, I argued that medical/scientific
discourse is bound up with dominant discourses regarding weight and attractiveness; I
extend this argument here by including ideas about “good” and “bad” mothering. In this
case, the medical/scientific discourse is informed by and reinforces normal and
pathological categories of mothering. In many instances, much of the scientific literature
argues that women either lack education to correct their risky behaviour or that they are
actively rebelling against the advice they are given. For instance, Herring et al. (2008)
maintain that there are many issues at hand when dealing with pregnant women and their
understandings of risk; specifically, pregnant women either ignore messages about diet
and health (and are thus willfully ignorant), estimate risk poorly, or lack awareness. 1
understand this as an exemplar of Kukla’s arguments. Following Herring et al.’s logic,

many women supposedly lack the responsibility and selflessness to adequately take care

108



of fetuses. Their bodies are hopelessly out of control through a lack of education, will,
and righteousness.

Theorists who research motherhood, like Hays (1996) and Kukla (2005), argue’
that women are held solely responsible for how children turn out, their successes and
their faults, however minor or inconsequential. Hays notes that our society considers a
mother bad if she is “neglectful” of her children. Neglect, however, is framed as the
inability to cast off her selfish desires, not as an abusive act itself. Through the analysis of
the medical/scientific literature, I observe a connection between the idea that women
must overcome or control their selfish bodily desires in order to be good and normal
mothers. In the early 1990s, the data suggested that women put their fetuses at risk of low
birth weight, and therefore death, by failing to gain weight ( see for example Hickey et al.
1990; Johnston 1991; Cliver et al. 1992; Taffel et al. 1993), which I argue can be linked
to the ideas of abuse and neglect. More recently, the data illustrates that being overweight
and obese is damaging to the health of the fetus (see for instance Olson 2007; Groth
2007; Oken et al. 2007; Salihu et al. 2007; Spellahcy 2008), and therefore neglectful in
many ways. Women’s gains are considered excessive and problematic (Oken et al. 2007);
their consumption and cravings are problems to be curtailed. Now, being an overwei ght

_or obese pregnant woman or mother serves as an illustration of selfish desire; her body is
fat due to “excessive” consumption of food, and the consumption of “wrong” or
“unhealthy” foods. The meanings associated with fatness - apparent lack of control,
selfishness, and greed that fat bodies signify, in concert with the health risks incurred by
being an overweight and obese pregnant woman or mother - are projected onto the

quality of parenting.
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Here, the state of women’s bodies are evidence of their failings as mothers; or as
Murray (2008b) argues, fat bodies act as virtual confessors of immorality and bad
behaviour. Murray utilises the Foucauldian notion of the obligatory confession, one
which appears to be of our own volition, yet must nonetheless be extracted from us. She
argues that “the ‘obese” subject is immediately ‘known’: the ‘fat’ flesh of one’s body has
already silently performed the confession” (75). In such a way, the body presents those
who look at it with access to the very ‘truth’ of ourselves, and leads them to instantly act
as the receiver of our confession. Overweight and obese people betray their supposed
faults: decadence, laziness, greediness, pathology and other negative attributes ascribed
to them by virtue of having the bodies they do. Overweight and obese mothers and
pregnant women therefore present us with their not so secret failings, and it should not be
surprising that the discourse fixates on their clearly delineated ﬂaws. The truth produced
from this virtual confession - the inferiority of particular types of bodies - acts to
pathologise these bodies, obliging them to fix their bodies (79). Fat women are
understood as more concerned with what fulfils them than what is best for others; their
selfish desires prevent them from providing the ideal intrauterine environment for their
fetuses when pregnant, and they fail to model the right behaviour for their children.
Maternal-fetal conflict
An interesting aspect of the ideology of women as selfish in motherhood or pregnancy is
the problem of individuality, namely in understanding the mother and fetus as separate
individuals. In this case, one individual (the mother) is thought of as not acting in the best
interests of her fetus, who is thought of as an individual. Since the fetus cannot exist

outside of its mother and its status as an individual is problematic and contentious, it is
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problematic that the scientific/medical and cultural discourses move so swiftly towards
blaming mothers for the risks their fetuses incur in pregnancy. I maintain that it is
certainly understandable that pregnant women guard the health of their fetuses fiercely
because they understand their fetuses as one day being their children who are individuals.
Certainly, women have a variety of opinions on whether their fetus becomes a human
individual at conception, sometime during gestation, or at birth, and may or may not feel
strongly about optimising their health. In any case, the medical/scientific literature
suggests that women should actively optimise fetal health, and in doing so, it implicitly
pushes a fetal rights agenda.

I understand the idea of mothers and fetuses being in conflict td vitally informvthe
discourse on pregnancy weight gain, and pregnancy more generally. Inherent in these
ideas about selfishness is that women can make choices which put them at odds with fetal
health. The classic example is refusing a c-section - a procedure that eliminates many
risks to the fetus, but is thought of as suboptimal by many women. The medical/scientific
literature does not reflect how complex this negotiation might be; it does not reflect the
ways women think of their decisions with respect to their own desires, what is good for
the fetus, or what is best for both. The mother is expected to maximise the health of both
by squelching her individual desires. The pregnant body’s status as somewhere between
self and other ensures that women’s attitudes towards health-optimising behaviour are not
a simple matter of her versus the fetus. We can make sensé of the panic about women’s
bad mothering in pregnancy because women are thought of as imposing their will and

(usually bad) behaviours on another individual, who is arguably helpless. This begs the
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question: do women have autonomy in pregnancy when the fetus is understood as an
individual deserving of particular rights?

I note that the medical language in the literature takes on a tone of panic when the
subject of children’s obesity comes into play. Not only do the studies discuss obesity as
placing an enormous economic burden on society (Whitaker 2007; Getahun 2007a,
2007b;), but they also understand it as “persistent[ly] programming...child weight” (Oken
et al. 2007, 322.e1), necessarily The impact on women’s health moves into the
background when there are health risks posed to children. This is certainly
understandable, however, this notion wrongly assumes that women are unconcerned with
the health of their own children, or that it is inappropriate to be concerned for the health
of both women and their c_hildren. As I argue later in this chapter, the medical/scientific
discourse valorises a particular kind of society - one based on individuality, rationality,
and choice. However, as noted when discussing the problem of boundaries in pregnancy,
there is no clear delineation of self and other in pregnancy. The literature on maternal-
fetal conflict suggests that women can often be in conflict with the fetus, and that one can
impose its will on the other. Thus, the issue of what the fetus is entitled to in utero 1s
‘prominent, and in opposition to the mother’s reproductive rights. This is to say that
women’s choices in pregnancy are constrained; making “bad” choices puts onev at risk of
being judged by society at large.

- Who is to blame for childhood obesity?
Bell et al. (2009) and Kokkonen (2009) argue that childhood obesity is first and foremost
a sign of bad motherhood because it is the mother who feeds the child and controls what

the child can and cannot do. These bad mothers of overweight children are unsuccessful
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in moulding the children’s bodies in accordance with the correct, healthy standard, and
are therefore seen as negligent. Bell et al. (2009), in particular, link the notion of bad
mothering to three problems: childhood overnutrition, fetal alcohol exposure, and
smoking around children. I take up their research on childhood overnutrition and graft it
onto the concept of overnutrition in utero. They argue that these issues have been
“medicalised and criminalised...framed as looming health emergenciés that require
immediate intervention, and increasingly, legislation” (155). They suggest that these
anxieties about bad mothering - through their or their children’s consumption of “bad”
substances - are thoroughly enmeshed with our anxieties related to changing gender roles
(162). These kinds of concerns about women not intrinsically knowing, explicitly
neglecting, or even refusing to do what is best for children, create panic about the future
of society more generally. In this way, women’s role as reproducers puts them in a
precarious situation where they are responsible for collectively steering the health of an
entire generation, and yet are not trusted to do so adequately.

Here, it should be noted that good health is not simply a way of minimising costs
through not utilising healthcare services, but it is also a signifier of productivity. Raising
overweight people (read as essentially lazy and unhealthy) calls into question whether we
can actually trust women to reproduce the next generation of workers. If women do not
raise productive children, their usefulness is arguably extinguished. The inability to do so
1S pérticularly difficult for lower class and minority parents who have less access to
resources and whose children are more likely to have issues with weight. Likewise,
adolescent mothers are positioned as bad mothers from the outset. Davies et al. (2001)

note that public discourse of teen pregnancy problematically constitutes these young
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women “as irresponsible, immature or misguided, with dubious parenting capacity and
likely headed for life-long dependency on public benefits” (83). They also argue that “the
social science discourse, with few exceptions, views teen mothers within a social problem
framework” (84). Their pregnant state is a supposed result of immaturity, poor planning,
and irresponsibility.
Normalisation, responsibilisation and individuality
Up to this point, I have made the argument that the medical/scientific discourse reflects a
perspective that women are responsible for their children’s - and therefore society’s -
health, as a function of their ability to maintain a healthy weight. Carabine (2001) defines
normalisation as a productive or disciplinary function of power, which “establishes the
measure by which all are judged and déemed to conform or not...produc{ing]
homogeneity through processes of comparison and differentiation” (278). She also notes
that the norm is something to aspire to, and that subjects are continually “reassessing,
establishing, and negotiating [their] position in relation to” it (278). Responsibilisation is
closely related to normalisation; in this context, the subject takes personal responsibility
to align oneself with the healthy standard. It implies a moral fortitude to do nght by
neoliberal standards in that 1t requires the recognition of political ideals such as choice,
individuality, rationality, and the market economy as ideal. The normalised pregnant
woman recognises the healthy norm, negotiates her own relationship to it, and tries to
approximate it as best she can, while the responsibilised pregnant woman recognises the
normative standard as a moral obligation.

For the most part, the studies in question pose overweight and obesity as

“universal” problems of the population, however, the solutions to this problem involve
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individual rational choice, such as individual education and risk assessment, above all
else. It should be noted that “even if ‘obesity’ is constituted as a disease of civilization,
the ‘civilised’ world is nevertheless presumed to be made up of individuals who must
ultimately all take responsibility for this collective ‘condition’ (Murray 2008b, 49). This
is exemplified in those studies that position obesity as a modifiable condition (Chu et al.
2007a; Chu et al. 2007¢; Salihu 2008), where individuals who do not fit into the
normative ideal of having a fit or thin body are obliged to take their ill health into their
own hands. In this case, pregnant women are implored via medical/scientific discourse to
fit their changing pregnant bodies to align with the norm that discourse helps to establish.
In line with this view, Rose (2007) argues that women play a particularly interesting role
in maintaining children’s health. He notes that this obligation and responsibility women
feel towards maintaining anci optimising their families’ health is bound up with their
management. Thus, in their seemingly “empowered,” informed, and individual
interaction with medical professionals, they are being directed towards particular ways of
communicating their issues, needs, and desires. Thus, as Rose argues, these seemingly
benign interactions are “inescapably normative and directional...blur{ring] the
boundaries of coercion and consent” (29). This is explicit in the call to prevent
overweight and obesity in pregnancy via educating women, which is prevalent in the vast
majority of studies. Closely related to this, Murray underlines that normalising discourses
have humanist underpinnings, meaning people are .subject to the disciplinary effects of
the norm “while being instructed‘ that they have a ‘choice’ to meet the requirements of the
norm” (46). What is clear is that sﬁbjects are always already constituted in binary terms

related to the normal and pathological despite their ‘choice’ of whether or not they would
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like to participate. Pregnant women already exist in a context of epidemic obesity, ahd if
they do not work to educate themselves, they could conceivably contribute to the
epidemic, whether t.hey know it or not.

The task of responsibilising discourse is then to implore women to freely and
individually educate and empower themselves to do what is “right,” namely to optimise
the health of their families through weight control, and to frame this obligation as natural
and normal. This has the effect of reifying the priorities of neoliberal capitalism, and the
notion that all members of society are free to choose to pull themselves up by their
bootstraps, so to speak. This results in completely over-emphasising individuals as the
root cause and cure of their health problems, ignoring social determinants of illness, and
promoting healthiness as a moral obligation, thereby blarﬁing individuals for any ill
health they experience. In the case of an issue like obesity, which is considered a
universal, yet modifiable risk, this causes media, government, and the like to fixate on
individuals, blaming them for the economic burden their of their ill health on society, a
senﬁment often iterated by the recent medical/scientific literature (Chu et al. 2007a; Chu
et al. 2007b; Getahun 2007b; Krebs 2008; Reece 2008b; Chu et al. 2008; Rasmussen et
al. 2008; Salihu 2008). The individuals in this case are almost always women; there is
little concern for the actions men take with respect to this so-called epidemic (Whitaker
2007).

The irony is that while the literature laments the fact that poor and minority
women face more risks, the responsibilising discourse leaves those who are most
vulnerable and disabled by neoliberal 1deology in a worse position. Significantly, these

women are responsibilised, but cannot take up activities that would make them “more

116



responsible.” Therefore, they are inescapably bad mothers by definition, bringing
supposed costly, burdensome children into the world, who appear destined to have 1ll
health and continue to inflict costs on the healthcare system. While the Special
Supplemental Program for Women, Infants, and Children (WIC) - an American program
- provides low income women with nutritional supplements and support, one of their
mandates is also to provide nutritional education. Certainly, this program promotes
breastfeeding education and support, which is valuable for low income women,
especially considering the high costs of formula. There is, however, a responsibilising
directive implicit in education; while low income mothers may find useful tips on how to
maximise their small food budgets, it appears to me that the real problem is a lack of
resources to buy food and a lack of time to prepare it. Therefore, I suggest that the
impetus to educate low income families 1s more closely related to what the privileged
believe about them than what they really need. Implicit here is the conception that low
income families have not worked hard enough to improve their situations, or that their
poverty is a result of their mismanaged finances or greedy spending on expensive junk
foods, among other failures.

Closely related to this notion of stereotyping particular groups, I build on Kukla
(2005) to suggest that women’s apparent emotionality and close connection to the body -
their supposedly excessive desires and thoughts and the mysteriousness of the pregnant
body which nécessarily lacks boundaries (cf. Tyler 2001) - intensifies their medical
management. This history is reminiscent of Foucault’s arguments about the shift from
repressive power to productive or disciplinary power (cf. Foucault 1990, 1995).

Specifically, the scientific framing of the pregnant body has consisted of more direct
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management of pregnant women, through signiﬁqant interventions in birth, such as
forceps deliveries, widespread use of episiotomy (though both on the decline), inductions,
and having women lay immobilised on their backs during delivery, for instance. I suggest
that the trends I witness in the data, the move towards obliging women to take care of
themselves and their fetuses, indicate that Foucault’s notion of disciplinary power is at
work. While medical authority arguably occupies a complex role with respect to the
functioning of power - one could argue that it acts both repressively and productively - I
suggest that medical authority works through the body of the pregnant woman,
specifically through the ways in which she is implored to manage her body in ways that
support public health go‘als. Here, she may focus on educating herself about pregnancy,
cbntrolling her weight, monitoring her own weight, participati;ng in regular visits and
weighings, and asking midwives and doulas to act as coaches and advocates, for instance.
In the medical/scientific discourse there is clearly an imperative for women to empower
themselves through education, an issue I expand upon at length in the following chapter.
Responsibilised for cesarean sections

One of the great ironies is that women are essentialised as reproducers, and are thereby
held liable for the birthi.n g and rearing of subsequént generations; essentialising women
in such a way places significant constraints on them, while minimising and hindering
their other abilities. Men’s reproductive abilities, difficulties, and responsibilities, on the
other hand, are entirely ignored (Inhorn 2007, 10). Many of the real issues women face as
a result of pregnancy, such as pain during intercourse (7-9), discomfort and anxiety about
breastfeeding (Kukla 2005, 209), or worries about birth interventions, are ignored. Thus,

theorists like Inhorn argue that pregnant bodies are made docile through managing and
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disciplining them to optimise their capacities to birth in ways the medical establishment
deems best, namely through a model which privileges intervention (16). It should be
noted that c-sections are life-saving practices which are inherently valuable in many
cases. They transform birth outcomes that might otherwise be difficult or deadly to
positive ones for both mom and baby. This is valuable to note because the c-sections ére
not an inherently problematic practice; they are entirely useful when used appropriately.
However, birth activists and health analysts alike agree that the c-section rate is too high,
and that women are pushed to c-sections needlessly when birth becomes difficult, namely
when it is inefficient and unmanageable, and when any risk is perceived as too great.
From the perspective of many binhing activists, the increase in c-sections is
indicative of excessive medical intervention; moreover, the increase of c-sections in
America has recently come under fire for a small, yet significant, increase in maternal
death (Johnson 2010). Given the greater tendency towards litigation in the United States,
it should not be surprising that part of the reason for the increasing rate of c-sections is
that obstetrics has the highest rate of litigation in medicine (Inhorn 2007, 47).
Obstetrician-gynaecologists have aired on the side of caution in efforts to save infants.
Considering their fears of infant death, maternal death, and the litigation that often
_accompanies them, tﬁey work in a way that minimises risk. In this case, c-sections are a
tool readily dep]ojed if there 1s any evidence that infant or mother are in distress. In all
likelihood, the increased c-section rate is a combination of factors: increased birth

interventions, increased average age of pregnant women (related to the flexibility of

pelvic joints), increased levels of overweight and obesity, and so on.
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Despite the likelihood that the increased c-section rate is likely multi-causal, 1
observe an interestiﬁg tendency in the data. Many studies hypothesise a link between
excess pregnancy weight gain and high BMI to c-section, with the vast majority of the
studies coming after 2000 (Abrams and Parkg:r 1990; Ratner 1991; Parker and Abrams
1992; Purfield and Morin 1995; Shepard et al. 1999; Stotland et al. 2004; Vahratian et al.
2004; Dietz et al. 2005; Rosenberg et al. 2005; Vahratian et al. 2005; Hibbgrd et al. 2006;
Siega-Riz et al. 2006; Chu et al. 2007b Getahun et al. 2007b; Arendas et al. 2008; Crane
et al. 2009; Haeri et al. 2009, Kriebs 2009). Whatever the reason for the increasing
incidence in c-sections, I believe the medical/scientific discourse represents a reversal in
‘responsibility for c-sections. Rather than faulting the medical esta‘blishment for pushing a
series of interv.entions that eventually lead to c-sections, as birthing activists might, the
studies find an independent relationship between excess weight and c-sections. Take for
instance one study by Lu et al. (2001) which recounted a hospital’s goal of reducing the
c-section rate. Regardless of their concerted efforts hospital-wide to reduce interventions,
they found that the c-section rate did not decrease causing them to ascertain the “real”
cause of this increase. They found that overweight and obesity were the culprits rather
than doctors. While the reason that c-section is correlated with overweight, obesity, and
excess weight is unclear, the studies clearly indict women’s bodies as culprits. In essence,
they eliminate critique of interventions in birth or other unmodifiable factors such as age,
and frame the problem as one that can be modified by the mother’s individual action.
Certainly, it is understandable that minimising the risk of c-section via any possible

means 1s desirable; however, it seems to me that focusing myopically on weight puts
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undue blame and pressure on pregnant women, and shifts responsibility from physicians
to individuals.

In this chapter, | have elaborated on how women are normalised and
responsibilised with respect to their embodiment in pregnancy, and how the
medical/scientific discourse is explicitly linked to both historical (and arguably
paternalistic) notions of pregnancy, and dominant discourses about good mothering. 1
also used the example of the increasing rate of c-sections, and how women are

responsibilised with respect to this specific complication.
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Chapter VII. Governmentality: Clinical intervention and public health strategies

This chapter expands upon how scientists and public health professionals éuggest the
problem of overweight and obesity might be reversed. In the case of this dataset, the
prevailing rationale is one of individual responsibility, choice, and action. The chapter
explores how the medical/scientific literature can be thought of in Foucauldian terms, as a
discourse which implores individuals to align themselves with the healthy norm. Drawn
extensively from the concluding sections of the vast majority of the studies, I observe the
same language repeated: surveillance, monitoring, education, intervention, and
prevention. This language suggests strategies through which researchers, clinicians, and
public health professionals alike implore patients to be healthy, understand the extent of
their risk factors, and reverse and prevent overweight and obesity. To this end, I take up
the concept of “biopedagogies” and link it to these strategies aimed at pregnant women.
This linking of biopower and pedagogy signifies how the regulation of the body is linked
to being educated about its optimal regulation. This notion is crucial given that the
medical/scientific literature calls for the education of women to curb the obesity
epidemic. Additionally, governmentality is closely linked to the notion of disciplinary
medicine. I take up Murray (2008), in particular who links disciplinary medicine

explicitly to obesity.

First, I briefly outline the issues of governmentality, biopedagogy, and
disciplinary medicine, and how they are fundamentally connected to the obesity
“epidemic.” I also recount the changing language evident in the medical/scientific
discourse. Then I look at the groups of researchers involved in creating this discourse by

taking up specific public health strategies and their relationship to this literature. I also
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explain the language used, and how it focuses on individual solutions to a public
problem. I explore how research groups such as Project Viva and public health
campaigns such as Healthy People 2010 are linked to this discourse and education in
particular. Additionally, I explore a popular idea in the scientific texts that obesity is
difficult, if not impossible, to treat. Considering this, the studies focus on prevention via
monitoring and education, especially of young women. This move to prevention helps us
understand why the scientific studies of obesity - and women’s responsibilisation - start

n utero.
Governmentality, biopedagogies and disciplinary medicine

Recalling the theoretical framework laid out in chapter two, Rose (1999) builds on
Foucault and argues that governmentality Works through governmental strategies, such as
programs, theories, and various techniques to guide individuals to work on themselves,
and in this case, to manage their health and well-being through controlling their body
weight. Gordon (1991) explains Foucault’s interest in governmentality as a fascination
with “a kind of power which takes freedom itself and fhe ‘soul of the citizen,” the life and
life-conduct of the ethically free subject, as in some sense the correlative object of its
own suasive capacity” (5). Or, as in Rose’s words, “[t]o govern is to act upon action. To
govern is not to crush their capacity to act, but to acknowledge it and utilise it for one’s
own objectives” (1999, 4). Power moves through ihdividuals, flowing via governmental

strategies, such as those espoused by national public health agencies.

Biopedagogies instruct individuals on how best to govern themselves and how to

manage the life of the body. Rail and Lafrance (2009) note that biopedagogies “are part



of what Foucault would call an ‘apparatus of governmentality’ that involves managing
bodies in order to both reduce obesity and protect populations from the ‘risks’ associated
with it” (1). They note that these apparatuses of governmentality function through
surveillance and a focus on the moral righteousness of individual responsibility. These
efforts to educate the population on how they should correctly manage their bodies serve
to reify personal responsibility for health. So while these efforts may appear benign, they
actually serve to reinforce a particular dominant discourse. Specifically, Rail and
Lafrance link biopedagogies to the obesity epidemic. In terms of the medical/scientific
discourse surrounding pregnancy weight gain, 1 suggest that medical discourse serves as
a biopedagogic tool; specifically, the texts in question instruct individuals how to act and
be in order to be “healthy,” which is necessarily connected to neoliberal sensibilities.
These texts, in their call to educate, monitor, intérvene, and the like, bring clinicians and
public health professionals together with patients, specifically to encourage individuals to
pursue healthy living in accordance with particular scientific “facts” about obesity and
weight in pregnancy. The collection of texts as a whole, and the discourse regarding the
treatment and prevention of obesity, is indicative of a larger public health strategy which
has as its aim the education and transformation of free individuals to solve the public

health “cnisis” of obesity.

I connect the issue of pedagogy to the overall project of “disciplinary medicine,”
especially as espoused by Murray (2008) in her book The ‘Fat” Female Body. A
Foucauldian, she notes that medicine has a disciplinary function; that is, medicine works
through the deployment of particular norms and values, with the effect of inculcating

individuals with an internalised will to self-monitor. I have expanded upon this issue at
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length in the previous chapter, but would like to reiterate here how disciplinary medicine
creates a moral obligation to adhere to normality, as abnormality is linked to pathology.
Murray calls anything that deviates from the norm as “not simply...a variation, but
rather...a repulsive positionality” (47). In relation to this thesis about pregnancy weight
gain and the moral fortitude of having a good maternal body, she importantly argues that
“by presenting healthy ‘lifestyle models,” modern medical discourse refrains from
explicit and/or coercive intervention into the lives of its subjects, yet simultaneously
draws on the authority of the medical ‘voice’ to govern citizens ‘at a distance’ ” (50). She
also argues that medicine is imbued with the authority to cast the pursuit of healthiness as

the pursuit of morality, responsibility, and ethical behaviour.

This is apparent in the literature, as it positions itself as the source of reliable
information upon which to base public health interventions. While the bulk of each
individual study consists of addressing the research question, most studies conclude with
a “Discussion” or “Comment” section. These are distinct from the “Results” sections in
that they list the implications of their research, their recommendations, and limitations of
the study. While these sections are usually very short - a few paragraphs at most - they
are extremely significant. It is here where the literature turns to how to reverse the cycle
of obesity via clinical intervention. These studies are epistemologically trustworthy (Van
House 2002); that is, clinicians put the results of thev studies and their recommendations
in high regard. In earlier studies, the researchers conclude with the suggestion that
monitoring women will ensure sufficient weight gain. In later studies, researchers discuss
monitoring and educating women as vital to the prevention of obesity. Considering that

obesity is often cited as a “modifiable condition,” (Baeten et al. 2001; Stotland et al.
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2006; Gunderson et al. 2008; Salihu 2008) it is not surprising that the research would
result in strategies promoting weight management. However, it is surprising that the vast
majority of studies privilege the notion that this can best be done by changing individual
women’s behaviour. It is likewise surprising that the studies promote interventions that
they have not explicitly studied, and very few suggest understanding the psychological
and sociological factors bound up with weight gain in pregnancy prior to making
suggestions for intervention. 1 argue that this has the effect of reifying women as the
singular cause of obesity. For instance, Arendas et al. (2008) studied the negative effects
of obesity on pregnancy, and concluded that it causes complications for both mother and
fetus. However, in their conclusion, they suggest that “[i|nterventions promoting pre-
pregnancy weight loss and the prevention of excessive during pregnancy must begin in
the preconception period” (484). Not only did their research not address the issue of the
ease or difficulty of losing weight prior to pfegnancy, the success of weight interventions
in pregnancy, or the impact of pre-pregnancy weight loss and dieting on gestational
weight gain (which given the evidence about dieting prior to pregnancy, is likely to result
in the opposite of the desired effect), but they assume that excessive gestational weight

and obesity have no other cause than individual mismanagement of body weight.

Inferestingly, research that understands women as responsible for the problem of
obesity actually contradicts other scientific discourses addressing the problem of obesity,
especially those emerging from endocrinology. While studies such as those from Reece
(2008b) suggest that obesity is multi-causal (and not due to a lack of individual
responsibility alone), most studies privilege the notion of obesity’s origin in personal

habits, especially with regards to eating and exercise - even when groups such as the
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World Health Organization proclaim society to be “obesogenic,” meaning that just by
virtue of living in the society we do, we are more predisposed to overweight and obesity
than other societies. Endocrinological researchers report findings that “obesogens” in our
environment - pollutants, pesticides, preservatives in food, hormones given to livestock,
high fructose corn syrup and soy - have a great impact on the collective obesity problem
(Griin and Blumberg 2006). These obesogens disrupt the endocrine system; they mimic
hormones that promote the production of fat cells, supposedly contributing to obesity; so,
other competing scientific discourse§ dispute the notion that obesity is a result of
individual eating habits. In privileging certain discourses about the origin of the obesity
epidemic (specifically that women’s weight and eating habits rather than environmental
problems fuel obesity) the researchers explicitly set the stage for particular governmental
apparatuses or public health strategies targeting the individual to emerge. Moreover, the
recommendations within the studies shape these strategies, regardless of the fact that their

research did not investigate whether interventions work.
The language of intervention

Interestingly, as I have mentioned above, the vast majority of the studies promote a
specific type of clinical intervention into the individual behaviour of pregnant women.
Between 1990 and 2009, there is clearly a tendency towards recommending that
clinicians monitor and record pregnancy weight gain; if women fall outside the
recommendations, they instruct clinicians to intervene, advise and educate women as to
the ‘correct’ and ‘normal® pattern of weight gain. As argued by Abrams and Selvin
(1995), and implicit in most literature, deviations from the ideal pattern can be used as a

screening tool for clinicians to determine who requires intervention (168).
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As 1 argued in the last chapter nonetheless, there is still a stable dominant
discourse at work throughout the dataset. While the discourse regarding optimal
pregnancy weight gain has changed to reflect the obesity ‘epidemic,’ the discourse
supporting women as responsible, blameworthy, unruly and mysterious persists
throughout the literature. In much the same way, I observe a consistent theme of
managing women through the medical encounter throughout the dataset. Through
educating pregnant women about optimal pregnancy weight gain, it is implicit that these
women should internalise these messages‘ about health and risk, and thus, change their
behaviour to transform their abnormal, unhealthy pregnancy into a normal, healthy one.
Their previous behaviour, intended or not, is corrected through proper education, as
guided by the clinician, and clinicians solicit women’s proactive engagement to minimise
risk and optimise health. For instance, Herring et al. (2008) note that women require
clinicians to correct their misperceptions about risk, and that they are receptive to clinical

interventions with respect to weight gain (54).

I observe particular language repeated in the recent literature. Language like

I ot

“educating,” “correcting,” and “encouraging” suggests a more definitive answer to health
issues, which requires the individual to take in the information and employ it with little
question or room for error. This language does not crush and punish the patient, rather, it
focuses on the patient interacting with the clinician, empowering her to confess and take
up the correct behaviour. Similarly, the call to educate women serves to discipline rather
than punish. Education about health gives women the tools with which to change their

lives in positive ways. It is vital that this feels empowering and positive to individual

women. When being healthy is linked explicitly to being a good mother and a good
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citizen, then one can see why being educated feels empowering. Through this education
and constant contact with medical professionals, women may be lauded for reaching
healthy benchmarks for weight gain, and other good behaviours in pregnancy. In this
way, women monitor their own pregnancies, managing themselves in ways that give

them social rewards and personal satisfaction.

Of considerable importance is the fear women may experience when they do not
do what is “best” for the fetus. While I have argued that power in these interactions is
more disciplinary than repressive in nature, it must be noted that repressive power may
still be at work. In the case of women being concerned for the livelihood of the fetus, and
not simply the optimisation of the fetus; health, medical authority may be imbued with
more repressive power. While this is not a typical understanding of repressive power, in
that it is not about fear of violence from the state, there is a fear of death at work when
discussing the health of the fetus. Not adhering to medical guidance, in that case, could
result in death of the fetus; depending on one’s rhental state, understanding of personal
responsibility or obli gation, and level of support, one can view this as a punishment for
incorrect behaviour in pregnancy. Moreover, fears related to the fetus® death may ensure
that power can function in ways that are productive, yet also repressive. I suggest it is
essential for medical/scientific research to understand women’s fears, guilt, and anxieties
related to pregnancy, and especially pregnancy loss, which women may perceive as their

fault.

Significantly, the literature also cites the importance of early prenatal care (Wolfe
et al. 1991; Stevens-Simon et al. 1993; Muscati et al. 1996; Salihu 2008). In my view,

this is significant for several reasons. First, the researchers rightly suggest that all
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pregnant women should have access to prenatal care, and that any costs associated with
providing healthcare are minimal compared to the costs associated with ill health as a
result of obesity and other health problems pregnant women face. The call for prenatal
care is certainly progressive from this point of view. In the same instance, however,
extensive prenatal care heightens the will to surveillance and thereby intensifies women’s
medical management. Increasing prenatal visits allows for further surveillance,
identification, and intervention. But, it is not only prenatal care that is significant in the
literature. In terms of preventing overweight and obesity, researchers note that antenatal
care is just as significant to ameliorating the obesity epidemic. Rooney et al. (2005)
promote nutritional counselling during and after pregnancy, as do Feig and Naylor

(1998), and Hickey et al. (1997a).
Researchers and participants

It is critical for me to address the issue of who is doing the research. Obviously,
researchers are affiliated with particular institutions, and medical and scientific research
proceeds in a far more communal manner than research in the humanities or social
sciences; in these research groups, there are-general topics of research, while mdividual
researchers take up specific research questions within that area, publishing them as
principle investigators. .When reading my thesis, it may give the impression that more
research centres are represented than actually exist. For iﬁstancé, I have listed multiple
studies by Gillman (2006), Giliman et al. (2008), Oken et al. (2007a, 2007b, 2008), and
Kleinman et al. (2007). If one looks specifically who are the others that make up “‘et al.,”
one can see that these investigators publish together, and have the same core assumptions

and language in their publications. It is typical for researchers in medicine, science and
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psychology to publish prolifically and early; this is vital for their funding and future
careers. The high stakes nature of scientific “discovery,” combined with the valorisation
of evidence—based medicine and the fact that graduate students publish with théir advisors
and work in their labs makes fo; a highly competitive field in which publishing is more
important and prolific than ever. The group I mention above, along with investigators
Rich-Edwards, Herring, Radesky, and Taveras, make up Project Viva: A Study of Health
for the Next Generation, formally established in 2006. They describe their project as

follows:

Project Viva is a ground breaking longitudinal research study of women and
children. The goal of Project Viva is to find ways to improve the health of mothers
and their children by looking at the effects of mother's diet and other factors
during pregnancy on her health and the health of her child. The information we
collect enables us to investigate, for example, the effects of diet on child
development and obesity, how diet and the environment influence the
development of asthma in children, and how a woman's pregnancy is aftected [by]
lifetime experiences of racism or violence.

The origins of Project Viva go back over a decade. Dr. Gillman and his colleagues
were intrigued by the notion, then just emerging, that what happens very early in
life - even before birth - can have effects on the health of infants, children, perhaps
adults too. They became particularly interested in how a woman's diet during
pregnancy can affect the health of her children. To answer these questions, Dr.
Gillman and his colleagues submitted an application for the National Institutes of
Health (NIH) to fund Project Viva. (Project Viva)
What is particularly appealing about Project Viva for its funding agencies - the NIH,
March of Dimes Foundation, and U.S. Centers for Disease Control - is the longitudinal
nature of the studies. Longitudinal studies are particularly useful for researchers as a kind
of “gold standard” because it is only in tracking changes over time that researchers can
definitively ascertain causation. Project Viva has given rise to other such research groups

doing longitudinal studies of pregnancy nutrition and weight, such as The Alberta

Pregnancy Outcomes and Nutrition team, which has the cutesy (if sexist) acronym



APrON (Apron Study). APrON, established in 2009, is the first study of its kind in
Canada; its principle investigators aim to research ten thousand pregnant women from
Edmonton and Calgary over the next 5 years. Their Vision Statement is * to improve the
health and long-term potential of mothers and newborn babies in Alberta by identifying
the role of nutrition in mental and neurodevelopmental disorders, and long-term
neurocognitive function” (Apron Study). These 16 investigators (significantly more than
Project Viva’s five) plan to study the veracity of the old adage “you are what you eat.”

APrON is funded by the Alberta Heritage Foundation for Medical Research.

Studies which are not longitudinal point to correlation rather than causation. In an
era of evidence-based médicine, randomised-controlled trials are considered key;
however, in studies of people, randomised-controlled trials are not always possible, nor
are they ethical. The longitudinal nature of the studies means that women and their
children are in sustained interaction with researchers. Women are monitored for several
years; moreover, they are called upon to help or assist public health professionals. This
involves women in the process, “empowering” them, and making them feel their
contribution creates and sustains an essential public good. APTON’s website calls on
pregnant women to “Get Involved,” promoting the experience of being a research
participant as exciting and valuable. Not only are participanté handed the serious job of
continuing the scientific project, but they are seen as responsible citizens who are
increasing the health of the nation. This is reminiscent of Kukla’s (2005) observations
about breastfeeding in revolutionary France, where women were called upon to
breastfeed their children for the public good, as a civic duty. What is more, images of

liberty coalesced with images of maternity. In much the same way, today’s maternity is



inscribed with notions of civic duty towards healthiness and responsibility. When good
“maternality,” a word I use to connote women’s successes or failures in approximating
the ideal of being “maternal,” becomes enmeshed with a particular kind of body, namely
a slender, healthy, white body, as I have argued throughout this thesis, I suggest one’s
value as a citizen can be immediately evaluated. The fat body acts as a “virtual
confessor” of immorality, and one’s value can immediately be ascertained. Poor,
overweight African American women are evaluated from the outset and categorised as
bad mothers. Rather than requiring extended study, these individuals are pathologised
simply by being looked at, not only in the clinical setting, but in public. Their pathology
is linked to bad (bio)citizenship, and in the case of pregnancy, bad motherhood or

maternality.

Foucault argued that institutions such as the prison or hospital served as major
loci of knowledge formation; deviant subjects were researched at length, and their
abnormalities recorded, catalogued and analysed. The participants of these studies,
though not psychiatric patients or prisoners, are subject to the same kind of scrutiny and
surveillance, albeit to a different degree. This is especially interesting considering that
underweight and overweight women and minorities are identified through these studies,
something I take up below. In the course of participating in Project Viva or APION,
individual women’s actions, bodies, mental state, and food intake are monitored. Project
Viva tracks women in pregnancy until their children are three years old. They followed
approximately one thousand mother-child pairs via prenatal records, at home visits, and
access to medical records (Gillman et al. 2008). Like Project Viva, APrON’s timeline is

similar, with the very interesting caveat that their “vision 1s to follow the children of
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APrON until they might have their own babies one day in the future!” (Apron Study).
This surveillance is idealised as spanning generations; it also calls for regular monitoring
of this group of women. This, in combination with the reification of individual
responsibility for health, ensures that generations of women internalise the imperative of
self-surveillance. In their continued participation in these projects, women learn to

monitor themselves.

These studies become more and more thorough, especially as their funding grows.
In APrON, for instance, there are both questionnaires to be completed and regular
doctor’s appointments to attend. In pregnancy, questionnaires cover the following issues:
diet and activity; mental and physical health; medical history, and questions about the
biological fathér. The appointments involve taking account of maternal nutrient status
(blood); maternal urine; anthropometrics (body measurement); and maternal and paternal
DNA. After pregnancy; questionnaires address the following: infant health and
development; maternal mental and physical health; infant/child feeding; and maternal diet
and activity. At appointments, clinicians investigate: maternal nutrient status (blood);
prenatal and delivery records; child neurocognitive assessment (at age 3); maternal and
child anthropometrics, and breast milk. Post delivery, questionnaires and appointments
occur at 3 months, 6 months, 1 year, 2 years, 3 years, and so forth. The studies call for

extensive involvement in the lives and health of their participants.

One can see how the notion of biopedagogy is utilised here. Pregnant women
must be educated on how to participate in the study, and why their participation is vital.
The researchers structure the research in such a way that women’s lives are highly

compartmentalised; women must turn inwards and partake in analysing their own



physical and mental health in great detail. Along with their regular doctor’s visits,
participants must go through additional clinical examinations. The extensive check-ups
that already exist in pregnancy arguably serve to discipline and educate women on how to
best optimise their health and the health of their fetuses. The additional surveillance that

the studies offer intensify that discipline.

While newer studies focus on specific food intake, the literature that I analysed
did not. However, the medical/scientific discourse that I observed led directly to the
implementation of new studies looking at specific nutritional intake in pregnancy.
AP1ON, for instance, asks women to account for their daily food intake in the
questionnaire segment of their fesearch. This arguably makes women more aware of their
food intake in the first place; from the outset it functions as a method of discipline. It 1s
oft said that the most successful dieters are those who write down their daily food intake
and measure their weight regularly (Mitchell 2008). I cannot help but also notice that
individuals with eating disorders “succeed” at losing weight in the same way. In
treatment, these people are counselled against this behaviour because it encourages
unhealthy obsession with food. In effect, the pregnant women participating in the studies
are encourage and educated to partake in behaviour that constantly reminds them of their
weight (and if they weigh too much) or what they are eating (and if they are eating' too
much) for the sake of health and research that best ascertains what is healthy. Yet again,
this paradox of creating healthy behaviour through unhealthy obsession with food and
weight exists. Thé studies may not create this obsession 1in all participants, but 1t arguably
emerges out of a society that has a problematic relationship with weight and food.

Nationwide campaigns to curb obesity and other illnesses also exist, and some of
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the literature emerges out of government institutions. Researchers Chu, Dietz,
Rasmussen, and Schieve, for instance, work for the Centers for Disease Control and
Prevention (CDC). The CDC is a major branch of the United States Department of Health
and Human Services. Within the CDC, there is a branch called The Division of Nutrition,
Physical Activity, and Obesity (DNPAO), which aims “to reduce obesity and obesity-
related conditions through state programs, technical assistance and training, leadership,
surveillance and research, intervention development and evaluation, translafion of
practice-based evidence and research findings, and partnership development” (CDC).
Fundamentally, the DNPAO conducts research, and makes policy recommendations and
clinical guidelines with respect to treating overweight and obesity. It also provides
visitors of the site with the opportunity to educate themselves about obesity, starting with
the most popular and basic measure, the BMI. The site allows visitors to calculate both
adult BMI and child BMI, and offering interpretation of the result and links to achieving
a healthy weight. Concerning healthy weight, the DNPAO asserts, “It’s not a diet, it’s a
lifestyle,” evoking a sentiment of personal responsibility. In a similar vein, the Public
Health Agency of Canada and Health Canada work in tandem on “It’s Your Health,” a
series of educational PDFs on various topics, of which pregnancy and obesity are two.
Additionally, both organisations have similar strategies of research and recommendation
for both population obesity, child obesity being key. (Public Health Agency of Canada,

Health Canada)

Closely related to the above strategies targeting obesity, the Department of Health
and Human Services also created the Healthy People 1nitiatives. These public health

goals are set up in 10-year increments, and several studies cite addressing Healthy People



2010 objectives as rationale for their work (Howie et al. 2003; Stotland et al. 2004;
Joseph et al. 2008). Currently, they are implementing Healthy People 2020, having just
finished Healthy People 2010. Canada implemented similar campaigns, also with the
Healthy People moniker. In the United States, several of the 28 major areas of interest are
related to topics I analyse in this thesis: diabetes; health communication; maternal, infant,
and child health; nutrition and overweight; and, physical activity and fitness. The Healthy
People 2010 website has a section called “Be a Healthy Person,” which asks reader to
make healthy choices and gives them access to links on health information. In Canada,

<www.healthycanadians.gc.ca> claims to be “your source for a healthier lifestyle.” This

website is a resource provided by the Canadian government for individuals to find
information about how to best be healthy: it recounts everything from how to be active, to

healthy pregnancy, to food safety.

~ National campaigns in both the United States and Canada work under the
assumption that pregnancy, overweight, and obesity are potential issues that can be
remedied through surveillance, intervention, education, and prevention. Both countries
understand overweight and obesity as costly, and understand children and low-income
minorities to bé at particular risk. Even though structural issues are privileged, the
strategies, especially as evidenced through the American institutions, still operate under
the rubric of individual “empowerment” through education; they provide the visitor with
simple tools to classify themselves into categories: obese, overweight, normal, and
underweight, along with the health risks incurred (or not) because of one’s weight.
Additionally, they provide educational materials on how to individually achieve a normal '

weight. Considering Canada’s more state-driven political ethos, it should not be



surprising that Canadian institutions discuss government initiatives such as
ParticipACTION or promoting Canada’s Food Guide. However, it should be noted that
these types of strategies are still intended to teach individuals how to best conduct

themselves, and they are entrusted with the freedom and the responsibility to make the

right choices.
Identifying at risk individuals and populations

As I mentioned above, the fat body is an easy target. Since fatness itself is understood as
a disease, identification of disease is done simply through looking at a patient (though the
line between normal and overweight, and overweight and obese might be blurry). Perhaps
much of the reason that overweight and obesity are focused on so intently is because they
are relatively simple measures. In terms of pregnancy weight gain, consistent prenatal
care and the regular weighings mean that risky populations are more readily identifiable.
For people who do not see the doctor on an annual basis or who cannot afford or access
regular treatment, pregnancy is a period of time when doctors may have more regular
access to patients. This “captive audience” presents clinicians with the perfect
opportunity to redirect or reeducate those women who do not adequately line up with the
medical norm. All women are educated (and thus responsibilised) through this process,
some more successfully than others. Those who present clinicians with an “obstetric
challenge” (Edwards et al. 1996) are identified as pathological subjects who require extra
monitoring, counselling, advice, and above all, education of the risks their bodies and

behaviours pose to their health and the health of their fetuses.



Castel (1991) argues that subjects of governmentality are no longer indivduals,
but a combination of risk factors. This depersonalised approach is evident in the
medical/scientific literature. Most of the studies note the risks that overweight and obese
women pose to their fetuses or risks of gaining in excess of the IOM recommendations.
Likewise, the literature privileges the notion that certain people are more at risk for
obesity than others, namely women, minorities, those occupying the lower class, and
children. Moreover, there is an insistence on educating women about risk. For instance,
Johnston and Yancey (1996) note the importance of the clinician making the patient
aware of the risks she brings to the pregnancy and as a result of excess weight gain. This
1s much in keeping with my argument that womeﬁ’s thoughts, beliefs and feelings are not
taken into account. As Castel argues, the medical encounter has become increasingly
depersonalised, especially in an era of evidence-based medicine, where the patient is
simply a list of problems, a history of appointments, an “objective accumulation of facts”

(1991, 282), and so forth.

Human behaviour, although a puzzle to be understood by medical science, is not
viewed as highly personal and complex, but as risky or not, or at the most, high or low
risk (Carmichael and Abrams 1997). This preoccupation with risk and the
dep—ersona]isation of behaviour with respect to healthiness arguably results in reifying
personal responsibility for behaviour. This appears contradictory at first, but the key is
that individuality is understood far too simplistically. Instead of individuals having
complex and multifaceted ideas and experiences that result in different thoughts, actions,
and behaviours, the medical encounter tends to reduce human behaviour to a simple cost-

benefit analysis. Under this logic, the rational individual would follow best evidence, so
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what naturally follows is educating patients to do what is best. What this minimises is the
possibility that individuals do not act in a rational manner. Take for instance the rather |
common struggle to lose weight. Best evidence combined with rational behaviour
suggests that it should be easy to lose weight because the science of nutrition dictates that
weight loss is a simple matter of consuming fewer calories than one expends on a daily
basis. Yet, this proves a difficult task, even for the most rational individuals. Many
people know this fact rationally, yet cannot manage for a variety of reasons: they crave
sweets, their diets backfire, their bodies do not cooperate for some reason, and so on.
While the medical/scientific literature has the desire to provide a straightforward and
certain answer for problems associated with health, people are not as simple as risky and

not risky, or normal and abnormal.

Treatment impossible, prevention necessary

In the medical literature on obesity, there is a tendency to align overweight and obese
people into the healthy standard. However, most of the studies admit that obesity is very
difficult to treat (see for example, Oken et al. 2008) An obese child is likely to become an
obese adult, and an obese adult is unlikely to lose weight, so it becomes an imperative to
prevent obesity from t_he outset. Considering this and the “fact” that the intrauterine
environment is - apparently - the seat of future obesity, prevention in pregnancy,
including monitoring and educating pregnant women and those who might become
pregnant in the future, is of paramount importance. Of particular concern are overweight
and obese women who would like to become pregnant. In the view of the medical
experts, overweight and obese women should lose weight before trying to conceive and

should avoid pregnancy until they do. One study suggested educating school age girls
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about proper nutrition, not simply to improve their own health, but primarily as a
preventative measure for when these girls grow up and become pregnant in the future
(Getahun et al. 2007a). Not only does this problematically assume that all young girls
will want to have children, but it also prioritises women as reproducers first and foremost,
and holds them entirely accountable for child and population health.

Additionally, the issue of clinical management of women’s weight as difficult is
significant, and points again to the notion that women’s bodies are excessive and out of
control. Siega-Riz and Laurie (2006) and Kuhlman et al. (2008), for instance, note that
the clinical management of women is difficult, suggesting that women and their bodies
do not readily cooperate in the process of medical management. Moreover, their inability
to estimate risk énd their ignorance with respect to health and diet communication
(Herring et al. 2008) ensures problems with their medical management. Yet, in this same
study, Herring et al. argue that women are receptive to doctor’s advice, an argument
substantiated by researchers such as Taffel et al. (1993), suggesting that educating
women is difficult, but possible. If women can be educated through strategies brought
about by the medical/scientific discourse, they can individually be normalised and
responsibilised in the name of population health. So, interventions aimed at educating
women at the right time - when they are more likely to be in consistent contact with
medical professionals and when the risks their bodies present have the greatest impact on
future generations - become the central strategy to promoting public health. These
educational interventions have the effect of imploring pregnant women to best manage

their weight gain, especially to stave off the possibility that their children will grow up to
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be overweight or obese, an eventuality that is associated with significant costs to the
economy, their health, and their social status.

In sum, I have recounted how public health strategies are bound up with an ethos
of governmentality. I have discussed how power focused on the body becomes entwined
with issue of education, or what is termed biopedagogy. I argue that through the
medical/scientiﬁc discourse, the researchers valorise individual action, while also
imploring the patients they research to mould themselves into particular types of bodies,

specifically good matemnal bodies.
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Chapter VIII. Conclusion

Throughout this thesis, I sought to answer several research questions which emerged out
of my interest in Foucauldian theory, the sociology of health, the sociology of science,
feminist theories, and research on embodiment. Considering my curiosity about weight
gain, attractiveness, risk, and responsibility in pregnancy, I saw an opportunity to do
original research when I read news articles on changing pregnancy weight gain guidelines
and their relationship to the so-called obesity epidemic. Spe.ciﬁcally, I decided that
discourse analysis of a discrete set of medical/scientific texts would be a valuable (and
manageable) approach to describing a particular phenomenon through a Foucauldian

lens.

My first perusal of the documents alerted me to the fact that 1990 was an
important landmark in the history of the Institute of Medicine (IOM) guidelines on
weight gain in pregnancy. Conveniehtly, the.guidelines were revised in May 2009. This
provided me with a natural timeframe to study. I studied three sets of questions
throughout this thesis: 1) How has scientific discourse helped create an ideal body and
‘weight for pregnant women? How has that ideal weight shifted over time and was is its
significance?; 2) What is its connection to women’s normalisation and
responsibilisation?; And finally, 3) How is this public health discourse related to the
imperative of governmentality? These sets of questions were used to divide the

substantive chapters of the thesis.

In summary, I have argued that medical/scientific discourse, informing and

informed by the dominant cultural discourses about pregnancy, motherhood, and obesity,



has a profound impact on women’s ideal embodiment in pregnancy, and that this
discourse has shifted over time to reflect our collective anxieties about the body, health,
culpability, and risk. I have claimed that women are responsibilised by rﬁedical/scientiﬁc
discourse in that they feel an obligation to their health and the health of their fetuses.
Additionally, they are responsibilised by a desire to be good mothers, and by extension,
good citizens. Finally, I have argued that there is an imperative of governmentality at
work in the medical/scientific discourse, which implores women to manage their bodies

responsibly, and does so through clinical and education interventions.

From my initial research, I noted that the language and expectations surrounding
pregnancy had changed throughout the time period I have studied: 1990-2009. 1
SUSpécted that the move away from “eating for two™ was linked to worries about weight. 1
explored the first set of research questions in the chapter “Pregnancy weight gain: The
dominant discourse shifts.” I did this through understanding the themes, trajectory, and
language of the discourse and from literature regarding ideal weight, the obesity
“epidemic,” and pregnant embodiment. Through addressing these questions, I clarified
how scientific inquiry is inexorably linked to culture, and in this case, how it is linked to

a culture that is increasingly hostile towards overweight and obesity.

In the early 1990s, researchers were primarily concerned with the issue of low
birth wel ght and fetal death. Researchers and clinicians alike deemed this risk too great,
and accordingly, recommended greater weight gains in pregnancy to increase fetal health
and livelihood. In the mid-1990s, I observe a move towards looking more closely at both
the benefits and risks of different amounts of weight gain. From 2000 and on, the

medical/scientific literature privileges the notion that excessive weight gain is almost
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always risky, especially to the mother’s future weight status. The last distinction I make
is that the most recent literature reflects the cultural obsession with the overweight and
obesity “epidemic,” and panic about women’s ability to program children’s obesity in
utero erupts. The importance of staving off overweight and obesity, as juxtaposed with
early research and clinical objectives to stave off death and promote livelihood, led me to
make the argument that the data implicitly supports the notion that obesity is a fate worse
than death. Recent medical/scientific literature on the specificity of food intake offers the
opportunity to extend the concepts of this thesis into another similar project. The focus on
particular types of food would allow the researcher to focus even more closely on issues

of class and “race.”

While the recent medical/scientific discourse strongly suggests that women’s
excessive weight gain in pregnancy is risky - clearly positing women as the singular and
most significant origin of obesity - it is not only the recent data that suggests women are
responsible for the fetus’ health. In the early data, women’s inadequate gestational weight
gain resulted in poor outcomes. Only women’s actions to better themselves in pregnancy,
to responsibilise themselves, were understood as being able to minimise the health risks
to the fetus. The later data holds women accountable for optimising the health of fetuses.
Since overweight and obesity were classified as diseases to be overcome, I suggest that
focusing on women’s role in forging their children’s obesity renders them carriers of
disease - in effect, infectious and contagious. Inferestingly, the focus on certain groups of
women, namely voung, disadvantaged African American women, emphasises their

culpability in spreading disease. I make the argument that women act as a scapegoat upon
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which the problems of obesity are mapped, and that moral panic about overweight and

obesity ensues accordingly.

Throughout the chapter on weight, I note that the data lacks mention of women’s
experiences. This is not surprising, considering the increasing importance of evidence-
based medicine in scientific inquiry. Utilising women'’s accounts of their experiences in
pregnancy or sociological accounts, for instance, would be considered unscientific.
However, this lack prevents a nuanced treatment of these issues, especially in how
women feel about pregnancy weight gain, how difficult it is for them to gain or lose
weight, their anxieties, and the effects of both research and the recommended clinical
- interventions on women. For future research, I recommend taking women’s experiences
into account through interviewing pregnant women, being especially cognisant of their

interactions with clinicians, their self-surveillance, and emotions.

Next, I delve into the following research question: What is the medical/scientific
discourse’s connection to women’s normalisation and responsibilisation? Given this, I
titled this chapter “Responsibilising pregnant bodies: An extension of mother-blaming.”
In this section I clarify the eonnection between cultural notions of the “good mother” ana
an ideal pregnant form for women as gleaned from medical/scientific discourse. 1 also
ascertain the gendered nature of the discourse of obesity, and how it relates to

stereotypical notions of femininity.

I have also discussed how cultural and medical/scientific discourses are tied to a
history of understanding pregnancy as a mysterious time when women’s desires were

thought to pollute the womb and damage the fetus. I have argued that this ethos persists
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throughout the data, in that women’s bodies are mystified and problematised, and their
temperaments difficult and prone to unruliness. Additionally, I argue that when women
do not conform to the norm, and do not responsibilise themselves, they are considered
bad mothers. Not gaining Weight in accordance with clinical guidelines leaves women
culpable for the health risks the fetus incurs, and its future i1l health - in this case, women
are responsible for their children’s overweight and obesityf Accordingly, women are
responsible for the childhood obesity epidemic generally, and since the literature
understands adult obesity as a natural outcome of overweight and obesity in childhood,
women are responsible for the societal problem of obesity. Women’s responsibility to
raise the next generation, therefore, actually begins before their children are even born,
1.e.,1n pregnancy. The state of their bodies in pregnancy and their children’s bodies 1s
explicitly linked to good motherhood and citizenship; their successes are marked by their
ability to optimise fetal health. In this case, they do so by monitoring their own bodies,
food intake, and weight. Since the obese body is a “virtual confessor” (Murray 2008),
one’s inner self and morality is read by the public and clinicians just by virtue of being

seen. Significantly, overweight and obese bodies are framed as costly and burdensome.

In the last part of this chapter on norrnalisation and responsibilisation, I discuss
how the medical/scientific literature reframes the argument about c-sections. Rather than
addressing critiques that c-sections are excessive and often inappropriate, the
medical/scientific discourse frames c-sections as a risk of overweight and obesity, not
resulting from a failure of medical authority or over-medicalisation, but from the failure
of women’s bodies themselves. While it is not yet clear why the correlation between

overweight and obesity and increased rates of c-section exist, the medical/scientific
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discourse clearly places the onus back on individual women to change their behaviours in
pregnancy, rather than clinicians changing theirs. In such a way, women’s complaints
about excessive interventions in pregnancy and birth are rendered baseless; after all, the
medical/scientific literature positions c-sections as a natural result of excessive
gestational weight gain or pre-pregnancy overweight and obesity. An in-depth analysis of

this aspect of the discourse would be a fruitful area of future study.

In Chapter VII “Governmentality: Clinical intervention and public héalth
strategies,” I addressed how public health discourse relates to the imperative of
governmentality, as a clinical intervention at the individual level to prevent obesity at its
origin: in utero. The solution to the problem of obesity is envisioned as one of imploring
individuals to manage themselves and optimise their health. This is directly related to the
notion of “biopedagogy,” which refers to the strafegies used to educate individuals on
how to best care for their bodies, and ensure population health and well-being. This
imperative is evident in the dataset, as researchers suggest that women can and need to be
educated to prevent obesity. Particular women, namely those who are poor and African
American, supposedly require more education than others because they lack education
from the outset, and because they are more “prone” fo problemé of overweight and

obesity.

Additionally, I recount the importance of particular research groups in framing
dominant discourses regarding pregnancy weight gain, and how they give rise to other
research groups with similar frames of reference and research objectives. Following
Foucault, I argue that these research facilities act to divide normal women from

pathological ones, and reinforce values surrounding overweight, obesity, health,

148



responsibility, risk, individuality, and prevention. In particular, the medical/scientific
discourse tends to minimise the variety of human experience, and how this might affect
their health. Instead, the focus is on dividing individuals into two groups: risky and not
risky. Likewise, the focus is on preventing risk through monitoring and surveying
individuals. The medical/scientific literature upholds the notion that obesity is difficult or
impossible to treat, and so the most important task is to prevent overweight and obesity
by any means possible. Significantly, these discourses refute the possibility that other
factors play a significant part in shaping the problem of overweight and obesity. The
recommended interventions only focus on women’s actions rather than on any mitigating

factors such as the quality of food, pollution, and so forth.

Finally, I argue that the dominant discourse about women is that they are difficult
to manage in pregnancy, which links to my-previous observations about pregnancy as a
time of potential unruliness. Regardless of this problem that women pose to society at
large, the scientific/medical discourse recommends educating them, especially during

pregnancy, which is seen as vitally constituting the health of new generations.

One final area requiring further research concerns a discourse analysis of the
public health campaigns targeting pregnant women because of the variety of literature
and other media that women are subject to. I also think that sociologicél analysis of the
research units themselves would be highly interesting. This could take the form of an
analysis of the interactions between researchers and pregnant women along with

interviews of those involved in the process.
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In this thesis, 1 have undertaken a Foucauldian analysis of medical documents,
adding to the advancement of knowledge in this area. What I believe this thesis - and the
medical literature - lacks is an account of and by the women themselves. While I make an
effort to discuss the lack of women’s voices in the medical/scientific literature, and
critique the literature from a perspective I believe would benefit them, this thesis does nét
explicitly address their concerns, nor can I guess what other concerns they may have
brought to my analysis. A more comprehensive study would have included interviews
with pregnant women about their experiences as they go through their pregnancies and
are responsibilised into their role as “good mothers” via their weight. In sum, I have
argued that the changing nature of the medical/scientific discourse reflects a collective
anxiety about the body. I have argued that medical discourse on weight gain in pregnancy
has created an embodied ideal as a requirement of motherhood and femininity; more
recently this ideal has necessarily been linked not only to dominant discourses of obesity,
which is seen as costly, burdensome, and undesirable, but also to dominant notions of

good motherhood.
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