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Abstract

Fat people often face stigmatising experiences in reproductive healthcare; yet, much
of the current scholarship is influenced by biomedical framings of fatness as problematic and
does not attend to the reproductive rights of fat people. The aim of this research was to
bolster the current scholarship about fat peoples’ experiences in reproductive healthcare.
Using a Qualitative Evidence Synthesis approach and the Reproductive Justice framework, I
thematically synthesised twenty-three primary qualitative studies related to fat peoples’
experiences of reproductive healthcare and their interaction with medical professionals.
Findings indicate that interactions with medical professionals have an impact of the maternal
identity development of fat people. In addition, compounding forms of intersectional
difference impact upon fat peoples’ ability to access their desired reproductive healthcare
experiences. Some participant enacted a range of resistance strategies in order to access their
reproductive rights, and experience a positive maternal transition. Other participants were
disempowered by their reproductive healthcare experiences and their maternal transition was
not a positive experience. The findings have implications for future research and for medical

processionals providing reproductive healthcare to fat people.

Key words: Fat, Reproductive Healthcare, Maternal Identity, Reproductive Justice,
Qualitative Evidence Synthesis
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Chapter 1: Introduction, Terms, Definitions, and Reflexivity

Being a fat person who is seeking fertility and perinatal healthcare can be fraught with
shame and reproductive injustice. Biomedical discourses saturate many societies’
understandings about conception, pregnancy and birth, particularly in western societies,
impacting how fat people feel about their fertility, their pregnancies, and their birthing
experiences. Scholarship on this topic has been building in recent years, with a number of
qualitative studies exploring fat pregnant people’s experiences of fatphobia, shaming and
stigmatisation by medical professionals throughout fertility treatment and perinatal healthcare
interactions.

In this research, I aimed to ‘take stock’ of relevant primary qualitative research by
using the findings from a number of studies to inform an enhanced and potentially deeper
understanding of the phenomena. Employing a qualitative evidence synthesis (QES)
approach, I systematically selected, reviewed, integrated, and interpreted the results of
primary research in this area. I summarised the current research while also answering the
question: what impact do interactions with medical professionals have on the maternal
identity development of fat people?

The purpose of this study was to develop an enhanced understanding of this
phenomenon through a reproductive justice lens, while also supporting fat activism goals that
are evident in much of the current scholarship. It is possible that this QES may have
implications for the ways in which fat people who are seeking fertility and perinatal
healthcare are treated by medical professionals, and subsequently offer suggestions that could
both improve health outcomes and support parental confidence through policy and protocol

changes.



Mother

I acknowledge from the outset that people of different genders are able to become
pregnant and give birth, and also that not all those who are mothers will have given birth to
their children. The majority of studies included in my QES are from the perspective of
cisgender women, in particular women who identify as mothers and are the gestational
parents of their children. I did not wish to exclude the perspectives of participants in some
studies who had pregnancy, birthing and/or parenting experience and who did not identify as
women or mothers. Their experiences with medical professionals are equally valid and, in
working with a reproductive justice framework, important in promoting everyone’s human
right to parent (or not), in safe and healthy environments (Ross & Solinger, 2017). I have
included their experiences within the analysis, but took care to not interpret their experiences

in relation to discussions about maternal identity development specifically.

Fat

The first time I read the word ‘fat’ in academic writing, I was shocked that what I
perceived to be such a negative word was being used so unapologetically. This initial reaction
is precisely the thought pattern that fat activism and scholarship are working to disrupt; using
the word “fat” is “neutral” yet “descriptive”, and is a way in which people can take back their
bodies, reducing shame and stigma (Brown & Herndon, 2020, p. 140). Honouring this
perspective, I used the word fat in this QES to describe a bodily experience, but acknowledge
that not everyone who is fat wishes to be labelled in this way (Brown & Herndon, 2020). In
supporting fat activism with this QES I am attempting to counteract the biomedical language
that is used in medical settings, such as “obese” and “obesity”, as these automatically
position fatness as problematic and unhealthy (Lupton, 2018). It was necessary to use the

terms “obese” and “obesity” in the systematic search of this QES, as “fat” alone yielded too



few results. While the inclusion of biomedical language was not ideal, it did offer an
opportunity to engage with a range of literature, from biomedically based studies, as well as
critical obesity studies, and fat studies. This approach ultimately became a strength of the
QES because in order to support my arguments for reproductive justice and fat activism
within reproductive healthcare interactions, I needed to understand biomedical perspectives

as well.

Medical Professional

I use the term medical professional to cover the spectrum of possible healthcare
workers whom fat people will come into contact with when they are trying to conceive or are
seeking healthcare in the perinatal period (pregnancy through to one year post-birth). This
spectrum includes, but is not limited to, doctors, obstetricians, nurses, midwives, and

radiographers.

My Positionality

I am a straight-sized, childless, cis-gendered woman. So why is this research
important to me? I have just reached my 30s and over the past few years an increasing
number of my peers have been navigating pregnancy for the first time. I have lived in Europe
for six years, and over the past four years, two of my close friends have sought antenatal
healthcare in Europe. I must note here that these friends are thin, and straight-sized. They
shared with me that they had been weighed at every obstetrician appointment and sanctioned
for gaining ‘too much’ weight during pregnancy. Advice ranged from limiting carbohydrate
intake to the first meal of the day, to avoiding carbohydrates altogether to prevent subsequent
weight gain.

These experiences of my friends lead me to wonder what my experience would be

like if I were to seek pregnancy related healthcare in Europe also. While straight-sized, I am



considered overweight with regards to the body mass index (BMI) scale. Would my body be
sanctioned more than those of my friends when in medical settings, and how are people
bigger than me treated by medical professionals when seeking reproductive healthcare? I
wondered if this medical conduct was typical of maternity care in Europe, and also if it
happened in Aotearoa New Zealand. I explored this topic some more during a postgraduate
paper in 2020, finding the work of Cat Pausé and George Parker particularly powerful. Since
then, I knew it was something that I would like to investigate thoroughly in the form of a

Master’s thesis.



Chapter 2: Literature Review

The purpose of this research was to synthesise data from a number of studies to
explore the experiences of fat people’s interactions with medical professionals, with the aim
of finding out from the data, what impact these interactions had on maternity identity
development. In order to review and conceptualise the current research on fat people’s
experiences in fertility and perinatal healthcare, it is important to provide some context to the
systemic and underlying factors that shape those experiences. I will first introduce the
concept of reproductive justice, as it is both the guiding theoretical framework for this thesis
and it is the lens through which I view the relevant scholarship. I will then introduce the
medicalisation and surrounding biomedical discourse of pregnancy and birth. Next, I
summarise fat stigma, and provide some background regarding the establishment of a
maternal identity as this is a key research question. The combination of these factors lays the
foundation for better understanding the current research surrounding the experiences that fat
people have when accessing fertility and perinatal healthcare which is briefly covered in the
final section of this literature review. Typically a critical review of the current research would
dominate the literature review section, but as several of the studies in the literature review are
also in the QES itself, it is necessary to withhold much of the analysis for the actual
synthesis. I have also provided a figure (Figure 1) to illustrate how the different aspects of
this literature review fit together, as well as situating the origin of the main research question:
what impacts do interactions with medical professionals have on the maternal identity

development of fat people?



Figure 1

Visual Representation of the Literature Review
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Reproductive Justice Framework

Reproductive justice (RJ) is the central theoretical framework of this thesis. RJ is a
social justice movement created by African American women and has three fundamental
tenets - “the human right to not have a child, the human right to have a child, and the human
right to parent children in safe and healthy environments” (Ross & Solinger, 2017, p. 117).
With these three tenets in mind, it is clear that RJ does not merely advocate for reproductive
rights and freedom of choice; it is also concerned for the equity of outcomes in, across and
beyond immediate reproductive experiences, extending its advocacy into parenthood (Ross &
Solinger, 2017). It is intimately connected to social justice through the understanding that
reproduction, along with food, water and housing, is a human right that should be afforded to
every human being (Ross & Solinger, 2017). RJ is also a framework that critically examines
the ways in which social and political power relations are tied to reproductive activities, and
how these power relations permit and deny access to reproductive outcomes, and who is

benefited or disadvantaged by them (Ross & Solinger, 2017). As such, RJ was born out of an



amalgamation between social justice and reproductive rights, and in response to Black
feminist critiques that white feminism tends to assume that reproductive issues affected all
peoples in the same way (Morison, 2021; Ross & Solinger, 2017), because historically and
presently they do not. For example, contraceptive options, such as intrauterine devices or
implants, can been seen as liberating for some people, because they enable people to
personally manage their fertility as they see fit (Morison, 2021). However, these same
pharmaceutical technologies can be oppressive for others if they are used coercively for

purposes such as population control (Morison, 2021).

The inequity of outcomes associated with the contraception paradox that Morison
(2021) highlights above also brings up Crenshaw’s (1989) concept of intersectionality,
initially coined to illustrate the ways in which Black women are doubly discriminated
against, based on both race and sex in employment. In the years following Crenshaw’s initial
introduction of intersectionality, many academics and activists have applied intersectionality
to describe the ways in which other marginalised groups of people deal with compounding
forms of discrimination. This discrimination includes intersections of racism, classism,
transphobia and homophobia, which affect marginalised peoples’ life experiences and
outcomes, including reproductive healthcare outcomes, in vastly different ways (Carastathis,
2016). One such example of intersectionality in reproductive healthcare outcomes is the
shocking racial disparity in pregnancy-related mortality rates. In the United States (US),
“Black, American Indian, and Alaska Native (AI/AN) women are two to three times more
likely to die from pregnancy-related causes than white women” (Centers for Disease Control
and Prevention (CDC), 2019, para.l). Data collected from 2006-2016 in Aotearoa New
Zealand shows that there were more deaths among Maori and Pasifika mothers reported than

other ethnicities, and “Maori women are overrepresented in the maternal suicides” (Perinatal



and Maternal Mortality Review Committee, 2018, p. 141). Using a RJ framework is
important for illustrating these intersections of compounding inequality. Examples of
inequities such as these maternal mortality statistics across different cultures and countries
are not a coincidence, but are a consequence of serious systemic injustice within maternity

care and society in general.

SisterSong (n.d) argue for the need to address reproductive oppression in all its forms
in order to achieve justice for everyone. With this view in mind, I engaged with the RJ
framework for this thesis and applied it to the analysis of fat people’s reproductive
experiences with medical professionals. Throughout US history, in which colonisation,
slavery and industrial immigration are embedded, African American, Indigenous and women
of colour were viewed by the in-power colonisers as unfit reproducers, as evidenced by
sterilisation programmes that targeted these groups (Morison, 2021; Ross & Solinger, 2017).
More recently, and in a similar vein, fat people are also deemed unfit reproducers, and
experience a number of negative and coercive reproductive healthcare experiences in relation
to fertility as well as pregnancy and birth (Bombak et al., 2016; LaMarre et al., 2020;
McPhail et al., 2016). These brief examples demonstrate the historic and ongoing importance
of the ‘right to have a child’ tenet that RJ promotes. These examples also demonstrate the
kind of discrimination that the RJ framework helps to challenge. The framework provides a
foundation through which to critically assess how wider institutions, policies, laws, and
practices position certain groups of people to be ‘othered’ and therefore prevented from
accessing the reproductive outcomes that they are entitled to as human beings (Ross &

Solinger, 2017).



Ross & Solinger (2017) also chronicle the ways in which people manage their
reproductive destinies despite the challenges or barriers that they face to accessing the care
they desire, for example, accessing abortions when those options are not available legally.
People taking matters into their own hands in relation to their reproductive health is a form of
resistance, and supports the need for a social movement and framework like RJ that
advocates for everyone’s right to control their own reproductive outcomes in a safe and

healthy way (Ross & Solinger, 2017).

Aside from using the RJ framework to support the analysis section of this thesis, it
feels more pertinent than ever to keep supporting and promoting RJ as often as possible.
During the course of writing this thesis, the Supreme Court in the US of overturned the
historic Roe v. Wade ruling that protected people’s right to access abortion. It is now illegal
and criminal to seek, or aid in, an abortion across many states in the US. While Aotearoa
New Zealand might be seen as more progressive than that, abortion was only officially
decriminalised and made more accessible in 2020 with the Abortion Legalisation Act 2020. It
is essential that when researching people’s experiences of reproductive healthcare, we are
also acknowledging and supporting their human right to parent (or not), in environments that

are safe and healthy.

Medicalisation of Pregnancy and Biomedical Discourse

Historically, pregnancy and childbirth were expected, and even mystical, life events
for women, and typically female family members or carers provided support to women
throughout the process (Davison, 2020). The progression of medicalisation as the default
model of pregnancy and birth care varies across countries, cultures and class systems, but
stands as the dominant perspective today, particularly in western societies (Barker, 1998;

Najmabadi et al., 2020; Shaw, 2013). Medicalisation occurs when non-medical bodily



functions become framed as medical problems that require treatment by a medical
professional, and in the case of pregnancy, signs such as morning sickness become symptoms
of illness that require treatment (Neiterman, 2013). In the US, it is estimated that less than
five percent of women had contact with a doctor before the onset of labour during the first 20
years of the twentieth century (Barker, 1998), whereas in Iran, the medicalisation of

pregnancy and birth has occurred only within the last 40 years (Najmabadi et al., 2020).

Until a recent resurgence of midwifery care, the medicalisation of pregnancy and birth
has had the effect of side-lining more traditional and women-centred care providers, such as
midwives and doulas (Davison, 2020). Men historically dominated the science-based medical
profession (Davison, 2020). Some historians suggest that midwifery was deliberately
marginalised by doctors, because midwives were a barrier to doctors having full control over
pregnancy and birth (Shaw, 2013), with women being seen as unscientific and incapable of
understanding the process (Davison, 2020). ‘Modern’ science understood that the human
body operated like a machine, and therefore pregnancy and birth were mechanical processes
that should be attended to by scientifically-minded male physicians, which in turn alienated
women from the process (Davison, 2020; Marshall & Woollett, 2000). Not only was this
side-lining of midwifery sexist, but it also exposed women and their bodies to increased
surveillance and intervention during pregnancy and birth, in order to monitor and treat the
‘illness’, submitting to and transferring the control of their bodies to medical professionals
(Neiterman, 2013). Medical interventions during pregnancy and birth can include foetal
monitoring, ultrasound, induction, and caesarean section (Davison, 2020). Interventions are
often promoted by medical professionals as a way to improve perinatal outcomes (faster,
safer, less painful birth), but interventions such as induction can do more harm to mothers

than good (Davison, 2020). Induction drugs often increase the intensity and duration of

10



contractions, leading to the need for analgesic drugs that can compromise the ability to feel
contractions that are necessary for a vaginal birth, leading to the need for a caesarean section

(Shaw, 2013).

Another by-product of the medicalisation of pregnancy and birth is the way in which
people begin to associate this natural bodily function with risk (Rothman, 2014). Within a
biomedical model of care, the assumption of risk and the anticipation of problems involved
within a ‘normal’ pregnancy/birth are often exaggerated (Davison, 2020). Medical
interventions can be helpful and lifesaving; however their impact may also, at times, be hard
to differentiate from other advances that have taken place overtime, like better infection
control and higher infant birth weight (Barker, 1998). An excellent example of conflating a
medicalised pregnancy and birth with improved safety is the plight of northern Aboriginal
communities in Canada during the 1950s (Shaw, 2013). The Canadian government at the
time attributed the high death rate of infants in the community to the lack of medicalisation,
when in reality the greater impact was the process of colonisation that saw these communities
moved on to reservations, and away from their traditional resources and practices (Shaw,
2013). This colonising mentality continued into the 1980s when Canadian Aboriginal women
were taken out of their communities and sent to give birth at hospitals in larger cities, away
from their families and support networks, which was isolating and harmful to their wellbeing
(Shaw, 2013). This example illustrates the need for culturally supportive environments during
pregnancy and birth, particularly for Indigenous groups. For Maori women in Aotearoa New
Zealand, “successful labour and delivery was linked to a conducive spiritual and physical
environment” where birth practices respected and honoured the tapu, or sacred, nature of
pregnancy and birth (Le Grice & Braun, 2016, p. 159). Pregnancy and birth are not just

medical events but may also be spiritual and relational. Ensuring better pregnancy and birth

11



outcomes requires the holistic consideration of all aspects of a person’s life and wellbeing,

not only that of the biomedical view of health.

Midwives and doulas provide women-centred care, and are often seen as advocates
for women during the pregnancy and birth process, supporting mothers to have the pregnancy
and births that they desire. However, as mentioned earlier, maternal mortality rates for
BIPOC folks are shocking, and highlight the systemic injustice within maternity healthcare.
While midwives and doulas are seen as advocates for some women, this advocacy is not
always without unintended consequences. Nash (2019) points out that by resolving and
mitigating harm on behalf of Black women in maternal healthcare, a doula’s advocacy work
inadvertently supports the position that “Black maternal bodies” (p. 29) are something that
are broken. These types of unintended consequences demonstrate how even a medical
profession that is supposed to be women-centred is still impacted by and upholds patriarchal
and racist medical framings of marginalised birthing bodies. The paradox between midwifery
being helpful to some people, and unhelpful to others demonstrates how important it is to
incorporate the RJ framework into research related to maternity and parenthood. Using the RJ
framework helps to interrogate the highly political and intersecting realities in which
pregnancy and birth exist, by highlighting systemic injustices, and may help to ensure
moving forward that everyone gets the pregnancy and birth experiences they desire and are

entitled to.

Fat stigma
Fat stigma is the negative stereotyping of fatness, ranging from people being repulsed
by the visible fat body through to the imagined character deficiencies that fat people may

have for allowing themselves to exist in a fat body (Lupton, 2018; Pausé, 2017). This

12



neoliberal emphasis on personal responsibility automatically associates fat people with
unfavourable attributes such as laziness or lack of self-discipline, ultimately ‘othering’ fat
people and positioning them as immoral and burdensome to those who are ‘healthy’
(Friedman et al., 2020; Lupton, 2018; Pausé, 2017). As with the medicalisation of pregnancy,
the biomedical discourse surrounding fatness and the resulting stigma (particularly in
western/global north societies) can be traced back to the way in which biomedical discourse
constructs obesity as inherently unhealthy and dangerous (Brown & Herndon, 2020; Lupton,
2018). Biomedical understandings of excess body weight or obesity suggest that the greater
the excess body fat that a person has, the more likely they are to develop heart disease,
stroke, diabetes, and even cancer (World Health Organization (WHO), 2021). Interestingly
though, other studies identify evidence of negative health effects, including psychological
and social wellbeing, that are associated with being on the receiving end of fat stigma
(Manokaran et al., 2021; Nath, 2019; Sutin et al., 2015). In a recent study, Keirns et al.
(2022) observed that there was a positive association between internalised weight stigma, and
visceral adipose tissue (VAT) for the women in their study, though this association was not
observed for the men. VAT itself is a risk factor for cardiovascular issues and diabetes
(Keirns et al., 2022) demonstrating that fat stigma is not only unhelpful and unproductive, but
also harmful to fat people’s health and wellbeing. Other studies related to the consequences
of fat stigma suggest that fat people may delay or entirely avoid healthcare interactions if
they anticipate negative or stigmatising experiences with their providers (Lee & Pausé, 2016;
Pausé, 2017). The counterproductive nature of fat stigma demonstrates the necessity of
supporting the work of fat activism and scholarship when researching the experiences of fat

people (Manokaran et al., 2021).
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Becoming a Mother: Maternal Identity Development

The experience of becoming a mother is a profound process of change for some
people. I again acknowledge people of different genders are able to become pregnant and not
all who have babies will identify as mothers. However, here I will be focusing specifically on
experiences in relation to becoming a mother, as the relevant research is almost exclusively

related to the experiences of people who identify as women.

Becoming a mother for many people is not only a physical process, but also an
identity-altering process. The construction of this new identity may begin during pregnancy,
with people fantasising about motherhood and future children (Hollway, 2016; Raphael-Leff,
2001), followed by a negotiation of who a person is during pregnancy and after birth, in
relation to their independence, body, sexuality and employment (Laney et al., 2015; Mercer,
2004). This negotiation highlights how people, in particular women in western countries, may
experience pressure to manage and maintain a public life (paid work, education), as well as a

private life (raising children, marriage, domestic labour) simultaneously (Johnson, 2014).

Some of the most prominent conceptualisations of maternal identity development
came from Rubin (1984) and later Mercer (1995), both of whom have a background in
nursing. Initially Rubin (1984) observed women who were receiving perinatal care, and
outlined the progression through four core tasks that contributed to their maternal identity
development. These tasks were; keeping herself and the baby safe throughout pregnancy and
birth; making sure herself and the baby would be socially accepted; “binding-in to the child”
or forming attachments with them during pregnancy; and finally, the surrendering or giving
of herself to the exhausting process of pregnancy, childbirth and beyond (Rubin, 1984, p. 62).

Mercer (1995) built on these understandings, but instead framed maternal identity as maternal
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role attainment, and more heavily leaned into cognitive development as the basis for this
process (Parratt & Fahy, 2011). The stages of maternal role attainment are “the anticipatory
stage” where a person imagines themselves as a mother, followed by “the formal/role-taking
stage” where the actuality of becoming a mother becomes more salient through interactions
with medical professionals (Mercer, 1995, p. 14). Next is “the informal/role-making stage”
where the person situates the maternal role in relation to previous experiences and their
desires for the future (Mercer, 1995, p. 14). Finally, “the personal role/identity stage” is
attained when the mother reconciles the new maternal role alongside wider aspects of her

identity (Mercer, 1995, p. 14).

These early conceptualisations of maternal identity development are foundational but
antiquated and reflective of the time in which they were developed (Parratt & Fahy, 2011).
Both Rubin and Mercer used logico-empiricism for their research which values observational
data collection over valuing the lived experiences of participants from their own perspective
(Parratt & Fahy, 2011). Interestingly, Parratt and Fahy (2011) also point out that these
theories of maternal identity and maternal role attainment, rather than more recent theories
that tend to be more mother-centred, were the basis for theoretical understandings of
motherhood within well-regarded midwifery textbooks. This critique of Parratt & Fahy’s
validates the need for research to focus more on the lived experiences of people from their
own perspective in relation to their maternal identities, as opposed to evaluating people
against a pre-determined set of milestones that result in becoming a mother. It is interesting
to consider how midwives who were trained with an understanding of these antiquated
theories may have integrated them into their care practices, and how doing so may have

impacted upon people accessing their care.
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A more recent and critical understanding of maternal identity focuses on a ‘maternal
transition’ and frames ‘becoming a mother’ as an experience, rather than an institution or set
of sequential steps that people advance through during their pregnancies and beyond
(Johnson, 2014). I chose to use Johnson’s ‘maternal transition’ as a theoretical framing for
maternal identity development because Johnson takes care to consider the political nature of
pregnancy and birth, and understands that the experiences of pregnant and birthing people
may differ vastly based on their geographic location. This attention to the difference between
the global north and south resonated closely with this project because it brings into account
the aforementioned concepts of intersectionality, as well as the paradoxes highlighted by the
RJ framework. Johnson (2014) also discusses Adrienne Rich’s (1995) concept of ‘giving
birth to one’s self’, in which the experiences of pregnancy and childbirth can be either self-
actualising for a mother, or an act of self-replacement, depending on myriad of social,
political and economic factors. A self-actualising experience can be the site of identity
creation and affirmation, but Johnson (2014) notes that this view is based on the premise that
the mother has the ability to make choices around her experience in terms of care providers
and birth location. In contrast, self-replacement is more institutional (patriarchal), and
suggests that a woman’s entire purpose in life is to get pregnant and give birth for the good or
advancement of society (Johnson, 2014). Birth as self-replacement is reflective of
“patriarchal expectations, and create rigid social scripts for mothers”, and validates a mothers

identity only in relation to successfully birthing a child (Johnson, 2014, p. 90).

While mothers today (depending on their locality) commonly have the ability to make
choices about their pregnancy and birth experiences in relation to healthcare, these patriarchal
expectations still linger in the form of medicalisation and biomedical discourse surrounding

pregnancy and birth (Johnson, 2014). Johnson (2014) also writes extensively about
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medicalisation in relation to maternal identity. Maternal identity is inherently attached to
reproductive healthcare as it is a common means by which someone can potentially or does
(or does not) become a mother. Healthcare is a construct (medicalisation, biomedical
discourse) in and of itself that can be rejected and negotiated by a person through their own
process of establishing a maternal identity (Johnson, 2014). This negotiation of reproductive
healthcare in relation to maternal identity formation is also aligned with RJ’s
acknowledgement of the way in which people often demonstrate resistance if their
reproductive rights and desires are not being met because “control over, or acquiescence with
the unpredictable, ‘natural’ process of birth is socially constructed, identity generating and

reveals complex patterns of inequality” (Johnson, 2014, p. 25).

Johnson (2014, p. 10) also highlights that identity is typically “ascriptive”, giving the
example of Blackness being not just a physical trait, but also a socially constructed unit of
meaning, just as “mother” and “maternal” are visible and yet socially constructed. The
process of ascribing meaning to particular identities highlights social discourses that are
available in relation to identity development. As it relates to this thesis, the identity of a fat
mother is both hyper-visual, and comes with a whole host of discourses that such as the ‘good
mother’ discourse, that need to be negotiated. I note here that I also adopt a social
constructionist view of identity development, and therefore maternal identity development. I
will discuss social constructionism more thoroughly in the methodology section of this thesis,

and continue the discussion of fat reproduction and motherhood in the next section.

Finally, another consequence of the medicalisation of pregnancy and birth in relation

to maternal wellbeing and identity development is child-centrism, as a by-product of the

biomedical discourse and medicalisation surrounding pregnancy or the prioritisation of a
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foetus/child’s needs above those of the gestational parent (Lupton, 2012). Much like the
conceptualisation of self-replacement (Johnson, 2014), Raphael-Leff (1991) highlights that a
mother’s womb is essentially a receptacle for the child’s presumed potential in society. To be
a ‘good mother’ and ‘reproductive citizen” mothers should prioritise the child over her own
wants and needs (Baker et al., 2005; Lupton, 2012). This tendency to focus on children in
pregnancy and birth, as opposed to the mother, also highlights how important RJ is for

ensuring that the needs of mothers are also met as a fundamental social right.

Fat Fertility, Pregnancy and Motherhood

So what happens to maternal identity development when people whose ‘mother
becoming’ bodies are deemed unfit, unsafe or undesirable for motherhood? Here I briefly
outline the current literature on fat people’s experiences of reproductive and maternity
healthcare, but note that the majority of the discussion is reserved for the QES, itself as

several of the studies mentioned here are included in the synthesis.

In the midst of an ‘obesity epidemic’, current biomedical research suggests that fat
pregnant people, and the in utero environment their bodies create, may be responsible for
birth complications, childhood health issues, and may in future, negatively impact the
economy (McPhail et al., 2016; Parker, 2014; Parker & Pausé, 2019; Warin et al., 2012). In
conjunction with the over-medicalisation of pregnancy and birth, this biomedical discourse
problematises fat pregnant bodies and, within neoliberal and western cultures, holds the
mother accountable for potentially negative outcomes such as pregnancy and birth
complications, miscarriage, and/or childhood obesity and diabetes (Parker & Pausé, 2018b;
Warin et al., 2012). This biomedical construction is not only reproduced during interactions

with medical professionals, but also socially and in the media (Budds, 2021; Marshall &
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Woollett, 2000; Nippert et al., 2021; Warin et al., 2012). Fat pregnancy is therefore an
interaction between fat stigma and highly medicalised understandings of pregnancy and birth,
activities that on their own carry great risk, but when combined are framed as catastrophic.
The material result of this discourse for fat pregnant women can be summarised as
reproductive injustice and the production of maternal guilt and shame (Parker & Pausé,

2019).

Owing to the medicalisation of pregnancy and biomedical discourses outlining what
constitutes a healthy pregnancy, fat mothers may be engaged in experiences that do not
support their right to access their desired reproductive healthcare. Weight may be used by
medical professionals as a reason for not providing services that mothers’ desired and
deserved, or ones that other straight-sized mothers may have access to (LaMarre et al., 2020;
McPhail et al., 2016; Parker & Pausé, 2019). Medical and reproductive procedures may be
dictated by doctors, rather than decisions being made in consultation with mothers (LaMarre
et al., 2020; McPhail et al., 2016). Maternal healthcare is embedded in biomedical discourses
and are oppressive to, and interfering of, a women’s reproductive choices during fat

pregnancy (Dickman, 2022; Lee, 2020).

Some studies, however, have also highlighted the ways in which fat pregnant people
resist the ‘risk’ label or instances of coercion that they may encounter in their interactions
with medical professionals. For example, some mothers use eating ‘poorly’ as an act of
defiance (Atkinson & McNamara, 2017), while others minimised the ‘risk’ their bodies posed
to their unborn child by measuring the risk of fat pregnancy against other frowned-upon
behaviours such as drinking or smoking while pregnant (Bombak et al., 2016). In order to

resist coercion during medical interaction, some fat pregnant people practised strong self-

19



advocacy, in order to access the care they desired (LaMarre et al., 2020). Pregnancy and birth
are framed as ‘risky’ on their own; however, when this risk is combined with the threat posed
by the ‘obesity epidemic’, fat mothers stand little chance of enjoying a ‘normal’ or de-
medicalised pregnancy and birth, because their bodily condition exists across two plains of

risk.

Despite employing methods of resistance, negative maternal care interactions are a
common experience for fat people, and often produce feelings of shame and guilt for fat
mothers by highlighting how they are in opposition of what a medically ‘healthy’ pregnancy
looks like (Furber & McGowan, 2011; LaMarre et al., 2020; Parker & Pausé, 2018a; Ward &
McPhail, 2019). Feelings of shame and guilt are so powerful that some mothers in Parker and
Pausé’s (2018b) study engaged in acts of self-discipline in an attempt to resolve the ‘harm’ or
reduce the risk that their bodies had inflicted on their babies:

The pre-emptive biopolitics of “obesity”... also leaves pregnant people to embark on

motherhood in a deeply negative affective space as a “failed fat mom,” leading us to

ask what this means for how our participants go on to form relationships with their
born children and to forge their identities as parents. We wonder about the health
effects (physical, spiritual, and mental) for mothers and their children wrought by
embarking on such a profound life transition so deeply dispossessed. (Parker & Pausé,

2018b, p. 131)

This wondering from Parker and Pausé is a key catalyst for this thesis. While invaluable for
RJ, and in many cases the progression of fat activism, the current literature regarding fat
people’s experiences of fertility treatment, pregnancy and birth-related healthcare tends to
focus on analysing themes and discourses that construct fat pregnancy, and the mothers body

through various medical and social interactions, highlighting the institutional and social
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power relations at play. As Parker and Pausé (2018b) ask, what impact do interactions with

medical professionals have on the maternal identity development of fat people?

There is, to my knowledge, no previous QES of fat mothers’ experiences of fertility
and perinatal care interactions and the affects these experiences have on the development of a
maternal identity. There are several adjacent systematic reviews that are concerned with
exploring interventions for weight management before and during pregnancy (Hill et al.,
2013; Huberty et al., 2017; Johnson et al., 2013), or obese women’s experiences and
perceptions of fertility and pregnancy (Dadouch et al., 2020; Relph et al., 2020; Saw et al.,
2021; Westerman & Kuhnt, 2022). Additionally Furber et al. (2013) attempted to complete a
Cochrane systematic review on ‘Antenatal interventions for reducing weight in obese women
for improving pregnancy outcome’, but were unable to identify suitable studies for inclusion
in the review. While these reviews do include some of the same studies that are analysed in
the present QES, the framing and purpose of these previous systematic reviews were not
concerned with maternal identity development, nor did they employ the use of the RJ

framework, or support the goals of fat activism.

Chapter 2 Summary

This chapter has provided orientating and reflexive statements that defined key
concepts that undergird this thesis as a whole. Introducing RJ and its critical framework
provides a theoretical thread that weaves together the concepts of fat stigma, medicalisation
of birth and pregnancy and maternal identity, before briefly highlighting the current literature

on fat fertility, pregnancy and motherhood.
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Chapter 3: Methodology and QES Protocol

Background to Synthesis
Initially, I had set out to complete a narrative analysis of the experience of becoming
a fat mother. My research questions included:
= How do self-identified fat women story and make sense of their experience of
becoming a mother?
= How do fat women construct their maternal identities through their stories?
= How have these experiences impacted upon the mothers relationship with her
child?
= Do their stories of maternal identity construction have a resolution?
After the passing of my co-supervisor, Dr. Cat Pausé, a fat activist and scholar, it felt
inappropriate to proceed with a project like this without her guidance. My co-supervisor, Dr.
Andrea LaMarre, suggested a qualitative synthesis or systematic review as a way to continue
with the focus of the original project, while also acknowledging our positionality as straight-

sized people. Accordingly, I settled on completing a qualitative evidence synthesis.

A QES is a type of systematic review that offers a methodical and rigorous way to
collate and synthesise primary qualitative studies, in order to answer research questions about
a particular phenomenon (Noyes et al., 2018). Additionally, QES is often used in tandem
with efficacy reviews to explore health interventions (Flemming & Noyes, 2021; Harris et al.,
2018). While this QES is not exploring an intervention per se, it is clear that pregnancy and
birth are largely medicalised and involve at least some form of intervention, fat people may
be subjected to medical interventions/procedures without cause (Bombak et al., 2016;
LaMarre et al., 2020). It is also clear that the feelings of stigma and shame fat people

experience in reproductive healthcare are common and potentially impact on their overall

22



wellbeing (Parker & Pausé, 2018b). An assumption of QES is that a whole is greater than the
sum of its parts (Flemming & Noyes, 2021), and so this research may help to bolster the
depth of evidence in the primary studies, while supporting RJ and the goals of fat activism.
From an ethical perspective, taking a QES approach felt most appropriate because I was able
to conduct research on this topic in a way that aligned with my desire to support fat activism,
without claiming a positionality that is not my own. Manokaran et al. (2021) make several
suggestions for ally social science researchers who wish to study fatness. Allies should
reaffirm the self-determination of fat people, involve the fat community in research, be self-
reflective and accountable, and not pathologize fat people (Manokaran et al., 2021). A QES
does not require institutional ethics board review and it does not involve collecting primary
data. However, ethical considerations are still important in approaching and engaging with
the studies. I was guided by a fat ethic as suggested by Manokaran et al. (2021). This
approach, in addition to my attunement to RJ as a theoretical framework, informed how I
orientated toward the work and reflected on my own positionality, while continuing to

respect the dignity of the participants across the primary studies.

In order to ensure that the results of QES’s are robust, the Cochrane Qualitative &
Implementation Methods Group has been working on guidelines and tools to assist
researchers in completing a methodical project. As a novice researcher, I referred to the
Cochrane Effective Practice and Organisation of Care Group’s protocol and review template
to guide the planning of this review (Glenton et al., 2022). The following section is not a
traditional QES protocol as would be prescribed by the Cochrane Group. Rather, it is
combination of both the aforementioned protocol template, guidance from the Cochrane
Qualitative and Implementation Methods Group literature, and an outline of my

epistemological and theoretical considerations to satisfy the requirements of a Master’s
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thesis. This combination of protocol and literature also helps to demonstrate my decision-

making processes more transparently.

Navigating fertility, pregnancy, and birth, as a fat person in an increasingly
medicalised world is complex, and sometimes harmful (Parker, 2017). Scholarship in this
area positions some medical professionals as contributors to negative reproductive
experiences, and research grounded in fat studies asks what these interactions might mean for
maternal identity, and general wellbeing of fat mothers (Friedman, 2021; Parker, 2017;
Parker & Pausé, 2018b). In the following section, I will outline the synthesis objective before
introducing my epistemological and theoretical assumptions in relation to this QES. I will
then discuss QES methods, including a description of the systematic search and rationale for
study screening and selection. Finally I will explain my application of thematic synthesis for

the analysis process.

Objective of Synthesis

The primary objective of this QES was to synthesise evidence from primary
qualitative studies of fat people’s experiences of reproductive healthcare interactions. The
main research question guiding this synthesis was: What impact do interactions with medical
professionals have on the maternal identity development of fat people? It is common in QES
that additional research questions will arise throughout the process of study selection and
analysis (Flemming & Noyes, 2021). It became clear as the analysis progressed in this QES,
and certainly from using the RJ framework, that additional research questions included: How
do participants navigate fat fertility, pregnancy and birth? What intersectional factors impact
upon their experiences? And perhaps most importantly, what do fat mothers and parents want

in future healthcare interactions for themselves and others?
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Ontology, Epistemology, Theory, and Methodology

Considering the epistemological assumptions embedded in any qualitative research is
a challenging process. What I found particularly challenging in carrying out a QES was the
layering of interpretation involved. I needed to describe and assert my epistemological
assumptions while actively interpreting the interpretations of primary authors, based on their
interpretations of what their participants have shared. Suri (2014) suggests that the first phase
of synthesis should be identifying an appropriate epistemology for synthesis while also
reflecting on how one’s own political, epistemological and theoretical assumptions interact
with the synthesis process should be the first phase of synthesis. Accordingly, I will reiterate
here the importance of RJ as the critical lens through which I am interpreting the data in the
primary studies. I will then locate my ontological and epistemological assumptions in relation
to the nature of reality, how humans may come to know about this reality, and how reality is
constructed as it pertains to healthcare interactions and maternal identity. Finally I will
discuss the thematic synthesis method, its origins and underpinnings, and why I chose it for

analysis.

Reproductive Justice as a Critical and Theoretical Lens

A key focus of this QES is how RJ is implicated in the experiences of fat people who
are accessing reproductive healthcare, and the ways in which medical professionals may or
may not support their reproductive rights. To reiterate, the core tenets of RJ are the right to
have, or not have children, and the right to raise those children in safe and healthy
environments, combined with a critical view of institutional and systemic factors that might
violate these rights (Ross & Solinger, 2017). In order to incorporate that framework into this
QES, I considered how each theme that I developed during the analysis process related back

to the participants’ reproductive rights in relation to the main tenets of RJ. For example, I
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considered: whether or not, and how, medical professionals were a barrier to or facilitator of
the primary studies’ participants’ rights as parents or parents to be; what other contextual or
political factors impacted upon or mediated their experiences; and how participants may or

may not have practised resistance.

Relativism

O’Reilly and Kiyimba (2015) argue that making explicit the researcher’s ontological
positioning is a critical first step when carrying out research. Ontology refers to the
conceptualisation of reality, namely if and how reality exists in relation to people’s multiple
and diverse social realities (O’Reilly & Kiyimba, 2015). Clarifying the ontological
positioning of a researcher is vital, as their understanding of reality has implications for the
epistemological assumptions of the research project (how knowledge can be accessed) (Al-
Ababneh, 2020; Carter & Little, 2007; Crotty, 2020; O’Reilly & Kiyimba, 2015). Moreover,
those epistemological assumptions inform and provide justification for the subsequent
methodology, as well as the validity and rigor of the results, owing to this inherently reflexive
practice (Al-Ababneh, 2020; Carter & Little, 2007; Crotty, 2020; O’Reilly & Kiyimba,
2015). With the importance of ontology highlighted, my ontological positioning then is that
of relativism. Relativism assumes that there is no reality outside of the socially constructed
ones that we as human beings create through our interactions, and the meanings we apply to
these interactions (Braun & Clarke, 2022; O’Reilly & Kiyimba, 2015). Even if an external
reality did exist, as is suggested by a realist ontological positioning, relativists point out that
there is no transparent access to this reality, only representations of reality that are mediated
by our experiences and interactions (Braun & Clarke, 2022; O’Reilly & Kiyimba, 2015). One
of the most common critiques of relativism is its value/moral-neutrality, or position that

considers all value/moral systems to be equal (Braun & Clarke, 2022; Parker, 1998). This
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moral and political ambivalence is considered to be a strength by some relativists because it
“offers an ever available lever of resistance” with the potential for liberation, not bound to the
discovery of ‘objective’ truths (Edwards et al., 1995, p. 39).

Relativism’s potential for resistance is pertinent for this QES, particularly in relation
to the use of the RJ framework. Using that framework, I considered how some perceived or
asserted realities come to dominate. For example, a relativist may be critical of the ways in
which the institution of obstetric medicine is patriarchal in nature (Davison, 2020; Shaw,
2013) and therefore in service of realities and truths that supports gender power imbalance,
and the subjugation of intersecting positionalities such as race (Ross & Solinger, 2017). I also
do not consider all prospective realities to be morally equal, because morality is socially
constructed and “therefore, moral judgements (‘a’ is good, ‘a’ is right) receive truth-values

only relative to some historically defined system of standards” (Niiniluoto, 1999, p. 227).

Social Constructionism

Relativism’s alignment with social constructionism (SC) is important for this study
because it is the epistemological standpoint through which I understand the production of
knowledge and ‘reality’. An anti-essentialist view, SC prioritises explaining the way people
describe and make sense of themselves and the world (Burr, 2003; Cerulo, 1997; Gergen,
1985). SC is also interested in contesting taken-for-granted knowledge by locating its
production within historical and social interactions, and identifying what “social, moral,
political, and economic institutions” both reproduce and benefit from this knowledge
(Gergen, 1985, pp. 267-268). For this QES, I argue that the interactions participants from the
primary studies had with their medical professionals were mediated by the medicalised
constructions of pregnancy and birth in the present day, which then contributed to the

construction of their maternal identities. Importantly, a SC epistemology also aligns with RJ
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in highlighting intersectional differences in terms of identity, specifically where the social
and cultural constructions of women, and consequently mothers, are inherently White (Ross
& Solinger, 2017). RJ also critically considers access to parenthood that is achieved through
reproductive technologies such as surrogacy, egg and sperm donation, and in vitro
fertilisation (IVF), as these are often accompanied by high financial costs and reserved for

those who can afford them (Ross & Solinger, 2017).

SC is also concerned with how language is implicated in peoples meaning-making
processes, and how language plays an active role in the construction of people’s knowledge
and understandings through discourses (Braun & Clarke, 2022). While discourse and
discourse analysis were not the focus of this review, I would be remiss if I did not
acknowledge them briefly. Several of the primary studies in this QES were focused on
discourse, language and discursive practices, all of which are inextricably linked to SC
(Johnson, 2014; Lupton, 2012; Parker & Pausé, 2018b). From a Foucauldian perspective,
discourses and, by proxy, language are historically and culturally bound knowledge and
power systems that inform the construction of objects and the positioning of subjects
(Gergen, 1994; Holstein & Gubrium, 2012). This Foucauldian perspective also highlights
organisations and the professionals within them (such as prisons, academia, government, and
hospitals) develop specific language to legitimise their purposes and views of the world,
leading to the legitimisation of their actions, and subsequent buy-in from people who interact
with those organisations (Gergen, 1994). Biomedical discourses around fatness, pregnancy
and birth that are present in medical organisations, intersect with ‘good mother’ and ‘good
citizen’ discourses, ultimately constructing and positioning fat mothers as unfit, lazy, and
immoral, leading some mothers to buy into and believe this judgment of themselves (Parker

& Pausé, 2019).
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Interpretive Syntheses

Typically research synthesis scholars suggest that honouring the epistemological and
methodological positioning of the primary studies by using a complementary synthesis
approach is important for mitigating the risk of misinterpretation (Booth et al., 2016; Major
& Savin-Baden, 2011). For example, if the primary studies were ethnographic studies, then
meta-ethnography is a complementary synthesis approach. While a complementary synthesis
approach would create a very rigorous and methodologically consistent review, it limits the
opportunity to include a variety of studies and voices, and reduces the scope of the review.

Finfgeld-Connett (2014) argues:

First, reviewers are urged to remember that combining findings from different
epistemological perspectives represents a form of triangulation and enhances
validity...Second, qualitative findings, regardless of their epistemological origins,
constitute evidence-based results that have the potential to add to qualitative systematic
reviews. Ignoring selected findings solely due to their epistemological origins seems
entirely contrary to the goal of knowledge development and theory generation,
especially when the meaning and context of the original findings are preserved. (pp.

348-349)

In line with Finfgeld-Connett (2014) arguments, the primary studies I included in this QES
come from a variety of methodologies, from thematic and discursive analyses,
phenomenological analyses, and even an autoethnographic study (Appendix D). Jones (2004)
also points out that many researchers do not make explicit within journal articles their
rationale for a particular methodology; thus, if syntheses were to exclude particular articles
based on lack of methodological information, relevant studies could be missed, and

unsuitable ones could be included. This was a notable issue during the screening and
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inclusion process for this QES. Even though some authors did make their epistemological
assumptions explicit, others did not. Thus I was only able to infer where the studies were
positioned epistemologically based on their chosen methodology, and locate them across a
spectrum of how they framed fat fertility, pregnancy and birth (biomedical, critical obesity,
or fat studies) (Appendix D). While I cannot ensure epistemological or methodological
congruence across all studies included in this QES (outside of the fact that they are all
qualitative studies), each study does centre its participants’ experiences and understandings

as the focal point.

Suri (2014) has noted the potential restrictions that primary study congruence might
have on systemic reviews, and developed the methodologically inclusive research synthesis
(MIRS) framework that aims to provide flexibility in synthesis methodologies. Systematic
reviews can orientate to either postpositivist, interpretive, participatory, or critical paradigms,
whereas interpretive-orientated synthesis constructs more holistic and rich understandings
about phenomena through the subjective experiences of the participants (Suri, 2014).
Interpretive syntheses include meta-ethnography, meta-analysis of qualitative research, meta-
synthesis, framework synthesis, and thematic synthesis (Suri, 2014). Suri (2014) suggests that
what connects these slightly different interpretive synthesis styles is the common
understanding that the world is socially constructed in relation to how people make sense of
events, with the intention of fostering understanding in a world of subjective difference. In
the process of trying to attend to subjective differences across participants and primary
studies as a whole, interpretive synthesists also have to acknowledge that their own
interpretations are not value-free, but inextricably linked to their own constructions and

meaning-making processes (Suri, 2014).
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Thematic Synthesis

Thematic synthesis (TS) is a relatively new method for synthesising qualitative
research, and draws on a number of elements from primary research methods, including those
of grounded theory, meta-ethnography, and thematic analysis (TA) (Barnett-Page & Thomas,
2009; Cruzes & Dyba, 2011; Thomas & Harden, 2008). TS is concerned with identifying
consistent themes across primary qualitative research, and then abstracting higher, more
analytical themes in order to answer questions about health interventions and effectiveness
(Barnett-Page & Thomas, 2009; Cruzes & Dyba, 2011; Thomas & Harden, 2008). TS’s
alignment with grounded theory and meta-ethnography is based on the way in which the
developing themes are combined, compared and contrasted throughout the synthesis process
(Cruzes & Dyba, 2011), while its alignment with TA is linked to how synthesists applying

the principles of TA for systematic reviews (Thomas & Harden, 2008).

TA is useful for informing TS because it is methodologically flexible and can be used
with a range of qualitative research methods (Thomas & Harden, 2008). Importantly for the
epistemological underpinnings of this QES, Cruzes and Dyba (2011) argue that TA can align
with constructionist methods, but its interpretive power is limited if it is not used in
conjunction with a theoretical framework. This limitation is also noted in TS, where results
are at risk of being more descriptive than analytical (Flemming & Noyes, 2021). The
potential for producing surface-level analysis with TS reinforced the importance of
incorporating the RJ framework into this QES in order to develop rich interpretations of the

primary studies.

During the analysis process, I noticed that some of the studies felt mismatched, or that

there was a discrepancy between what the authors were trying to achieve and how they
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delivered their findings. These studies were using qualitative methods, but the articles
contained some elements that appeared to be more quantitative in nature, such as including a
breakdown of participants” BMIs, or noting how many participants did/did not exceed the
recommended gestational weight gain (GWG). Some of these ‘mismatched’ studies also used
biomedical language and perpetuated more negative ideas about fat pregnancy. I raised this
‘noticing” with my supervisor, and she suggested that I read about ‘big Q’ and ‘small q’
qualitative research as popularised by Braun and Clarke (2022) in relation to their style of
reflexive TA. The ‘big Q/small q’ distinction describes this ‘mismatch’ perfectly, where “Big
Q qualitative uses qualitative tools and techniques within a qualitative paradigm. Small q
qualitative uses these techniques within a quantitative paradigm” (Braun & Clarke, 2022, p.
7). Several elements of reflexive TA align well with the overall orientation of this TS style
QES. Firstly reflexive TA encourages the use of Big Q qualitative epistemology to explore
meaning within context, without the expectation of finding an objective truth (Braun &
Clarke, 2022), which aligns closely with my relativist, social constructionism positioning.
Secondly, reflexive TA holds that the researchers cannot isolate themselves from the
research, nor the participants, as the research is a sense-making exercise (Braun & Clarke,
2022). A researchers inability to isolate themselves from their research resonated with me
while carrying out this TS. I could not be totally objective during the synthesis process, as I
bought my own understandings and positionality into my interpretations of the primary
researchers interpretations. Finally, at the heart of reflexive TA is the reflexivity itself and
writing from a first person perspective for research quality and rigour (Braun & Clarke,
2022). Given these similarities with TS, it was essential for me to be as reflexive as possible
throughout the research process, by being upfront about my positionality, acknowledging

areas of potential bias, and continually noting my thought processes throughout this QES.
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As mentioned, TS is the most suitable analysis approach in terms of time constraints,
my abilities as a novice researcher, its flexibility as a synthesis method, and its overall
coherence with my own ontological and epistemological assumption, despite its potential
limitations (Flemming & Noyes, 2021). I attempted to mitigate the potential limitations of
this method, including the risk of surface-level description (versus analysis), through the use
of the RJ framework, particularly during the analytical theme development stage of the
synthesis. Using the RJ framework provides a filter through which I could extract deeper and

more critical themes from the coding and descriptive theme processes.

Synthesis Methods

Criteria for Considering Studies for this Review

As with any research project, it is important to develop a research question for QES to
guide the process and determine the parameters of the review (Flemming & Noyes, 2021).
Table 1 below outlines the research question, using the PerSPE(C)TiF question formulation
structure (Booth et al., 2019; Flemming & Noyes, 2021). The PerSPE(C)TiF question
formulation structure was chosen for this QES because, unlike other commonly used QES
questions structures (such as SPIDER or PICO), it includes the considerations of context and
time/timing (Booth et al., 2019). QES are mostly used to systematically explore a particular
health intervention. Booth et al. (2019, p. 1) suggest using the PerSPE(C)TiF question
formulation when exploring interventions from a “systems perspective” to encompass
organisational culture within a review. I argue that this idea of ‘organisational culture’ is akin
to the commonness of the fat stigma that is evident in healthcare interactions (Pausé, 2017).
This expansion of QES question structuring is important to this QES in particular, because

healthcare interactions in relation to fat fertility and perinatal care are not limited to a single
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time and space, but rather may span multiple environments and interactions across an

extended period of time, all with potentially political (RJ) implications.
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Table 1

PerSPE(C)TiF Research Question Development Tool

PerSPE(C)TiF Term

Scoping Review Definition

Perspective

From the perspective of fat people who are seeking or receiving

fertility or perinatal healthcare from medical professionals.

Setting

Studies will reflect experiences of reproductive healthcare in such
places as fertility clinics, doctors’ clinics, midwife appointments,

hospitals, radiography clinics.

Phenomenon/Problem

What are fat mothers’ experiences with medical professionals
during fertility and perinatal care interactions, and what impacts do
these interactions with medical professionals have on the maternal

identity development of fat people?

Environment

Within an environment of widely medicalised pregnancy and birth

and political tensions surrounding reproductive justice issues.

(C) Compare

Optional comparison not applicable.

Time/timing

Included studies will have participants who have sought fertility
assistance to become pregnant, through to one year postpartum

(perinatal period).

Findings

In relation to fat mothers’ experiences and interactions with their
relevant medical professionals and how those experiences impact
upon their maternal identity development. Relevant to
strengthening existing research and supports reproductive justice

and fat activism goals.

Note. Source: (Booth et al., 2019)
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There is no best practice technique when it comes to performing systematic searches
of the literature (Flemming & Noyes, 2021). One of the most popular however, is “building
blocks”, often used by researchers who are using the PICO question structure for their
reviews (Booth, 2008, p. 314). The process of building blocks involves breaking the research
question down into sections, creating lists of keywords that reflect each section, combing
these sections and keywords using Boolean operators, and then adding in methodological
information (Booth, 2008). Adapting the building blocks technique for this project, I derived
the keywords from the PerSPE(C)TiF question formulation structure as described above in
Table 1, and have outlined the specific keywords in Appendix A. I used Boolean operators
‘OR’ and ‘AND’ on each database to allow for multiple combinations of the search terms, in

order to maximise the results of the searches.

I chose to narrow my search to published journal articles available in English only. I
acknowledge that not including grey literature, published books, and studies in multiple
languages risks missing important data and stories (particularly from a RJ perspective), but
owing to the scope, time and financial constraints of a thesis project, I decided to limit my

search accordingly.

Initially I identified eight databases as potential sources for finding appropriate
qualitative primary studies for this QES. These were PSYClnfo, Scopus, Web of Science,
EBSCOHost, Sociological Abstracts, Index New Zealand, PubMed, CINAHL, and Medline,
and were all available to me through Massey University’s library. In consultation with my
supervisor and a Massey University subject librarian, the database selection was refined to

include only Psychlnfo, Scopus, Web of Science, CINAHL, and Medline. This selection of
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databases is in line with current QES database selections (Booth, 2016) and accounts for how

databases, such as PubMed and Medline, yield the same results.

The search of the five databases was carried out over the course of three days, from
30 June, 2022 to 2 July, 2022. A total of 1,528 articles were returned across the five
databases. Searching for qualitative primary studies is difficult because, variously, they make
up a small percentage of overall studies on the databases in comparison to quantitative
studies, they may be improperly indexed, and their titles are not always descriptive (Booth,
2016). I searched each database individually to avoid search engine errors. As the systematic
search progressed, I noted that a number of articles were showing up across several
databases, which gave me confidence that my search strategy was capturing articles that

reflected the research question.

Initially, I had set out to locate articles for the QES that reflected the experiences of
fat mothers and their interactions with medical professionals during fertility and perinatal
healthcare. However, these preliminary searches returned between zero and two results — not
enough for a QES. I expanded the search terms to also include biomedical language such as
‘obese’ and ‘obesity’. I also removed ‘mother’ because while this search term is significant to
part of the research question, it is not the whole aim of the QES. This approach yielded
hundreds of results across several databases, so I chose to alter the final search terms to
reflect this change (Appendix A). While using biomedical search terms such as ‘obese’ and
‘obesity’ in a project that is focused on supporting fat activism felt counter intuitive, I believe
it also highlighted several issues moving forward. Firstly, it reinforced that there is great
opportunity for more research related to fat pregnancy experiences to be carried out with a

critical view, such as the works of George Parker, Cat Pausé, Jade Le Grice, and Deborah
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McPhail. Additionally, it highlighted that there is potentially a lack of research regarding how
these medical interactions impact upon maternal identity development, which supports the
need for more research in this area. Finally, at an operational level, a lack of results in the
initial search may have been attributable to keyword and indexing decisions by both authors
and databases (Booth, 2016). Owing to my previous readings of the research related to fat
pregnancy and stigma in healthcare settings, there were several articles that I had expected to
show up that did not; thus, I needed to perform a supplementary search. It is essential moving
forward that databases expand their indexing to include more critical approaches, or that a

wider range of journals themselves accept and publish more qualitative and critical research.

As the search of the databases was conducted, references for each study were
downloaded into EndNote 20. I then exported the references from EndNote 20 into an Excel
spreadsheet. The spreadsheet was set up to include the article reference information, titles,
abstracts and publishing journal for each search result. I created a new tab for each database
on the spreadsheet to keep a record of what results were returned from each data base. At the
completion of the searches, there were 1,528 results returned across the five databases. A
total of 213 duplicate studies and were removed in EndNote 20, leaving 1,315 articles to be
screened. The remaining 1,315 article references were then imported into a new ‘combined’

tab on the spreadsheet so I could screen the articles altogether.

During the initial screening, I used the articles titles and abstracts to determine if the
studies met the inclusion or exclusion criteria (Appendix B) or were related to the research
question. I gave each article a ‘YES’ (24), ‘MAYBE’ (82) or ‘NO’ (1,209) designation based
on this information. The main reasons for rejecting articles outright were: 1. the content of

the title and abstract was unrelated to the research question; or 2. the study was not a primary
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qualitative study. Articles were given a ‘YES’ or ‘MAYBE’ designation if they appeared to
contain at least some of the elements of the research question, but I required more

information in order to confirm that status.

I read the initial 24 ‘YES’ articles in full, and determined that nine either did not meet
the inclusion criteria or match the RQ criteria. Some were also rejected because they were
concerned with people’s experiences with weight management programmes and interventions
during pregnancy. This focus on weight management is in conflict with the aim of supporting
fat activism in this QES, as such interventions are inherently anti-fat, and therefore
problematise fat pregnancy. In addition, the focus on weight management interventions also
meant that the participants in those studies were not sharing their direct experiences with
medical professionals per se, but rather focused on the their experience of the particular

intervention or programme.

Ultimately, all but four of the 82 initial ‘MAYBE’ articles were rejected because,
upon further investigation, either the data in the studies were not from the perspective of fat
mothers, or the studies did not have enough information regarding the participants’
interactions with medical professionals (only 1-2 examples or direct quotes from participants
about their interactions with medical professionals). Similarly, many studies were also based

on the experiences of a weight management intervention.

I noticed that some key articles that I thought would turn up in my database searches
did not. I knew that these articles existed as I had read them at that point. For this reason, I
searched topic specific journals as a supplementary search strategy (Booth, 2016). Qualitative

primary studies that explored the experiences of fat pregnant people (such as ones in the
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literature review above) were relatively few in number, owing to the relative recency of
academic research related to fat peoples’ experiences of reproductive healthcare. Even with
the use of appropriate research strategies, the main databases did not capture those articles,
likely due to keyword and indexing choices for these as critical studies. The topic-specific

journals that I searched were Fat Studies, and Feminism & Psychology.

I searched Fat Studies and Feminism & Psychology on July 19, using an abbreviated
version of the Boolean operator terms as outlined in Appendix C, and based on the content of
each journal. It was necessary to reduce the search terms because the journal search engines
were not equipped to manage a large number of search terms at once. The Fat Studies
supplementary search returned 21 results of which three met the inclusion criteria, while the

Feminism & Psychology search returned five results of which one met the inclusion criteria.

There were several occasions where the decision to include particular studies was
initially unclear, so I will highlight my decisions and rationale here. Firstly, several studies
used the same participant pool (see Parker & Pausé, 2018a, 2018b, 2019, and Bombak et al.,
2016, McPhail et al., 2016), which may be considered an issue for QES as it may create
duplicate data from the same participants across multiple studies. However, I chose to treat
each article as a separate study for the purposes of this QES where the researchers either
employed a different methodology or were asking different questions of the data. This
alteration of methodology or research question is important, because different secondary
interpretations of the same primary data will produce different third-order interpretations, so
that each study provides unique insights about the phenomena.

Secondly, I deliberated over the inclusion in the QES of Shaw & Feheko (2022) and

Sim et al. (2020) in the QES. Both articles were important as they discuss fertility treatment
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(Shaw & Feheko, 2022), and breastfeeding experiences (Sim et al., 2020) from the stand
point of marginalised people. I questioned the inclusion of Shaw & Feheko (2022) because
three out of the nine participants were not seeking fertility care at the time of the interview,
but had done so in recent years. I questioned the inclusion of Sim et al. (2020) because there
were only four clear examples of interactions with medical professionals across the article.
Ultimately I decided to include both articles in the QES because they concentrated on areas
of the mothering journey outside of pregnancy and birth. These articles also encompassed
important stories and experiences relating to intersectionality which were valuable to
discussing fat reproductive care experiences through a RJ framework.

Finally, Lee (2020) included a section in her autoethnographic study about mothering
a toddler. This inclusion of Lee’s experience beyond one year postpartum posed an issue
because I had set the time limitations on the PerSPE(C)TiF question tool and search
framework for up to one year postpartum. Because Lee’s (2020) autoethnography was mainly
centred around her fertility search, pregnancy, birth and immediate postpartum experience, I
decided to include the study, but was careful not to include in the analysis the material on
mothering a toddler, in order to maintain the parameters of the research question. It was
important to include Lee’s work because research grounded in fat studies was outnumbered
by more biomedically-based studies in this QES. Including Lee’s study was important for
supporting fat activism and research, as well as supporting the “nothing about us, without us”

stance of Manokaran et al. (2021, p. 544).

The database and supplementary searches along with subsequent screenings resulted

in 23 final articles suitable for synthesis and interpretation. An outline of the systematic

search and screening process is summarised in the PRISMA diagram below (Figure 2).
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Figure 2

PRISMA Diagram of QES Systematic Search and Screening Process

[ Identification of studies via databases and journals

Records identified from:
Databases (n = 1528)
PsychINFO (n = 24)
WebOfSci (n = 237)
CINAHL (n = 50)
Medline (n = 113)
Scopus (n = 1104)

Identification

Records removed before
screening:
Duplicate records removed
(n=213)

!

Records screened
(n=1315)

A4

Records excluded
(n = 1209) Based on info in title,
abstract, or additional duplicate

Articles sought for retrieval:
(n=106)

‘YES' (n =24)

‘MAYBE’ (n = 82)

Screening

Journal supp search:

(n = 26)

Fat Studies (n=21)
Feminism & Psych (n = 5)

Articles rejected after
screening:

(n=88)

‘YES’ (n=9)

‘MAYBE’ (n = 78)

Supp. articles rejected after
screening:

(n=22)

Fat studies (n = 18)

Fem & Psych (n = 4)

_ }

Studies included
in review: (n = 23)
‘YES' (n = 15)

‘MAYBE'’ (n = 4)

Fat Studies (n = 3)

Feminism & Psych (n = 1)

Included

Note. Source: (Page et al., 2021)

Reasons for exclusion*:

1. Unrelated to RQ based on
parameters of PerSPEOTIF
formulation.

2. Results based on an

intervention.

3. Studies not unretrievable

from Massey databases,
and/or not in English.

*The rationale for each screening decision is noted on an Excel spreadsheet.

*Some studies met more than one exclusion criteria.
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Sampling

Purposeful sampling of primary studies is suggested for QES that focus on the
interpretation of phenomena (Ames et al., 2019; Benoot et al., 2016; Suri, 2011). Given that a
total of 23 studies met the inclusion criteria after a thorough screening process, it was
unnecessary to sample the articles any further, so I used a comprehensive sampling strategy

by default.

Assessing Methodological Limitations of Included Studies

A critical assessment of the primary data was completed using the Critical Appraisal
Skills Programme (2018) CASP qualitative studies checklist (Appendix E). Using a critical
appraisal tool in a QES is a common but somewhat contentious practice (Garside, 2014;
Thomas & Harden, 2008) and examining studies for their methodological soundness lends
itself to quantitative analysis practices. CASP is often used as a sampling tool to ensure that
studies included in the review are methodologically sound, therefore making the results of the
QES more ‘reliable’ (Garside, 2014; Long et al., 2020). However, it is difficult to gain full
insight into a researcher’s methodological decision-making process when researchers are
typically confined to small word limits by journal publishers. It is understandable that
qualitative researchers would sooner allocate more of their word count to data and discussion,
as opposed to discussing their epistemological and methodological standpoints and rationales.
Another obvious limitation of this particular CASP is that I was completing the appraisals
without the assistance of a group of co-researchers, as is most common for a QES project.
Even without co-researchers, I would argue that by conducting this QES from a relativist-
social constructionist epistemology, and the subsequent assumption that there is no single
truth that we can access outside of our socially constructed ones, inter-rater reliability with
regards to apprising the studies is somewhat inappropriate. With these limitations in mind, I

did not use the CASP tool for sampling purposes in this QES, but rather I used it to help me
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to further engage with each of the primary studies as part of the “immersion” process (Cruzes
& Dyba, 2011, p. 276). It was also a helpful exercise in the event that I carry out other

research syntheses in the future.

Approach to Synthesising Data

Choice of Synthesis Methods

As outlined in the Ontology, Epistemology, Theory, and Methodology section of
this review, I determined that an interpretive approach was most appropriate for this QES,
and settled on using TS for the analysis. While I was confident in the decision to use TS, as a
litmus test, I also used the RETREAT framework (Appendix F) that Cochrane suggest using

to support the selection of the most appropriate methodology for a QES (Noyes et al., 2019).

Thematic Synthesis

I printed and read the final 23 studies in full to familiarise myself with the studies
again. While reading, I manually highlighted and made notes in the margins about any
themes or ideas that I began to develop, particularly in relation to the tenets of RJ. This
process is called ‘immersion’, and it is an important step in thematic synthesis to ensure that
the synthesist has a grasp on the scope of evidence before starting to extract the data (Cruzes
& Dyba, 2011). I then imported the PDFs of each included study into NVivo20. For the
analysis itself, I was guided by the thematic synthesis approach to analysis as outlined by
Thomas and Harden (2008), working through their three stages of thematic synthesis, with
supporting guidance from Cruzes and Dyba (2011). Stages one and two are focused on
creating initial codes of the text and then developing more descriptive themes from the codes
(Thomas & Harden, 2008). Stage three is where thematic synthesis really takes place and

separates itself from primary research. Stage three is concerned with combining the stage two
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themes into third order or analytical themes to produce new understandings of the phenomena

(Thomas & Harden, 2008).

As Thomas and Harden (2008) suggest, the ‘data’ considered for analysis included
any text in the primary studies that was labelled under the headings ‘Findings’ or ‘Results’.
That material included both direct quotes from the primary studies’ participants, as well as
the authors’ comments and reflections. Including the authors’ commentary within the
findings and results sections was important because it aligns with the third order
interpretative purpose of TS. For the purposes of coding the data, Thomas and Harden (2008)
suggest free line-by-line coding of the text to ensure translation of concepts across the
included studies. However, I opted for a more “segment of texts” approach to coding data
that “involves identifying one or more passages in the text that exemplify the same
theoretical or descriptive idea” (Cruzes & Dyba, 2011, p. 278). Owing to time constraints and
working independently on this project, using a segment approach was helpful in trying to
limit the volume of initial codes across the 23 studies, and having more contextual
information in each code supported the development of descriptive themes in stage two. Even
so, I still ended up with 659 initial codes across the 23 studies, so I feel confident that
Thomas and Harden’s (2008) translation of concepts across studies was attended too, while

also accepting that this may be a result of being a beginner to research coding.

After the initial coding process was complete, I reviewed the codes and segments,
rechecking their context as necessary. I then began to group codes together in NVivo20 that
were related thematically, while also taking time to consider these codes through the lens of
RJ. I created new codes or subthemes for these groupings that represented the meaning of the

subtheme as a whole (Thomas & Harden, 2008). Developing descriptive themes is the start of
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becoming further removed from the primary studies, where themes become more abstract and
generalised (Cruzes & Dyba, 2011). Descriptive theme development does not happen
sequentially; rather, there is a reiterative process of revisiting themes, renaming them, and
even moving initial codes into a different descriptive group (Cruzes & Dyba, 2011). This
process was perhaps the most time-consuming part of analysis for me. There were many
instances where I had felt confident with an initial descriptive theme assignment; then, as I
worked through subsequent initial codes on NVivo20, while reflecting on my research
questions and the RJ framework, I realised that some codes needed to be moved to different

or entirely new descriptive theme groupings.

Developing analytical themes is where a QES moves as far as possible away from the
primary studies, where the synthesis occurs to answer the research questions or synthesis
objectives (Cruzes & Dyba, 2011; Thomas & Harden, 2008). Earlier in this chapter I
reflected on the initial challenge I had around understanding what it meant to reinterpret
others’ interpretations of yet someone else’s experience. This stage of TS is exactly where
that third-order interpretive process takes place, but its practice remains no less controversial
due to the reliance on the synthesists perceptions and interpretations (Thomas & Harden,
2008). To mitigate this potential controversy and support the development of analytical
themes, I continually used RJ as a reference point (Cruzes & Dyba, 2011). For example,
when descriptive themes from stage two pertained to participants’ interactions and
experiences with reproductive healthcare professionals, I asked myself if these interactions
were conducive to their reproductive rights; similarly, when considering maternal identity
development, I asked myself if mothers were being supported or alienated in their parenting

experiences. This practice of referring to a theoretical framework facilitated my
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interpretations to remain internally coherent, and also produced more cohesive findings in

relation to the research questions and objective of the synthesis (Cruzes & Dyba, 2011).

Assessment of Confidence in the Review Findings

Typically, a QES that is guided by the Cochrane Qualitative and Implementation
Methods Group’s work would include an Assessment of Confidence in the Review
Findings (Noyes et al., 2018). Assessing the confidence of findings is considered important,
particularly for reviews that are conducted to assess the effectiveness of health interventions
so that policy makers can make informed decisions about the practicability of an intervention
(Lewin et al., 2015). Cochrane Group recommend using a GRADE-CERQual approach
which aims to assess “the methodological limitations of the qualitative studies contributing to
a review finding, the relevance to the review question of the studies contributing to a review
finding, the coherence of the review finding, and the adequacy of data supporting a review
finding” (Lewin et al., 2015, p. 1; Noyes et al., 2018). Despite this recommendation of the
Cochrane group, I chose not to complete a GRADE-CERQual for this QES. Firstly, this QES
was not completed to assess the effectiveness of a health intervention. Secondly, the outcome
of the above CASP checklist has an influence of the GRADE-CERQual assessment and as |
completed it independently, and not for its intended purpose of sampling, the methodological
limitations section of the GRADE-CERQual may be ‘invalid’. Finally, this QES is a
reflection of my interpretations of primary studies, as guided by a relativist-social
constructionist epistemology. Trying to make claims about the validity or truth of my
interpretive findings is at odds with relativist assumptions about the existence of multiple

truths, and the social construction of knowledge creation.
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Chapter 3 Summary

In this chapter I have provided a methodology section that attends to the structure and
layout of a Cochrane inspired QES, as well as discussing the more abstract methodological
considerations that ultimately supported my choice of a synthesis method. I first outlined the
objective of the QES and then reiterated the tenets of the RJ framework to support the
theoretical underpinning of this research. I then discussed my relativist-social constructionist
positioning in relation to the nature and creation of reality and knowledge, followed by a
discussion of how these informed my chosen interpretive synthesis approach. I then outlined
what thematic synthesis is, why I chose it for the analysis, and how I applied its working
stages to this QES. Despite GRADE-CERQual being a common aspect of Cochrane inspired
QES’s, I did not include a confidence of review finding assessment because the present QES
is not synthesising studies that are concerned with interventions for the purposes of health

efficacy reviews.
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Chapter 4: Findings

In this chapter I describe the characteristics of the studies included in this QES,
followed by a presentation of the findings. The findings of this QES are presented and
organised into four over-arching themes: Navigating Fat Fertility, Pregnancy and Birth,
Mothering and Maternal Identity, Intersectionality, and Material, and Social
Constraint, and What Participants Want. Each theme and subtheme are supported by
quotes from the participants and authors of the primary studies. While developing these
themes, I reflected on the core tenets of RJ, as well as the implications of power relations and
intersectionality that affected the course of reproductive healthcare experiences, and the

subsequent development of maternal identity for the participants in the primary studies.

Table 2
Included Studies and Corresponding Identification Number for Synthesis

(Atkinson & McNamara, 2017)
(Bombak et al., 2016)

(Dejoy et al., 2016)
(Dieterich et al., 2022)
(Furber & McGowan, 2011)
(Hurst et al., 2021)

(Jarvie, 2017)

(Keely et al., 2011)

9 (Keenan & Stapleton, 2010)
10  (Knight-Agarwal et al., 2016)
11 (LaMarre et al., 2020)

12 (Lee, 2020)

13  (Lindhardt et al., 2013)

14  (McPhail et al., 2016)

15  (Mills et al., 2013)

16 (Nyman et al.,2010)

17 | (Parker & Pausé, 2018a)

18  (Parker & Pausé, 2018b)

19 | (Parker & Pausé, 2019)

20 (Shaw & Fehoko, 2022)

21 (Simetal., 2020)

22 (Stengel et al., 2012)

23  (Thorbjornsdottir et al., 2020)

RN R W -
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Description of Included Papers

As outlined in the PRISMA diagram above (Figure 2) a total of 1,528 articles were
screened based on the PerSPE(C)TIiF tool (Table 1), resulting in 23 articles being included in
this QES. The characteristics of these 23 selected studies are presented in Appendix D. The
studies have each been assigned a number to reduce the amount of in-text referencing for
ease of reading. The number assignments and corresponding references can be found in both

Table 2 and Appendix D.

The studies were published between the years 2010 and 2022. Most studies were from
Aotearoa New Zealand (17, 18, 19, 20), the US (3,4, 6, 22), and Canada (2, 11, 14, 21), each
making up around 17.4 percent of the total studies. Studies from Australia (10, 12, 15), and
England (5, 7, 9) each made up around 13.0 percent of total studies, while studies from the
Republic of Ireland (1), Scotland (8), Denmark (13), and Sweden (16), and Norway (23)

made up around 4.3 percent of the total studies each.

Every study in the sample employed the use of some variation of interview as their
data collection method, with the exception of one autoethnographic study that used journaling
(both written and audio-recorded), photography and critical essay writing as data collection
methods (12). A semi-structured interview approach (1, 2,3,4,5,6,8,10,11,13,14,17, 18,
19,21, 22, 23) was the most commonly described approach to interviewing; other interview
approaches included in-depth narrative (7), longitudinal (9), phenomenological interview

(16), in-depth (20), and a schedule facilitated interview (15).

The types of medical professional that the participants had interactions with included

midwives, nurses, doctors (including obstetricians, paediatricians, gynaecologists,
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anaesthesiologists, consultants, general practitioners, student doctors, endocrinologists,
diabetes specialists, and fertility specialists), healthcare aides, ultrasound technicians or
radiographers, lactation consultants, dieticians, and/or diabetes educators. At times, these
types of medical professionals were referred to collectively in several studies as ‘healthcare
professionals’ which made it difficult to ascertain the capacity in which the medical
professional may have interacted with the participants in the primary studies. In addition,
participants in the primary studies also referred to interactions they had with ancillary staff at
hospitals and clinics such as receptionists or food service staff, but these staff members were

not considered ‘medical professionals’.

Theme One: Navigating Fat Fertility, Pregnancy, and Birth

This theme addresses the research question around fat people’s experiences of
reproductive healthcare, and their subsequent interactions with medical professionals. It is
broken down into three subthemes: Constructing and Caring for the Fat Maternal Body,
Negative Experiences of Medicalised Reproductive Healthcare, and Medical Interventions,

Surveillance, and Accessing Desired Care.

Constructing and Caring for Fat Maternal Bodies

Body weight and image were ever-present for participants as they navigated fat
fertility, pregnancy, and birth, from both a personal perspective and a reproductive healthcare
perspective. Participants had to contend with how their fat maternal body contrasted with
idealistic depictions of slim maternal bodies, and how their weight impacted upon the advice
and care they received from medical professionals. The language used by medical
professionals, and several of the primary study authors, reflected biomedical understandings

of fat pregnancy and reinforced the idea that people who are fat are unfit to reproduce. In
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response to being labelled unfit reproducers, participants engaged in a range of activities in

an attempt to reduce the risk and manage the appearance of their fat pregnancy bodies.

Participants shared their ideas about what an ideal maternal body was and how it
functioned. This ideal maternal body contrasted with the participants experiences of their
own maternal bodies, and participants shared how they attempted to manage both the
‘unideal’ maternal body itself, and the medical interpretations of the fat maternal body. The
research outlined in the literature review supports the idea that having a fat maternal body is
unfavourable, a risk to children, society, and to the participants themselves. However, several
participants stories also revealed constructions of what an ideal (or at least normalised)
maternal body should look like (14, 21). As Sim et al. (2020) summarised:

Throughout the interviews, participants’ statements conceptualized an ideal physical

maternal body as one that was youthful, clean of drugs (prescription or illegal), and

without pre-existing health conditions. (p. 1740)

Breastfeeding was also identified as a marker of an ideal maternal body, as demonstrated by
one participant’s reflections in Sim et al. (2020):
You breastfeed your child—that’s why your body works, that’s the way . . . mother
nature works” and “I assume [breastfeeding’s] just gonna work . . . that it’ll be innate

and instinctual and natural. (pp. 1740-1741)

Though fatness is not considered ideal, some participants acknowledged that
pregnancy makes it permissible to have a big stomach (16), and physical symptoms of
pregnancy such as decreased mobility are the same for most people, regardless of their

starting weight (15).
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More commonly, participants across the primary studies shared stories that
constructed their own bodies in conflict with the ‘ideal’ maternal body, specifically in
relation to the way the body looked, how complicated it was to care for, and how they felt
about their bodies (2,3,5,7,8,10,11, 12,13, 14, 15,16, 19, 20, 21, 23). Several
participants shared disappointment that their bodies did not look ‘traditionally’ pregnant, if
pregnant at all, and compared themselves to other pregnant people who had round baby
bumps and little excess flesh (5, 12, 15, 19). Lee (12) highlighted how her body did not look
visibly pregnancy as is expected in ideal images of pregnancy:

Despite my weight gain, no one knew I was pregnant until about the eighth month,
unless I told them. As a fat woman, I didn’t develop that traditionally seen pregnant
stomach silhouette. I still had a “‘double” stomach, it never became one big round
shape... Some of the joy, in my case, of waiting for a new person, was dampened by this
expectation I had of looking identifiably pregnant in the traditional sense (Lee, 2020, p.

6)

Many participants also had the 'high-risk’ nature of their bodies reiterated to them,
mainly through interactions with medical professionals (2, 3,5, 14, 18, 19), but other
participants were made aware outside of the context of healthcare at work or through media
(7, 8). Louise (7) expressed concern about how people might have perceived her given a
television programme she had seen:

Well it come across to me that all people who have gestational diabetes are

overweight... There were all these bigger women on there and it came across to me like

you shouldn’t be fat and having a baby because you’ve got the risk of diabetes...I had
started telling people that I had got gestational diabetes and then I was thinkin’, ‘Oh my

God’, if they’d seen the programme then they would probably think I was like
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that...like eating crap and ...then they’d sort of put me in the same sort of category as
the people on that. (Jarvie, 2017, p. 83)
For some participants, having a fat pregnant body was embarrassing and not something they
were proud of (15, 16, 19). It impacted upon their mental health in terms of stress and self-

image (21,23).

While it may seem counter intuitive given the implication of participants weight in
reproductive healthcare interactions, it was common for weight to not be discussed with some
participants (1,4, 6,8,9, 10, 12, 13, 14, 15, 22, 23). The lack of weight discussions was
appreciated by some participants (1, 4, 23) because they had already worked hard on losing
weight (1) or they felt that medical professionals prioritised other aspects of their care such as
support with breastfeeding (4) or providing a holistic preview of birth (23). Two participants
shared that their weight was not discussed during their initial interactions with medical
professionals and were only made aware of an issue when they received news of a consultant
or specialist appointment booking (8, 13) or the receptionist in the antenatal clinic
highlighted their overweight/high-risk status (15). Other participants had expected that their
weight would be discussed with them, but it ultimately was not (6, 9), with one participant
anticipating that their weight would impact upon care options (6). When weight very clearly
impacted upon care options, one medical professional was still unwilling to discuss it with
the participant, as Lee (2020) related:

The first obstetrician looked at me when I was seven weeks pregnant, and without
examining me, discussing my medical history, or asking about my birth preferences,
announced, “You’ll be having a C-section.” When I asked her if this was because of

being fat, she said “You’re obsessed with the fat issue, not me. I’ve been on every diet
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in the book, I can’t talk.” I never got an answer about why she pronounced that because

I refused, in tears, to return to her. (p. 7)

Several participants in Keenan and Stapleton (2010) suspected that medical
professionals avoided discussing weight because it was an uncomfortable topic (1, 8, 10).
Another participant, Liz (1), suggested that participants were complicit in avoiding weight
discussions as well, suggesting that both medical professionals and participants ‘pussy
footed’ around the topic of weight. The suggestion that weight is uncomfortable to discuss
was reiterated by participants across several studies who acknowledged that weight was a
sensitive topic to discuss (1, 5,9, 10, 15, 16, 23). There was also an acknowledgement that
fat people are highly aware of their own body composition, and do not need to be informed
about it by medical professionals about it (1, 23). Some participants suggested that
conversations about weight might make people feel badly about themselves (1,9, 23) but
others acknowledged that they would rather have all the information about potential risks
associated with being overweight and pregnant, provided the information was shared in a
sensitive and truthful way (5, 15). One participant in Thorbjornsdottir et al. (2020) did not
have the opportunity for a respectful discussion:
One participant (16), for example, experienced her weight as very private, and described
an instance in which healthcare professionals discussed her weight in front of her
partner—as though this was a subject she freely spoke about with her partner, which it
was not. She experienced this as hurtful, and she felt shamed and humiliated; moreover,
she found that the preconceptions and constant scrutiny experienced during this
vulnerable period gave rise to feelings that had previously lain dormant. (p. 4)

Having such a strong emotional response to this experience reinforced that weight is a

sensitive topic for people, and that such interactions can be profoundly negative. In one
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case weight loss advice was so unhelpful to a participant that it led them to eat more

(16).

Receiving advice that was confusing, vague, or contradictory was another common
experience for participants across multiple studies (1,6, 8,9,10,11,12,13, 14,15, 20, 21,
22). The most common way that contradictory advice was received was through different
medical professionals providing different information about how much weight should be
gained during pregnancy (6, 10, 12, 13, 22). For example, some participants were told to gain
15 pounds while others in the same study were told to gain between 0 and 20 pounds (6); in
yet another study a midwife suggested a GWG of 7-9 kilograms, but the GP suggested 6
kilograms (13). Lee (12) gained 13 kilograms, which was within recommended guidelines,
but was then told by an obstetrician in hindsight that it should have only been 5-9 kilograms.
When accessing publicly funded IVF treatment for the first time, one participant, Malu, was
told by a fertility specialist that she needed to have a certain BMI before treatment could
commence, but Malu did not know what BMI was, or that it was a barrier to beginning
treatment (20). As most publicly funded IVF pathways in Aotearoa New Zealand require a GP
referral in the first instance, it is interesting to consider the possibility that a GP did not
provide this information and advice to Malu around BMI requirements for IVF before making
the referral. Other participants were told to lose or not gain weight but were given no further
information from medical professionals about how to do so safely from both a dieting and
exercise perspective (1,9, 11, 15,22) as Danielle (9) reflected:

Everyone’s very keen for you to lose weight but no one actually sort of says this is the
best way for you to do it, or shall we monitor you, shall we help you and stuff (Keenan

& Stapleton, 2010, p. 376).
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Conlflicting advice was also given in relation to breastfeeding where nurses gave differing
advice about breastfeeding positions to participants, even after participants had adjusted

positions to work with their bodies (13, 21)

To manage the shame of having a problematic maternal body and in many cases not
receiving concrete information from medical professionals, participants shared stories of
engaging in knowledge seeking (1, 5, 6, 8,9, 10, 12, 22, 23) and/or the management of the fat
pregnant body (2, 5,10, 11,12, 14,15, 17, 18, 19, 20) in an attempt to access fertility
treatment and mitigate their ‘riskiness’ (or at least try to understand it). The ‘riskiness’ here is
associated with managing the body for pregnancy, or reducing the risk of complication for

the participant.

Participants sought knowledge about weight management or GWG (1, 6, 10, 22),
foetal development (5), gestational diabetes mellitus (GDM) (8), birth options (12), and
medical risks associated with pregnancy and childbirth as a ‘fat’ person (8, 12, 23). The
internet was the most common way that participants accessed this information. Some
participants appreciated having the option of finding information online (1, 10, 21), but

others found the results to be disheartening, scary, or anxiety provoking (8,12, 19, 23).

Managing the fat pregnant body typically involved participants engaging in dieting
and exercise in order to lose or maintain weight, or to have a ‘healthy’ pregnancy (10, 11, 12,
14,15,17, 18, 19, 20). Practices ranged from eating ‘healthily’ (10, 15, 18, 19) and
exercising (15,17, 18, 19) but when trying to access fertility treatment, one participant
engaged in starvation dieting and over-exercising (14). Management practices were not

limited to physical weight loss or being healthy. One participant in Dejoy et al. (2016) even
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managed the heaviness of their clothing and personal care items, even though this had no
actual impact on their body mass itself:
There’s a lot of stress during weighing. I’'m very careful to wear my lightest clothes. I
take off my shoes, even if they’re the thinnest flip flops. I even think about how much
gel I put in my hair because I’'m so afraid of the problem of gaining too much weight.
(p-221)
Another participant also tried to manage their fat pregnant body by attempting to stimulate
early labour by consuming castor oil to mitigate the risk of trying to birth an ever-growing
baby (5). When the fruits of attempted weight loss and management were not realised
physically, participants in Parker and Pausé (2019) experienced a decline in wellbeing,
withdrawing socially, and having past eating disorders and self-medicating behaviours

triggered.

Just as weight discussions impacted upon participants’ views of their bodies, language
regarding fatness in relation to fertility, pregnancy and birth varied across the primary
studies, and appeared to have a tangible impact on the experiences of many of the
participants (1,2, 6,7,9, 15, 20). Participants and their bodies were labelled as ‘obese’,
‘having obesity’, ‘overweight’, ‘fat’, or ‘having raised BMI’ by some medical professionals
and some authors. In some cases, this variation in language tended to reflect the authors

orientation toward a more biomedical, or fat studies approach to research.

Participants described a variety of experiences in relation to how specific labels from
medical professionals made them feel about themselves and their bodies. ‘Obese’ or ‘obesity’
language use was problematic for many participants, with participants describing it as

insulting, awful, haunting, or stigmatising (1,2, 6, 7). ‘BMI’ was less abrasive, but
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participants commented that it was almost used as a euphemism or buffer to avoid the
discomfort that the word ‘obese’ created, even though these terms are synonymous (1, 15).
Conversely, participants in Shaw and Fehoko (2022) could not define BMI but knew it
reflected an ideal standard of body and weight loss, and instead referred to themselves as
overweight, obese, or morbidly obese. Hilary and Janna in Bombak et al. (2016) describe
their experiences of language and the impact it had on them:
Participants frequently described instances of feeling “wrong” and “disgusting” because
of the language used by healthcare practitioners. Hillary, for example, was sent to a
specialist because her family doctor suspected that PCOS was at the heart of her
infertility. At her appointment, Hillary was told bluntly that her problem was not PCOS,
but that she was “fat.” She described this word usage as “upsetting.” At the most
extreme end of insensitive language usage, Janna was told by a physician that “if you

don't get that weight off you now, you're going to be a menace to the government. (p.

98)

This insensitivity was not consistent across all studies, but the participants’ accounts
in Bombak et al. (2016) highlighted the negative connotation of with the word ‘fat’ that fat
activists are trying to disrupt. In a demonstration of sensitivity, the midwives who helped
Keenan and Stapleton (2010) with recruiting participants had an awareness that biomedical
language such as overweight or obese might be unhelpful for people in their care. Instead, the
midwives used “raised BMI” in antenatal settings (Keenan & Stapleton, 2010, p. 375), which
may reflect the suspicions from participants that BMI is a neutralising euphemism (1, 15).
The biomedical language used by medical professionals had tangible impacts on participants
experiences of their own bodies and is a testament to the power of the institution of medicine

to determine what is normal or healthy and what is problematic. Again, being positioned as
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unhealthy, or in the case of reproductive care, unfit, has an impact upon fat people’s right to

access the reproductive healthcare and outcomes that they are entitled to.

The variation in language regarding the participants body composition tended to be a
reflection the authors orientation toward more biomedical, or fat studies approaches to
research. I noticed that this orientation also had an impact on the depth and criticality of these
qualitative studies as well (1,6, 8,9, 10, 22), which relates back to the Big Q/small q
variations of qualitative research as outlined by Braun and Clarke (2022). The clearest
example of ‘small q” qualitative research was from Hurst et al. (2021) who stated that their
aim was to understand the weight bias and stigma that ‘obese’ women encounter in antenatal
care interactions, but proceeded to include interview questions that asked participants about
their understanding of how their weight could affect their health, pregnancy and child. This
line of questioning explored participants understandings of the biomedical framing of their
bodies and not their experiences of bias and stigma. Similarly, Knight-Agarwal et al. (2016)
aimed to explore participants experiences of antenatal care, but proceeded to ask questions

about their knowledge of weight risk, and appropriate GWG.

While exploring participants understanding of their bodily risk in line with their study
aims, some participants in Keely et al. (2011) shared that their embodied experience was that
of overall good health despite some previous medical events. Instead of focusing on the
participants experience of being in good health, Keely et al. (2011, p. 365) boiled the
participants lack of biomedical understanding down to “dissonance between actual state of
health and obesity status”. Keenan and Stapleton (2010) aimed to explore how biomedical
discourse played out in participants interactions with medical professionals; while they

critically reflected on their positionality, as is important in qualitative research, doing so was
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ironically in relation to their assumed responsibility to inform the participants of the potential

health risks associated with high BMI:
Given the often inequitable nature of power relationships between the researcher and the
researched (both interviewers are of average weight or ‘normal’ BMI), and in the
context of a much broader, longitudinal project about food and transitions to
motherhood, there were problems elucidating understandings of health risks associated
with BMI status, about which participants were not aware. There are both ethical and
recruitment/retention issues to consider here in potentially heightening women’s
anxieties by introducing understandings of elevated health risks. (p. 375)

As these examples suggest, several authors perpetuated biomedical discourse within their

research, and subsequently reinforced ideas about fat reproductive bodies that position it as

‘unfit’ and ‘risky’.

Participants’ accounts of what the ideal maternal body is, and how they attempted to
achieve it for themselves highlights that the appearance of having a traditional, slim pregnant
body is often more important than physical health. A fat pregnant body implies the existence
of health risks, and so participants had to manipulate their bodies in order to give the
impression of a healthy pregnant body, even at the expense of actual wellbeing. Biomedical
language was present in discussions about weight, and played an active role in constructing
how participants viewed their bodies. Being constructed as an unfit reproducer, or confused
about medical professionals’ expectations of weight gain, and how weight might be
implicated in care trajectories presents an issue for fat people accessing their reproductive
rights. Within research as polarising as fat fertility and pregnancy, the opportunity for the
development of critical and status-quo-disrupting research is lost when researchers employed

a small q qualitative approach to research that perpetuated the use of biomedical language and
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negative framings of fat pregnancy. Instead of having emancipatory potential for the
participants and other fat people, small q research perpetuated the same biomedical and
problematic framings of fat fertility, pregnancy, and birth, constraining fat people’s ability to

access the reproductive healthcare that they desire.

Negative Experiences of Medicalised Reproductive Healthcare

Negative interactions with medical professionals, and within reproductive healthcare
in general, were prevalent experiences for many participants across the majority of primary
studies. These negative interactions were not uniform experiences; they were related to a
variety of experiences such as medical professionals making assumptions about participants
health and behaviour based on their physical bodies, participants’ inability to access the care
they desired, and equipment and policy that were oppressive to participants. The experiences
and interactions produced emotional responses from participants and led many participants to
anticipate or avoid interactions with medical professionals for fear of it being a negative

experience.

While not a negative experience per se, anticipating and avoiding negative
interactions with medical professionals was both an experience and a tactic for participants.
Anticipating negative interactions with medical professionals was common (1,3,4,5,6,7,9,
11,12,13, 15,16, 19, 20), and often based on personal prior experience (3,5, 6, 12, 20), the
experiences of people close to a participant (9) or based on information they have read about
anti-fat attitudes in healthcare (1,12). Participants anticipated that the interaction would be
stigmatising (4, 7, 11) or humiliating (5, 16). This anticipation of negative interactions had
led to the outright avoidance of reproductive healthcare for some participants (4,7, 19, 20),

or engaging in care but under a cloud of dread about the type of treatment they would receive
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(1,3,5, 13). One participant in Dejoy et al. (2016) reflected on temporarily avoiding and
anticipating a negative interaction:
I didn’t want to go see this doctor at all. After the second or third appointment where
she kept on harping on, “You can’t deliver this baby, you’re too fat to deliver this baby,
you need a repeat c-section,” I just didn’t want to go. It was upsetting enough that, you
know, I didn’t attempt to sabotage the appointments, but I would leave the house late, or
I would drag my feet getting ready to leave the house because I didn’t want to be

subjected to another appointment. (p. 221)

Two participants from separate studies (15, 20) appeared to prioritise the potentially
negative experience of the medical professional during interactions above their own.
Participant Anita (15) shared that she was uncomfortable about her weight during labour but
prioritised feeling sorry for the medical professional who had to perform vaginal
examinations on her. Mona (20) anticipated shame or embarrassment coming from being
given medical advice (that she had heard before) about changing health behaviours to
conceive. As a result, Mona self-selected out of trying to access fertility treatments in order to
not “waste” the medical professional’s time, appearing to prioritise a potential inconvenience
for the medical professional above her own desire to conceive:

In discussing the reasons for their self-assessment, Mona commented that she did not

want to waste the fertility specialist’s time by getting advice she already knew she

would hear about losing weight, stopping smoking, and limiting consumption of certain
foods and beverages. Such advice was imparted by friends and internet research. By not
hearing this advice from the fertility specialist, it appeared to spare Mona any shame or

embarrassment she may have felt or experienced. (Shaw & Fehoko, 2022, p. 7)
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Another type of negative interaction with medical professionals related to the way

providers made assumptions about the participants’ health and behaviour based on the

way their body looked (2,3,5,6,7,9,10, 11, 12,13, 14, 16, 17, 20, 23). Participants

shared that their fat bodies were interpreted by medical professionals as physical

evidence of poor health behaviours and therefore health conditions they had such as

infertility, polycystic ovarian syndrome (PCOS), GDM, instead of investigating their

medical histories more thoroughly (2,3,6,7, 11, 14, 20). For instance, participant

Marjorie in McPhail et al. (2016) had:
been referred to a fertility clinic after surviving cervical cancer. The cancer treatments
had resulted in vaginal stenosis, a narrowing of the vagina, as well as irregular periods.
Despite this, Marjorie was told from her very first consultation that her high BMI was
the culprit: “The first, first thing was weight. And there was no conversation of vaginal
stenosis, which was a big issue for me to get pregnant. I brought it up and it was like,
just shut down, it was the weight. And I had said “But I had gotten pregnant twice.”
And it was back to the weight. ... So they had said “We can’t do anything for you until

you lose thirty pounds. You’ve got till September”. (pp. 107-108)

Participants also shared that they felt some interactions with medical professionals were
accusatory or that the medical professional used their bodies as evidence of behaviour such as
poor diet, or lack of exercise over listening to what the participants told them (3, 7,12, 13,
16, 17). For instance, a participant in Dejoy et al. (2016) shared that:

As [my doctor’s] reading the food diary . . . which she then told me my husband needed

to sign because she felt that I was lying and wasn’t providing all of the food that I was

eating because there was no way for me to remain at my size eating what I was eating. It
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made me uncomfortable, not only as a fat person, but as a woman, to say that your
husband needs to sign. (p. 220)
The authors explored how this participant’s healthcare provider distrusted their reports
to the extent that they had their husband sign off on their food diary. This illustrated
the mistrust healthcare providers had for participants’ accounts in the face of the

‘evidence’ they saw in participants’ bodies.

While most assumptions about participants behaviours and health were in relation to
infertility, PCOS or GDM, some participants also experienced medical professional making
assumptions about their ability to breastfeed (13), ability to successfully carry a pregnancy
and deliver a child, or their physical mobility (5, 23) as one participant described:

She decided, from my BMI, that they were going to need an electric bed for me. So

that they didn’t have to manoeuvre me up and down the bed, and everything. And I

didn’t need any help moving myself around. I was up and about and I was off the

morphine very quickly. They just presume. Without looking at you, they must have
looked at just parts of your notes. Decision taken...I was taken to one side and it was
put very nicely, without using the words ‘you’re very fat, and going to be too heavy
for our nurses to lift, it would be better all round if we gave you this bed. Because you
can manipulate yourself up and down. And my nurses won’t have to struggle because
we’re not supposed to’. It’s that assumption because you’re overweight. I thought

‘Yes. That’s somebody stereotyping me’. (Furber & McGowan, 2011, p. 441)

When participants struggled to access desired care because of how their fat, ‘risky’

bodies were interpreted by medical professionals (2, 3,6, 10, 11, 12, 14, 15, 16, 17, 20, 23)

several issues ensued. These issues included being unable to access midwifery care (2, 3),
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being refused fertility treatment until weight loss was achieved (2, 11), being refused a
vaginal birth after caesarean (VBAC) (3) or being refused a homebirth (17). Issues of
accessing desired care were not limited to the refusal of desired care but consequently created
experiences where participants received types of care that they did not desire. For example,
when participants were denied a vaginal birth, it could lead to a caesarean that they did not
want (3), or when participants were denied midwifery care, it could lead to obstetric/high-risk
care that they did not want (2, 3). One shocking example of the refusal of care was from a
participant named Shelley (2, 14) who was in good health and wished to have a baby:

I had had an IUD placed. And I wanted to have it out, and [my doctor] refused. She

said that at my weight, it would be a disaster if I got pregnant. ... So it was probably a

year of me going and saying “I really want to take this out.” And, her just saying

‘Absolutely not’. (McPhail et al., 2016, p. 108)

Access issues were not limited to the outright refusal of care; but some participants
also felt that medical professionals may have avoided providing care such as pap smears (2)
or routine testing and examinations because of their weight (15). Anita (15) expressed
concern that she did not receive the same routine care that a woman of ‘normal weight” might

have received.

Other participants expressed frustration that medical professionals added barriers to
accessing desired care. For example, one participant was unable to begin the process of
accessing publicly funded fertility treatment because their general practitioner would not give
an outright diagnosis of infertility (23). Similarly, another participant suspected they would
develop GDM and sought information from a doctor about how to manage it (10). The doctor

refused to provide information until testing confirmed a GDM diagnosis, by which point the
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participant had indeed developed GDM, but felt it could have been avoided if information
was provided when they asked for it (10). Just as this participant had advocated for themself
in seeking information, other participants had to advocate for themselves in the form of
repeatedly having to ask for pain medication during and after labour (5,12). For Lee (2020),

this pain relief was refused because drugs were not included in the pre-birth plan.

Interactions with medical professionals were not the only source of negative
experience when navigating fat fertility, pregnancy, and birth for the participants in the
studies. Closely related to issues of accessing desired care, ‘oppressive things’ represented
non-human and non-physical ‘things’ that created or contributed to negative experiences with
medical professionals, or inability to access desired care. These ‘things’ included equipment
3,5,7,9,11,13,15,16,19,20,21) and policy, protocol, and procedure (9, 11, 12, 14, 15,
23). Medical equipment such as blood pressure cuffs, hospital gowns, postpartum underwear,
beds, sanitary paper and stirrups were all too small for many participants (3, 9, 13, 16) which
was described as uncomfortable and embarrassing (13). Even being present in the physical
building of a fertility clinic felt intimidating to some participants (20). Ultrasound machines
were the most common piece of equipment that contributed to negative interactions and
experiences (5,7,9, 13, 15, 19) as one participant recounted (13):

I was there flat on my back and the ultrasound scanner had pushed and crushed my body
from the outside and the inside to get a view of the baby but had to give up. She finally
said that it was my fault she could not get a good view as I was too fat. (Lindhardt et al.,
2013, p. 1103)
One participant mentioned that her postpartum breastfeeding pillow did not fit her body and
impacted upon breastfeeding aspirations (21). This experience highlighted that it was not just

hospital or medical equipment that ostracized fat people during pregnancy and birth, but it is
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also mainstream consumer goods that reinforced messages about not having a ‘standard’

maternal body.

In addition to physical objects contributing to negative experiences, participants
recognised that policy, protocol and procedure played a large role in dictating their care
options (9, 11, 14, 15, 23). Alison (15) clarified that policy played a larger role in the
determination of her care than the medical professionals:

The people I see don’t [choose to treat me differently], it’s just the protocol that they’ve
got to follow. (Mills et al., 2013, p. 316)
One participant shared that it was mandatory to meet the anaesthesiologist to determine if
they were eligible for an epidural (11), while another shared that it was mandatory to get an

epidural at their size, not because they needed one, but ‘just in case’ (23).

In several studies participants shared how negative interactions with medical
professionals led to an emotional response from the participant. Unsurprisingly, weight was
the consistent factor across participants negative interactions with medical professionals,
which contributed to a broad range of negative emotions such as anxiety, fear,
disappointment, shame, humiliation, guilt, devastation, stigmatisation, and alienation (1, 2, 3,
5,6,7,10,11,12,13, 14, 15,16, 19, 23). Not only did these interactions create negative
emotions, but they also eroded any positive feelings or confidence that participants had prior
to the interactions (13, 19), and contributed to bouts of comfort eating (7). Unfortunately for
many participants, these emotions were not fleeting, but persisted after the interaction ended,
throughout their pregnancies and beyond in some cases (1,2, 3, 10, 12, 13, 19, 23). Nadine
(19) reflected on the impact of a negative interaction with her midwife:

When I met her [midwife] I was really happy but I could tell immediately on her face

that she was not happy ... So she did the whole normal consultation and it wasn’t until
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the end of the consultation that she said, ‘‘actually you’re very overweight, and I’ll take
you, I’ll take you on as a case but when I get closer to the time, when you’re a bit
further along I may have to assess the risk of you being a mother’’. And then she said,
‘“and if the risk is too high for me I’m sorry, I can’t take you on, I’'m going to have to
give you to a specialist team’’. And that’s when I clicked, I'd never thought of my
weight being a problem before, like I usually try to do things quite diligently, so when
she said that, that automatically sparked fear, and then I was like in fear the whole way
through my pregnancy. (Parker & Pausé, 2019, p. 258)

Several participants also described feeling dehumanised (2, 3, 11), and undeserving of quality

care as a result of their negative interactions with medical professionals (2).

The overwhelming consensus from participants was that their fatness was always
implicated in negative interactions with medical professionals and reproductive healthcare
more widely. This focus on weight within negative interactions shows how medical
professionals (guided by biomedical understanding of reproduction and the institution of
medicine) positioned participants as unfit reproducers. At times, this positioning constrained
the participants’ human right to have a child, and if the participant was pregnant, medical
professionals did not contribute to a dignified start to parenthood. This subtheme also
highlights how it is not just medical professionals themselves that impact upon participants
reproductive rights, it is also medical equipment and policy that reinforced messages about
fat people being unfit reproducers. These ‘oppressive things’ were reflective of the

institutional power of medicine, denying access to desired care for participants.
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The Impact of Medical Interventions and Surveillance on Accessing Desired Care

Participants across almost all studies experienced a variety of interventions or
surveillance that were based on assumptions about their bodies and the risk their fatness
posed. Interventions were numerous and sometimes painful and unnecessary. Surveillance
was increased and care was escalated, sometimes without the participant consent, leading

them to feel like they had no control over their reproductive care experiences.

Participants were often subjected to increased medical surveillance or monitoring
throughout their reproductive care (1,6,7,8,9, 11, 12, 14). Most participants recognised that
the increased monitoring and medical attention was due to their weight or BMI (2,6, 8, 11,
14). However, some did not, but thought the increased monitoring was in relation to issues
such as the zika virus or their age (6). Other participants had medical professionals attribute
the extra surveillance to large babies or just pregnancy itself (9). The monitoring of, or testing
for, GDM was also common form of increased surveillance and monitoring (1, 6, 7) with
Hilary (1) describing the increased monitoring as medical professionals ‘zooming in’ on her
weight after her GDM test. Similarly, Lee (2020) who already had type 2 diabetes was
subjected to intense monitoring of her blood sugar levels and was prescribed medication
before she was able to conceive. Lee was already attuned to the “hysteria” around diabetes
and the medical professionals at the diabetes pregnancy clinic she attended reinforced this by
stating “...that out of control blood sugar numbers can lead to miscarriage, large babies, and
congenital issues”, reinforcing messages about the fat, ‘risky’ body (Lee, 2020, p. 4). The
assumption of GDM in fat pregnancy also led to automatic testing and over-concern from

medical professionals about slightly raised blood sugar levels (7, 14).
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The increases in surveillance and monitoring also had the implication of care
escalation for participants, with many sharing experiences of their care escalating in intensity
due to their weight, without much regard for their personal preferences or the presence of
increased risk (3,5,7,8,9,10, 11, 12,13, 14, 15, 23). The escalation of care also ties in
closely with medical professionals making assumptions about participants bodies, because
often the assumptions about health status led to participants being automatically determined
as high risk and care being escalated accordingly in a standardised fashion. Participants felt
that medical professionals treated them like objects (23) with almost mechanical certainty
that complications would develop (3, 15). Alison (15) described this automatization as like:

Being put in a ‘bucket’, ‘you’re overweight “beepbom” you’re in this bucket. It’s sort of
like they have a bucket for different people and you don’t feel like you’re in a bucket

you just feel like you’re a person. (Mills et al., 2013, p. 316)

Others described their care being escalated, from their preferred midwifery care to specialist
or consultant care, often without their knowledge or consent (8, 13). Care was also escalated
through an automatic progression of interventions, from epidural to caesarean section (5, 11,
12). Cheryl (11) reflected on her conversation with an anaesthesiologist who was correct in
his predictions of her intervention progression:
So...he looked at me and said well, I’'m going to tell you this because it’s true. If you
get an epidural you are going to have a C section. He goes I guarantee it because of
your weight [ . . .] And I, because I was so anti C section, I was like I felt like he had
shot me, I was like — cause at the time I was really on the fence about epidurals. I
really didn’t want to get one. I didn’t. I really - I’d read a lot about them. I was like
no, no, no, no, no [ ... ] And it also made me feel extremely fat shamed. It’s like

well you’re fat you’re going to get an epidural and a C section, I call it now, except
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he was right. I mean as judgmental as he was and all that, it was true. He could have
said it in a way different way, but it was true. And yeah, it’s like it’s true because it’s
almost as if the minute you get that epidural you’re on this downward spiral to the

O.R. Like you just - it’s automatic. (LaMarre et al., 2020, p. 350)

Closely linked to the automation and escalation of care was a tendency for participants
to be coerced into or passive recipients of intervention. Participants shared experiences of
medical coercion, where their care trajectory was based on their perceived risk, or instances of
passivity where they simply gave up any control in determining their own care outcomes (3,
6,9,12,16, 18, 19, 23). Some participants felt forced into, or accepted interventions because
they were worried about the potential risks to themselves or their child or were concerned
they would not receive adequate care from medical professionals, if they did not consent (3, 6,
9, 16, 19, 23). Participants in Dejoy et al. (2016) reported:

That they felt coerced into giving birth via caesarean: “I was not preeclamptic; I

wasn’t diabetic; I wasn’t having any additional problems; I had no complications. I

was just fat while pregnant and therefore needed a c-section”. (p. 220)

Other participants became passive or disengaged in decision making processes around their
care because they did not feel like they had a say (6,9, 16, 18, 23). Passivity was particularly
clear in Katrina’s (9) account where she described how “they” (the medical professionals)
decided she would be having an induction because her child was too big for her planned
natural delivery. Perceived or potential risk was the underlying factor in both coercion and
passivity. Risk was used to encourage participants to accept intervention, or it was framed as
something to be avoided through medical intervention. Ange, a participant in Parker and

Pausé (2018b):
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Described her passivity in relation to the development of her birth plan, the control of
which she had ceded to the hospital to mitigate the risks of her fatness: I was worried
about my weight, and I still am, because I don’t want to be a fat mum. And I remember
my midwife was asking me about my birth plan and I said well, you know, the

hospital’s got my birth plan, it doesn’t matter what I want, and that’s tough. (p. 129)

A further consequence of automatisation and medical coercion based on assumption of
risk was that some participants received interventions that were entirely unnecessary, and
served no medical purpose in avoiding risk, or improving fertility or health outcomes (3, 5, 6,
11,17, 23). Unnecessary interventions ranged from dietary counselling, GDM testing, sleep
apnoea testing, genetic testing, blood work, frequent ultrasounds, caesarean section, and
epidural catheter insertion (3,5, 6, 11, 17, 23). Some participants only recognised that
interventions or testing were unnecessary in hindsight when the outcomes of their assumed
risk never eventuated. For example, several participants agreed to extra ultrasounds (5, 17).
One participant elected to have caesarean based on the ultrasounds estimation of foetal size,
only to learn after the birth that the measurements were inaccurate (5). Similarly some
participants in Thorbjornsdottir et al. (2020, p. 6) who had to get an epidural catheter inserted
based on hospital protocol reported that it “was removed postpartum without ever being

used.”

A less common but no less concerning experience for participants was being treated
roughly during interventions and screenings (13, 15, 19), sometimes experiencing pain during
ultrasounds (6) and examinations (16). Zoe in Parker and Pausé (2019, p. 259) shared her

experience of being taken for an emergency caesarean:
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I felt like they were gruffer with me, like they were punishing me for being big. It’s like
you’re automatically given a label ‘‘larger, difficult, this is just going to be a big

hassle’’, yeah I think it’s definitely there. (p. 259)

The assumed bodily risk associated with fat fertility, pregnancy and birth was
used to explain, encourage and enforce increased medical surveillance and interventions
for fat people, regardless of actual risk or necessity. Increases in medical intervention
and surveillance reiterates medical assumptions about the danger of fat bodies and

interfered with participants ability to access the reproductive care that they desired.

Having a problematic maternal body and trying to navigate reproductive healthcare
settings with a fat ‘risky’ body left participants with only two ways to access their desired
care. These were personally practising resistance or having supportive and empowering
interactions with medical professionals. Defying negative framings of fat pregnant bodies
through positive birthing outcomes was one tangible way that participants could practise
resistance, albeit in hindsight. Several participants shared stories of uncomplicated births that
did not require intervention and resulted in a healthy baby (3, 16, 17). Lisa in Parker and
Pausé (2018a) shared a particularly satisfying account of resistance through a positive birth
experience:

I got my own back anyway (laughs), that’s kinda what I thought afterwards, like “ha ha

ha, tell me I can’t do it”. You know because the hospital was saying it was going to be

so difficult and a caesarean, and the hospital midwives were there, and the obstetrician
was on his way and it was just like all of a sudden it was over and she [midwife] was

still filling out the paperwork and I was on the toilet going “he’s here”, “hello?”. (p. 7)
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Having had a positive birthing experience also provided reassurances to participants that their
bodies were not as problematic and risky as medical professionals had predicted, giving them
confidence to advocate for themselves in future reproductive care interactions, and also

supported positive feelings about their maternal identity (17).

In the context of normalised biomedical discourse and over-medicalisation of fat
reproductive care, many participants demonstrated resistance to, or challenges to these more
mainstream understandings when reflecting on their experiences (1,2, 3,4,6,7,8,9, 10, 11,
14,15,17,19, 20, 21). Several participants reflected on ‘acts of rebellion” as a form of
resistance. Resistance included eating foods that were not recommended or ‘allowed’ during
pregnancy (1, 10). One participant (Judith) shared that she had acquaintances who resisted a
GDM diagnosis by making themselves sick before their GDM test, “defrauding the system”
and preventing the test from going ahead (Jarvie, 2017, p. 82). Participants also raised several
questions during their interviews that demonstrated their challenging of biomedical discourse
and the over-medicalisation of their fat pregnancies. Some questioned the assumed link
between fatness and GDM (7), fatness, endometriosis, and fertility (11), or how weight is
implicated in pregnancy complications generally (8). Others questioned the catastrophising of
their BMI (6) or slightly raised blood sugars (14). Finally, participants resisted the idea that
their bodies were a risk to their children (2, 7, 14) with Gerry asking “like how much control

do I really have over the outcome of a foetus?”” (McPhail et al., 2016, p. 109).

While some participants felt passive in decision-making processes or coerced into
particular care they did not necessarily want, others demonstrated self-advocacy during their
interactions with medical professionals to ensure that they had the type of reproductive care

experiences they desired (3,4,6,7,9,11, 12,13, 16, 17, 23). For some participants self-
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advocacy involved changing medical professionals until they found one that was supportive
and provided answers to their questions (11, 12, 13). Other participants used medical
literature and the internet to argue for different treatment (3), or had medical professionals
agree in principle to desired care, based on evidence participants researched and presented
(23). Self-advocacy was not always a straightforward or easy process. Several participants
found it exhausting to have to advocate for themselves repeatedly (11, 23) as Rachel from
LaMarre et al. (2020) reflected:
For me, the biggest part is to make sure that I always question people, always have a
good enough answer why things are being done and continue to challenge why. That’s
what I would do differently the next time around. And to make sure that I was satisfied
with the answer and was really clear about it and to not give up either. I think there’s a
point of exhaustion that happens and not to feel bad about it because there’s only so
much you can handle, right? I think having an advocate on the side would have been
helpful too. So, my partner was there and did his job. But I think having a third party to
be really strong and involved would have helped out a lot more too. (p. 353)
In line with Rachel’s suggestions, participants in other studies also shared that they took
partners to their appointments to make sure they were supported (16), and to help gain
answers to any questions that they might have (13). Some participants were able to advocate
for themselves through sheer confidence and were not afraid to initiate conversations with

medical professionals about their weight or to ask for information directly (4, 6,9).

When advocacy was not enough, several participants demonstrated resistance to

‘risky’ mother discourse and the discomfort it brought them through what Bombak et al.

(2016, p. 99) introduced as a “toehold on respectability”, and also through reassurance
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seeking (1,2,7,12,17). The concept of ‘toeholds’ is best demonstrated by Dorothy in
Bombak et al. (2016):
I just want it on record that I'm not a racist, cause I'm not a racist. But I saw all kinds of
other moms coming in who were high-risk. And [nurses were] taking reports from
women, where the questions are 'How much have you had to drink today? You
understand you shouldn't be drinking, right?' And they were getting like great bedside
manner, like, just like a not biased, like 'I'm just here to do my job.' kind of thing. How
come I couldn't have that? The interviewer (Author B) noted in her fieldnotes that by
using the phrase “I'm not a racist,” Dorothy was flagging the fact that she was speaking
of a racialized group of women, who given the geographical context of the story were
clearly Indigenous. Thus, Dorothy resisted obesity mother-blame and demanded better,
more compassionate care through deploying what Fellows and Razack (1998) have
called a “toehold on respectability”. That is, the member of one marginalized group
becomes more respectable - and in this case, becomes a “good mother” - on the backs of
another marginalized group. (p. 99)
Dorothy (2) was not the only participant to use this resistance strategy to manage the
discomfort of being categorised as a bad, fat mother. Other participants highlighted the fatter,
smoking, drug-taking, and poorly eating mothers that they had seen (1, 2,7, 17), and even
described the “revolting”, “obese” stranger smoking a pipe on the street (Parker & Pausé,
2018a, p. 5). Participants also used their observations of others to identify exceptions to the
biomedical discourse ‘rules’ (such as fat people are more likely to develop GDM and have
large babies), by stating that they had seen thin women attending the same diabetes clinics as
them (7), or that skinny acquaintances also had big babies (9). When violations of ‘health’
and biomedical discourse were not visible to participants as points of comparison, they

sought reassurance from others that they were not alone in their experience as a fat pregnant
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person. One participant asked their midwife if there were bigger people at the antenatal clinic
and was reassured when the midwife said yes (1), while another found comfort in images of

other fat pregnant bodies on a blog (12).

When self-advocacy and ‘toehold’ did not work, several participants resorted to
providing justifications for their fat pregnant bodies, and gave reasons for certain outcomes
as a way to resist the negative constructions of their bodies (10, 11, 15, 17). Most commonly,
participants would situate their fat pregnant body against the historical context of it having
been bigger their whole lives (10, 11, 15), while others had to acknowledge their fatness
before being able to offer their healthfulness as resistance. As Parker and Pausé (2018a)
surmise:

The “heaviness” of the construction of pregnancy fatness as a problem meant their
fatness could not be completely disregarded. Rather, participants created discursive
spaces for resistance by first admitting to their fatness as an undesirable state but
asserting their health and fitness in spite of it. (p. 5)
Another participant resisted negative assumptions about the ability of their birthing body by
making clear that the caesarean they had was due not to their body, but due to the positioning

of their baby (11).

When participants were unable to access their desired care on their own, it was a
welcomed experience to have supportive and empowering interactions with medical
professionals. Amongst the negative, scary, confusing, and stigmatising experiences that
participants shared, there were also instances of interactions with medical professionals that
were supportive and empowering (1, 3,4,7,8,9,12, 14, 15, 16,20, 21,22,23). Two

participants who had harmful experiences with medical professionals shared subsequent

78



supportive experiences with different medical professionals (9, 14). The most obvious

example of supportive interactions and empowering experiences was Shelley (McPhail et al.,

2016) who as mentioned previously, had been repeatedly denied an IUD removal by her GP:
So I called Planned Parenthood one day. I went there, to get it out. And I was crying. I
went into that appointment thinking that I was going to have another doctor tell me that
I shouldn’t do it and I must be crazy. ...And she realized I was crying and she said
“You know, are you okay?” And I said “Well, you know, I’'m just, I want to have a
baby.” And I was lying down, and I figured “Maybe she can’t tell that I'm four hundred
pounds.” And she came up by me, and she said “Of course you want to have a baby.
What’s wrong?” And I said “Well, my doctor wouldn’t take this out.” She said “Okay.
What am I missing?” I said “What do you mean?” She said “Well, what’s your health,
like, high blood pressure?” I said “No.” “How’s your blood sugar?” I said “Pristine.”...
And she said “Do you smoke?” I said “No.” And she was like, “Of course, you’ve got
every right in the world to want this.” And she was rubbing my arm and that made me
cry harder. And she took it out. (p. 108)

This prioritisation of other health indicators in place of solely focusing on weight and BMI

was a common form of supportive interactions for other participants also (1,4, 8). Even when

weight was discussed, it was kept to a minimum and done in a compassionate, judgement-

free way (3, 4, 15).

In light of breastfeeding being constructed as a task of the ideal maternal body,
participants who struggled with breastfeeding felt validated by medical professionals who
prioritised their wellbeing over the perceived necessity of breastfeeding, by supporting them
to feed or supplement with formula (12, 21). Having supportive medical professionals

involved in reproductive healthcare also helped to manage anxieties about pregnancy and
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birth and allowed some participants to look to the future without stress, and to plan for such

things as learning to breastfeed (4).

Empowering interactions occurred when medical professionals fostered a sense of trust
with the participants, respecting them as human beings with agency, and involving them in
their own care (12, 16, 23). Lee (2020) describes her positive interactions with her
obstetrician:

This obstetrician was indeed wonderful, and encouraged my questions throughout

pregnancy. She suggested I could weigh myself each fortnight in the hospital before my

appointment and let her know if there was a big jump in weight, so she could check for
any medical issues related to that. Her trust in me, and the fact that she listened to my

concerns, was probably the single biggest positive aspect to her treatment for me. (p. 6)

(Lee, 2020, p. 6)

In response to negative reproductive healthcare interactions, participants deployed a
ranged of resistance strategies to manage the discomfort of being a positioned as a ‘risky’ fat
person, and to access their desired care. When desired care could not be accessed
independently, participants appreciated supportive and empowering interactions with medical
professionals. Practising resistance and having empowering interactions with medical
professionals demonstrated that participants have ways and means of accessing their desired
care with or without the influence of medical professionals, though this should not be the
case. Authors discussed how systemic changes would need to occur in reproductive
healthcare, and society more widely (2, 11, 14, 19, 20), to de-problematise fatness and thus

remove the need for fat people to such fierce advocates for themselves.
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Summary of Navigating Fat Fertility, Pregnancy, and Birth

In the theme of Navigating Fat Fertility, Pregnancy, and Birth I have synthesised
data from the primary studies regarding participants experiences of navigating reproductive
healthcare during the fertility, pregnancy and birth stages, and demonstrated how their
reproductive rights were supported or constrained during their experiences. Using participant
and author quotes, I described who and what is had an impact on determining whether
participants have positive or negative care experiences, and demonstrated how the primary
authors own biases or positionings may actually perpetuate negative framings of fat pregnant
and birthing people. I also summarised how participants frame themselves as fat reproductive
people, highlighting how some enact resistance strategies to access desired care, and frame
themselves in a positive way prior to embarking on their parenting journeys. Practising
resistance also demonstrated how participants attempted to manage their reproductive

destines, with or without the support of medical professionals.

Theme Two: Mothering and Maternal Identity

The theme of Mothering and Maternal Identity encompasses participants experiences
in relation to the research question: what do interactions with medical professionals have on
the maternal identity development of fat mothers? This theme mostly reflected on postpartum
experiences, but as maternal identity may begin to form during pregnancy and even prior,
there were instances of participants maternal identity being constructed before even giving
birth. The subthemes are Interembodiment, Child-centrism and Self-Management, Distress
During the Postpartum Period, and Personalising Motherhood. These subthemes include
how engagement in reproductive healthcare impacts upon the boundary between mother and
child, postpartum distress, and how mothers make space for themselves as fat mothers in a

largely fatphobic world. Again, I have taken care not to include the experiences of people
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who have not identified themselves or been identified by authors as actual or potential

mothers.

Interembodiment, Child-centrism, and Self-Management

This subtheme highlighted the way in which foetal/child wellbeing is the focal point
of participants fertility, pregnancy, and birth care experiences, related to the development of
their maternal identities (1,2,5,7,9, 10,12, 14,15, 16, 18,19, 21). Lupton (2013) describes
‘interembodiment’ as a conceptualisation of how individual bodies, such as the bodies of a
gestational parent and a foetus, exist in relation to each other. However Lupton argues
elsewhere (Lupton, 2012) that a westernised understanding of reproduction has split this
relational existence, and prioritises the foetus over the gestational parent (child-centrism).
Using Lupton’s work, Parker and Pausé (2019) highlight that ‘interembodiment” may be the
basis for the development of a maternal identity, requiring mothers to prioritise their child in

the womb and beyond in order to be a good mother.

Owing to the biomedical ‘riskiness’ of their bodies, and as a consequence of
interembodiment responsibilities, fat mothers experienced medical professional interactions
during pregnancy where their wellbeing and desires were largely ignored, and their weight
was highlighted as dangerous to their unborn child (1, 2, 5,9, 12, 14, 15, 16, 18). To mitigate
this riskiness, mothers engaged in a variety of self-management practices from pre-
conception onward, in attempts to demonstrate good mothering and ensure their babies’
safety (5, 15, 18, 19). Self-management included monitoring GWG, eating healthily,
exercising, taking supplements, avoiding chemical exposure, and refusing pain relief during
birth (10, 15, 18, 19). Parker and Pausé (2018b) reflected on how engaging in self-

management is used as way to demonstrated mothers’ commitment to their child:
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The force of the negative affect experienced by our participants led them to engage in
regimes of self-governance in an attempt to salvage their maternal identities, and their
babies, from the “ruins” of their fat pregnant bodies. This temporally urgent task to
save their babies from their threatened future and in doing so constitute themselves as
good mothers was undertaken at any cost to themselves. (p. 129)
Despite the separation of mother and child at birth, interembodiment and child-centrism
continued into the postpartum period, and participants noticed a total prioritisation of the
child during healthcare interactions, and next to no support postpartum for themselves (1, 5).
Postpartum healthcare interactions centred around baby’s weight gain (or lack of) and

became a physical manifestation of good mothering.

There appeared to be contradictory interpretations of infant weight gain across
studies. Sometimes, an infant’s weight gain was a point of pride and maternal achievement
for participants (9), while for other participants, big babies were seen as stigmatising (7),
while Lee (2020) reflected on how fat children can be evidence of neglect in medical settings.
Lee (2020) and a participant in Keenan and Stapleton (2010) described how medical
professionals had recommended that their babies go on a diet. Conversely, mothers who
struggle with breastfeeding and whose babies that were underweight’ were also seen as
neglectful (21). Reflecting on the work of (Murphy, 1999), Keenan & Stapleton (2010)
suggested that:

It is the labelling of a baby as a ‘skinny’ or ‘slim’ then, which signals a greater cause

for concern amongst mothers in this study, who were required to do ‘identity work’ to

avoid being interpreted or positioned as deviant bad mothers. (p. 380)

83



As mentioned earlier, many participants had their pregnancies highly monitored and
experienced increased interventions, testing and surveillance. Through ultrasounds and blood
tests, the maternal body is measurable, quantifiable and can be evaluated to ensure the foetus’
safety. Interestingly a participant in Sim et al. (2020) had concerns about their breast milk
quality and asked a medical professional if they could lab test a sample to ensure that the
right nutrients were available in the milk for the baby. Milk testing was not an option and so

the mother was left to measure their mothering success through the baby’s growth.

Riddled with guilt, and feeling selfish, mothers questioned if they should have
become pregnant at all, lost weight first, or if they should have more children in future (5, 14,
18, 19). McPhail et al. (2016) reflected on the delegitimization of participants’ motherhood:
The need to negotiate with moralities and expectations surrounding what a ‘good
mother’ should weigh permeated almost all interviews and was perhaps the most greatly
experienced consequence of the ‘risky’ label —the consequence of being labelled a “bad

(potential) mother”. (pp. 108-109)

When fat bodies were ‘unmanageable’ during pre-conception and pregnancy, the
pressure to ‘bounce back’ after birth became a significant task and source of stress during the
postpartum period (7, 10, 15, 16). In reference to their participants being positioned on a
continuum of intention to lose weight, Mills et al. (2013) reflected on two of their participants
plans:

Towards the end of the continuum were women who felt they had no choice; they had to
do something about losing weight, and this was expressed as they talked about their
plans and strategies to achieve this. Gwen for example planned to change her diet °...as

soon as the baby’s born’. While Denise had learnt from experience, that weight ‘starts to
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sneak on’ after the baby is born, so her plans included setting ‘a routine early this time...

I’ve already started. . . really trying to focus on what my plans are going to be post

[birth]’. (p. 314)
Jarvie (2017) and Knight-Agarwal et al. (2016) suggested that overweight and obese people
should be offered support with weight loss in the postpartum period. None of the participants
in Jarvie (2017) offered this support despite it being a National Institute for Health and Care
Excellence (NICE) recommendation in the UK. While the suggestion of weight management
support problematises postpartum fatness, it also reinforced other participants experiences of
being pushed aside after childbirth, when medical professionals continue to favour of the

child’s health and wellbeing over national standards of care to postpartum mothers.

Distress During the Postpartum Period
As breastfeeding is used as a marker of good mothering and an ideal maternal body,

mothers across several studies felt pressure to breastfeed. This pressure was anxiety-inducing
and stressful, particularly in the face of already negative, reductive framings of their bodies
(12, 13,21). The pressure to breastfeed and prove maternal bodily function, along with
having unmet expectations about their birth experience, resulted in emotional and mental
distress for some participants (9, 12). Lee (2020) described her experience with postpartum
distress after not having met her personal expectation of her breastfeeding:

Reflecting on this now, I realize the breastfeeding schedule the hospital had me on

contributed to the unrealistic and high expectations I had of myself. These expectations

were directly related to what I wanted my fat body to be able to do. I thought, “Just

because I’m fat, doesn’t mean I’'m unfit.” My body can achieve a natural childbirth. But

an induction is not a natural process. In fact, my fatness led to a sense of wanting to
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prove myself able in labor, of setting too-high expectations, of then seeing myself as a

failure, which in turn contributed to postnatal depression. (p. 9)

The effects of fat shaming and negative experiences during pregnancy were not
resolved as soon as a baby was born. Instead, the shame morphed into a range of distress that
impacted upon motherhood as Parker and Pausé (2019) reflected:

This negative state of being endured beyond birth, impacting on participants’ emerging
parenting identities and practices with ongoing health consequences for themselves and
their children. Participants described a range of ways in which their sense of having
failed as mothers before they had even held their babies in their arms carried into their
parenting experiences, resulting in postnatal depression and anxiety, health-care

avoidance, and concern about their own and their children’s weight. (p. 263)

Personalising Motherhood

Just as participants had demonstrated resistance toward their medicalised, risky, and fat
pregnancies, Personalising Motherhood is reflective of the way in which participants across
studies attempted to reconstruct ideas of ‘good’ mothering in a way that created space for
their frowned-upon fat bodies, and defended their right to be mothers (4, 17, 19, 20, 21).
Successfully giving birth (17), having high self-confidence (4), and rejecting the link between
fatness and bad mothering (14, 19), all helped participants resist the notion that they were bad,
fat mothers. Samantha in McPhail et al. (2016) reflected:

Some people will never understand what it’s like to be bigger. And, they won’t

understand what it’s like to be bigger and to be pregnant. Like, you’re the same as

everyone else. You just have a few more things to consider, you know? I don’t consider

myself a bad mother because I got pregnant when I was bigger. I don’t consider myself
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to be a bad pregnant person because I was bigger.” The discourse of “obese” women as
“bad (potential) mothers” was therefore soundly rejected by most participants, even at

the same time they often had little or no control over its consequences. (p. 109)

Once again, breastfeeding became a central feature in participants stories of
mothering. When breastfeeding is seen as a necessary function of the maternal body, it
becomes an important ability to have, particularly when fat mothers’ bodies are already
problematised because of their size and weight. One mother was unencumbered by weight
stigma in relation to their breastfeeding goals because it was something they wanted to do,
and nothing could stop them seeking support to do so (4). Others who tried breastfeeding but
were unsuccessful shifted to a ‘fed is best’ philosophy, focusing on how they could meet their
babies feeding needs within their particular circumstances, and not letting the initial
disappointment of not being able to breastfeed upset them:

Infant feeding practices thus manifested as a relation of power; participants
demonstrated agency by resisting the dominant discourse signifying breastfeeding
practice as a maternal good and reshaping breastfeeding practice for their context. In
negotiating their infant feeding decisions, participants described the important role that
health professionals played; their expertise was valued for supporting them in
navigating new parenthood and affirming their experiences as capable mothers and the
decisions that they made regarding infant feeding and health-related practices. This was
particularly important in the early days and weeks postpartum, which is a critical

timeframe for establishing a breastfeeding relationship. (Sim et al., 2020, p. 1743)

Two participants bought up alternative forms of mothering that are not typical of

westernised constructions of motherhood (20, 21). To avoid having to engage in the self-
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management of preparing the body for fertility treatment, Awhina considered the option of
becoming a mother through whangai, where her sister would provide the egg and gestate a
baby that Awhina would then raise as her own (Shaw & Fehoko, 2022). Conversely, a
participant in Sim et al. (2020, p. 1742) resisted the westernised constructions of motherhood
by not wanting to mother the child that she gestated, positioning herself as “a biological
mother, but not a primary caregiver”. These less ‘traditional’ pathways to or away from
motherhood may demonstrate a more self-actualising experience where participants were

able to have more control over their reproductive destinies.

Summary of Mothering and Maternal Identity

Mothering and Maternal Identity summarised the way in which medical
professionals perpetuated biomedical understandings of foetal risk during pregnancy and
throughout the postpartum period, bringing into question the participants right to parent, and
therefore impacting upon their maternal identity development. Interembodiment, and the
subsequent child-centrism that accompanied it, make the foetus/child the focal point of
pregnancy and motherhood, leaving the mothers deprioritised or ignored by medical
professionals. It was distressing for participants and harmful to their maternal identities when
they did not meet the idealised standard of maternal body. Despite experiences being
generally negative, some participants were able to share stories that demonstrated resistance
to biomedical understandings and normative ideas about what a ‘good” mother and maternal
body looked like. This resistance helped them to establish a more self-actualised maternal

identity.
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Theme Three: Intersectionality, and Material and Social Constraints

This theme highlights the intersectional and ecological constraints that impact upon
the reproductive healthcare and/or mothering experiences of many participants across the
primary studies. While being fat and pregnant itself is a point of intersectional difference,
removed from normative ideas about the ideal maternal body and mothering, there were other
factors such as culture and ethnicity, social factors, gender identification, sexual orientation,
and material constraints, that added additional layers of difference. Here I highlighted
findings that demonstrated additional intersectional constraints that many participants had to

contend with while navigating fat fertility, pregnancy, birth, and parenthood.

Any points of cultural difference that are removed from dominant, White ideals of
reproduction and parenting become very apparent to participants who come from non-White
cultural backgrounds (9, 11, 15, 20). Several participants experienced reproductive care that
was not accommodating of their Indigenous traditions or sensitivities regarding reproduction
(11, 20). For one participant, Rachel, accessing mainstream maternity care as a fat Indigenous
woman was negative, embarrassing, and culturally unsafe because medical professionals
lacked cultural competence to accommodate her desired care (11). Drawing on Gailey
(2014), LaMarre et al. (2020, p. 351) describe Rachel’s intersectional experience as
‘hyper(in)visibility’, with her body being highly visible, while her cultural identity is ignored
in the context of a highly medicalised birth. Similarly, participants in Shaw and Fehoko
(2022) struggled to access publicly funded fertility treatment in Aotearoa New Zealand
owing to their physiological difference and the cultural acceptability of assisted reproduction.
Firstly, it is accepted that Pasifika people have higher bone and muscle mass than their
Pakeha counterparts, meaning that the BMI cut-off for publicly funded fertility treatment is

discriminatory (20). Secondly, discussing reproduction and sex organs may be culturally

89



inappropriate for some Indigenous people, or there simply is not the language or terminology
to address assisted reproduction in any language other than English (20). Another participant
who is Asian struggled to balance her family’s idea of what a healthy baby should be fed to
gain weight (fried semolina and sugar) and look like (plump) against her own understandings
of what is considered appropriate and healthy eating given her own experience with diabetes
).

Participants also shared how close social relationships and society more widely
impacted upon their pregnancy and parenting experiences. Participants had to contend with
negative constructions of themselves and their reproductive capabilities from strangers,
family, friends, and the media (4,5,7,9, 10, 12, 15, 18). The people involved in these
interactions made assumptions about the participants eating and lifestyle habits, and
outwardly expressed their predictions about changes in the participants bodies, their
parenting abilities, and the size of the baby (5, 7, 8):

Women were perturbed that they might be judged as irresponsible, deficient mothers if
their baby was too large. Three women reported receiving disparaging comments from
friends/family/work colleagues imputing responsibility for a big...Andrea was shocked

to be told by a work colleague, ‘You could have a 15 pounder!’. (Jarvie, 2017, p. 83)

Participants also expressed frustration about the stereotypes and negative
representations of fat pregnant people in society and media (10, 15, 18). For Lee (2020), her
high level of education and privileged positionality served as a defence against negative
stereotyping of fat pregnant people:

I had been treated with respect by the third obstetrician, and by the endocrinologist,

although she made classist remarks several times, which reminded me, I am a fat white

cis-gendered middle-class educated woman, albeit with working-class family roots. I
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have no doubt that I received better care from her at times because I was educated, and

I have a PhD. She therefore believed what I said and could relate to me. (p. 7)

Social support was also highlighted as an important factor for breastfeeding, but some
participants struggled to access this support (4, 21). For some, their family members distaste
for breastfeeding (4) or a lack of family help in general (21) was a deterrent to breastfeeding.
For one participant, the COVID-19 pandemic presented a barrier to accessing in-person

breastfeeding support socially and from healthcare providers (4).

Only two studies considered the intersectional implications of fat fertility and
pregnancy for LGBTQ+ people (11,14). These studies importantly highlighted the tendency
for medical professionals to prioritise weight as a risk factor over getting to know their
patients and providing inclusive, safe care. Participants Megan (11) and Gerry (14) sought
reproductive healthcare for the purposes of conceiving with donated sperm, but from the
outset, their respective medical professionals made the assumption that they were struggling
with infertility due to their weight. LaMarre et al. (2020) argued that:

The spaces participants navigated at times showed their heteropatriarchal and

colonizing roots. Participants’ accounts reflected how even in spaces designed to be

accessible and inclusive, vestiges of marginalization and a lack of understanding of

gender nonnormativity persist. (p. 352)

This was not just the case for participant Megan and Gerry, but also for Luke, a White trans
man, who noted that while there were ‘gestures’ of inclusive care such as trans affirming
posters on the hospital walls, he still experienced problematic interactions with medical

professionals (11).
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Experiencing material deprivation as a fat pregnant person or parent was immensely
complicated for participants (7, 11, 21). Most commonly, material constraints were financial
in nature, but also included associated issues such as insecure, unsafe housing and food
insecurity (7, 11, 21). For participants who were having their reproductive care medically
managed (7, 11), or who were trying to practise good mothering postpartum (21) material
constraints presented a huge intersectional challenge that impacted upon their ability to
access their desired care (11), adhere to dietary and exercise recommendations (7), and feed

their children (21).

Participants with GDM noted the financial strain of having to follow specific dietary
and exercise recommendations. Eating healthy, going to the gym, or engaging in weight
management programmes such as Weight Watchers was expensive, particularly when
participants were already experiencing financial difficulty (7). Participants also noted that
‘good’ foods were more nourishing and expensive, while affordable, more accessible foods
offered less nutritional value (7, 21). Nutrition was also implicated in some participants
breastfeeding experiences (Sim et al., 2020):

I don’teat . . . the way normal people eat . . . I didn’t even think of factoring that into
my ability to breastfeed.” In later interviews, a participant described how both her body
weight and food insecurity was influencing her breastmilk: I was worried about whether
or not she was getting the proper nutrients and things like that . . . but I was also
wondering, you know . . . if my being so overweight was actually causing the milk to be

too fatty and not give her enough, essentially. (p. 1741)
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The increased medical management of fat fertility and pregnancy added to material
constraints as participants had to manage costs of travel to extra appointments with social and
work obligations (7, 11) as Jarvie (2017) commented:
Many participants emphasised the expenditure required to attend additional antenatal
appointments due to obesity/diabetes. Women/families on benefits/low incomes
struggled to meet transportation and hospital parking costs. Working women worried
about employers not being favourable to time off. Some women paid for additional
childcare to avoid being accompanied by young children to lengthy clinic appointments.
(p- 82)

Having to attend additional hospital appointments while trying to manage the stresses of

material constraints may be unhelpful people’s wellbeing and may highlight how little some

medical professionals considered the more holistic and contextual factors of their patients’

lives when making treatment and care plans.

Summary of Intersectionality, Material, and Social Conditions

In addition to being fat and seeking reproductive healthcare, participants across
thirteen of the primary studies were located at additional intersectional points of difference,
or experienced material and social constraints, which impacted upon their ability to access
their desired reproductive care. Existing at the centre of multiple positionalities such as fat
and Indigenous, or fat and queer opened participants up to negative experiences where
medical professionals made assumptions about their care based on their bodies, or their
fertility and birth experiences were not culturally safe or appropriate. Lack of financial
resources and familial support impacted upon participants ability to manage health conditions
and achieve breastfeeding aspirations. Wider social acceptance of biomedical ideas about fat

reproduction also created negative experiences for participants during interactions with
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acquaintances and even strangers. These negative experiences were a direct violation of the
participants right to parent in healthy and safe environments, and highlighted how
compounding forms of oppression, or deprivation, amplify discrimination in reproductive

healthcare.

Theme Four: What Participants Want

Across the primary studies, participants asserted their own ideas and
recommendations for how medical professionals should treat them (and others) in future, by
providing humanising care that is that accommodates differences and looks at the participants
health in a holistic way. Participants also described how they wanted to have provisions for

social support facilitated.

Instead of care being determined by assumptions about fat bodies, health and
behaviours, participants suggested that medical professionals should take a holistic view of
participants well-being (1,7, 11, 16, 23). For most participants, a holistic view of their bodies
meant not focusing on weight and fatness as the sole determinant of health and subsequent
care options or interventions (7, 11, 16, 23). As Thorbjornsdottir et al. (2020) reflected:

She [research participant] wished for healthcare personnel to see beyond the exterior

of her body. To interact and communicate factually without prejudice and with respect

to her, holistically, so that she too, could have a positive experience. (p. 4)

Other participants wanted their health to be considered equally important alongside the
baby’s (1), or for medical professionals to actually ask participants about the state of their
general health or potential ‘unhealthy’ behaviours, rather than drawing conclusions based on

their appearance (11).
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Taking into consideration participants accounts of the sometimes confusing, avoidant,
and generic advice and information given to them by medical professionals, participants
across several studies made calls for advice and information to be clear and personalised (1,
6, 10, 13, 14, 15, 22, 23). Participants want accessible information regarding their care and
potential risks delivered in a factual, non-judgmental way (1, 14, 23). Having information
about potential risks helped some participants to feel accommodated (23), and like they had
some autonomy over their care and experiences (14). Participants also wished that messaging
and advice around their weight would be tailored to them (10, 13, 22) because several

participants had received conflicting advice from different medical professionals (10, 13).

In light of negative reproductive healthcare experiences, participants across several
studies made suggestions for how medical professionals should treat fat people in
reproductive healthcare settings to ensure more positive experiences for everyone in future
(11,12, 14, 15,21, 23). Overwhelmingly, participants described wanting medical
professionals to be accepting of their bodies and who they are, while providing the same
standard of care to participants as they would any other patient (11, 14, 15, 21, 23). As
Kimberley (11) suggested:

What I would say is . . . people who are overweight know it, they don’t need to be
placated. It doesn’t need to be a three-ring circus. You need to be caring, wanting them
to feel better for themselves, not necessarily because it’s the norm. You need to be
helping them, it’s not your job to make them like everybody else. (LaMarre et al., 2020,
p-354)
This centring and acceptance of difference also extended to a participant’s suggestion of how
a medical professional’s compassionate care can impact upon participants likelihood to

engage in healthcare (12).
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It is difficult enough to access desired reproductive healthcare as a fat person without
the added challenges that intersectional points of difference present. Participants who existed
at the multiple intersections of marginalisation made suggestions for how the care for
themselves and others could be improved in future (11, 20). Considering gender identity,
Scott (11) suggested that medical professionals should receive better training regarding the

care of gender fluid people, as well as putting in place systems to support patient advocacy.

In terms of providing culturally competent care, participants in Shaw and Fehoko
(2022) made a variety of suggestions. Those suggestions included, firstly, the revision of
BMI requirements for Maori and Pasifika people to access fertility treatment. Secondly,
participants suggested the development of culturally appropriate messaging, information and
terminology regarding BMI and fertility treatment, in collaboration with community and
church leaders, to create informational resources that discuss fertility and sex organs in an
appropriate way (20). Rachel, in LaMarre et al. (2020), also suggested the need for medical

professionals to be better educated about cultural ceremonies surrounding birth.

Several participants highlighted how social support could be better incorporated into
care in both the pregnancy and immediate postpartum periods (2, 6, 7, 12). Some participants
agreed that having antenatal care in a group setting could have been helpful (6) while others
thought that food vouchers that were redeemable for fruit and vegetables only would be a

good way to support people experiencing financial hardship to manage their GDM (7).

Interestingly, Cheryl in Bombak et al. (2016) highlighted that the high risk hospital
ward she was in did not provide accommodations for her support person to stay with her.

Cheryl’s observation related to how Lee’s (2020) midwife had to request permission for
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Lee’s husband to stay overnight in the hospital on a trundle bed after Lee was left extremely
exhausted from breastfeeding, major surgery, and infection. Lee (2020) noted that partners
were not encouraged to be in the hospital overnight. While Lee (2020) and Cheryl (2) did not
expressly suggest that having a partner or support person sleep over in the hospital is
something that all mothers want, or even something they wanted for themselves, Lee’s
struggles in the immediate postpartum period were evidence that hospitals and birthing
facilities should have accommodations for social support, and facilitate support so that

mothers do not have to manage everything on their own.

Summary of What Participants Want

Overwhelmingly participants wanted to be treated like human beings in their
interactions with medical professionals. Humanising care means having medical
professionals look at a participant holistically, beyond their weight, and then providing care
that supports them to have reproductive healthcare experiences that are positive,
encompassing their wants and needs. Participants wanted medical interactions and advice that
accommodated their points of difference, while not having their care options restricted just
because they were fat. By expressing their opinions and desires for reproductive healthcare,
participants demonstrated advocacy for themselves and were highlighting how medical
professionals and reproductive healthcare at large can support them in their right to parent in
safe and health environments regardless of their weight, socioeconomic status, sexuality,

gender identity or culture.

Chapter 4 Summary
In this chapter I have provided a summary of findings from the QES, through the
thematic synthesis of data from the primary studies. Across four overarching themes I

addressed participants experiences of fat fertility, pregnancy, birth, and motherhood, with
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considerations of intersectional and material and social differences and constraints to
highlight how fat people were supported (or not) in their reproductive right to have or not
have children. I also summarised and thematically described participants suggestions for how

they had hoped their reproductive healthcare was or could be in the future.
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Chapter 5: Discussion and Limitations

In this QES, I systematically selected, reviewed, and thematically synthesized
qualitative research about fat people’s experiences of reproductive healthcare. With this QES
and the application of the RJ framework as a critical lens, I interpreted the data from the
primary studies to address the research questions: What impact do interactions with medical
professionals have on the maternal identity development of fat people? What intersectional
factors impact upon their experiences? And what do participants want from medical
professionals in future reproductive healthcare interactions? Here I discuss the findings,

limitations, and make suggestions for future research.

Discussion

Medical Professionals Impact Upon Fat Peoples Maternal Identity Development

Maternal identity development, or rather, ‘maternal transition’ as described by
Johnson (2014) understands that becoming a mother is either self-actualising or self-replacing
experience. A self-actualising, and positive identity developing experience, is possible,
provided that the mother can have autonomy over her reproductive healthcare. On the other
hand, giving birth for self-replacement, with limited autonomy in reproductive healthcare,
perpetuates the oppressive and patriarchal institution of motherhood, and position fat mothers
as bad mothers. A sense of morality is implied through the negative construction of being a
fat mother, but through a relativist-SC understanding of identity, and the RJ framework, I
believe that this QES works to disrupt the moralising, negative constructions of fat
motherhood, and instead holds space for a variety of mothering experiences to be true. I

argue that participants in the primary studies experienced both self-replacing and self-
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actualising constructions of motherhood based on their experiences with medical

professionals and the associated biomedical discourse that was present in their interactions.

Weight and fatness were inescapable for participants in their experiences of
reproductive healthcare and during the fertility and perinatal periods more broadly.
Regardless of whether a medical professional, acquaintance, or media was the messenger of
biomedical discourse about fat pregnancy, the stigmatising message was clear to participants:
their bodies were risky to their (potential) child. The maternal duties implied by
interembodiment and the assumption of bodily risk in healthcare settings impacted upon
many participants ability to access desired care, and have autonomy over reproductive care
choices, such as accessing fertility treatment, or midwifery care instead of high-risk obstetric
care. Through coercion or passive submission, many participants agreed to treatment and
interventions that prioritised the foetus/child over themselves, which is exemplary of a self-
replacing maternal transition. Parratt and Fahy (2011) point out that prioritising the baby is
also reflective of the outdated ‘transition to motherhood’ theories of maternal identity
development:

The theory positions the midwife as knowing more about a woman’s transition than the
woman does herself. When midwives, consciously or unconsciously, use the transition
to motherhood metanarrative to understand women’s self-change during child-bearing,
each woman’s embodied and contextual experience becomes invisible. Likewise, her
inner power and inner knowledge are over-ridden and silenced. The woman is thought
of as a passive recipient of social forces and caregiver actions; in practice, this
translates into caregivers surveilling and policing women’s behaviours. Under this
metanarrative, the most disadvantaged women in society are the ones who are likely to

be the subject of caregiver reporting to child protection agencies. (p. 450)
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These reflections again reinforced the importance of using a more critical understanding and

theory of maternal identity development.

Conversely, some participants were able to access more self-actualising experiences
of maternal identity development. This self-actualising experience was accessed in two main
ways: 1) Medical professionals stopped catastrophising their fatness as a risk to the
foetus/child and focused on a more holistic view of participants health, and 2) Participants
advocated for their desired care and resisted biomedical constructions of their ‘risky’
maternal bodies. These self-actualising and self-replacing experiences of maternal transition
also highlighted reproductive (in)justice where participants were either supported or
undermined by medical professionals in their right to be a parent, and rejecting or negotiating

the overmedicalisation is indicative of participants fighting for their reproductive destinies.

Notably, it was not just medical professionals who were responsible for negative
experiences; participants also highlighted the ‘oppressive things’ such as equipment and
policies. I borrowed the term “oppressive things” from Liao and Huebner (2021, p. 1) who
argue that “material artifacts and spatial environment” should be included in the analysis of
oppressive systems. Liao and Huebner (2021) use this in relation to racism, but I suggest that
it could also be applied to analysing the oppressive potential of the institution of medicine,
and therefore medical equipment and policy, especially when many participants in the
primary studies had the same experience of feeling ostracized by hospital gowns and policy.
This analysis of oppressive systems also extends to fat people accessing healthcare more
generally as it is well established that fat people experience stigma and discrimination in

healthcare regardless if it is reproductive or not (Pausé, 2017).

101



It is disturbing that at least two mothers reported having medical professionals
recommended putting their babies on a diet. Lee (2020) reflected on her experience of this
recommendation, referencing Bacon’s (2010) Health at Every Size: The Surprising Truth
about Your Weight book, in which readers are encouraged to share responsibility with their
child about what they eat from as early as infancy in order to help them develop good habits
and avoid obsessing about weight in future. It was disheartening to read these accounts of
diet recommendations for babies and realising that the cycle of fat phobia and exposure to the

normalisation of diet culture is beginning before a baby is even conscious of it.

Intersectional Factors that Impact Upon the Reproductive Healthcare Experiences of Fat
People

When searching and screening for articles to include in this QES, it was frustrating
that some studies claimed to be from the participants perspective, but were exploring weight
management interventions during pregnancy, and asking participants what the barriers to
their participation were. Studies about weight management in reproductive healthcare setting
problematise fat pregnancy (Parker, 2017) and also communicates neoliberalist ideas about
how personal responsibility is implicated in obesity (Lupton, 2018; Pausé, 2017). The focus
on personal responsibility ignores that some health indicators such as BMI are discriminatory
(Parker et al., 2020) and that many people do not have access to resources and social support
that may influence their ability to afford nutritious food and participate in recreation for
health (Lupton, 2018). A key aspect of RJ is its attention to intersectionality, illuminating the
social and power relations at play in reproductive activities, and advocating for the equity of
outcomes in reproductive healthcare (Ross & Solinger, 2017). On top of being fat,
participants across multiple studies also had ethnic, sexuality and gender identity, as well as

low socioeconomic status implicated in their care.
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Though participants did not share experiences of overt obstetric violence such as state
sanctioned sterilisation (as was mentioned in the literature review), the same ideas about
fitness to reproduce that underlie the sterilisation programmes, was present in participants
stories in a less severe and more covert ways. Most notably, the Maori and Pasifika
participants in Shaw and Fehoko (2022) were denied access to publicly funded fertility
treatment, because their naturally larger bodies did not meet the BMI requirements put in
place by medical professionals. The intersectional implication of this is that their fatness and
ethnicity were problematised by medical professionals and in turn, impeded on their right to
have children. Normative ideas about sexuality and gender identity were also reproduced by
medical professionals and left several participants having to advocate for themselves to
access reproductive care. Heteronormative assumptions about what constitutes a parenting
partnership, and cisnormative assumptions about who can gestate and give birth impacted
upon LGBTQ+ participants ability to access to safe and affirming care, and ultimately served

as a barrier to their right to parent.

Material constraints were also a point of compounding difference, most noticeable in
the stories of the participants in Jarvie (2017) and Sim et al. (2020). Being fat and
experiencing relative poverty (and all the subsequent issues that come with poverty),
impacted directly on the participants right to parent (with one participant having their baby
removed at the hospital by authorities), and to parent in safe and healthy environments (with
participant Sherry having insecure, poor-quality housing, financial issues, and a partner who
was wanted by police). Being fat is not necessarily unhealthy, being poor is not a crime, and
yet these participants were having their reproductive rights violated because of these

intersecting factors. As well as demonstrating the tangible impacts of institutional power,
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these participants stories also highlighted how RJ is a human right, and in order to ensure this

human right for everyone, issues such as poverty need to be addressed.

I argue that the interactions fat mothers have with their medical professionals are
mediated by the medicalised constructions of pregnancy and birth of the present day, which
then contributes to the construction of maternal identities for the participants. Importantly, a
SC epistemology also aligns with RJ in highlighting intersectional differences in terms of
identity, specifically where the social and cultural constructions of women, and consequently
mothers, are inherently White (Ross & Solinger, 2017). RJ also critically considers access to
parenthood that is achieved through reproductive technologies such as surrogacy, egg/sperm
donation, or in vitro fertilisation (IVF), as these are often accompanied by high financial
costs and reserved for those who can afford it (Ross & Solinger, 2017). Using the RJ
framework highlighted how important is that intersectionality is addressed within research
about reproductive healthcare. As SisterSong (n.d) posit, “Our society will not be free until
the most vulnerable people are able to live self-determined lives without fear, discrimination

or retaliation” (para. 4).

What Participants Want in Future Reproductive Healthcare Interactions

In line with Johnson’s (2014) suggestion that autonomy in reproductive healthcare
interactions is conducive to positive maternal identity development, as well as RJ’s position
that people will find ways to manage their reproductive destinies, it was important from both
an identity construction and RJ perspective to dedicate space in this QES to synthesising
participants own accounts of participants want. These desires and aspirations were very
simple — to be treated like a human being, receive reproductive healthcare that views them as

a whole person, and to not have their care restricted just because they are fat. By vocalising
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what they want out of future interactions, participants across the primary studies were
advocating for themselves, disrupting the status quo of reproductive healthcare, and enacting
resistance to the negative, medical framings of their bodies. Ultimately their assertion of their
wants for reproductive healthcare interactions helps to support their rights, and the rights of

other fat people to parent (or not) in safe and healthy environments.

Limitations

This QES had several limitations surrounding the scope of a thesis project. As
mentioned in Chapter 2, study inclusion parameters (such as English language, journal
articles only) had to be set with respect to the time and financial constraints of a Master’s
thesis project. These parameters presented several limitations to the application of this QES.
Firstly, the included studies were entirely from global north counties, which is suggestive of
relative wealth, and access to modern standards of medical care for the participants. Aside
from a handful of BIPOC participants, the sample of participants is largely White. The lack
of BIPOC participants raises questions about how different the finding may have looked had
there been more BIPOC voices. As highlighted in the literature review, discrimination and
inequitable health outcome disproportionality affects BIPOC folks, and I argue that this QES
may have demonstrated grater instances of BIPOC discrimination, had there been greater
diversity across the participants. It was also difficult to determine if the lack of diversity was
due to my own sampling choices (including studies only in English), or if it is reflective of a
lack of qualitative research about the reproductive healthcare experiences of fat people more

globally.

A second limitation of the search parameters was filtering for published journal

articles only. I have missed some rich data from books and grey literature that may have
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added to the breadth and depth of this QES. One book that comes to mind is Friedman et al.’s
(2020) edited book Thickening Fat: Fat Bodies, Intersectionality and Social Justice that
includes research from Deborah McPhail, George Parker, Cat Pausé, and Jade Le Grice and

other researchers in the field.

Another potential limitation of this QES is the fact that I completed it independently.
QES’s are typically undertaken with a group of researchers, developing themes together, and
providing checks and balances along the way. In the spirit of reflexivity, I want to make clear
some of my potential bias that I reflected on as I carried out this QES. Owing to my friend’s
poor experiences with their obstetricians and having read about the negative experiences of
fat people in maternity healthcare for several years now, I found myself assuming that most
of the articles that I would find during the systematic search stages would be inherently
negative. Viewing these studies through a reproductive framework also tended to highlight
the negative experiences and systemic challenges more readily. As much as I would like to
have had a tidy picture of ‘fat pregnant person + mean medical professional = bad
experiences and injustice’ to write about, that simply was not the case. Instead, I learned that
there were also pockets of positive and empowering experiences between fat people and
medical professionals during reproductive healthcare experiences, and some strong examples
of resistance that demonstrated people taking control of their reproductive destinies despite

challenges.

Directions for Future Research

As mentioned in Chapter 2, the inclusion of biomedical terms such as ‘obese’ and
‘obesity’ as search terms was necessary in order to generate adequate search results for
synthesis, but also somewhat counter intuitive in a study that is trying to support fat activism.

A combination of the ‘obesity epidemic’ and the saturation of biomedical research that
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blames fat mothers for a range of medical and social issues (McPhail et al., 2016; Parker,
2014; Parker & Pausé, 2019; Warin et al., 2012) leaves ample opportunity for the completion
of fat studies based research on fat reproductive healthcare and motherhood (or parenthood)
from the perspective of fat people themselves (Manokaran et al., 2021). In addition to more
critical studies, and as mentioned in the limitations, I suggest that a concerted effort should be
placed on completing research and recruiting participants that reflect a more diverse and
intersectional picture of fat reproduction and parenthood.

As mentioned in Chapter 3, I had set out to complete a narrative analysis of fat
people’s experiences of maternal identity development in light of their experiences with
medical professionals for this research project. Given the somewhat small and indirect
accounts of maternal identity development across the primary studies in this QES, I believe
that more critical research on the maternal identity development of fat people is warranted

and necessary.

Conclusion

Interactions with medical professionals played a significant role in many fat peoples
experiences of reproductive healthcare across the studies in this QES, restricting or
facilitating access to their desired care, and indeed their reproductive right to have a child (or
not) in a safe and healthy environment. The variety of medical interactions, in conjunction
with intersectional points of difference, also constrained some participants ability to access
their desired care. This combination of biomedical care and contextual factors also influenced
how some participants were able to negotiate a self-actualising or self-replacing experience
of maternal transition. Despite the challenges of engaging with a medicalised system of care
that positions them as unfit reproducers, many participants were able to practise resistance in

an attempt to break through those barriers, and determine their own reproductive destines.
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Manokaran et al. (2021) put out the call for social science scholars, and in particular,
psychologists to explore “the lived experience of fat individuals, and how the mind adopts,
revises, and reinforces fat attitudes”. Though not every participant in the QES identified as
fat, (and some rejected the label entirely), and I have not adopted a Fat Studies
epistemological approach to this QES, I hope that by centring the experiences of fat people in
reproductive healthcare that I have been “part of the solution” for change in an appropriate

way (Manokaran et al., 2021, p. 541).
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Appendices

Appendix A: Search Terms for Systematic Database Search

fat or body fat or obese or obesity or overweight

pregnant or pregnancy or fertility or reproductive or reproduction or antenatal or prenatal

or postnatal or perinatal

medical professional or health practitioner or obstetrician or healthcare or doctor or nurse

or midwife or clinician

qualitative or qualitative study, qualitative research or interview or focus group or

narratives or phenomenology or grounded theory or thematic analysis

experience or interaction or perspective
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Appendix B: Article Screening Inclusion and Exclusion Criteria

Inclusion

Rationale

Primary qualitative research from the
perspective of fat people related to their

experiences of fertility and perinatal
healthcare interactions with  medical
professionals.

This relates directly to the research question.

Full access, journal articles published in
English.

I am monolingual, the scope, timeframe, and
resources of a master’s thesis are too small to
allow for accurate translations of studies, or
for the full and detailed reading of books and
longer form academic writings.

Participants had engaged in reproductive
healthcare including fertility treatment, or up
to one-year postpartum.

Primarily  interested in  participants
experiences in relation to maternal identity
development as opposed to ongoing identity
negotiations.

Exclusion

Rationale

Quantitative or mixed methods research, and
literature reviews.

This is a QES concerned with participants
experiences from qualitative primary studies.

Research from the perspective of medical
professionals about fat pregnant people.

This perspective would be the antithesis of
research question.

Studies that explore the experiences of a
weight  management  programme  or
intervention.

Studies carried out in the context of a weight
management intervention are not part of
maternity care globally, and interventions do
not necessarily require interactions with
medical professionals. Additionally, they
problematise fat pregnancy from the outset.

Articles that are not retrievable through
Massey University database subscriptions.

Timeframe and potential resource issues
involved with accessing articles that are not
available through Massey.

Studies with limited to no data about
participants interactions and experiences
with their healthcare provider.

Studies with limited data on participant
interactions with healthcare professionals
will not contribute to synthesis meaningfully.
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Appendix C: Abbreviated Search Terms for the Supplementary Search

Fat Studies: Fat AND Pregnant OR Pregnancy OR Reproductive OR Reproduction.
Feminism & | Fat or obese or obesity or overweight AND pregnancy or pregnant or
Psychology reproduction or reproductive.
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Appendix D: Characteristics of Studies Included in the QES

Reference Location Participants Objectives / RQ Healthcare Data Collection & Methodology Stage of fertility Key findings
Interaction or perinatal
healthcare
(Atkinson & | Republic of 15 participants, women | To explore the lived experiences of | Midwife, Semi structured interviews. Pregnancy, birth, | “unconscious collusion” — weight not mentioned,
McNamara, Ireland. with BMI >30kg/m? at | women with BMI of >30kg/m? in | nurse, doctor, postpartum just recorded. Unclear nutrition advice from
2017). first antenatal | maternity care, and to identify best | healthcare IPA, double hermeneutics. HCP. Avoidance of communicating health
appointment. practice for supporting similar women professionals. messaging around obesity, “toehold”. Rejection
in future. Biomedical. of word “obesity”.
(Bombak et al., | Canada — | 24 Participants, 18 from | To analyse participants experiences of | Doctor, nurse, | Semi structured interviews. Fertility treatment, | Participants had both positive and negative
2016). ‘Centreville’ | the larger city | obesity stigma in reproductive | healthcare aid, pregnancy and | experiences with medical professionals.
& ‘East | (Centreville). healthcare, attempting to disrupt it by | gynaecologist, | Theoretical analysis, drawing on | postpartum Language relating to body size was of
River’. Overweight or obese. 3 | bridging the gap between critical | intern, student | poststructuralist feminism and importance to participants. Examples of medical
participants  did  not | obesity scholarship and biomedical | doctors, Foucauldian theory. professionals refusing care. Experience of
experience reproductive | understandings of obese pregnancy | obstetrician, participants internalising mother blame/risk
care while overweight or | and birth. anaesthesiolo- | Bridging biomedical and critical discourse which may be experienced as
obese but were still gist. obesity studies. stigmatising, and some participants display
included. resistance to these discourses.
(Dejoy et al., | USA, 13 | 16 women with BMI | To explore obese women’s | Midwife, In-depth, semi structured | Pre-conception 1/3 of participants had no negative experiences,
2016). states. >30kg/m2. Pregnant and experiences of the maternity care | nurse, doctor, | interview. counselling, while 2/3 had at least one negative encounter
recently postpartum from | system in the United States. OBGYN. pregnancy, birth, | during maternity care. Negative experiences
online communities for Descriptive phenomenology, | postpartum included stigmatisation and depersonalised care
plus sized pregnant thematic analysis. leading to instances of medical coercion.
women. Interactions tainted the pregnancy experience.
Biomedical.
(Dieterich et al., | Pittsburgh, 18 participants with pre- | To  explore  experiences and | Nurses, Semi structured interviews. Pregnancy, Some participants had positive interactions that
2022). PA,USA. pregnancy BMI  of | perspectives of overweight and obese | obstetricians, postpartum were supportive and focused on other health
>25kg/m2, 1-2 months participants who intended to | paediatricians, | Qualitative content analysis. (breastfeeding indicators rather than weight. Confidence and
postpartum. (Sample breastfeed and if weight stigma | lactation focused) intention to breastfeed superseded concern about
from larger study). impacted upon this intention. consultants. Biomedical. stigma, but lack of social support was a barrier.
(Furber & | England. 19 women with BMI of | To explore the experiences of obese | Midwife, Semi structured interviews. Pregnancy, birth, | Being obese and pregnant leads to humiliating
McGowan, >35kg/m? during | women during pregnancy, birth and | nurse, postnatal experiences, and a high degree of medicalised
2011). pregnancy. postnatal periods. obstetrician, Framework analysis. care which can become distressing.
sonographer.
Biomedical.
(Hurst et al., | Midwest, 30 women with BMI of | To understand that weight bias and | Nurse, doctor, | Semi-structured interviews. Pregnancy, birth, | Many participants had at least one negative
2021). USA. >40kg/m?2. stigma that obese women experiences | sonographer, postpartum encounter with a medical professional during
in antenatal care interactions, and what | anaesthesiolo Thematic content analysis. their antenatal care despite experiences being
their preferred language would be in | gist, hospital generally positive over all. Participants reported
relation to weight based discussions. | staff (food | Biomedical. instances of increased intervention/screening

Authors also sought feedback for
group antenatal education.

service staff).

based on their weight and wanted medical pros to
be more direct with discussions around this, or to
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consider their health more holistically, rather
than focusing on their weight as a key indicator.

>30kg/m?2.

professionals during pregnancy.

Giorgi’s phenomenology.

7. (Jarvie, 2017). England. 27 women with BMI of | To explore the experiences of women | Midwife, In-depth narrative interviews. Pregnancy, Social and financial factors impacted upon
>30kg/m? and GDM. with maternal obesity and gestational | sonographer, postpartum participants ability to ‘manage’ obese pregnancy
diabetes mellitus during pregnancy | dietician, Cross sectional thematic analysis. and GDM and they felt stigmatised by medical
and postpartum period. consultant, professionals and general public.
“healthcare Biomedical.
professionals”
8. (Keely et al., | Edinburgh, 8 women with BMI of | To explore obese women’s | Midwife, Open ended, semi structured | Pre-pregnancy, Maternity care was not negative, nor were
2011). Scotland. >40kg/m? at first | experiences of maternity care and their | anaesthetist, interviews. pregnancy participants offended by med pro comments, but
appointment. perceptions of the risk of maternal | “health participants did want more consistent
obesity. professionals” | Content analysis. information regarding potential risks of obese
pregnancy.
Biomedical.
9. (Keenan & | England. 60 women with pre- | To explore how biomedical discourse | Midwife, Longitudinal and one-off | Pregnancy, birth, | Some med pros did not mention weight to
Stapleton, 2010). pregnancy BMI of 30- | plays out in women interactions with | nurse, doctor, | interview. postpartum participants, others did not pathologize it during
57kg/m?2. medical professionals during the | consultant. interactions. Participants frustrated that medical
perinatal period. Cross sectional thematic analysis. interventions were sprung on them after weight
was seemingly not an issue prior.
Critical obesity scholarship.
10. (Knight-Agarwal | Australia. 16 pregnant women with | To explore the perspectives of women | Doctor, Semi-structured interviews. Pregnancy, Many participants had been overweight or obese
etal.,2016). BMI of >30kg/m?. with BMI of >30kg/m? receiving | “health postpartum for most of their lives, and lacked in depth
maternity care. professionals” | Interpretive ~ Phenomenological understanding of potential health risks this may
s diabetes | Analysis (IPA). have for themselves and child. GWG advice was
specialist, scarce or judgmental and confusing, but
diabetes Biomedical. participants want help with and were motivated
educator. to eat healthily.
11. (LaMarre et al., | Ontario, 17 “overweight or obese | To analyse the narratives of people | Midwife, Semi-structured interviews. Fertility treatment, | Participants told stories of stigmatising
2020). Canada. while pregnant” | who were labelled overweight or | doctor, pregnancy, birth experiences with med pros, self-governance,
participants. obese in relations to their fertility and | fertility Thematic analysis from critical resistance, self-advocacy, and non-inclusive care
pregnancy healthcare experiences. doctor. feminist perspective. Considers experiences.
policy etc.
Fat studies.
12.  (Lee, 2020). Melbourne, 1 participant. To highlight the impact that | Midwife, Journaling, photography, and | Pre-conception, Even with access to fat activist support and a
Australia. medicalisation of fatness, pregnancy | doula, nurse, | critical essay writing. pregnancy, birth, | history of fat acceptance to support a positive
and early motherhood. obstetrician, postpartum experience, Lee still experienced a myriad of
lactation Autoethnography. negative experiences and emotions during pre-
consultant, conception, birth and motherhood.
friend whois a | Fat Studies
General
Practitioner.
13. (Lindhardt et al., | Denmark. 16 women with pre- | To examine obese women’s | Midwife, Semi-structured interview. Pregnancy, birth, | Interactions with medical professionals were
2013). pregnancy BMI  of | experiences with medical | nurse, General postpartum often stigmatising and shame inducing in nature.

Simultaneously participants shared that there was
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Practitioner, a lack of information and advice provided to
obstetrician. Biomedical. them by med pros.
14. (McPhail et al., | Canada — | 24 Participants, 18 from | To explore the reproductive healthcare | Midwife, Semi-structured interviews. Fertility treatment, | Med pros centred care interactions around foetal
2016). ‘Centreville’ | the larger city | experiences of fat women who are | General pregnancy risk which positioned fat mothers as unfit
& ‘East | (Centreville). seeking fertility, pregnancy and | Practitioner, Theoretical analysis drawing on reproducers. Participants shared experiences of
River’. birthing care. fertility poststructuralist feminism and being denied care such as contraceptive removal
specialist, Foucauldian theory. which is akin to eugenic practices.
obstetrician,
endocrinologi | Critical obesity scholarship.
st.
15. (Mills et al., | Sydney, 14 women, BMI of | To explore the maternity care | Midwife, Interview. Preconception, Being overweight and pregnancy  was
2013). Australia. >30kg/m? 3 trimester or experiences and perceptions of | doctor, GP, pregnancy, birth, | uncomfortable and affected how women viewed
perinatal period. overweight pregnancy women. sonographer/r Thematic analysis. postpartum themselves. They had varying levels of intention
adiologist, to do something about their weight and wanted
“healthcare Biomedical. supportive and equitable treatment from medical
professional”, pros.
receptionist.
16. (Nyman et al., | Sweden. 10 women with BMI | To provide a description of obese | Midwife, Interview. Pregnancy, birth Being obese and pregnant opened participants up
2010). greater than 30kg/m?. women’s interactions with medical | “caregivers”. increased awareness of themselves, as well as
professionals during pregnancy and Phenomenological psychological scrutiny of others, leading to negative emotions.
birth. method (Karlsson). Negative emotions were amplified by
humiliating interactions with med pros, while
Biomedical. affirming interactions had the opposite effect and
supported wellbeing.
17. (Parker & Pausé, | Aotearoa 27 self identifies fat | To understand how women are | Midwife, In-depth semi-structured | Pregnancy, birth Women were active participants in negotiating
2018a). NZ. women and new mothers. | oppressed by dominant discourses | doctor. interview. and resisting the problematic framing of their fat
around fat pregnancy, and how they pregnancy, demonstrating the ways in which
also negotiate and resist it. Post structural discourse analysis. their successful experiences ran counter to the
dominant discourses that initially projected poor
Fat studies. outcomes for their babies.
18. (Parker & Pausé, | Aotearoa 27 self identifies fat | To demonstrate how fat pregnant | Midwife. Semi-structured interviews/caring | Pregnancy The internalisation of biomedical discourses
2018b). NZ. pregnant people. peoples wellbeing and maternal conversations. around fat pregnancy lead to participants feeling
identity are implicated by the cross like they had failed at motherhood before their
over between the biopolitics of fat Foucauldian inspired discursive child was even born.
pregnancy, and the care and concern thematic analysis.
they have for their unborn child.
Fat Studies.
19. (Parker & Pausé, | Aotearoa 27 self identifies fat | To demonstrate how medical | Midwife, Semi-structured, conversational | Pregnancy, birth, | Shaming encounters lead to participants to self-
2019). NZ. pregnant people. discourse problematises fat pregnancy | doctor, style interview (with guide). postpartum govern, often leading to engagement in unhealthy
leading to mothers feeling shamed into | ultrasound behaviours in an attempt to protect their child
self-governing practices that are not | tech/ Affective discursive analysis. from their ‘dangerous’ fat bodies.
improving health of mother or child. radiographer.
Fat Studies.
20. (Shaw & | Aotearoa 9 Maori and Pasifika | To explore the experiences of Maori | Fertility In-depth zoom interviews. Fertility treatment Most of the participants experienced some form
Fehoko, 2022). NZ. women with BMI | and Pasifika women whose BMI wasa | doctors  and of epistemic injustice. BMI was problematic for
>32kg/m2. key barrier for their eligibility for | specialists, Thematic analysis with Epistemic most participants typically because even with
publicly funded fertility treatments. general injustice lens. intentional ~ weight loss, their  genetic
practitioner. predispositions and cultural environment made
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Fat Studies.

BMI targets unreasonable. Fertility treatment
language and office is Eurocentric.

21. (Sim et al., | Nova Scotia, | 6-8 participants (2 drop | To explore the beliefs and practices | Nurse, public | Semi-structured interview. Postpartum (breast | The good mother discourse was salient in the
2020). Canada. out?), pre-pregnancy | around breastfeeding for women who | health nurse, feeding) participants experiences of breastfeeding both in
BMI of >27kg/m?. are overweight and experience | “healthcare Feminist post structural Discourse being best for the child and for confirming their
financial hardship and food insecurity. | professionals” | analysis. role as mother. Being overweight and food
insecure complicated breastfeeding and tension
Biomedical, but critical. arose between what is the “right” way to feed a
child, and what is actually possible for mothers.
22. (Stengel et al., | Pennsylvania | 24 overweight or obese | To describe medical professionals | Doctor, Semi-structured interview. Pregnancy Participants felt that doctors were not concerned
2012). ,USA. women (BMI). advice regarding gestational weight | obstetrician. about GWG, and received little information
gain during pregnancy, and how Grounded theory approach. regarding recommended exercise  during
participants interpreted that advice. pregnancy. Participants are very keen to have
Biomedical. information relayed to them by their doctors.
23. (Thorbjornsdottir | Norway. 10 women with BMI of | To explore obese women’s | Birth Semi-structured interview. Pregnancy, birth. Participants valued and benefitted from
et al., 2020). >30kg/m? at the | experiences with their birth attendant. attendant, supportive and empowering interactions with
beginning of pregnancy. doctor, Giorgi’s phenomenology. birth attendants but were still met with instances
anaesthesiolo of overmedicalisation and assumption of risk.
gist, Biomedical.
“healthcare
professional”.
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Appendix E: Critical Appraisal Skills Programme Outcome (CASP)

Was there a Isa Was the Was the Was the Has the Have ethical Was the data Is there a How valuable Overall
Key: clear qualitative research recruitment data relationship issues been analysis clear is the Assessment
Y —Yes statement of | methodology design strategy collected in a between taken into sufficiently statement of research?
N-No the aims of appropriate? | appropriate appropriate way that researcher | consideration? rigorous? findings?
C/T - Cannot tell the to address to addressed and
research? the aims of the aims of the participants
the the research? research been
research? issue? adequately
considered?

1. Atkinson & Y - Aim Y — Interested | Y — Use of Y - Y — Interview | Y — Y — Gained Y — In-depth Y — Clear Y — Discusses No or very
McNamara reiterated and | in exploring IPA justified. | Recruitment setting and Reflexivity ethics description of | statement of findings in minor
(2017). rationale and strategy procedure process approval, analysis. Full findings, and relation to concerns.

provided. understanding explained, and | justified. noted. considered example of thorough maternity care
lived brief mention Guide sensitive nature | one super- discussion. services and
experience. of exclusions. | provided. of participation | ordinate transferability.
and referral theme. Ample
arrangements data provided.
made.
2.Bombak et al. Y — Aim Y — Interested | Y — Y - Y - N- Y — Gained Y — Analysis Y - Findings Y — Discusses Minor
(2016). stated and in participant | Rationale Recruitment Pseudonym Reflexive ethics process clearly findings in concerns.
context was experiences. provided for process of interview practice not approval, described. organised with | relation to
provided. research explained and | locations noted in participants Data in-depth current
design. rationale provided, article. self-selected presented to discussion. research and
provided for data into study, support practice.
inclusion. collection pseudonym findings. Suggestions for
method created for future research.
stated. cities in study.

3.Dejoy et al. Y — Purpose Y — Interested | Y — Y - Y — Interview | C/T - Y — Gained Y — Analysis Y - Findings Y — Discusses Minor

(2016). stated and in exploring Rationale Recruitment setting and Reflexive ethics process clearly findings in concerns.
context was lived provided for and sampling procedure practice not approval. described. organised. 3 relation to
provided. experience. research process justified. noted in Pseudonyms Table of analysts and practice and
design. explained. Guide article. Only | assigned for major and respondent future research.
Non- provided. mentions participants minor themes. | validation of
participation Saturation “bracketing” | and self- Ample themes.
explained. discussed. to reduce selected into supporting
bias. study. quotes.
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4.Dieterich et al. Y — Study Y — Interested | Y — Y - Y — Interview | Y — Y — Gained Y — In-depth Y - Findings Y - No or very
(2022). objective and in participant | Rationale Purposeful setting and Reflexive ethics description of | clearly Suggestions for | minor
context experiences. provided for sampling procedure practices approval. analysis organised with | future research | concerns.
provided. research justified. justified. noted but Reflexive process. Raw in-depth and
design. not journal kept. data available. | discussion. acknowledges
described in transferability
detail. limitations.
5.Furber & Y - Y — Interested | N — Y - Y —interview | C/T - Y — Gained Y — Clear Y - Findings Y - Minor
McGowen Aim/objective | in Justification Recruitment setting the Reflexive ethics description of | clearly Suggestions concerns.
(2011). reiterated and | participants not explicit and inclusion/ | procedure practice not approval. analysis organised with | made for
context experiences. but Exclusion justified. noted. Information process. in depth practice and
provided. framework criteria Discussions provided on Mentions discussion. future research.
analysis explained. during two occasions. minimising Two analysts.
supports analysis to Transcripts bias. Plenty
focus on reduce bias. anonymised. supporting
participant data.
perspectives.
6.Hurst et al. Y — Statement | Y —Interested | N — Y - C/T - CIT - Y - Approval Y — Clear Y — Three Y - findings Minor to
(2021). of aims and in the Describes Recruitment Interview Reflexive from description of | analysts. were expected moderate
context experiences review board | and inclusion/ | guide and practice not institutional analysis Findings to directly concerns.
provided. of approval Exclusion recording noted. Review Board process. clearly inform
participants. rather than criteria methods Mentions at Hospital. Sufficient organised and practice, and
rationale for explained. provided. limitations Participants data related to the suggestions are
content Saturation of having assigned ID presented. three aims of made.
analysis. discussed. medical number. the research.
Question student as
aim/interview | interviewer.
congruence
7.Jarvie (2017). Y - Y — Interested | Y — Y - Y —interview | C/T —Not Y - Approval Y — In-depth Y — Clear Y — Policy and | Minor
Aim/objective | in exploring Rationale for | Recruitment guide explicit but from NHS description of | statement of practice concerns.
reiterated and | lived research and inclusion provided and | mentions research ethics analysis. findings suggestions
context experience. design criteria form of data taking committee. Sufficient discussed in made. Notes
provided. provided. explained. collection reflective Pseudonyms supporting relation to limitations in
Provides noted. fieldnotes. provided. data provided. | research relation to
reasons for Informed question. representing
participant consent sought wider
drop out. repeatedly. population.
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8.Keely et al. Y - Y — Interested | Y — Y - Y — Interview | N — Y — Gained C/T - Very C/T —Findings | Y —Suggestions | Minor to
(2011). Statement of in the Rationale for | Recruitment type, Reflexive ethics brief clearly for future moderate
aims and experiences research and inclusion/ | location, and practice not approval. description of | organised in research and concerns.
context of design exclusion type of data noted in Informed analysis relation to practice made.
provided. participants. provided. criteria collection article. consent process research
described. described. received. provided. question, but
Provides no discussion
reasons for of credibility.
participant
drop out.
9.Keenan & Y - Goal of Y — Interested | C/T — Y — In depth C/T - C/T - Only C/T — only C/T - Y - Finding Y - Minor to
Stapleton (2010). | research and in Justification discussion Interview notes references References clearly Suggestions for | moderate:
relevance participants not explicit about style, average or ethics analysis style organised and future research. | Moderate
clearly experiences. but cross participant location, and normal BMI | committee in but provides discussed in Critical of concerns at
discussed. sectional selection and recording in relation to | relation to no relation to public health face value
analysis sampling. method not the participant description. research aims. policies and but, these
supports noted in this participants. | recruitment. Data interventions are largely
focus on article, but Considers sufficiently related to resolved by
participant described in- potential of supports infant feeding reading
experiences depth in other study to findings. and maternal chapter 7 in
over time. publications. increase self- Dykes and
participant management. Hall-Moran
anxiety of (2009).
risks.

10. Knight- Y —Research | Y —Interested | Y — Y — Outlines Y — Outlines C/T - Y — Gained Y — Analysis Y — Clear Y — Suggestion | No or very
Agarwal et al. aim stated in Explained recruitment interview Mentions ethics process statement of that themes minor
(2016) and relevance | participants why IPA is strategy and location and interviewers | approval, described. findings,and a | from study concerns.

explained. perspectives appropriate. eligibility procedure. being trained | participants Researchers thorough could be built
and lived criteria. to reduce expressed triangulated discussion of upon for future
experiences. bias. interested in themes, and those findings empirical
study and gave | used in relation to studies and
signed consent. | participants other research. | later inform
Anonymity quotes to policy or
ensured support code practice.
through use of and themes
identifying generation.
number.
11. LaMarre et al. Y —Research | Y —Interested | Y — In-depth Y - Y — Interview | Y — Y — Gained Y — In-depth Y - Findings Y — Reiterates No or very
(2020). objective and in discussion of | Recruitment setting, data Reflexive ethics approval | discussion of clearly participants minor
relevance participants research strategy collections practices and | from 4 ethics analysis organised with | suggestions in concerns.
clearly stated. | experiences. design. explained and | method, and positionality | boards. process and ample relation to
barriers or outline of thoroughly Pseudonyms theoretical supporting suggestions for
limitations to interview discussed. used. underpinning. | data. practice
recruitment questions Reflexivity change.
discussed. provided.
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practiced

throughout.

12. Lee (2020) Y - Research | Y — Auto- Y — In-depth Y — In-depth Y — Outlines Y - N/A Y - personal Y - Findings Y — Suggests No or very
aim stated ethnography discussion reflection of data Reflexivity stories clearly that fat studies minor
and relevance | is appropriate | about personal collections considered discussed in organised with | scholars concerns.
explained. for narrating methodology. | experiences methods and relation to in-depth continue to

personal positions Lee appropriate thoroughly wider cultural | discussion. share their own
experience. and an expert to auto- discussed. and political stories to
on this topic. ethnography. factors. inform medical
practice.
13. Lindhardtetal. | Y —Research | Y —Interested | Y — Y - Y — Interview | C/T - Y — Gained Y - Y - Findings Y - No or very
(2013). objectives in Methodology | Recruitment type and Mentions ethics approval | Description of | are clearly Suggestions for | minor
and relevance | participants described and | method collection reflection in and informed analysis organised in practice change | concerns.
explained. lived brief explained. method relation to consent was process relation to the provided.
experiences. rationale Outlines noted. analysis provided. provided. research Notes
provided. inclusion Rationale for | process. Participants Tables question. limitation of
criteria. interview assigned showing main | Mentions homogenous
guide. numerical themes with validation. participant
Opening identifier. ample More than one group.
question and supporting analyst.
data data.
saturation
noted.
14. McPhail et al. Y —Research | Y —Interested | Y — Y - Y - C/T - Only C/T — Ethics Y — Analysis Y - Findings Y — Suggests Minor
(2016). aim and in Rationale Recruitment Clear notes that approval not process are clearly changes for concerns.
relevance participants provided for methods description of | research explicit but described. organised in practitioners
explained. experiences. research explained and | data encounters larger studied Ample data relation to the and encourages
design. barriers or collections are where was approved, provided to research further critical
limitations to method, brief | discourses pseudonym support question. research. Notes
recruitment outline of are created for findings. Multiple limitation of
discussed. interview expressed cities in study. analysts. small and
questions. and retold. homogenous
participant
group.
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15. Mills et al. Y —Research | Y —Interested | Y — Y - Y - N- Y — Gained Y — Analysis Y - Discussed | Y- Minor
(2013). aim and in Rationale Recruitment Clear Reflexive ethics approval | process findings in Suggestions for | concerns.
relevance participants provided for methods description of | practice not and written described. relation to practice and
explained. experiences. research explained and | data noted in consent prior to | Findings research policy. Notes
design. barriers or collections article. interviews. supported. questions. that
limitations to method. Pseudonyms Notes how Multiple participants
recruitment Interview used. contrasting analysts. were not
discussed. schedule findings. entirely
provided. representative
of the wider
population.
16. Nyman et al. Y —Research | Y —Interested | Y — Y - Y - Y — Authors | Y — Gained Y — Analysis Y — Findings Y — Notes No or very
(2010). objective and in describing Rationale Recruitment Participants discussed ethics process are clearly implications minor
relevance participants provided for method and chose personal approval. described in- organised in for practice and | concerns.
explained. experiences. research inclusion/ interview attitudes “Standard depth with relation to the makes
design. exclusion location. toward ethical two research suggestions for
criteria Opening obesity principles” accompanying | question. future research.
described. interview together followed. examples. Multiple
questions and | prior to Pseudonyms Sufficient analysts.
data interviews. used. data provided. | Describes
collections vertical and
method horizontal
described. consistency.
17. Parker & Pausé | Y —Research | Y —Interested | Y — Y - Y — Clear Y — Brief Y — Gained Y — Analysis Y - Findings Y - Findings No or very
(2018a). aim and in exploring Rationale Understanding | description of | description ethics approval | process are clearly discussed in minor
relevance peoples provided for that findings interview of and written discussed in- organised in relation to their | concerns.
explained. discursive research are from a style and positionality | informed depth. Ample | relation to the potential to
resistances. design. wider study, rationale. and shared consent. States | data to research shift dominant
therefore Data experiences research support question. Data understandings,
recruitment saturation of practice is findings. saturation and inform
not discussed noted. participants. | grounded in suggests practice
in-depth. care ethics. generalisability | changes.
and therefore
validity.
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18. Parker & Pausé | Y —Research | Y —Interested | Y — Y - Y - Interview | Y — Brief Y - C/T - Y — Key Y — Asks how No or very
(2018Db). aim and in exploring Rationale Recruitment location and description Understanding Analysis finding findings impact | minor
relevance participants provided for methods and style and of that findings process noted | discussed at upon concerns.
explained. experiences. research inclusion structure positionality | are from a and length in participants
design. criteria described. and shared wider study, referenced but | relation to futures.
described. experiences therefore ethics | not described research aim.
of approval and in-depth.
participants. | written Ample data to
informed support
consent were findings.
gained.
19. Parker & Pausé | Y —Research | Y —Interested | Y —In-depth Y - Y - Interview | Y — Brief Y — Gained Y — Analysis Y - Findings Y — Considers No or very
(2019). aim and in rationale Recruitment location description ethics process are clearly findings in minor
relevance participants provided for methods and noted, and of approval. discussed in- organised in relation to concerns.
explained. experiences. research inclusion style and positionality | Pseudonyms depth. Ample relation to the systemic
design. criteria structure and shared provided. data to research factors and
described. described in- experiences support question. makes
depth. of findings. suggestion of
participants. more
compassionate
care practices.
20. Shaw & Y - Focus of Y — Interested | Y —In-depth Y - Y - Interview | C/T — Only Y — Gained C/T - Y - Findings Y — Considers Minor
Fehoko (2022). article and in rationale for Recruitment location and notes that ethics Reference are clearly findings in concerns.
relevance participants research methods and collection 2/3 approval. provided for organised in relation to
explained. experiences framing. inclusion method interviewers | Notes analysis relation to the research
and stories. criteria noted, data share the preliminary process but research questions and
rationale from larger same conversations not described. | question. systemic
described. study. cultural with Ample datato | Respondent factors.
Notes barriers identity as participants for | support validation. Suggestions for
to recruitment. participants. | cultural safety, | findings. policy changes.
trust and
confidentiality.
Pseudonyms
provided.
21. Sim et al. Y — Objective | Y —Interested | Y — In-depth Y - Y — In-depth Y — Notes Y — Gained Y — In-depth Y - Findings Y — Considers | No or very
(2020). and relevance | in discussion of | Recruitment discussion of | that ethics description of | clearly findings in minor
clearly participants research method and data journaling approval. analysis organised. relation to concerns.
explained. experiences. design. inclusion collection and active Written process. Discussion of research
criteria and interview | interviewing | informed Sufficient trustworthiness | questions and
described. conduction. supported consent. data to and credibility systemic and
reflexive Participants not | support of findings. material
practices and | named or findings. Data factors.
highlighted identified in Reflexive triangulation. Suggests focus
the effects of | any way. practices Findings on person
positionality. noted. discussed in centred care.
relation to Notes
research limitations.
question.
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22. Stengel et al. Y — Aim and Y — Interested | C/T — Y - Y — Data N- Y — Gained C/T - Y — Table of Y — Notes Minor
(2012). relevance in Described Recruitment collection Reflexive ethics Analysis emergent limitation of concerns.
clearly participants but not method and described. practice not approval, and process themes transferability
explained. experiences. explicitly inclusion Interview noted in verbal consent. | referenced provided. due to
justified. criteria questions article. Participants not | and briefly Findings were sampling
described. provided. named or described. agreed upon by | convenience
Sampled from | Saturation identified in Sufficient all method.
larger study. noted. any way. data to investigators. Describes
support implications
findings. for practice.
23. Y — Purpose Y — Interested | Y — Y - Y — Data C/T —Bias’s | Y — Gained Y — In-depth Y — Results Y — Notes No or very
Thorbjornsdottir | and relevance | in Rationale Recruitment collection not made ethics approval | description of | clearly implication for | minor
et al. (2020). clearly participants provided for method and and setting explicit but and written analysis organised. practice as well | concerns.
explained. experiences. research inclusion described. notes the use | informed process. More than one as strengths
design. criteria Opening of consent. Sufficient analyst used. and limitations.
described. question bracketing Participants data to Results Results
provided. and multiple | assigned codes | support discussed in considered in
analysts to for anonymity. | findings. relation to relation to

address
potential
bias.

research
question.

other research
and systemic
factors.
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Appendix F: RETREAT Framework for QES Methodology Selection

Review question: Concerned with the experiences of fat people who are seeking reproductive

healthcare, and the interactions they have with medical professionals. Thematic synthesis is
frequently used in QES that are interested in exploring the full spectrum of people’s
experiences and interaction with, and understanding of, healthcare (Flemming & Noyes,

2021).

Epistemology: As noted in the epistemology section of this thesis, TS is appropriate for
analysis owing to its associations with TA and the inherent flexibility that TA provides
(Thomas & Harden, 2008). In addition my own relativist standpoints supports the notion that
there is no singular truth that can be known, and therefore having methodological
incongruence across primary studies is acceptable (Braun & Clarke, 2022; O’Reilly &
Kiyimba, 2015). In order to avoid generating descriptive themes from the analysis which is
a common issue with TS, I will used a reproductive justice framework as a lens through
which to interpret the synthesis findings (Flemming & Noyes, 2021). This is an appropriate
framework to use as much of the scholarship in this area is critical in nature, and this thesis

is intended to support reproductive justice for fat people.

Time frame: TS is an appropriate methodology as it is efficient for the time limitations of a
master’s thesis, and for my skill level as a novice researcher (Booth et al 2016). TS can also
be completed in a shorter time frame than other QES approaches, it can utilise with ‘thin’
and ‘thick’ data from primary studies, and is prescriptive for first time researchers
(Flemming & Noyes, 2021). All of this makes it a suitable approach to QES within the scope
of a master’s thesis. One downside of TS is that it can result in descriptive, rather than higher

level or interpretative themes (Flemming & Noyes, 2021).
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Resources: There are limited resources for the scope of the master’s thesis QES. There is no
research team or financial support. For example, sampling for primary studies that are in
English to avoid the cost of professional translation services (Benoot et al 2016; Booth et al

2016).

Expertise: TS is an appropriate methodology of synthesis for novice researchers like myself
as it 1s more prescriptive than other types. As a master’s thesis, there is no ability to have a
team, however, I have the support of my supervisor and have engaged with library staff also

(Booth et al 2016).

Audience and purpose: The main audience of this QES is the markers of this thesis, however

the thesis will be discoverable on Massey University’s library database. The audience then
is anyone who has access to this databased, such as students or researcher. Because TS was
developed using aspects of a number of well-established research methodologies, it provides
a robust basis for synthesising qualitative studies, and may inform research, policy or

practice (Thomas & Harden, 2008).

Type of data: This QES considers both the verbatim quotes of participants, as well as the
interpretations of the researchers as data for analysis in this QES as suggested by Thomas
and Harden (2008). The rationale behind this decision is that QES is a type of meta synthesis,
meaning that I have interpreted the interpretations of the primary studies to extract higher

order meanings and synthesis based on the phenomena (Thomas & Harden, 2008).

134



