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n doing so, pregnancy ‘and childbirth are presented as both ‘natural’ and
‘normal’ biological and physiological events, and as ‘illness’ requiring med-
al management and intervention. Psychological accounts draw on a variety
of ‘discourses which position in terms of wormen’s identities, lives and devel-
opment, Biological-medical and psychological accounts, and the discourses
on’ which they draw, are contrasted with the accounts of feminists and
researchers taking the perspective of women, and those of consumer groups
such as the National Childbirth Trust (NCT). These position pregnancy and
childbirth as embodied experience with social and cultural significance, and
esist the regulation of women’s readings of their childbearing bodies. Lastly
we draw on diverse discourses to examine the ways in which nausea and
sickness are constructed.

Anne Woollett and Harriette Marshall

INTRODUCTION

In this chapter we examine critically discourses of pregnancy and ch: db " B:IOLOGICAL—MEDICAL DISCOURSES

drawing on two main sources of accounts. The first comprises bdokl_
tributed to pregnant women at antenatal clinics and which hence ha
official status. These were The Baby Book (1988) whose editors and adviso
ldentlfy themselves as medlcaI practltloners and The Pregnancy Book_(EQS

- Monitoring normality/health

The predominant discourses of pregnancy and childbirth position them as
"biological and medical events, This incorporates a variety of different and,
t times, contradictory accounts. One account views pregnancy as a ‘nor-
al/healthy state’ and antenatal care as monitoring ‘normality/health’,
‘Bodily changes in pregnancy and childbirth are taken as being part of a
normal’ unfolding of a physical process which is marked by phys1ologlca]
 changes such as the cessation of menstruation, nausea and sickness, in-
‘creases in women’s weight and size, and the movement of the fetus. This
count is employed in The Pregnancy Book (1984), which starts by delineat-
‘ing women’s “sexual organs’ and the process of conception and physiological
changes in pregnancy, using drawings of a diagrammatic, disembodied
mother and baby (pp. 2-6, 9-12). Pregnancy and childbirth are taken to be
-essentially ‘healthy’ and antenatal care is portrayed as monitoring progress,
as in the following extract (p. 27):

Matwala (1990) and Woollett et al. (1995) and with white womien
viewed as part of a study of the expectations and experiences of womer
expecting twins (Woollett and Clegg 1989). Asian women were interview
by an Asian psychologist and the interviews were conducted in the wome
preferred language. All were tape-recorded, and then transcribed and trar
lated if necessary. Extracts from the booklets and the interviews are used L
illustrate the analysis.

These sources are analysed using social constructivist and dlscurm
approaches to identify general themes, differences and contradictions a_ wel
as omissions in accounts (Potter and Wetherell 1987, Banister et al..1994)
Two major discourses are identified; medical/biological discourses which T
drawn on in the booklets addressed to women and in the account
women themselves, and psychological discourses which position wome
embodied experiences of pregnancy and childbirth within the experiences
individual women, the meanings of pregnancy, and women’s relations wi
partners.

Biological-medical accounts draw on a variety of interrelated discours
such as ‘monitoring health/normality’, ‘detection of abnormality” and ‘me
ical intervention” with the expressed purpose of delivering ‘healthy’ babies

Throughout your pregnancy you will have regular check ups. . . . This is
to make sure that both you and the baby are fit and well, to check the
baby is developing properly. . . . These check ups also give you a chance
- to get answers to the questions and worries that are.bound to crop up at
different stages of your pregnancy.

‘As this extract illustrates, the emphasis is on ‘checking’ with medical pro-
cedures constructed as essentially facilitatory, providing health professionals
‘with the information to be sure that everything is going ‘well’ and to address
women’s questions and concerns. Women draw on this account of monitor-
g normality/health, as in the following extracts from interviews with Asian
wornen expecting their first child:




Interviewee . - All they did: was to check your weight, take blood san
ples, check your tummy, check your blood pressure. Mostiy the
used to check my weight because 1 didn’t put on too:
weight. . They were worried about why T wasn't puttin, "'o
weight so I had to have a lot of scans to see if the baby was normat

Interviewer What were the hospital visits for?

Interviewee To have everything checked, to see if everythmgs aIrlg_
Well blood test and they checked the baby with that machine t
hear the heart beat. And scans. I had a urine test every time, -

However, many women find that their antenatal care does not deliver kno
edge or reassurance and it is difficult to obtain the results of tests, as'1
following extracts from two Asian women:

Interviewer What were the tests for?
Interviewee Don’t know why we had the tests, 1 never askeci fo th
results, There probably wasn't anything wrong with me 50 the
didn’t tell me. They don’t give you the results of the tests unle
there is anything wrong: you have to ask. They could be a bit mor
helpful. They could tell you rather than wait for you to ask becaus
some Asians there they don’t know how to speak and they won
push for anything. '

Women recite off lists of tests, but as in these extracts, there was often litt]
engagement with the process and little detailed knowledge of what. th
results might signify, as Reid (1990) reported. While some women: com
plained that they wanted more information and argued that women niced t
be assertive, others left things to the medical professionals, assuming they
would be told if something was wrong.

Regulating normality

A closer examination of accounts of antenatal care suggests that tests are
used not only to ‘monitor normality’, but have a more regulatory role. They.
would seem to be used normatively, to make comparisons with what: are’
considered biological and physiological ‘norms’ about pregnancy and child:
birth. Taking as an example women’s weight gain, the booklets provided for
pregnant women in some respects present a relaxed line on this. For exam
ple, The Pregnancy Book (p. 40) gives information about average weigl
gain, which suggests ‘normal’ variability rather than a set of norms:

An average total weight gain in pregnancy is 22-28 lbs, or 10-12.5
But weight gain varies a lot from woman to woman. It is not usually an
thing to worry about, but if you are concerned, talk to your doctor I
midwife,

However, this relaxed presentation is undermined by using women’s weight

“gain as an indicator of ‘normality’, with greater or lesser weight gain given

as a reason for doing further tests, as in the case of the woman in an eatlier

“extract who was given a scan because she was not gaining ‘sufficient weight’.

Another woman reports that it was discovered she was pregnant with twins

- after she was sent for a scan ‘because [ was too large for dates’. This implies
- that weights are being compared with a ‘norm’, in spite of any lack of evi-

dence about the universal appropriateness of such norms or their predictive

value (Oakley 1979; Reid 1990; Raphael-Leff 1991; Phoenix 1990).
Comparing women against a set of ‘norms’ implies that there is a right

way in pregnancy, and contradicts statements about all pregnancies being

© different and there being no rules. Women draw on biclogical-medical dis-

courses in their accounts of bodily changes and increasing weight in the
fater months of pregnancy, as Wolkind and Zajicek (1980) report, and as in
the following extracts from interviews;

The pregnancy was fine, my health was OK, but I had put on too much
weight.

1 got a lot heavier. T used to get tired a lot, even when sweeping a room.

However, closer examination sugpgests that women’s accounts position
weight gain largely in terms of their identities and sense of themselves and
its impact on their lives. Weight gain and bodily size were often discussed in
terms of women’s ability to do everyday things such as getting to sleep, look
after older children and fulfil their domestic roles, as in the following
extract:

I think because it was my second and I had him [first child], he was about
one and half, it was difficult to attend to him, like give him a bath, espe-
cially in the later months. Sometimes I had trouble feeding him. I used to
feel really tired by the end of the day, and it was difficult to bend over and
give him a bath,

Some of the women expecting twins discussed the ways in which the weight
of two babies could accentuate other problems, as in the following extract:

I feel uncomfortable. And when I'm in the bath, and things like that. 1
can’t get out. And getting up from lying down is awkward. I wasn’t very
happy at all with my figure at the beginning. I really saw myself as being
maternal, the mothering figure. When I started changing shape and
everything I really didn’t like it at all.

In this extract, the woman expresses dissatisfaction with her ‘mothering fig-
ure’. Wolkind and Zajicek (1980) also found that women disliked their preg-
nant shapes, even when they were pleased to be pregnant. The booklets
provided at the antenatal clinic emphasise the importance of eating well in




pregnancy, but do not address women’s 'é'fhbodiéd"'éxpenenc ol_ogwal struggles between b1ologlca1—med1ca1 discourses and those

targer and fatter, even though these are issues of ma}or conce _mst and consumer groups over the nature and management of preg-
(Wiles 1994), and: childbirth, are also found in women’s accounts. Women distin-

between aspects of pregnancy which they see as needing to be
ically managed and ‘normal/healthy’ symptoms of a pregnant body. In
_Ilowmg interview, a woman expecting twins makes a clear distinction
en a medical account and her own account of pregnancy:

Health and iflness

Within biological-medical accounts, pregnancy and.: child
structed as both ‘health’ and ‘iliness’. While acknowledging thi
and ‘naturalness’, pregnancy and childbirth are treated: an
potentially problematlc and hence as ‘iliness’. ‘Normahty and
to be defined only in retrospect {Hewison 1993). The bookiet
pregnant women have sections labelled ‘problems’ which
mal/healthy’ symptoms such as morning sickness: and tiredn
medically significant problems such as swollen ankles and
The potentially problematic nature of childbirth is used toa
efits of hospital delivery:

piewer How do you think your pregnancy went?

erviewee It depends. If you take it clinically, medically, it was won-
“derful. Otherwise it was bloody awful. I complained every day
“about it. Because I was so well with [first child] I didn’t know one
“¢ould be so ill when one is pregnant. I just didn’t expect it. I was
sick for the first 4 months, then I had pain in the ribs . . . T couldn’t
¢at and couldn’t walk. I couldn’t sleep in the end. I just couldn’t
“enjoy myself at all. Clinically it was OK: I didn’t have to go into
f‘hospital and I didn't have h1gh blood pressure, swollen ankles,
"anaemia, what else didn’t I have. . . . But I felt awful.

The advantage of a hospital birth is that both exper i
are on hand in case they are needed. If somethmg :
labour (and no-one can be 100 per cent sure that it wont
have to be moved. A Caesarean delivery, for example, can
spot if need be. In the same way, if there is anythmg wrong W
when it is born, hospital facilities can be life savmg
cared for immediately without vital time being Iost in’ a
pital.

en are committed to childbirth as ‘normal’ and ‘natural’ hut also to the
ty of ‘safe and healthy’ babies and hence to medical intervention if
+ when things ‘go wrong’. In many respects they express themselves in
gu ige similar to that used in the booklets provided at antenatal clinics, as
6ilowmg extract from a woman hospitalised prior to the birth of her

feel I am happy here [in hospital], because if anything goes wrong, I'm
. At home there’s no-one. They are at school, and my husband’s out
t work, and I'm frightened that they’ll come so quick there will be no
¢ to help me.

(The Pregn:qn_c' B

While the risks of ‘normal delivery’ are emphasised;'.‘cﬁb
medicalised childbirth are either not discussed or are presente

‘disadvantages’ rather than risks, as in the case of epidurals:
s h ensxons between childbirth as ‘health’ and ‘illness’ can also be seen in

ints of pain and its management. Accounts which position childbirth
atural/healthy’, construct paln as a ‘normal’ accompaniment to a ‘nat-
function whose outcome is welcomed, rather than as signal of ‘illness’
hich needs to be managed by means of medical intervention, such as
naesthesia. While pain is unpleasant, the avoidance of pain is not the main
tive for many women, especially those who dre more informed, who
non-medical strategies for coping with pain or who express a desire not
s out on’ the experience of childbirth (Green et al. 1990), as in the fol-
wing extract from a woman expecting twins:

Also since you can no longer feel your contractions,  th
tell you when to push rather than you doing it naturail
can take longer to push the baby out.

Feminist researchers and consumer groups such as the Natio
Trust are critical of the ways in which pregnancy and chilc
structed and managed as if they were illnesses — that i is, b’_ n
pital-based and with the routine use of drugs and surglca
(Stoppard 1995; Oakley 1979; Kitzinger 1990). They are also
depersonahsanon of pregnant and birthing women, as ‘bodle
tive systems’, arguing that this is used to justify medzcal view:
passivity and their exclusion from decision-making processes (6
Hewison 1993). :

This tension between pregnancy and childbirth as 11111

The only picture I get {about delivery] is that I want to have a natural
birt_h, and not a Caesarean. 1 want to see everything and I don’t want to
ie knocked out and then wake up half an hour later.




—_‘_‘—-—.________.
g with their own ang
octors to provide Pain
s” (Green et al, 199¢;

In contrast other women constructed pain as interferin
their partner’s enjoyment of childbirth and expected d
relief for childbirth as they would for ‘other illnesse
Woollett et al. 1983):

I wanted assurance that they weren’t going to let me suffer. I don’t

to suffer more than I have to. . . . They give pain killers when they d::?c? t
you are mn too much pain, not when you decide you are in too mu 1?
pam. . . . What worries me about childbirth is that I don’t like to give ﬁp

control of my body to someone else, and the minute i
. : ou go in i
that’s what you do. Yot B TR

As the woman in this extract argues, agreeing to pain relief means that
women’s control over their deliveries is given over to medical profess.ionala
Not losing control is an issue for some women and first-time mothers a 3
somewhat less likely to report having felt in control than mothers havinre
subsequent children (Green et al. 1990). But control operates in comple)g;
ways and it is often not easy for women to reach decisions with which they

are comfortable, as in the following extract from an interview with an Asian
woman:

I_couldn’t speak English so they called a woman to explain that T had to
give birth. T was very frightened at first, my husband was at work and I
wanted them to wait for him. The woman [interpreter] said it might be
too late by then and she wasn’t sure whether she was going to be available
later on. The doctors said they weren’t forcing me to give birth and it wasg
my decision. But then I thought in my heart that if I said no I might

cause a problem for the baby and myself. So I said they should do wha-
ever their hearts tell them to do.

Detection of abnormality and medical intervention

Tlle rationale for ‘monitoring normality/health’ in pregnancy and childbirth
is to detect gbnormality and to intervene medically to ensure the delivery of
‘healthy babies’, as argued in The Pregnancy Book (p. 31):

Just having your blood pressure checked, though it only takes two min-
utes, would be worth going — and waiting — for, because like the other
checks done at the clinic, it tells you that your pregnancy is going well. If

it shows that all is not [their emphasis] well, then something can be done
about it straightaway.

Biological-medical accounts assume that medical intervention is of benefit
for mothers and babies, even though the scientific evidence for such benefits

1s sometimes lacking (Schwarz 1990), as is recognised in a recent
Department of Health report (1993: 9):

It has to be acknowledged that some of the interventions of recent years,
for example fetal heart monitoring, have gained acceptance because of
the assumption that they would increase the likelihood of a safe outcome.
It is important that benefits are proven rather than assumed.

Moreover, the medical interventions available are limited: in pregnancy med-
ical management often does not go beyond monitoring (albeit by means of
some highly sophisticated techniques). Interventions such as bed rest are
often hard to distinguish from medically disparaged ‘old wives’ tales’, and
those based on scientific knowledge (e.g. thalidomide and DES) have not
always been demonstrated to be either safe or effective (Raphael-Leff 1991;
Garcia et al. 1990).

With childbirth, there are more treatments and interventions available.
These include drugs and procedures such as episiotomies and caesarean sec-
tions to induce or accelerate labour and delivery, and ways of relieving pain
such as epidurals. Their effectiveness and longer-term impacts are sometimes
questioned by professionals and others who point to negative outcomes, as
medical procedures developed to solve one problem can generate others
which require further medical intervention. So, for example, forceps delivery
are more common following epidurals, and postnatal discomfort and infec-
tions following episiotomies and caesarean sections (Cartwright 1979;
Garcia et al. 1990; Rothman 1989). One woman points to the impact of
stitches following an episiotomy:

It was a normal delivery and everything. It was the pain I couldn’t stand.
I had stitches. They cut you because the head was big. . . . They cut so
the head comes out easier. But another ten, fifteen minutes of hard work
would save you a lot of trouble afterwards. The stitches are really bad
afterwards. Three weeks after you can’t walk, you can’t get up, it hurts to
sit up to breast-feed.

There is recognition of tension between biological-medical accounts and
ones which attempt to engage with a broader notion of ‘quality of experi-
ence’ for women. The Department of Health report Changing Childbirth
(1993: 9) argues that not only do interventions need to be evaluated in terms
of traditional measures of risk assessment, but they also have to be set
against considerations of the ‘quality of experience’ for women:

There was strong emphasis on the need to ensure that care was designed
around the needs of the individual woman and the choices she might wish
to make. . . . Women want healthy babies and also to be healthy them-
selves after they have given birth. But this incorporates their desire to
experience pregnancy, childbirth and the early days of parenthood as pos-
itive and fulfilling. . . . However the issue of safety used as an overriding
principle, may become an excuse for unnecessary interventions and tech-
nological surveillance which detract from the experience of the mother.

N RN OGNS RS RN,




od outcome.to a pregnancy is desired by the woman, her
d.ih professmnals who care for her, we found situations where
be a conflict. We heard that some professionals appear
\ céés:onally women seem to care more about the1r own

This ideological shift in the management of pregran
alleled by some changes in the medical management o
reduction in the number of recommended : antena
and postnatally (by the reduction in'the:titne
wards). These also draw on economic d:scourse

safety as a reason to try to impose arrangements or
hich the mothers found unhelpful and disturbing.
(Department of Health 1993: 9)

definitions of themselves and their wishes for more
r_oaches (Green et al. 1990} by, for example, dlsclalmmg

[0 hospltal but I thought when I get there all 1"l be doing is
ed all'day, so why not rest at home and look after the first child
rent in, who would have looked after my other child because my
 to work? That’s why I decided to stay at home and did less
d rest.

ver. women are also presented in biological-medical accounts as
( as having an important role to play in ensuring their own

h’e’alth and development — as, for example, in advice to

decisions about her care, based on he
fully with the professionals involved.

Despite increasing reference to ‘qualit

‘partners’ in the childbearing process; there i ome drugs, certain illnesses, smoking, alcohol, these and
tive changes in biological-medical accourts " gs:can hold back the baby’s development or even cause abnor-
basis of obstetrics to claim precedenc -over othe - ou need to make sure that from conception onwards you
health professionals with a powerful rational 1h widing your baby with all the nuirients needed for healthy

ing process (Schwarz 1990; Hewison' 1 .93 ' y nt: So eat a variety {their emphasis] of foods to get a range of

se_em to be offered a more active role as partners with health
.In” ensuring an optimal outcome for their pregnancies.
er examination of the advice indicates the extent to which it




. : our feelings change - feelings about yourself, about the baby, about your
m?.tlon and is used to regulate women by positioning thetn bt 5 o qiture;. Your relationships change — with your partner and also with par-
tainers of the fetus (Raphael-Leff 1991). This is d one. throug : z ents and friends. . . . But you are still yourself, and you still have to get
engagement with women as active decision-makers or with the "mpli-' 4 with your life, whether pregnant or not. For this reason adjusting to
of advice about what women eat. There is, for example, no discussion e changes that pregnancy brings isn't always casy.
costs of ‘healthy’ foods, or how women might change their éafin -
the face of resistance to ‘healthy’ eating from other famil'j?'in&én'ibe .
;lig;gtising from the food manufacturers (Charles and Kerr 1988: W
By concentrating on ‘healthy’ eating, biological-medica .
having to engage with evidence about the influences on the
ers and babies of factors such as poverty, inadequate hovsing ‘an
ill-health (not to mention the risks of medical interventions in re'gﬁ

Archers within social science and feminist traditions, drawing on the
pective of women and their readings of their bodies, challenge the
dy-mind dualism and biological-medical discourses of pregnancy and
ihirth as decontextualised bodily events (Oakley 1980; Marck 1994;
sollett et al. 1991; Ussher 1989). In their accounts, women draw on a vari-
ety of teadings of the body and feelings and ideas about themselves — their
esites for their preghancies, increasing awareness of their bodies, whether
T1db; . . . 1o onancies were wanted and planned, and the implications for their social
and gh1ldb1rth) ) Iggqr;ng ﬂ.le. ev1dfe nce that low birth welg péla%?onships, as in many of tlll)e extracts given earlier, and in the following
mon in poorer families individualises its causes, and encourase m t from an interview:

‘blame’ themselves if their babies are small or ill (Rocherson 1988: Pk attac '

1990; Oakley 1992). T

:_Ir'z'térviewee It went quite smoothly, T can’t complain. I had morning
sickness but I coped with it, Tt was just one of those things you have

o and you put up with. )
E?EEISELOGICAL DISCOURSES OF PREGNANCY AND Interviewer  Any things you did or didn’t do because you were preg-
IRTH i : nant?

Until this point our analysis has focused primarily On.'lj..i(.)fc')gica - Iriterviewee  Just obvious things like not lifting heavy things and not
discgurs;s which serve to construct pregnancy and childb'ir't'h_a-' " pushing furniture around. Apart from thé'lt, no. I was very healthy
monitoring and intervening in the pursuit of the healthy delivery - throughout my pregnancy. B‘Ht the,n again, I'm not one ’Of those
It hlas‘ been argued that women’s accounts of their experiences and: th people who SIE back an::l say Oh, I'm pregnapt, I shouldn’t do this
fem;milt. apd consr{;mer groups draw on contrasting discourses and. 3ndII Shmllédnt ccllo th,at 1 c:jld mols(; of thetth;nfgillfoulﬁ norrrtuﬂl){
contradictions and omissions in the biological-medical’ discours S 0. 1 would go dancing and woulc go oul 1 ad a cnance to.
alternative 'accoun‘Fs. can be characterised as drawing on ‘psychologi : didn’t stop cating anything. I cfarried on working until I was seven-
courses wh1§h p(;lsmon pregnancy and childbirth within the remit and I months pr&%rll atn L d -1 sc}meit;'rlr:est}lli S:,?d to get depressed.

periences of individual women. They draw on a variety o Interviewer at made you feel ke that:

positi.ons within psychology (including psychoanalytic and 'S_:Ci . _[nterviewee At that .time my husband an.d 1 were .drlftmg apart. Just
thf?ones) to addrf?ss women’s psychological development, réadings - because of our dlﬁ”;rent way of looking at things. . . . Maybe I
child-bearing bodies, women’s identities as pregnant women and as moth _ w.anted more attention frqm my husband . . . maybe I expected
and women’s lives and relations with others, S him to give me more attention.

Pr.egnancy is constructed within psychological accounts as an Women’s readings of the pregnant body are complex and often contradict-
transitional period .and as a key life event as women acquire new. sry when, for example, their sense of their body-as-pregnant and the psy-
and move from ch1}dlessness to motherhood (Wolkind and Zajicel hological reality do not match - such as when they find a wanted
Ussher 1989; Phoenix et al. 1991). Women make sense of, and:impute -pregnancy difficult, as in the extract above, and an unplanned pregnancy
ing to, the bodily changes associated with pregnancy and childbirth enjoyable, as in the following extract:
example, The Pregnancy Book draws on psychological and social sci :
courses to examine women'’s readings of their pregnant bodies; as
lowing extract (p. 22):

This pregnancy was totally unexpected. Suddenly one day it started to
move. I just cried and cried. It was a shock because I had started work.
. " We couldn’t afford another one. It was exciting. I like being pregnant.
From the minute you know you are pregnant, things begin: toich . - That doesn’t mean I'm going to have more. It’s nice being pregnant apart




from the first four months. It’s nice and a lovely feeling when the baby -

moves inside you. I think that’s when the excitement starts. It’s lovely to
feel something inside you and it’s yours, You get to know it,

Pregnancy and childbirth impact upon women’s psychological develop-
ment ag they come to know themselves through their pregnant bodies and
deal with new feelings and emotions, especially those around dependency
and independence, autonomy and connection (Raphael-Leff 1991: Smith
1992; Michaels and Goldberg 1988; Ussher 1989). While women may be
pleased to be pregnant and anticipate with pleasure their connectedness
with, and nurturance of, a dependent child, others are concerned about the
loss of independence and autonomy and how they will cope with the con-
straints and responsibilities of motherhood (Ussher 1989; Woollett et al
1991; Wolkind and Zajicek 1980), as in the following interview extract: .

After we got married my husband and I used to go out and about togeth-
er a ?ot, having a good time. If I had become pregnant just after T got
married, I wouldn’t have been able to have that fun and go out with
friends.

Women deal with the emotional and psychological issues around preg-
nancy and childbirth in diverse ways. While some women discuss pregnancy
and childbirth in highly charged emotional terms, others are very matter of
fact suggesting that becoming pregnant and motherhood are assumed and
expected and do not need elaboration (see Woollett 1996; Woollett et al.
1991). Women’s feelings and concerns often change during the course of
pregnancy, as their focus moves from getting pregnant, to being pregnant
and then to looking ahead to having a baby and becoming a mother
(Raphael-Leff 1991; Breen 1989; Marck 1994). Women’s feelings and agen-
das may not coincide with medical timetables for scans and tests. Many
women appreciate the information they receive from tests, but others prefer
to recognise that they are pregnant at their own pace and to become close to
their baby only once they are confident that the pregnancy is established
(Raphael-Leff 1991), as is the case in the following extract:

With this one I didn’t mentally accept it and couldn’t get to know it until
near the end. I thought, “‘Who is this inside me?" right up until the end.
But with the others I loved them while they were inside. It’s not that I
don’t love this one but it took me longer to adjust.

Pregnancy and childbirth as relations

Psychological accounts position the mother—child relationship as the key
relationship for children and for mothers, which begins in pregnancy (Breen
1989; Marck 1994). Women’s accounts draw on psychological and psycho-
analytic discourses to examine the development of their relationship with

the baby as a separate and independent being and their construction of the
baby’s subjectivity (Marck 1994; Everingham 1994). Women begin to think
about making space in their lives — as well as in their bodies — for a baby,
and what the child growing inside them is like, although their accounts focus
largely on the child’s gender (Breen 1989; Woollett and Dosanjh-Matwala
1990; Rothman 1989; Marck 1994). For some of the Asian women inter-
viewed the gender of the child they were carrying was of considerable inter-
est, as in the following extract:

It went quite smoothly. It was quite interesting knowing that something is
growing inside you and whether it is going to be a girl or a boy. It’s all
rather nice actually. It was OK and I wasn’t worried.

Women’s accounts of pregnancy as a relationship often take the baby’s
movements in utero as a signal that the pregnancy and the baby are real. The
impact of these movements may be less significant now that ultrasound
scanning has become routine. Scans provide women with a visual impression
of their baby and may encourage women to begin to relate to their babies
(Raphael-Leff 1991; Reid 1990), as in the following extracts from interviews:

When 1 first found out I was pregnant I just cried because I thought it
happened too soon, but when I had my first scan I was really happy.
After that I felt good and enjoyed it because you start to develop a bond
with the baby. So that was exciting.

When I had my first scan the man explained everything, like this is his
leg, this is his foot, little hands, little head. I couldn’t see his other leg and
asked ‘Where's his other leg then?” Then they pushed him round and
showed me his other leg. It was quite nice. That’s when you realise you are
having a baby, when you actually see it on the scan.

However, in the following extract from The Pregnancy Book (pp. 29-30),
while the emotional and psychological salience of scans are recognised, the
main focus is on the information they provide and their value as part of the
process of ‘monitoring normality’ of the unborn baby:

It can be very exciting to see a picture of your own baby before birth —
often moving about inside your womb . . . an ultrasound scan can give a
fairly accurate idea of the baby’s age . . . can show the position of the
baby and the placenta so both can be checked.

Fathers, pregnancy and childbirth

The birth of a child creates new relationships and requires women to
renegotiate current relationships and, especially for women in stable het-
crosexual relationships, the relationship with the baby’s father.
Traditionally fatherhood was constructed largely in terms of financial
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support of woman and children, but increasingly it is assumed’ tha
fa_thers will be involved in pregnancy, childbirth and parenting:
Biological-medical and psychological accounts emphasise the value of:
fathering for men themselves and their development, as well as for the::
baby, with the result that fathers are the preferred, and often the main,
support for women in pregnancy and childbirth (e.g. Beail and McGuzre'
1982; Lewis and O’Brien 1987). :

In biological-medical accounts, the value of the involvement of fathsrs i
evidenced by their substantial inclusion in The Pregnancy Book. They are”
pictured supporting and assisting women in labour and holding their babiés
after delivery. They are discussed in terms of offering support, their excite:.
ment about becoming a parent, being close to their baby, and, as in the fol~
lowing extract (p. 25), their gendered experience of pregnancy:

Adjusting to pregnancy and to the idea of a baby can be difficult when
you don’t feel any different. Men don’t ‘live with' their babies during
pregnancy, so while they escape the nausea, the tiredness and the dlscom-- :
fort, they also miss that growing sense of the baby’s real presence.

Psychological accounts also draw on discourses of the normality of sexu-
al relations in pregnancy. Some women argue that bodily changes in preg:
nancy enhance their sexuality and sexual attractiveness but, as has already
been suggested, this is by no means always the case (Antonis 1981). Sexual
relations in pregnancy are sometimes affected by women’s increasing size,
and also by concerns about harming the baby, or by the ‘presence’ of the
baby (Alder 1992). These concerns are addressed in The Pregnancy Book
which seeks to reassure women that sexual relations are possible during.
pregnancy but also to point out that there are other ways of expressing inti-
macy and affection, :

Women's accounts draw on psychological discourses about the value of
the interest and invelvement of fathers in pregnancy and childbirth. These
may take the form of expressing feelings for the baby, interest in the preg- -

nancy, and practical support in pregnancy and labour, as in the folIowmg E
extracts:

We both read the pregnancy book we got from the hospital, together. .
When my back was hurting he would massage it for me. We did the
breathing exercises together. Near the labour stage he used to help me
relax if I got tense. He used to help me with relaxing. :

My husband was with me throughout labour and I found that he was é
great help because 1 didn't get much support from the midwife. I'm glad -
my husband and I went through the breathing exercises together, he
helped me a lot.

My husband was so happy at the hospital. When he {baby] was about to'

be born, his head started to show a little and my husband was so happy.
He had tears in his eyes when he first saw [the baby].

_"Expectatlons about fathers’ involvement and especially their presence at
delivery are such that sometimes it is their absence, rather than their pres-

ence, which women comment upon, as in the following extract:

The second time my husband had to stay at home to look after [older
child]. We couldn’t leave her with anyone. 1 did feel I should have had
someone with me but you have to look to your problems. My husband
wanted to be there the second time but he couldn’t leave her.

Other social relations

Increasingly the involvement of fathers is normalised, but the role of other
social relations including those between a woman and her parents, friends,
work and employment relations, are Jess acknowledged and explored. Many
women give up paid employment outside the home in the late months of
pregnancy. For some, this results in a loss of financial independence as well
as a loss of identity and social support, as in the following extract in which a
woman compares the support at work with that from her extended family:

I thought that nobody really helped me, taught me, told me to do this and
do that, that will help your pregnancy, to eat this and that . . . Tused to
eat salads and fruit a lot. At work they did take good care of me: ‘Don’t
do this, don’t do that. Eat this and eat that’.

Most accounts draw on discourses of the benefits of fathers’ involvement.
Men in this culture-historical period are often contrasted with men in other
cultures and/or at other times where pregnancy and childbirth are construct-
ed as highly gendered, indicating the extent to which pregnancy and child-
birth are sociaily and culturally constructed (e.g. Lozoff ¢t al. 1988; Homans
1982), as Oakley (1980: 5) argues:

Having a baby is a biological and a cultural act. In bearing a child, a
woman reproduces the species. . Yet human childbirth is accom-
plished in and shaped by culture. . . . How a culture defines reproduction
is closely linked with its artlculauon of women’s position: the connection
between female citizenship and the procreative role are social, not biolog-
ical.

Cuoltural context

However, in spite of Oakley’s (1980) assertion of the cultural significance of
pregnancy and childbirth, this is not often examined in biological-medical
or psychological accounts. As we have aiready argued, psychological




accounts draw on discourses about the intra- and interpersonal significance.

of pregnancy and childbirth, but the differing circumstances of women’s

lives and the cultural meanings of childbearing and parenthood tend to be

addressed largely in stereotyped ways. So, for example, it is often assumed
that ‘Asian’ fathers are not involved in childbearing and that ‘Asian’ women
are supported by other women, although as the woman in the following
extract argues, even when women live with their extended families, it cannot
be assumed that they have the support of female relatives:

When youre pregnant you still have to do the housework, Even though
my mother-in-law lives with us, she can’t do much because she can’t see

very well, If I decide not to do the housework, who's going to feed my .-

children? So I have to do everything myself,

There is little consideration of the evidence about the social and eco-
nomic position of many Asian women who live in poor housing and/or

inner city areas, or their experience of racist practices which might discour- -

age them from seeking contraceptive or antenatal care (Rocherson 1988;
Bowler 1993). An exclusive focus on the differences between racial-cultural
groups means that diversity within cultural groups and the meanings and
practices of pregnancy and childbirth within both the dominant culture and
minority social groups or cultures are rarely addressed (Woollett et al. 1995,
Marshall 1992; Homans 1982).

NAUSEA AND SICKNESS AS EMBODIED EXPERIENCES

We have examined biological-medical and psychological accounts and the
discourses on which they draw to point to similarities and tensions between
those discourses and those on which child-bearing women draw. To contrast
these different accounts and discourses a case study of one aspect of preg-
nancy, that of nausea and sickness, is examined,

Nausea and sickness are common experiences of pregnancy in this cul-
ture (Wolkind and Zajicek 1980). Biological-medical accounts construe
them as ‘normal/healthy’ symptoms and experiences of pregnancy which are
considered especially common in the early weeks and months of pregnancy,
although they sometimes occur throughout pregnancy, and are explained in
The Pregnancy Book (1984: 43) as follows:

Nausea is very common in the carly weeks of pregnancy. . . . The causes
are not properly understood but the hormone changes taking place in
early pregnancy are thought to be one cause.

There is, however, little discussion of how, given the universality of ‘hor-
mones changes . . . in early pregnancy’ women’s experiences of nausea and
sickness vary so widely, why they are more common in first than in subse-
quent pregnancies, and in some cultures more than others.

Biological-medical accounts construct nausea and sickness as probiems,
and hence as ‘illness’, only when they continue after the early months and
prevent women from gaining weight ‘normally’. However, even when they
seriously disrupt women’s health and well-being, medical interventions are
rarely offered, because of the vulnerability of the developing fetus. Instead,
women are reassured that they are common symptoms of ‘normal/healthy’
pregnancy and are offered non-medical solutions and suggestions about diet
to help them cope:

It’s worth trying tricks like eating a dry biscuit before you get up in the
morning. . . . Some women find that keeping to bland foods like white

bread and potatoes helps. . . . Ginger is supposed to help.
{(The Baby Book 1988: 26)

Eat small amounts of food. . . . Avoid the smells and foods that make

you feel worse. . . . Distract yourself as much as you can.
(The Pregnancy Book 1984: 43)

In contrast, women’s accounts indicate the extent to which nausea and
sickness are positioned as part of women’s embodied experiences of preg-
nancy. Over half of the women interviewed said they experienced nausea
and sickness (Woollett et al. 1995), with some experiencing severe symptoms
which restricted their activities, as in the following extracts from interviews:

It was very bad. For nine months I was sick every day. For three, four
months I went off food. T couldn’t eat, couldn’t stand the smell, and I
kept bringing up everything . . . I used to get tired very easily. T was told
to get as much rest as possible because of the [health] problem I
had. . . . I started to eat apples for the first time in my life. I've never
liked them before. We still met people as before, but I couldn’t travel on
long journeys because I felt sick.

It was very bad. I couldn’t do any work all day. I was vomiting a lot. This
went on for five months. I couldn’t get up. I just used to lie down ali day.
When I used to go to my GP and tell him about it, he'd say that’s how it’s
supposed to be . . . I felt so weak . . . I couldn’t eat anything. I couldn't
keep down our Asian food . . . I usually keep busy with housework, like
tidying. When I'm sick I can’t do as much cleaning although it's on my
mind that T must do it.

Because nausea and sickness were positioned as central to women’s experi-
ences of early pregnancy, women who did not experience them said they did
not feel pregnant, as in the following extract:

There were no problems. I've never had morning sickness. I didn't feel 1
was really pregnant.

Nausea and sickness were closely linked in women’s accounts with food
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alleviating nausea and sickness, in similar ways to biological-medical
accounts. Asian women drew on somewhat different discourses of food: they
explained their food preferences not merely in terms of nausea and sickness,
but also in terms of hot and cold foods in the Ayurvedic system of medicine
and their cultural context, in which older women reproduced cultural knowl-
edge and traditional practices about foods to be eaten in pregnancy
(Homans 1982; Woollett and Dosanjh-Matwala 1990).

Nausea and sickness are more common in early pregnancy and are often
taken as an early indication of pregnancy (Wolkind and Zajicek 1980).
Psychological accounts take nausea and sickness, not merely as embodied
experiences of pregnancy, but as having symbolic significance and indicating
- for example — a rejection of pregnancy, although there is little evidence to
support this view (Raphael-Leff 1991; Macy 1986; Wolkind and Zajicek
1980). Even though they are unpleasant, nausea and sickness do focus the
attention of women, and others, on the pregnancy and women’s body-as-
pregnant (Raphael-Leff 1991; Wolkind and Zajicek 1980).

Women’s accounts of nausea and sickness are positioned largely in terms

of women’s lives, including their ability to cook for and feed their families.

This is difficult when the food they are preparing makes them feel sick,
Women had a number of ways of coping. such as a neighbour who cooked
for them, or, as The Pregnancy Book suggests, trying to change family eating
habits: “If you are cooking for the family, choose menus that will suit you

[their emphasis] as well as them’ (p. 43). However, such advice is often of -

limited usefulness because it does not recognise the strength of social and
cultural practices around food, and hence on the limits on women’s ability to
influence what their family will eat.

By positioning nausea and sickness as ‘key’ indicators of pregnancy, bio-
logical-medical and psychological accounts isolate them from other symp-
toms in pregnancy. This has the effect of negating the experiences of
women who do not experience nausea and sickness and of giving less-
emphasis to other symptoms, in particular tiredness and symptoms associ-

ated with women’s increasing weight and size. Unlike nausea and sickness,

tiredness is experienced throughout pregnancy and has a significant overall

impact on women’s embodied experiences of pregnancy, as in the foliowmg g

extracts:

As this was my fourth I felt tired a lot. But I think that’s because I was
working . . . I tend not to feel ill, but other women feel as if they're ill.

We [sister and self] weren't very big. I think if you are big it tends to slow
you down.

It was all right. When you have two other children to look after the work
becomes too much, but otherwise no problems. There was not much dif-

ference [in being pregnant], just that it seemed more hard work because of -
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the same for them. You do feel tired.

Tiredness is probably given less attention because it fits less easily into domi-
nant biological-medical discourses and is less susceptible to medical inter-
vention than other symptoms, rather than because of its lesser significance
for women (Popay 1992).

Nausea and sickness are frequent physical symptoms of early pregnancy
but are constructed somewhat differently in the various accounts. Women's
accounts draw on biological-medical discourses and hormonal changes, and
also on their impact on women’s lives and their embodied experiences of

pregnancy.

CONCLUDING COMMENTS

In this chapter we have used discursive methods to examine and compare
biological-medical, psychological discourses of pregnancy and childbn’th.
In doing so we have drawn attention to disparate and at times contradictory
constructions of the nature of pregnancy and childbirth and the regulatory
role of discourses in defining ‘normality/health” and the management of
pregnancy and childbirth. .

We have argued that in constructing pregnancy and childbirth in terms of
universality, and predominantly biological and individualistic experiences,
current discourses are inadequate for accounting for and explaining women’s
readings of their child-bearing bodies. They fail to take sufficient ac‘cou.nt of
two key factors identified as central in women’s accounts. The first is divers-
ity in women’s experiences and the meaning of the pregnant body
{(own/other, this pregnancy/an earlier pregnancy, early/late pregnancy). The
second is the social, cultural and ideological context in which women are
pregnant and become mothers and the impact of pregnancy on their emo-
tions, identities, lives and relationships.

Positioning pregnancy and chiidbirth within the framework of health and
illness and their management as if they are illnesses, and the omission of
diversity and the wider cultural context of pregnancy and childbirth, means
that women experience maternity care as narrowly focused and ineffective
for dealing with key aspects of their experiences. Women draw on some bio-
fogical-medical discourses in their accounts, but such discourses are also
resisted. The language of ‘health’ and ‘illness’ are rarely used to descrlb.e
women’s pregnancies and childbirth, which are constructed rather as physi-
cal manifestations or symptoms (sometimes unpleasant and troubling) of a
‘normalfhealthy’ state.

Women’s accounts and feminist research position pregnancy and child-
birth within the context of women's lived experiences and personal knowl-
edge, emphasising the ways in which women manage the different (and often




CUHLTEUICTOry J demards of their preghant bodies with domestic responsibili-
ties and other relationships and responsibilities, and advice from health pro-:
fessionals. Their accounts contrast with biological-medical and
psychological accounts which draw on narrower discourses of pregnancy. |
and childbirth. These different discourses are of significance theoretically,
and also practically in terms of the ways in which maternity care is man-
aged., :

Accounts and the discourses on which they draw are not mutually excly- .
sive and change over time in response to cultural and ideological changes in-
the wider society. This can be seen in terms of changes in the provision of :
health care. With the emphasis on the patient as consumer and active parti-
cipant in the decision-making processes, the management of pregnancy and
childbirth are changing somewhat. However, for women the key task:
remains the negotiation of their readings of their pregnant bodies and the:

meanings of pregnancy and motherhood within the dominant framework of :
biological-medical discourses.
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hapter 1U

Diet as a vehicle for self-control

Jane Ogden

INTRODUCTION

Dieting, overeating, anorexia and bulimia nervosa are in vogue in the late
twentieth century. Research reports that everyone is dieting and that the
prevalence and incidence of eating disorders are on the increase.
Consequently, hospitals are opening specialist centres to accommodate this
new clinical problem and self-help groups and those facilitated by profes-
sionals are proliferating. In parallel to these changes, experts have developed
theories about the causes of these various forms of eating behaviour. Such
theories are traditionally used to inform the reader about the nature of their
object; theories are seen as unproblematic and as descriptions of ‘reality’;
theories of eating describe how eating ‘really is”.

This chapter will examine primarily the status of theories about eating
behaviour and suggest a more problematic concept of the relationship
between theory and its object; such theoretical perspectives may not only be
derived from data, but can themselves be used as data in order to examine
changes in the way the object of theory is understood. From this perspec-
tive, theory no longer describes its object but begins to construct it.
Therefore, as theory changes so its object changes in parallel.

In line with this premise, the chapter will then analyse changes in expert
and lay theories about diet and eating behaviour over the past cel.ltury.. In
particular, it will focus on changes in psychological and somologu;al
approaches to diet, and suggest that the changing ‘nature’ of these theories
reflects a shift in the concept of the object of these theories — the individual.
Further, this analysis will outline the ‘nature’ of this changing individual
and suggest that, whereas at the beginning of the century the individual was
regarded as a passive responder to external events, in the middle of ‘the cen-
tury the individual became one who showed increasing agency and interact-
ed with the outside world. The central proposition is that contemporary
theories of eating behaviour describe and construct an individual who inter-
acts with him or herself. Further, that this latter individual is characterised
by self-control and a self to be controlled - an intra-active self.




