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ABSTRACT

Many women going through the major life transition of pregnancy
experience decreases in physical activity behaviour, which may
compromise maternal and infant health and wellbeing. Although
research suggests that the social environment plays a large role
in influencing women’s physical activity behaviour, little is known
about the association between societal attitudes and physical activity
behaviour during the course of pregnancy. Through a qualitative
longitudinal study, we explored women’s physical activity experiences
throughout pregnancy and how these were formed, supported and/
or opposed by their social environment. This research included
telephone interviews with 30 pregnant participants, recruited via
a regional public hospital. Using a feminist standpoint analysis
incorporating modern dialectics, three major tensions were identified,
reflecting dominant societal discourses around physical activity and
pregnancy: (1) engaging in physical activity and keeping the baby
safe, (2) engaging in physical activity and obtaining social approval
and (3) listening to oneself and to others. These findings present
previously unrecognised opportunities for developing tailored and
effective physical activity interventions among pregnant women.
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Introduction
It is widely acknowledged that, in absence of contraindications (Artal and O’Toole 2003;
Sports Medicine Australia 2010), 30 minutes of moderate intensity physical activity on
at least five days per week is recommended during pregnancy (ACOG 2002; SMA 2010).
The American College of Obstetricians and Gynecologists (2002) and Sports Medicine
Australia (2010) guidelines provide detailed information to ensure safe and beneficial
engagement in physical activity during pregnancy. To date, there have been no reports
of negative effects of moderate intensity physical activity in healthy pregnant women
(Clapp 2000; Davies et al. 2003; Melzer et al. 2010). Moreover, regular moderate intensity
physical activity holds many maternal benefits including improved cardiovascular function, decreased physical discomfort, improved psychological wellbeing and decreased
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risk of gestational diabetes, hypertension and preeclampsia (Clapp 2000; Da Costa et al.
2003; Hegaard et al. 2007). Foetal benefits include improved stress tolerance and foetal
development (Clapp 2000).
Nonetheless, many pregnant women experience a significant decrease in physical activity
behaviour (Evenson, Savitz, and Huston 2004; Ning et al. 2003; Petersen, Leet, and Brownson
2005), which potentially compromises maternal and infant health (Cummings, Keller, and
Davies 2005; Wilkinson and Marmot 2003).
Numerous intervention studies have attempted to improve physical activity habits during
pregnancy, but only three (Aittasalo et al. 2008; Chasan-Taber et al. 2011; Hui et al. 2012)
reported a significant increase in physical activity behaviour with a drop-out rate < 20%. This
highlights the need for a more in-depth understanding of the determinants of antenatal
physical activity.
The social environment plays a large role in influencing women’s physical activity behaviour (Cleland et al. 2010; Lewis and Ridge 2005). Yet how dominant discourses within society
influence women’s physical activity behaviour during the course of pregnancy has received
little investigation. Our aim was to explore women’s physical activity experiences throughout
pregnancy and to explore ways in which these experiences were formed, supported and/or
opposed by their social environment.

Theoretical framework: feminist standpoint epistemology
Feminism in public health is important as it has the potential to develop new gender-sensitive theoretical frameworks and research methods (Hammarström 1999) that can provide
a more in-depth understanding of public health issues. Interventions aimed at improving
health must be sensitive to women’s perspectives and experiences, and strategies must
focus on increasing agency and empowerment (Hammarström 1999), rather than telling
women what to do. To improve women’s physical activity behaviour during pregnancy, it
is important to listen to what women have to say about their physical activity experiences
and needs within the context of their daily lives in families and communities.
Feminist standpoint epistemology was chosen as a theoretical framework to guide the
design of the study and data collection. It was also used as an analytical tool to explore
women’s physical activity experiences throughout pregnancy and ways in which these
were formed, supported and/or opposed by their social environment. Standpoint feminism
acknowledges the unique needs of women by placing their everyday experiences at the
centre of research concerns (Sarantakos 2013). The term standpoint here refers to a ‘position’ in society that is affected by and can help shape structures of power, work and wealth
(Hennessy 1993). Feminist standpoint acknowledges the social situatedness of knowledge:
women’s knowledge, and knowledge in general, is located in ‘particular places and in particular times’ (Longino 1999, 333). Women have different standpoints and embody different
knowledge. Investigating each woman’s unique experience and standpoint directs attention to details and features that might otherwise be overlooked (Longino 1999). A feminist
standpoint offers more than providing information about women’s experiences of physical
activity during pregnancy: it is an analytical tool for exploring ways in which experiences
have been shaped by larger social structures.
An important starting point for this study is the feminist argument that historically the
male body has provided the standard for ‘good’ health, which through a comparison has led
to women’s health being perceived as ‘other’ and ‘poor’, especially in relation to reproductive
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health (Annandale and Clark 1996). This has led to the erroneous view of pregnancy as a
health condition, originating within institutions and practices of medicine (Young 1984)
with a spill-over into workplace contexts (Gatrell 2011, 2013), where the reproductive female
body is often perceived as constantly fluctuating (Witz 2000) or unpredictable, especially
during pregnancy.
This is why research employing feminist standpoint methodology to explore health promoting behaviours during pregnancy is needed. Our study takes a position of empathic
engagement with the participants and offers new insights compared to the more distanced
and analytical frameworks employed in previous studies (Duncombe et al. 2009; Mudd et
al. 2009), which fail to take into consideration dominant discourses underpinning pregnant
women’s decision-making in relation to physical activity. Such new insights can assist in the
development of a robust intervention design that respects and appreciates the lives and
experiences of pregnant women and understands the social structures that surround their
lived experiences.

Methods
This longitudinal explorative study commenced with individual, semi-structured, in-depth
telephone interviews among a cohort of 30 pregnant women between 10 and 19 weeks
gestation. The interviews were built on a naturalistic, interpretive philosophy (Denzin and
Lincoln 1994), conducted as extensions of ordinary conversations, and took place on three
occasions until 40 weeks gestation. Women’s lived experiences were central to the study
and took account of the multiplicity, ambiguity, difference, paradox and conflict of their
lived experiences. Ethics approval was granted by the Redcliffe-Caboolture Human Research
Ethics Committee, Metro North Health Service District, Queensland.

Sample selection and recruitment
Participants were recruited through a purposive sampling strategy (Ezzy 2002; Miles and
Huberman 1994) to ensure that the broad range of different experiences and perceptions
was identified. The demographic characteristics of the sample (Table 1) were compared with
Sunshine Coast prenatal data (Australian Bureau of Statistics 2006a, 2006b) to make a judgment regarding their representativeness. Participants were recruited through the antenatal
clinic of a major public regional hospital, which at the time of the study delivered 59% of
all births on the Sunshine Coast in Australia (Australian Bureau of Statistics 2010). A public
hospital was selected to ensure women of lower socioeconomic status were well represented
because they are at a greater risk of physical inactivity compared to high socioeconomic
status women (Ball and Crawford 2003). Women were eligible to be recruited if they were:
at least 18 years of age with no upper age limit; not highly dependent on medical care; at
the end of the first trimester or between 13–19 weeks gestation; and able to understand,
speak and read English. Both first time and experienced mothers were recruited to explore
the variety of pregnancy experiences.
All eligible women who came into the antenatal clinic on recruitment days were made
aware of the presence of the researcher and the research topic, and were informed that
they could discuss possible participation in the study with their midwife. In order to ensure
that participants’ input was valued, whilst also maintaining their privacy, the participants
were informed that pseudonyms would be used to protect their identity in publications and
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Table 1. Demographics of participants in comparison to Sunshine Coast prenatal data.
N Total

N%

30

100

2
8
9
7
3
1

6.7
26.7
30
23.3
10
3.3

Marital Status
Married
De facto
Single
Divorced

14
13
1
2

46.7
43.3
3.3
6.7

Income
< $20,000
20,000-30,000
$30,001-50,000
$50,001-100,000
> $100,000
Did not wish to mention

1
5
6
16
1
1

3.3
16.7
20
53.3
3.3
3.3

Highest Completed Education
 Year 10
 Year 12
Diploma or Certificate
Bachelor Degree or higher

3
8
14
5

10
26.7
46.7
16.7

Pregnancy Status
Primigravida
Multigravida

17
13

56.7
43.3

Working Status
Working
Not working
Full time student

14
15
1

46.7
50
3.3

Nationality
 Australian
New Zealander
 UK
Japanese

26
1
2
1

86.7
3.3
6.7
3.3
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Total N
Age
< 21 years
21-25 years
26-30 years
30-35 years
36-40
> 40 years

χ2

p

0.748

NS

0.200

NS

4.206

NS

-

-

-

-

-

-

-

-

NS = Non-significant.

reports. Signed consent forms were obtained. No concerns about the process were raised
through the study. Recruitment and data collection continued until the diversity of experiences was identified and understood (LeCompte and Preissle 1993). All eligible women who
visited the antenatal clinic on recruitment days agreed to be approached by the researcher
and agreed to participate in the study.

Data collection
The interview protocol involved open-ended questions to explore women’s reflections on
recent physical activity experiences during pregnancy. Women were interviewed at the end
of every trimester to investigate their lived experiences in the last three months. Telephone
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interviews of an approximate duration of 45 minutes were conducted and audio taped with
all women who provided written informed consent. Although face-to-face interviews were
considered and might have increased engagement and open exchange, the women preferred the flexibility that telephone interviews offered. Bonnel and Le Nir (1998) previously
explained that a benefit of this method is that it can reduce attrition because participants
can more easily be reached.
Physical activity was explained to participants as any movement of their body that results
in using energy, which includes incidental activities (walking to shops, housework, gardening, etc.) and planned activities (swimming, walking, cycling, running, yoga, team sports,
gym), and has different intensities ranging from low to vigorous (Caspersen, Powell, and
Christenson 1985). Moderate intensity was defined as ‘somewhat hard’ (Artal and O’Toole
2003, 9).
The interview included questions on physical activity including: knowledge, attitudes
(including normative beliefs and outcome expectations), social support (or lack thereof )
and general barriers and enablers. Women were informed of the physical activity recommendation of 30 minutes of moderate intensity physical activity on at least five days per
week after they had reported on their knowledge of antenatal physical activity guidelines
and recommendations.
For the first interview, 30 women were interviewed at their earliest convenience,
which was 1–7 days after recruitment. The second interview was conducted at the end
of the second trimester and the third interview at the end of the third trimester. For
the second and third interviews, 25 and 24 of the women were interviewed. It was
not possible to schedule interviews with two women (30–35 years, third baby), who
reported it was too hard for them to set a date and time for an interview. A third woman
(26–30 years, first baby) lost her baby during the first trimester. A fourth woman (30–
35 years, second baby) wished to discontinue participation as she had to return to
England due to the loss of her mother. The other two women who dropped out could
not be contacted.
To minimise power differentials between interviewer and interviewee, each woman was
told, prior to the interview, that the aim of the study was to understand their physical activity
experiences and that no judgements would be made. Experiences were shared and explicit
understanding and compassion was shown when women’s responses deviated from what
they believed was the socially desirable answer in regard to insufficient physical activity.
Trustworthiness was promoted through a process of member checking wherein participants
were given the researcher’s analysis of interviews and invited to critique (Curtin and Fossey
2007).

Analytic approach
The use of feminist standpoint epistemology (Brooks 2007) aimed to facilitate understanding
pregnant women’s lived experiences in relation to physical activity and the ways women
conform to, resist, transgress or negotiate dominant discourses around physical activity
and pregnancy.
Once transcripts were checked for accuracy (Flick 2002) and cleansed from transfer
errors via ‘corrective listening’ (Flick, von Kardorff, and Steinke 2004, 254), the data was
organised, coded and stored using the software package NVivo8. Coding structures
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were further developed by using modern dialectics (Bitsakis 2002), to identify struggles,
tensions and paradoxes, and ways in which these co-existed in a non-dualistic manner. Feminist standpoint has been described as an epistemology rooted in dialectics as
developed by Hegel and Marxian epistemology (Griffin 2012). Modern dialectics rejects
dualism and, therefore, the idea of opposites being mutually exclusive. It considers
the unity in opposites and the contradictions in their unity, such as mother and child
as the carer and the cared for (Bitsakis 2002). Feminist standpoint within third wave
feminism emphasises multiplicity, ambiguity, difference, paradox and conflict in relation to women’s lived experiences (Dicker and Piepmeier 2003; Renegar and Sowards
2009). The coding scheme reflects a feminist standpoint approach. Examples of the
nodes in the coding structure included: dominant discourses, tensions, resistance and
support. As coding progressed, tensions, struggles and paradoxes were identified and
clarified through constant comparison (Olufowote 2011). This process was continued
until the analysis produced an understanding of the issues, merging and building upon
key issues of concern to pregnant women including the sociology of pregnancy, health
and the body. Women’s experienced struggles, contradictions and tensions were then
used to develop ideas that will assist future interventions in creating tailored and effective designs.

Findings
The research revealed three key tensions: (1) engaging in physical activity and keeping the
baby safe, (2) engaging in physical activity and obtaining social approval and (3) listening
to oneself and to others.

Engaging in physical activity and keeping the baby safe
The data show that pregnant women often reduced their physical activity behaviour
and expressed safety concerns as a reason for this change. There appeared to be a
tension between engaging in physical activity and keeping the baby safe. Two women
explained:
Well, I knew I wanted to be active for these benefits [health benefits for me and my baby],
but the only thing that concerned me was that I wasn’t being as active, that I might put on
too much extra weight in that first trimester like more than recommended or whatever if I
wasn’t active enough, but then on the other hand I thought if I’m too active, I maybe can
have a miscarriage or whatever some people say it can cause it. (Jaimee, 26–30 years, first
pregnancy, working, active)
I think if I would have kept up with my exercise a little bit more, it would have helped with my
energy levels, but being for the first time pregnant, not knowing anything about being pregnant, I was very cautious … you don’t really want to hurt the baby. (Denise, 26–30 years, first
pregnancy, working, insufficiently active)

There was, however, a fear of ‘overdoing’ it, relating to notions of vulnerability also expressed
with comments such as ‘… I just felt like wrapping myself up in cotton wool to be honest, I
didn’t want anything to go wrong’.
In addition, women often expressed a lack of knowledge in relation to the definitions
of overexertion and safe and beneficial physical activity levels during pregnancy: ‘I had no
idea what I could do’ was a common statement, especially among first time mothers. Many
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women in this study turned to medical professionals for advice, but often received no more
information than ‘walking is good, but don’t overdo it and get plenty of rest’. This lack of
individual and public knowledge about antenatal physical activity guidelines introduced
safety concerns as a key theme underpinning women’s decision-making around antenatal
physical activity.
The experiences and behaviours of women show how a lack of knowledge within medical
professions and the wider public can stimulate anxiety and perceptions of pregnancy as a
fragile condition, leading to a reduction in physical activity levels. An improved understanding of the antenatal physical activity guidelines is recommended as an important strategy
to increase the level of agency and physical activity levels during pregnancy.
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Engaging in physical activity and obtaining social approval
A feminist lens on women’s lived experiences revealed the struggle between a desire for
physical activity, whilst perceiving a social sanction against it during pregnancy as another
common tension. One woman explained:
If I would see pregnant women jogging, I don’t know what I would think. I would think oh my
gosh what is she doing! … It’s a bit of community or social conditioning. It’s like when you see
a pregnant woman smoking, you think my god, what she’s doing is wrong … because I don’t
know what I’m doing wrong or right. (Celeste, 31–35 years, first pregnancy, working, insufficiently active)

Comments regarding societal attitudes reflect that social sanction may exist as a result
of the belief that physical activity during pregnancy can harm to the unborn baby.
Women in this study also reported that during pregnancy they were discouraged from
physical activity by people at work, the gym and family and acquaintances. These women
expressed that they were advised to ‘slow down’ and were told that their current activities
could be putting their baby’s health at risk. The dominant social norm was to reduce
physical activity during pregnancy to low intensity and low impact activities to prevent
overexertion, injury and a possible miscarriage. One woman reflected on this experience,
saying:
… because my work is so physical, I had a lot of people comment on that: Should I still be at
work? Should I still be doing what I’m doing? Should I’d be taking it easy or cutting down my
hours? I’ve had a lot of people asking things like that …. It did make me think: Are they right?
Should I really still be working? (Jessica, 36–40 years, first pregnancy, active until 33 weeks)

The opinions of others formed or shaped behaviour. Some women conformed to the
social expectation to restrict their physical activity to low intensity and low impact activities, whereas others showed resistance or negotiated the meaning of such expectations.
Women showed resistance by ignoring expressed concerns, listened to their own body
and did what felt instinctively right to them. Although women often regarded other
people’s concerns as merely signs of caring, some women expressed frustration toward
any admonition in relation to physical activity and the resulting special treatment. A
typical statement was: ‘I’m not an invalid, I am just pregnant!’ These women felt frustrated
because they felt stigmatised and even regarded as an irresponsible mother engaging
in risk-taking behaviour by being active or continuing to work. The workplace and gym
were especially places where women felt treated as if they were infirm or disabled. One
woman mentioned:
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I guess one big thing that I actually did notice in my last trimester is that a lot of people talk about
how you probably shouldn’t be working or cut back on work and things like that. I think that
that outlook should change. I think it should be changed to something more along the lines of
work accordingly to how you feel …. It’s not a disability, it’s not a disease, having a pregnancy,
you can still function and do everything. (Janine, 26–30 years, first pregnancy, working, active)

This comment suggests that the participant negotiated a new meaning with regard to physical activity: continuing or reducing activities, such as work, should depend on how one feels
rather than on set guidelines for all women.
Our findings also indicate how a lack of knowledge of the safety and benefits of antenatal
physical activity can lead to social expectations with regard to how pregnant women should
behave in relation to physical activity. The data show that there is a social expectation to
reduce physical activity during pregnancy to low intensity and low impact activities and to
avoid any physical labour at work. This dominant social norm or expectation affected women
in various ways with some being able to resist or overcome disapproving stares while exercising at the gym or by negotiating a new meaning to ‘appropriate’ level of physical activity
or ‘good’ mother-to-be. Some women showed a lack of personal power to enable them to
overcome the restrictive ideas concerning how they should behave.

Listening to oneself and to others
Another common tension was the dynamic of listening to oneself and to others. Findings in
this study show that although many women considered it to be feasible to meet the physical
activity recommendations during pregnancy, many did not put this into practice. Women
who did meet the physical activity recommendation commonly reported remaining active
because they enjoyed it and were aware of the associated benefits for their personal health
and the health of their baby. One woman commented: ‘I enjoyed being active before pregnancy and I still enjoy it during pregnancy and I also think it’s important for my health and
the baby’s health’ (Libby, 21–25 years, first pregnancy, not working, active)
Of the women who did not adopt the physical activity recommendation, most acknowledged the benefits of meeting the physical activity recommendation. However, some also
showed conscious resistance by not following any guidelines in relation to physical activity.
They considered themselves as ‘healthy enough’ or engaged in amounts of physical activity
they perceived as sufficient, for example: ‘I think I could do that [meeting the physical activity
recommendation] if I wanted to, but I think I probably will be somewhat just a little bit under
that, but that’s enough for me’ (Cynthia, 31–35, third pregnancy, not working, insufficiently
active). Another woman also stated:
I’ve never been one to overexert myself, just whatever happens happens … I wish to continue
walking and swimming not from an exercise point of view, just to have something to do … [in
the future] I think I’ll just be not sort of making the effort, if it happens it happens sort of thing.
(Julie, 21–25 years, first pregnancy, not working, insufficiently active)

These data demonstrate that women negotiate their own meaning of physical activity. For
most women, physical activity was not just about keeping their body in shape, but also about
keeping themselves mentally healthy. For example, one woman mentioned:
If you had a stressful day, it is nice to say: come on let’s go for walk, and have a talk when you’re
out walking …. Physical activity makes you feel a lot happier and better about yourself. (Carol,
31–35 years, third pregnancy, not working, active)
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Some participants mentioned that they chose not to follow their doctor’s advice to continue
exercising, because they were concerned about having a miscarriage. Others questioned
their doctor’s expertise in relation to antenatal physical activity: ‘I’ve had friends who had
miscarriages and stuff, so it didn’t really matter what the doctor said, I was too paranoid’
and ‘Most GPs are not specialised in it and therefore don’t have a set answer for you, so it’s
just an opinion.’
Women also mentioned that although they considered the antenatal physical activity
guidelines to be helpful in understanding what is good for their health during pregnancy,
they did not let these messages take preference over the signals their own body was giving
them. They trusted their own body more than the guidelines and showed resistance toward
being told what to do. For example, one woman argued after being asked what she knows
about the antenatal physical activity guidelines:
With this pregnancy I have read things in books and stuff so I know little bit more now [about
the physical activity guidelines], but I think you know when your body is exerted so then you
stop, you have to listen to your own body, so that’s the answer to that one! (Carol, 31–35 years,
third pregnancy, not working, active)

In this statement Carol clearly expresses that listening to the signs of her own body is more
important than listening to external advice. Such expressions were common and demonstrate the presence of an intimate connection with their baby’s health, indicating pregnancy
as an embodied experience.

Discussion
Despite advances in health literacy, and despite the common resistance and transgression shown by many women in this study, the notion that pregnancy is a medical ailment
(Brubaker and Dillaway 2009; Van Teijlingen 2005) remains a dominant discourse that continues to influence and constrain women in this study. As a result, pregnant women are
either praised for doing ‘good work’ or are scrutinised and criticised for endangering the
foetus with harmful behaviours (Brooks-Gardner 2003; Harper and Rail 2012). Many feminist researchers have investigated ways in which ‘good mothering’ as a dominant discourse
restricts women’s personal freedom (Bergum 1989; Brown et al. 1994; Johnston and Swanson
2006; Knowles and Cole 1990; Maher 2005; Ruddick 1980). The findings of our study are
consistent with those of Harper and Rail (2012), indicating that mother blaming does not
start after childbirth, but upon conception. This suggests that not only during motherhood,
but also during pregnancy, women are restricted in their choices by social expectations of
how they should behave.
The findings also suggest a potential lack of public knowledge about the antenatal
physical activity guidelines and health benefits, which may be associated with hesitance
toward engaging in physical activity during pregnancy. This finding is in line with previous
studies (Duncombe et al. 2009; Hegaard et al. 2010) in which women have expressed safety
concerns as a reason for lack of exercise. Such fears have shown to be significantly associated with non-participation in moderate physical activity (Mudd et al. 2009). As a result,
physically active women in our study were more often criticised than praised for remaining
active during pregnancy. These findings are, however, at odds with a study that showed that
women were encouraged to embody a ‘fit’ pregnancy (Nash 2011, 61). Nash argued that
women often pushed themselves to engage in a high level of physical activity to maintain
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an ‘appropriately’ feminine body and to prove themselves publicly as good mothers-to-be.
The difference in sample characteristics could provide an explanation for this discrepancy as
the participants in the study were described as career-focused women who were described
as older (early-to-mid-30s or early-40s) and had higher levels of education compared to the
women in our study.
Study findings highlight the presence of a social stigma attached to pregnancy. Social
stigma is defined by Goffman (1963) as the process by which the reaction of others spoils
normal identity. The stigmatisation of pregnancy is not a new concept. Taylor and Langer
(1977) reported that the women in the study commonly felt stared at, avoided and treated
differently during pregnancy, which is similar to the experiences of the women in our study
who often felt treated as if they were infirm or disabled, like pregnancy was viewed as a
disease. Such beliefs are part of long standing medical narratives in which women’s health
is perceived as poor and pregnant bodies as fragile (Annandale and Clark 1996; Gatrell 2011,
2013; Goldenberg et al. 2007; Longhurst 1996; Young 1984).
According to feminist theorists such as Gentile (2011), pregnancy embodies an ambivalent
relationship to an unknown future that can cause fear and anxiety. In the age of medical
progress, society leaves scientific knowledge and medical answers unquestioned and regards
it as providing the best and most legitimate solutions, which explains why society turns to
the medical world to eliminate or reduce such anxiety (Loe 2004). The medicalisation of
pregnancy (Brubaker and Dillaway 2009; Gentile 2011; Van Teijlingen 2005) has resulted in
the contemporary centrality of risk prevention that extends well beyond encounters with
healthcare providers, permeating work contexts (Gatrell 2011, 2013) and restricting women’s agency (Clarke et al. 2003). These insights offer potential explanations to why some
women were scrutinised and stigmatised during pregnancy and ways in which this negatively impacted their physical activity behaviour during pregnancy.
The women in our study who listened to their own bodies rather than to medical advice,
suggest that physical activity as a health practice is being constructed as something intimately connected with their baby’s health and as an embodied experience rather than a
medical experience (Harper and Rail 2012). These findings are also consistent with BurtonJeangros (2011) and Johnson (2015), who showed that women often expressed resistance
towards medical advice or specifically looked for non-medical expertise to guide their
pregnancy.
We argue that resistance needs to be understood rather than criticised. Health promotion
frameworks need to be written and implemented in ways that respect pregnancy as an
embodied experience and not an illness that needs prescriptions.

Implications for intervention design
It is important to increase community awareness of the guidelines and benefits of physical
activity during pregnancy and to provide women with the confidence that their body is
strong enough (in most cases) to engage in regular physical activity. It is important to clarify
the definition of over-exertion because it can provide women with reassurance concerning a
safe level of exercise. Interventions should aim to improve awareness and knowledge, which
will increase women’s agency and create more positive beliefs toward antenatal physical
activity. In addition, if there is a public understanding or social norm that physical activity
during pregnancy is usually safe and holds many benefits for both woman and baby, women

Culture, Health & Sexuality 

11

Table 2. Key messages to increase physical activity during pregnancy.

Downloaded by [Margaret McAllister] at 15:04 11 March 2016

• Address the erroneous views of pregnant women’s health as poor and the pregnant body as frail.
• Address the benefits of physical activity for mother, baby and family.
• Inform women about ways in which sickness, tiredness and physical discomfort can potentially be reduced.
• Explain the pregnancy physical activity guidelines.
• Discuss the warning signs to discontinue physical activity and contact a doctor.
• Inform women whom to contact if they have safety concerns.
• Address the importance of self-care and physical activity.
• Discuss the importance of talking to their partner or significant other about a continuous self-care and physical
activity plan.
• Address the restrictive definitions of a ‘good’ mother(-to-be) and provide tips on how to overcome such
restrictions.
• Empower women to engage in physical activity, listening to their own body and perspectives despite the
possible disapproving stares or comments of others when engaging in physical activity.

are more likely to receive support for engaging in physical activity. This requires addressing
the erroneous views of pregnant women’s health as poor and the pregnant body as frail,
and addressing the resulting social sanctions against physical activity during pregnancy.
It is important to develop accessible information that includes key messages related to
physical activity during pregnancy. Based on the findings reported in this paper, Table 2 provides an overview of these messages that might usefully be promoted by the media, healthcare providers, allied health professionals and other physical activity advocates to assist in
increasing physical activity and challenging the social stigmatisation of pregnancy. As these
messages indicate, involvement and support of partner or significant others is important to
develop a self-care plan including physical activity (Comrie-Thomson et al. 2015).
In order to empower women to define their own notions of health and fitness, consciousness-raising methods (Friere 1970) could be used to increase women’s awareness. This needs
to include ways in which women have been socialised to feel about and approach physical
activity, and would provide women with knowledge and skills to challenge existing social
structures that encumber physical activity. Creating ‘intimate mothering publics’ (Johnson
2015) can also be used to increase support and women’s agency to increase their physical
activity behaviour and to overcome restrictive notions around the ‘good’ mother-to-be. If
intervention effectiveness is to be increased, health promotion efforts should reflect understanding of pregnant women’s perspectives and lived experiences, and focus on increasing
agency rather than telling women what to do.
The detailed exploration presented in this study illuminates aspects about the experience of physical activity during pregnancy and postpartum that previously have not have
been fully explored and significantly contributes to future intervention design. There were,
however, some limitations to the work undertaken. Women were interviewed after recruitment at 10–19 weeks gestation, at the end of the second and third trimester and after three
months postpartum. Women therefore reflected not only on the current month but also on
previous months within the time period of focus (1st, 2nd, 3rd trimester or first 3 postnatal
months). This means that participants had to rely on their memory regarding their experiences 2–3 months ago: recall bias must be considered when interpreting these results.

Conclusion
In this paper, we have demonstrated how the lived physical activity experiences of women
during pregnancy were shaped by their social environment, which highlights the social
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situatedness of the knowledge cultivated from those experiences. The findings show how
the potential lack of knowledge within society can result in the perception that pregnant
women are weak and fragile and that physical activity can cause harm to the unborn child.
The identified stigmatisation of pregnancy needs to be addressed within the coastal and
hinterland areas in Queensland, Australia. Inclusion of strategies that target this stigmatisation, as described in this paper, would make a novel contribution to future interventions.
However, it is important to further investigate the social stigmatisation of pregnancy in
relation to physical activity. This includes further research on ways in which media messages
best support healthcare providers, allied health professionals and other physical activity
advocates in providing physical activity advice and guidance during pregnancy in ways that
empower women to increase their physical activity behaviour.
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