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ABSTRACT 

UNFEMININE, UNHEALTHY & UNUSUAL: WOMEN’S CHARACTERIZATIONS OF 

THEIR PCOS BODIES 
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University of Guelph, 2020

Advisor: 

Dr. Kieran O’Doherty 

Polycystic ovary syndrome (PCOS) is the most common endocrine disorder among reproductive-

aged women, with symptoms and associated conditions that often undermine both gendered and 

biomedical norms and cause women distress. In this study, I illustrate how PCOS has been 

developed in biomedical literature to represent a state of being both unfeminine and unhealthy. I 

provide a historical overview of PCOS as a foundation for knowledge of the syndrome while 

also offering a critical reading of the development of that knowledge. I then conduct a feminist 

poststructural discourse analysis on interviews with women with PCOS. From women’s talk, I 

discerned four characterizations of PCOS bodies that yield particular social and material 

practices for management: Monstrous, Undocile, Disruptive and Impelling Identity Negotiation. 

I close by considering the conceptual and applied implications of these findings. 
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1 Chapter 1 - Introduction  

For over two millennia, female bodies have been written and talked about as not just 

being different from male bodies, but as being weaker, inferior and especially prone to disorder 

(see Hausman, 1999; Laqueur, 1990; Shildrick, 1997). At various points in history, women’s 

supposed proclivity for disorder was attributed to imbalanced humours, the uterus and, by the 

19th century, the ovaries (Hausman, 1999; Laqueur, 1990). Though philosophers wrote derisively 

about the ovaries for centuries, post-Enlightenment anatomists and physicians were especially 

interested in what the ovaries were, what role they played in women’s health and how they 

affected women’s feminine behaviours (Laqueur, 1990). In turn, these interests facilitated the 

development of fields like endocrinology and gynecology in the late 19th and early 20th centuries 

that were concerned with studying, understanding and regulating this reportedly problematic 

organ (Oudshoorn, 1994).  

Questions about the ovaries, femininity and health are certainly evident with respect to 

polycystic ovary syndrome (PCOS), the most common endocrine disorder among reproductive-

aged girls and women. Biomedical studies estimate its prevalence to be between 5-20%, and its 

symptoms include hyperandrogenism1 (clinically presenting as hirsutism2, acne, male-pattern 

baldness), ovulatory dysfunction (often presenting as oligomenorrhea3, amenorrhea4 or 

prolonged menstrual cycles) and polycystic ovaries (Brennan et al., 2017; Trent et al., 2003; 

 

1 Hyperandrogenism - high levels of androgens in women 
2 Hirsutism - excessive body hair where hair is normally absent or minimal 
3 Oligomenorrhea- infrequent menstrual periods 
4 Amenorrhea - absence of menstruation 
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Walters et al., 2018). The syndrome is also associated with a host of serious secondary issues, 

including type 2 diabetes (T2D), cardiovascular disease, infertility, obesity and cancer. These 

symptoms and secondary issues are widely regarded as being distressing for women with PCOS 

(wPCOS); indeed, they are thought to experience higher rates of depression and anxiety due to 

symptoms that undermine their feminine identity and attractiveness (Açmaz et al., 2013; Naz et 

al., 2019). Furthermore, PCOS is incurable and treatments demonstrate uneven success rates, in 

part because the syndrome’s etiology remains unknown. Accordingly, PCOS is described as 

being a “major public health issue” (Teede et al., 2014, p. E110) and a significant economic 

burden on national health care systems. In 2005, the annual cost of evaluating and treating 

wPCOS in the United States was reported to be $4.3 billion USD (Azziz et al., 2005), though 

more recent estimates believe that number to be much higher, with one study claiming it to be 

over $287 billion USD (Riestenberg et al., 2019). Yet, there are issues in the biomedical PCOS 

scholarship that require attention and critique.  

1.1 Issues in PCOS research  

Most PCOS research comes out of endocrinology and gynecology, meaning that there has 

been an overwhelming focus on its biochemical and reproductive properties and symptoms. 

While some work has sought women’s perspectives to better understand how the syndrome 

affects their lives, this scholarship has chiefly relied on questionnaires and quantitative analyses 

that typically draw on highly situated participants (e.g. recruited from fertility clinics, support 

groups, specialty treatment centres, etc.) though draw conclusions and make knowledge claims 

that are then generalized to all wPCOS. However, PCOS is a highly heterogenous condition and 

its symptoms can vary significantly in their expression, severity and visibility; consequently, this 
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fluidity of experience coupled with the reported pervasiveness of the syndrome should create 

suspicion in relation to generalized claims about wPCOS, their experiences, their behaviour, 

their motivations and/or their identity. And yet, qualitative approaches wherein wPCOS are 

given the opportunity to speak about their individual and unique experiences in their own words 

are comparatively rare, as are feminist interpretations of those experiences (see Jones et al., 

2011; Kitzinger & Willmott, 2002; Pfister & Rømer, 2017; Snyder, 2006; Tomlinson et al., 

2017). Feminist critiques of the syndrome itself, to the best of my knowledge, are nonexistent.  

Of the qualitative work that has been undertaken, much of it is focused on experiences of 

hirsutism and the impact that body and facial hair can have on participants’ perceptions of their 

femininity. Typically, participants describe themselves as being “freakish” or “abnormal” 

because body and facial hair subvert dominant aspects of femininity – namely, that feminine 

women are smooth and hairless (Amiri et al., 2014; Kitzinger & Willmott, 2002; Pfister & 

Rømer, 2017; Snyder, 2006). This has given rise to the oft-repeated claim in both qualitative and 

quantitative research that wPCOS suffer from an “impaired feminine identity”. While this work 

is important and has highlighted key ways in which some wPCOS’ distress is connected to 

gender, additional insights are needed. Because gender is inextricably tied to conceptions of 

health in PCOS (that is, menstruation, subfertility, infertility, weight and body shape are issues 

that are generally considered to be vital to dominant constructions of femininity, though they are 

also framed as health issues under the purview of biomedical authorities), it is unrealistic to think 

that we can talk meaningfully about gender in isolation from the health aspects of the syndrome. 

Indeed, the biomedical scholarship constructs health and gender to be mutually exclusive in 

PCOS. For example, consider the fact that aiming to achieve a body that is regarded as feminine 
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(e.g. one that is slim, hairless and fecund) can be motivated by gendered and/or health concerns, 

while striving for a healthy body can similarly be inspired by both health and/or gendered 

concerns. In framing the pursuit for improved reproductive functioning or hair management 

solely as an expression of gender, researchers are limited to a superficial understanding of what it 

means to experience PCOS because they fail to conceptualize the syndrome as a gendered illness 

category (by which I mean an illness that is imbued with particularly gendered consequences for 

the patient). Accordingly, it is necessary that we consider how wPCOS themselves understand 

the ways in which both their health and femininity are impacted so that we can offer requisite 

support to this disquieted group.  

All of the qualitative work that has been undertaken on PCOS has been produced since 

2002, meaning that 65 years of research on the syndrome was conducted before wPCOS were 

offered the opportunity to describe what it was like to live with this condition using their own 

words. Most of the qualitative research on women’s experiences of PCOS tends to rely on either 

some version of a thematic analysis or a content analysis; however, because the differences 

between qualitative approaches can be vast, using other methods are likely to yield new and 

relevant insights into how wPCOS make sense of their condition. While there are two notable 

exceptions (e.g. Snyder (2006) used phenomenology and Thorpe and colleagues (2019) used an 

arts-based approach), more diverse qualitative methods are needed. Methods like discourse 

analysis are likely to generate new findings and needed nuance to the growing interest in 

wPCOS’ everyday experiences by focusing directly on women’s talk.   

Also absent from PCOS research is a critical examination of how our knowledge of the 

syndrome was produced over time. By acknowledging the historical development of PCOS, 



 

 

5 

 

several issues become apparent. Firstly, those who research and treat PCOS have their own 

perspectives that inevitably shape their understandings of not just the syndrome, but also the 

women who are diagnosed with it; consequently, how researchers and physicians talk about 

PCOS has implications for how wPCOS themselves think and talk about their bodies and their 

experiences. Secondly, it is evident that researchers take wPCOS’ experiences at face value 

without acknowledging how they are situated within particular socio-cultural and historical 

circumstances. By carefully situating both women’s talk and PCOS research, new interpretations 

of knowledge claims about the syndrome and wPCOS can be made. Thirdly, it demonstrates that 

current understandings of the syndrome were cultivated against the backdrop of specific cultural 

anxieties within biomedicine, especially in relation to understanding what role sex hormones 

play in our behaviours and appearance, though also regarding the decrease of obesity rates and 

the avoidance of chronic disease. In recognizing that the syndrome has been constructed over 

time in very particular ways, this opens up needed intellectual space to consider how we might 

think about studying and writing about PCOS, PCOS bodies and wPCOS differently.  

1.2  Project aims  

This thesis has three aims:  

• To achieve a critical reading of the historical development of PCOS that 

illustrates how cultural assumptions and values are attached to the syndrome, 
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shaping not only common approaches to treatment and management, but some 

wPCOS’ perceptions of their bodies, as well;  

• To attain a more nuanced understanding of wPCOS’ experiences by using a 

feminist poststructural discourse analysis to explore how women characterize 

their bodies in response to living with a gendered illness, noting where women’s 

experiences align with the biomedical literature and where they do not; and 

• To consider how we can ameliorate problems related to PCOS on both a 

conceptual level and on an applied level.  

In working toward these aims, it should be noted that I am not endeavouring to neatly 

align the critical literature review (Chapter 2) with the empirical analysis (Chapter 5), though it is 

evident that there is overlap between the two and that my feminist poststructural discourse 

analysis was informed by a critical and historical reading of the syndrome. I regard both the 

critical literature review and analysis of women’s talk as being necessary to explore for the 

purposes of making improvements in how we represent PCOS and wPCOS in research, though 

also for ameliorating clinical encounters and offering support to wPCOS. Taken together, this 

project sheds important light on several problematic areas within PCOS research that require 

redress.     

1.3 Thesis structure   

 Following this introduction, Chapter 2 offers a critical literature review of the biomedical 

PCOS scholarship in the spirit of a Foucauldian archaeology. I argue that biomedical research on 

PCOS has gone through three research focuses: an ovarian focus, a metabolic focus and a focus 
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on mental health. In Chapter 3, I present my research methods, including participants, procedure, 

and method of analysis, with an emphasis on feminist poststructural discourse analysis. In 

Chapter 4, I outline the relevant theories and concepts I draw on for my analysis of interviews 

with wPCOS. In particular, I focus on Shildrick’s (2002) theory of the monstrous and Kristeva’s 

(1982) concept of abjection, though I contrast these theories with other prominent approaches to 

understanding bodies, such as essentialism and biologism. I then focus on the work of Foucault 

(1995) and Bartky (1997) to explore why individuals seek to correct their so-called abnormal 

bodies. In Chapter 5, I conduct a feminist poststructural discourse analysis on interviews with 

wPCOS. I examine the ways in which the participants characterize their bodies, which I have 

termed Monstrous, Undocile, Disruptive and Identity Threat. I show how these characterizations 

then translate into social and material practices aimed at correcting or managing PCOS bodies. I 

explore the implications of the findings of the critical literature review and empirical analysis in 

Chapter 6. Finally, I close with a consideration of the project’s limitations (Chapter 7) and a 

conclusion.   
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2 Chapter 2 - Producing PCOS: An Archaeology-Inspired Critical 

Literature Review 

2.1 Introduction  

Poststructural theorists have taken up Foucault’s insistence on historical specificity 

through the subsequent development of their own archaeologies (see Oudshoorn, 1994). Rather 

than trace the story of a person or group of people, an archaeology traces the development of a 

subject (e.g. PCOS) – an especially meaningful pursuit for those topics (e.g. medical conditions) 

that “we tend to feel [are] without history” (Foucault, 1980, p. 139).  Foucauldian-style 

archaeologies demonstrate that scientific ideas are not timeless, nor do they necessarily reflect 

the “true nature” of bodies; instead, they illustrate that ideas about the body can “develop out of 

the imaginations and intellects of historical human beings” (Bordo, 2017, pp. 179-180). As such, 

I provide an archaeology-inspired historical overview of PCOS as a foundation for knowledge of 

the syndrome while also offering a critical reading of the development of that knowledge. 

I demonstrate that how PCOS is talked or written about has been shaped by key 

assumptions and guided by specific research focuses, with implications for wPCOS. As 

researchers and physicians reached new understandings of PCOS, how they defined, wrote about 

and treated the syndrome changed. To many in biomedicine with a progressivist perspective, this 

might be expected; in fact, new understandings are generally perceived to be necessary for 

advancement. However, new understandings of a gendered illness like PCOS do not necessarily 

reflect the neutral discovery of facts; instead, they are sometimes driven by socio-cultural and 

historical anxieties that researchers are trying to address.  
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PCOS research has gone through three research focuses. The first research priority was 

on the role of the ovaries and endocrine system. Some of this research aimed to answer questions 

about how hyperandrogenism influenced women’s bodies, their femininity, their behaviour and 

their sexuality, and often characterized wPCOS as unfeminine. The preferred treatment at the 

time was ovarian surgery, reflecting a century-long historical trend of physicians who believed 

that many women’s health issues could be resolved by removing the “female testes” (see 

Koerber, 2018; Laqueur, 1990; Oudshoorn, 1994). The second research focus came with the 

realization that PCOS has metabolic components that create a propensity for weight gain; 

accordingly, a marked increase in scientific attention to obesity in wPCOS emerged in the late 

1990s. This scholarship features an emphasis on lifestyle change, weight loss, and quality of life, 

and largely characterizes wPCOS as insalubrious and at risk for future chronic disease(s). 

Together, these two focuses produced an understanding of wPCOS as being unfeminine and 

unhealthy. While the ovarian and metabolic focuses reflect etiological and symptomological 

debates in PCOS scholarship, the early 21st century also saw a third research focus that sought to 

take a decidedly psychological lens to the syndrome. Though psychiatrists and psychologists 

demonstrated a newfound interest in exploring PCOS from a biopsychosocial approach, this was 

for the purposes of facilitating treatment in wPCOS rather than for understanding the 

pathogenesis of the syndrome. Accordingly, I offer a comparatively brief consideration of this 

research on mental health wherein I focus on depression in wPCOS. When I describe PCOS 

research as having different research focuses, I want to be clear that each new research focus did 

not eliminate its predecessor or its ideas. For example, though there has been a rise in 

psychological interest in PCOS, this does not mean that the metabolic focus in research has 
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subsided; rather, each new focus provided a novel perspective for attempting to understand the 

syndrome while also reflecting cultural shifts in science. Thus, these focuses do not reflect neat 

or discrete categories of PCOS research, though they do highlight how some scientific claims are 

cultural and historical artefacts. 

2.2 Ovarian focus (1935 - ~1980s): Regulating femininity 

 In 1905, Ernest Henry Starling (1866-1927) delivered a series of four lectures on 

hormones, marking the first known use of the term and consideration of the topic (Koerber, 

2018). For physicians, this neologism suggested an improved understanding of how the body 

functioned. Starling argued that no longer should the brain and nervous system be understood as 

the mechanisms driving communication between body parts; instead, chemical messengers ought 

to be recognized as the real agents in this process (Koerber, 2018). By the 1920s, 

endocrinological work was dominated by a chemical approach to bodies and an essentialist 

epistemology that understood the ovaries to be determinant of women’s nature. Researchers 

classified the hormones secreted from the gonads as “sex hormones”, believing that their mere 

presence determined an individual’s sex; in other words, testosterone made men men and 

estrogen made women women (Oudshoorn, 1994). This is nicely captured in French-Canadian 

zoologist Frank R. Lillie’s 1939 study in which he argued, “As there are two sets of sex 

characters, so there are two sex hormones, the male hormone controlling the ‘dependent’ male 

characters, and the female determining the ‘dependent’ female characters” (as cited in 

Oudshoorn, 1994, p. 17).  

This thinking was challenged by Zondek’s (1934) discovery that “the male sex is 

recognized by a high oestrogenic hormone content” (as cited in Oudshoorn, 1994, p.26); shortly 
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thereafter, it was followed by the realization that female bodies similarly contained testosterone. 

No longer were men and women defined by which hormones were present in their bodies; 

instead, they came to be defined by the degree of each. Men had higher levels of testosterone, 

and women had higher levels of estrogen (about 10:1, respectively). At this time in the 1930s, 

scientists were trying to understand why men might have estrogen in their bodies (though this 

curiosity did not extend to why women had testosterone in their bodies until over ten years later) 

(Oudshoorn, 1994). Zondek (1934) argued that the presence of estrogen in male bodies occurred 

because male sex hormones had been converted into female ones – an idea that received support 

from biochemists who argued that the gonads could, in fact, produce both types of sex hormones 

(Oudshoorn, 1994).  

The “discovery” of PCOS occurred against this backdrop, when scholarly attention was 

focused on determining the relationship between sex and hormones. In 1934, a meeting of the 

Central Association of Obstetricians and Gynecologists took place in New Orleans. It was here 

that Doctors Stein and Leventhal presented their observations about and treatment of seven 

women presenting with bilaterally enlarged polycystic ovaries and amenorrhea (which, 

interestingly, does not meet the current criteria for a PCOS diagnosis, see Defining PCOS). Their 

report was published the following year in the American Journal of Obstetrics and Gynecology 

and continues to be hailed as “a remarkably lasting and influential publication” even today 

(Azziz & Adashi, 2016, p. 247). 

Stein and Leventhal were unsure what caused these polycystic ovaries. Basing their 

judgment on the endocrinological and sex physiology work that had been produced during the 

1920s and 1930s, they believed that an endocrinological pathogenesis was “extremely plausible”, 
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even going so far as to rule out the possibility of a genetic etiology (Stein & Leventhal, 1935, p. 

189). That is, they believed hormones were responsible for these abnormal ovaries and instances 

of irregular menstruation. Stein and Leventhal explained that in their clinical observations, the 

ovaries of the women in their case studies could appear two to four times their normal size and 

each ovary could contain 20-100 cysts (see Figures 1 and 2). They also described other bodily 

changes, noting smaller and firmer uteruses, amenorrhea and changes to the breasts such that 

they were “small, firm and pale” (p. 182). Some of their patients were reported to demonstrate “a 

distinct tendency toward masculinizing changes”, observing that these women had “a typical 

rhomboid hair escutcheon, hair on the face, arms and legs, and coarse skin… in some, the labia 

minora and clitoris were markedly hypertrophied” (p. 182).  

Figure 1 Two photos from cases 1 and 2 in Stein and Leventhal's  (1935, p. 185) study. The authors were strong 

advocates for pneumoroentgenography, an early form of x-ray for determining the presence of polycystic ovaries in 

patients. Note the enlargement of the ovaries, especially in Figure 6 (from case 2), where the ovaries have become 

so enlarged that they are bigger than the uterus.  
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Figure 2 Diagram of polycystic ovary (Shackleton, 2006) 

All of Stein and Leventhal’s (1935) patients reportedly complained of sterility and 

amenorrhea. The physicians remarked in their report that each woman experienced menstrual 

irregularities as they moved into their 20s and 30s; in fact, one 29-year old woman had not 

menstruated for eight years prior to her examination. They also reported that some of their 

patients described their symptoms as worsening or becoming more noticeable over time, 

especially facial and body hair. Three of the seven patients were described as being fat. Of one 

patient, the doctors wrote, “Patient was large, obese with feminine escutcheon and large flabby 

breasts” (p. 185), of another they commented that she had “gained 15 pounds in past year; 

weight, 175” (p. 186), though little else about body size was mentioned. Stein and Leventhal 

further noted that one woman had a “muddy complexion; facial acne”. Even in this early account 
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we see reference to the symptoms that would later define the Rotterdam criteria for a PCOS 

diagnosis: ovulatory dysfunction (presenting as excessive bleeding, amenorrhea or 

oligomenorrhea), hyperandrogenism (clinically presenting as facial hair or hair loss, hirsutism 

and/or acne) and polycystic ovaries. We also see evidence of the secondary issues that wPCOS 

are believed to experience, including obesity and infertility.   

2.2.1 Approaches to treatment 

 Azziz and Adashi (2016) claim that one of the reasons PCOS continued to hold currency 

in endocrinology and gynecology despite physicians knowing very little about it was because 

Stein and Leventhal described not just the condition, but their promising methods for treatment, 

as well. Stein and Leventhal (1935) reported that they initially administered hormonal 

preparations (i.e. estrogen) intramuscularly, which they hoped would regulate their patients’ 

menstrual cycles. However, this method did not always produce the desired effect or alleviate 

their patients’ concerns about their cyclicity. Thus, in the very first instance of discussing the 

treatment of polycystic ovaries, Stein and Leventhal noted the unevenness of patients’ responses 

to hormonal treatments.  

If early hormonal treatments did not work, there were always alternatives. Physicians had 

been surgically removing ovaries since the 1860s believing that it would cure various disorders 

and behavioural issues in women (Beuter, 2017; Laqueur; 1990; Oudshoorn, 1994); indeed, the 

practice had an almost century-long record of use by the time Stein and Leventhal were trying to 

determine how to treat their patients with abnormal ovaries and masculine sex characteristics. 

Unsurprisingly, they were strong proponents for ovarian surgery, reasoning that it was possible 
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that the amenorrhea and sterility they were observing in their patients were caused by “a 

mechanical factor”:  

The overproduction of cystic follicles which crowd the ovarian cortex5 but 

which do not rupture on the surface of the ovary, together with the presence of a 

thickened tunica6, prevents the immature follicles from ripening and reaching 

the surface. It is possible that some of these follicles develop, and being impeded 

in their pathway to the surface of the ovary, may rupture into cysts (Stein & 

Leventhal, 1935, p. 190).  

Cysts were believed to prevent the conversion of testosterone to estradiol7, which 

disrupted ovulation and subsequently affected the patient’s ability to become pregnant (Barry, 

2019). This then positioned PCOS as a problem about fertility (Barry, 2019). The physicians 

treated these cystic ovaries with a surgical procedure known as an ovarian wedge resection, 

where the surgeon removes two-thirds to three-quarters of each ovary. With the removal of the 

barrier formed by the cystic cortex, the doctors observed that patients typically menstruated 

within days of the surgery and that many were able to become pregnant, though the surgery did 

little to nothing to ameliorate patients’ facial or body hair (see Mattingly et al., 1960; Perloff et 

al., 1958). Over the years, other methods of ovarian surgery were recommended, including 

splitting the ovaries, cutting into the ovarian substance (Chamberlain & Wood, 1964), repeatedly 

cauterizing the ovary (Gjönnaess, 1984) or even laparoscopic laser vaporization (Daniell & 

Miller, 1989). With these surgeries, patients reportedly described favourable results such that 

80% of women experienced regular menstruation, and 63% became pregnant (Goldzieher & 

 

5 Ovarian cortex - the outer portion of the ovary 
6 Tunica - a layer of condensed tissue on the surface of the ovary 
7 Estradiol (sometimes spelled oestradiol) - an estrogen steroid hormone and the major female sex hormone 

involved in the regulation of the estrous and menstrual cycles 
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Axelrod, 1963). Some studies reported much higher rates; in fact, Chamberlain and Wood (1964) 

reported a 90% success rate and Stein (1964) a 95% success rate in treating amenorrhea or 

oligomenorrhea with wedge resections (Chamberlain & Wood, 1964). However, later studies 

could not reproduce these impressive results. For example, Raboch and colleagues (1985) 

determined that wedge resections led to cyclicity for only 52% of patients with only 42% 

achieving pregnancy. Yet, despite the variations in efficacy, wedge resections were the preferred 

method for treating polycystic ovaries for many physicians; by 1960, they were described as 

being “the treatment of choice for sterile married women” (Mattingly et al., 1960, p. 1298). 

However, with these purported successes, criticism of wedge resections and a reliance on 

surgery for an easily misdiagnosed and still misunderstood syndrome began to increase. For 

example, van der Wat (1970)’s article entitled “The ‘mutilated ovary’ syndrome” outlines the 

authors’ observations after treating 192 patients with “mutilated ovaries”, writing:   

The ovary is frequently punctured, incised, bisected, wedge-resected and even 

excised for physiological cystic and haemorrhagic changes associated with its 

function during the reproductive cycle. There is disregard for the reduction in 

hormonogenic and reproductive potential which follows after these surgical 

procedures. To operate on the ovary is easy because of its exposed anatomical 

position and accessibility at laparotomy; furthermore, ovarian tissue is 

considered by most surgeons to be dispensable (p. 687).  

Van der Wat (1970) reported that women sometimes experienced complications from 

various versions of wedge resections that required them to have blood transfusions and 

additional surgeries to stop hemorrhaging. Moreover, there were reports that ovarian wedge 

resections could cause intestinal obstructions and pain during sexual intercourse, that some 

women experienced abnormal post-operative bleeding, and there were even instances of 
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removing incorrect or healthy body parts. Van der Wat criticized the overzealousness of 

physicians eager to cut into their patients’ ovaries:  

Cystic changes and the distension of one or other of the normal ovarian 

structures with blood is common and must be regarded as normal. It is rare to 

see the ovary of a prepubertal child or an adult without at least a small cyst. The 

presence of cysts on an ovary should therefore not be regarded as indicating any 

significant pathology. A surgeon should have a knowledge of ovarian 

physiology, with the ability to recognize by simple inspection the variations in 

structure during the reproductive cycle. Failure to recognize these fundamental 

facts has led to many a young woman having a normal ovary removed in the 

course of appendicectomy. There is no mysterious disease or carcinomatous 

growth hidden or ledged in a small cyst or yellow body (corpus luteum) of the 

ovary, that will kill the patient overnight. So while the surgeon hides behind the 

skirts of ‘cancer’ and plays on the sentiments and feelings of the patient and her 

relatives, many a normal ovary has been sacrificed for possessing a normal 

graafian follicle8 or corpus luteum9. […] What adjustment can the patient make 

if, say, half or more of each ovary is removed without containing pathological 

material? Ovarian tissue, like brain tissue, does not regenerate... (van der wat, 

1970, p. 687, p. 690).  

Twenty years after Stein and Leventhal’s paper, physicians were beginning to suggest 

hormone therapy in lieu of, or in concert with surgery because it was increasingly evident that 

ovarian surgery was not the answer. With time, physicians came to realize that cysts often 

returned and androgen levels sometimes rose significantly post-surgery, most likely from the 

manipulation of the ovaries during the procedure; accordingly, androgen-related symptoms 

would sometimes increase, and many women remained infertile (Schwartz et al.,1987). Thus, 

 

8 Graafian follicle - a mature follicle in an ovary that contains a liquid-filled cavity that ruptures during ovulation to 

release an egg. 
9 Corpus luteum - a mass of cells that forms in an ovary and is responsible for the production of the hormone 

progesterone during early pregnancy.  
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surgery represented an option for treatment that was increasingly viewed as ineffective in the 

long-term and dangerous, as well.  

Once it was determined that ovulatory failure was not, in fact, due to a mechanical barrier 

caused by a thickened ovarian surface, scholars believed that the enlargement of the ovaries was 

due to a prolonged period of anovulation, suggesting a hormonal etiology; regular cyclicity, it 

was reasoned, could then be induced pharmacologically (Schwartz et al.,1987). Indeed, the move 

toward prescribing synthetic hormones as a form of treatment became increasingly alluring for 

some physicians treating wPCOS for hirsutism and menstrual irregularities, especially as 

hormonal treatments like the pill were becoming more common and less stigmatized (see 

Oudshoorn, 1994). Interest in antiandrogens for treating clinical manifestations of 

hyperandrogenism also increased, and physicians began to recommend off-label treatments with 

Spironolactone10 to reduce androgen production and decrease hair growth – a treatment that is 

still common today (see Schwartz et al., 1987).  By the late 1980s and early 1990s, gynecologists 

had mostly shifted into the pharma treatment camp. For example, one group of authors claimed 

that, “In women with polycystic ovarian syndrome (PCOS) who do not want to become 

pregnant, ovarian suppression with oral estrogen/progestogen preparations would seem the best 

form of treatment” for restoring menstrual cyclicity and “more normal ovarian morphology’” 

(Venturoli et al., 1983, pp. 87, 92).  Though there were encouraging reports that treatment with 

estrogen/progestogen was effective, physicians noted the side effects of taking hormonal 

 

10 Spironolactone - Medication that is primarily used to treat fluid build-up due to heart failure, liver scarring, or 

kidney disease. It is also used in the treatment of high blood pressure, early puberty in boys, acne and excessive hair 

growth in women, and as a part of feminizing hormone therapy in transgender women.  

https://en.wikipedia.org/wiki/Hypertension
https://en.wikipedia.org/wiki/Precocious_puberty
https://en.wikipedia.org/wiki/Acne
https://en.wikipedia.org/wiki/Hirsutism
https://en.wikipedia.org/wiki/Hirsutism
https://en.wikipedia.org/wiki/Feminizing_hormone_therapy
https://en.wikipedia.org/wiki/Transgender_women
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medications, including the risk for thromboembolism (Hancock & Levell, 1974). Of course, this 

preference for drug treatment over surgery was certainly not uniform and calls for unilateral 

oophorectomy as a treatment method occasionally surfaced well into the 1980s (see Schwartz, et 

al., 1987).  

2.2.2 Prevalence and pathologization   

In the years following Stein and Leventhal’s (1935) report, physicians began to notice 

that the Stein-Leventhal syndrome was surprisingly pervasive. To a certain extent, this was not 

altogether surprising, as polycystic ovaries had been noted for some time by anatomists and 

physicians. For example, 19th century French physician Aquiles Chereau claimed to have 

frequently observed small cysts on the surface of ovaries, noting that, in his opinion, they were 

so common that it was difficult to pathologize them (Chereau, 1884). Karl Freiherr von 

Rokitansky (1855), an Austrian anatomist who is described as performing over 30,000 autopsies, 

similarly noted the frequency of polycystic ovaries in female cadavers (Azziz & Adashi, 2016; 

Santora, 2019). According to Azziz and Adashi (2016), much of the 19th century literature 

understood polycystic ovaries to be “either an asymptomatic normal variant…or was associated 

with pain, neurological or mental disturbances and was supposed to be secondary to mechanical, 

infectious, neurological, or endocrine abnormalities” (p. 250).  Connections to amenorrhea or 

other menstrual irregularities were not made until the 1920s, though these were independent case 

studies and they did not link the above issues to pathology (see Lesnoy, 1928; Reynolds & 

Macomber, 1924). It was Stein and Leventhal who connected polycystic ovaries to infertility, 

obesity, issues of amenorrhea, and degrees of masculinization.  
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2.2.3 Androgens and gender 

Eventually researchers reported that not only do the ovaries produce testosterone, but 

testosterone was determined to be necessary for ovulation (Gaarenstroom & de Jongh, 1946; 

Ponse, 1954). As per the understanding of sex hormones at the time, some testosterone was 

acceptable in women’s bodies, though it was necessary that the appropriate hormonal balance be 

maintained to avoid masculinizing effects. Twenty years later, de Vane and colleagues (1975) 

reported that women with the polycystic ovary syndrome showed elevated levels of androgen 

production (testosterone, androstenedione11 and dehydroepiandrosterone12); in fact, 65% of the 

patients with polycystic ovaries in Duignan and colleagues’ (1975) study demonstrated elevated 

testosterone, while a more recent study estimated that 30% of wPCOS experience elevated 

testosterone levels (Azziz et al., 2009). Though researchers were unsure what caused this state of 

hyperandrogenism, the idea that the ovaries were the source of PCOS persisted (Schwartz et al., 

1987). Hyperandrogenism was positioned as being an “abnormalit[y]”, which was in line with 

the understanding that it was no longer the mere presence of sex hormones, but the degree of 

their presence that determined whether we are male or female, masculine or feminine (Gorzynski 

and Katz, 1977, p. 216).  

Scientists were curious about the effects of hyperandrogenism on wPCOS; accordingly, 

research questions about gender and sexuality appeared more frequently. It is evident that 

scientists were interrogating the relationship between high testosterone levels in women and the 

 

11 Androstenedione - an endogenous weak androgen steroid hormone that is a precursor of both testosterone (and 

other androgens) and estrogens (e.g. estrone). 
12 Dehydroepiandrosterone (DHEA) (also known as androstenolone) - an endogenous steroid hormone precursor 
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effect that they might have on their feminine behaviours. For example, in a widely cited study by 

Gorzynski and Katz (1977), the authors interviewed 11 women with polycystic ovaries to 

determine how elevated androgen levels influenced their sexual behaviour. In a departure from 

the case studies, clinical observations, animal studies and assays that had a commanding 

influence over PCOS knowledge claims for the previous forty years, Gorzynski and Katz 

employed a quasi-experimental method. They used questionnaires to investigate six different 

domains they believed would be affected by elevated testosterone: childhood play preference, 

current energy expenditure level, current clothing and makeup preference, career vs. family 

preference, capacity for sexual arousal in response to specific stimuli and extent of initiative 

during sexual activity. Of the six domains, the Stein-Leventhal-participants deviated from the 

“endocrinologically normal” control groups in only one respect – PCOS-participants were 

reported to demonstrate an increased sexual drive and were more inclined to “initiate, pursue, 

and dominate sexual activity”:  

…whereas eight of eight career women and eight of nine athletic housewives 

stated that they rarely or never were the ones who initiated sexual activity and 

that they tended not to be the aggressive, pace-setting participants in the sexual 

act, eight of 11 women with POS [sic] reported that they almost invariably 

initiated sex and were aware of a definite, almost aggressive drive to push and 

dominate sexual activity. As one woman described it: “I just cannot wait for my 

partner to start… I feel an urgency to initiate it myself.” (p. 220, emphasis 

added) 

The authors concluded that the higher rates of testosterone were “the critical determinant 

of the psychosexual characteristic(s) we observed” though included the caveat that the 

participants’ increased sexual activity might also have been due to “reactive psychological 

phenomena consequent to such manifest factors as hirsutism or amenorrhea” (p. 215). In their 

conclusion, the authors encouraged gynecologists to realize that,  
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a sense of uncontrollable sexual urgency may be as distressing (or at least as 

puzzling) to the young woman with polycystic ovaries as her irregular menses or 

worsening hirsutism…while surgery can alleviate the infertility associated with 

this condition, the heightened sexual drive may persist or return (Gorzynski & 

Katz, 1977, p. 215).  

Another study was also interested in the relationship between hyperandrogenism, gender 

and sexual behaviour of wPCOS. Raboch and colleagues (1985) compared 50 women with Stein-

Leventhal syndrome who had been treated with ovarian wedge resections to a control of 50 

patients and a third group of 40 women being treated at a psychiatric clinic; they wanted to 

evaluate the sexual development and sexual satisfaction of women with polycystic ovaries. It is 

clear their results were unexpected:    

It seems surprising that the typical SLS [Stein-Leventhal syndrome] symptoms, 

such as irregular menstruation since adolescence, frequent hirsutism, and 

obesity, have not affected the sexual socialization of these patients… We 

assumed that frequent occurrence of pathological symptoms, especially 

hirsutism, obesity, and infertility, in women suffering from SLS might adversely 

affect their self-esteem and lead to the development of neurotic symptoms. 

However, the average values in the N5 questionnaire were approximately the 

same for the SLS patients and the control group of gynecological patients… We 

are not of the opinion that SLS patients, after wedge resection of the ovaries, are 

more sexually arousable, more sexually active, or more orgiastic than medically 

healthy women (Raboch and colleagues (1985, p. 269, emphasis added).  

New research began to interrogate the ways in which hyperandrogenism (and especially 

hirsutism) affected the gendered and/or sexual aspects of women’s everyday lives. This line of 

inquiry was especially intriguing because the presence of extra facial and body hair had proven 

to be difficult symptoms to treat. While ovarian wedge resection and treatment with steroids did 

not improve hirsutism (Mattingly et al., 1960), estrogen/progestogen seemed to have some effect 

(Casey et al., 1966; Ettinger et al.,1973; Hancock & Levell, 1974); accordingly, there was 

interest in what the persistent presence of hyperandrogenism meant for women. For example, 
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some studies argued that women were distressed by the presence of excess facial and body hair, 

fearing it undermined their feminine appearance (see Hughes et al., 1983; Lobo et al., 1983; 

Money & Clopper, 1974). Other studies made quite strong claims about wPCOS’ sexuality. For 

example, Meyer and Zerssen (1960) argued that women with polycystic ovaries have a “deep 

rooted insecurity” with a feminine sex role because of their hirsutism, though reported that 

“complete masculine identification and overt homosexuality seem to be rare” (as cited in 

Kitzinger & Willmott, 2002, p. 349). Money and Clopper (1974) echoed these findings when 

they reported that though “bisexuality and lesbianism are not, in general, a problem”, wPCOS 

experience disruptions in their romantic lives (Money & Clopper, 1974). However, some authors 

argued in favour of the opposite, that there were higher prevalence rates of both PCOS and 

testosterone among lesbians (Agrawal et al., 2004), bisexuals (Manlove et al., 2008), and female-

to-male transsexuals (Futterweit, 1980; Futterweit et al., 1986). In fact, one study found that 

“polycystic ovarian disease may be present in approximately 25% of female transsexuals” 

(Futterweit et al.,1986, p. 70).   

Other researchers tried to connect hyperandrogenism in wPCOS to behaviours and 

personality traits that tended to be associated with men and remarked with surprise when the 

evidence did not seem to support this connection. For example, Borghi and colleagues (2018) 

concluded that testosterone was not related to elevated trait-anger scores, writing that “Our 

findings in PCOS women revealed an inverse relationship between testosterone and 

aggressiveness compared to the one expected” (p. 134). Questions about whether or not wPCOS 

demonstrate better performance on tasks often believed to be masculine were also pursued. For 

example, some research suggests that individuals with higher testosterone levels tend to perform 
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well on 3D mental rotation tasks, including wPCOS (Barry et al., 2013). Other studies have 

interrogated wPCOS’ cognitive functioning (Schattmann & Sherwin, 2007; Manlove et al., 

2008), preference for rough-and-tumble play (Hines & Kaufman, 1994), libido (Rellini et al., 

2013), performance on visuospatial tasks (Gray et al., 2005) and anger control (Balicki et al., 

2014; Gul et al., 2018 ), though these studies demonstrate only weak evidence (if any at all in 

some cases) of a connection between hyperandrogenism in wPCOS and what are thought to be 

male characteristics or behaviours (Barry, 2019).  

As part of this trend in endocrinological and gynecological studies to explore how 

women’s gender and sexuality were affected by elevated testosterone levels, there was also a 

focus on the appearance and attractiveness of wPCOS. In these instances, researchers often 

emphasized the masculinizing effects of hyperandrogenism as a way of pointing out patients’ 

abnormalities. For example, in Warfield and Sherer’s (1965) study on hirsute wPCOS, the 

authors note the masculine nature of the participants’ bodies and practices. They observed in 

their published report that they often had to shave daily, that their pubic hair “was of male 

distribution” and that they had small breasts (Warfield & Sherer, 1965, p. 96). Other studies 

reported that wPCOS “found themselves significantly less sexually attractive” (Elsenbuch et al., 

2003, p. 5804; see also Thomson et al., 2010), a finding that other scholars have linked with 

distress (Morotti et al., 2013) and “disturbances in sexual attitudes and behavior, and loss of self-

esteem with profound effects on both intimate and social relationships” (Abdollahi et al., 2019). 

In certain cases, this was blamed on wPCOS themselves: 

Women with PCOS, generally, fail to fit themselves into social and mass media 

standards for body appearance. Thus, in these patients, it is rather frequent that 

the perceived “unattractiveness” induces a loss of feminine identity, depression 
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and limitations in emotional well-being, quality of life, and life satisfaction. In 

addition, the diagnosis of PCOS may also have a negative impact on sexual self-

worth and satisfaction. (Morotti et al., 2013) 

By inspecting women’s bodies and identifying those aspects of their appearance or 

behaviour that undermined patients’ ability to conform to social norms about femininity, 

researchers implicitly defined what a typical and healthy feminine body should look like and 

reinforced limits on how feminine women should act.  

2.2.4 Defining PCOS  

As the 1950s came to a close, physicians and researchers were growing increasingly 

frustrated with the numerous conversations that were occurring in relation to the Stein-Leventhal 

syndrome. Physicians noted the disparities in presentation, pointing to the fact that some of their 

patients still ovulated, their breasts were “normal” in size, hypoplastic uteruses13 were not always 

present, sometimes the ovaries were not bilaterally enlarged nor did they show evidence of cyst 

formation (Cohen, 1966) and obesity was so inconsistent that Stein (1959) wrote that it was no 

longer of importance to the syndrome. All of these issues were inconsistent with Stein and 

Leventhal’s (1935) description. In response, a study by Roberts and Haines (1960) entitled “Is 

there a Stein-Leventhal syndrome?” concluded that “the Stein-Leventhal syndrome does not 

appear to be a well-defined entity” (p. 1711). Out of frustration with this lack of guidance, the 

Stein-Leventhal syndrome was described as “the ‘garbage can’ of ovarian endocrinology” by 

physicians at the First International Congress of Endocrinology in 1960 (Netter, 1961, p. 1006).  

To standardize its diagnosis and treatment, the Congress established quite a number of criteria: 

 

13 Hypoplastic uterus - when the uterus fails to fully develop in the fetus 
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oligomenorrhea (“This must be extreme, the menses appearing at most four or five times a year, 

or possibly only twice”), sterility, luteal insufficiency, altered ovarian structure, and increased 

androgens (Netter, 1961, p. 39). Of hirsutism and obesity, the Congress decided, “We do not 

regard these symptoms as being essential elements in the Stein-Leventhal syndrome” (Netter, 

1961, p. 39). The Congress’ criteria, however, were not widely used by physicians and a high 

degree of uncertainty as to whether PCOS deserved to be a valid clinical entity remained. In fact, 

Goldzieher and Axelrod (1963) concluded that the Stein-Leventhal syndrome “calls attention to a 

small and perhaps not especially unique fraction of polycystic ovarian disease”, while Cohen 

(1966) argued that the interest in the Stein-Leventhal syndrome had persisted only because of the 

gynecological interest in ovarian wedge resection.  

The first formal attempt to create a consolidated clinical definition of PCOS did not occur 

until twenty-five years later at a meeting of the National Institutes of Health (NIH) in 1990 

(Lujan et al., 2008; Teede et al., 2013). The resultant NIH guidelines defined PCOS as the 

combined presence of two symptoms - androgen excess and oligo- or anovulation, which meant 

that abnormal ovarian morphology was no longer considered essential for diagnosis – a marked 

difference from the Stein-Leventhal days (Franks, 1995). In line with the understanding of the 

time, physicians at the meeting regarded elevated levels of androgens to be of higher importance 

than ovulation or cyclicity and endorsed this as the primary symptom for diagnosis (Lujan et al., 

2008). As time passed, physicians largely agreed that the consensus criteria were problematic for 

their inability to cast a wide enough net to capture all the women who were thought to have 

PCOS. Indeed, the heterogeneity of the symptomatology was considered to be a sufficient reason 

to amend the diagnostic criteria yet again (Lujan et al., 2008). 
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Prior to the early 2000s, PCOS definitions and diagnostic practices varied between North 

America and Europe (Homburg, 2002). In recognition of these differences, The European 

Society for Human Reproduction and Embryology (ESHRE) and the American Society for 

Reproductive Medicine (ASRM) developed a new, more inclusive set of consensus criteria in 

2003, which they termed the Rotterdam criteria (see The Rotterdam ESHRE/ASRM-Sponsored 

PCOS Consensus Workshop Group, 2004). The new criteria included a third symptom – 

polycystic ovaries. The inclusion of this diagnostic feature allowed women with milder forms of 

reproductive dysfunction to receive a PCOS diagnosis (Brennan et al., 2017; Lujan et al., 2008). 

Since 2003 then, PCOS has been defined as including the following symptoms: a) cystic ovaries; 

b) anovulation presenting as an irregular menstrual cycle (amenorrhea and oligomenorrhea are 

both possible, as is frequent menstruation); and c) hyperandrogenism, which includes clinical 

presentations such as acne, hirsutism, and male-pattern baldness. Women need only present two 

of the three listed criteria to qualify for a PCOS diagnosis. However, this means that patients do 

not necessarily need to demonstrate hyperandrogenism or irregular menstruation – 

manifestations that were previously considered decisively indicative of the syndrome’s presence 

(Lujan et al., 2008; Teede et al., 2013). However, the Rotterdam criteria remain contested even 

today (Love et al., 2016; Lujan et al., 2008), and other endocrinological societies have put 

forward competing diagnostic criteria of their own (see March et al., 2010); accordingly, global 

consensus criteria for a PCOS diagnosis is still lacking, 85 years after first being reported.  

As we have seen, PCOS was “discovered” during a time when researchers and physicians 

were interested in learning about hormones and how they affected women’s bodies, their 

behaviour, sexuality and femininity. With the rising medical and social interest in synthetic 
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hormones as a treatment, birth control to regulate cyclicity, improve ovulation and control acne 

became the preferred method. However, a cultural shift in biomedical research was about to 

change our understanding of PCOS.  

2.3  Metabolic focus (1970s – present): Regulating health  

This section considers the role that insulin and weight plays in PCOS; however, before 

turning to this topic, I first provide some important context so that knowledge claims about 

obesity vis-à-vis PCOS can be socio-culturally and historically situated. In particular, I focus on 

the rising trend in measurement and quantification of the body, the so-called obesity and diabetes 

epidemics and the role of risk in health discourse.  

2.3.1 Obesity as a social anxiety and disease  

Weight has played an increasingly important role in modern medicine. Body 

measurement became a central part of early scientific endeavours in fields like phrenology, 

physiognomy and eugenics where measurements of individuals and groups were used to 

determine character, criminality, racial purity and so on, though they were also used for the 

purposes of determining what constituted a normal or healthy body (Jutel, 2006). Consequently, 

Jutel (2006) argues, “we treat health as an aesthetic state, which we can assess through the shape 

and measurement of the body” (p. 2273). However, weight measurement was not always relied 

on as a means for determining physical health, as it is today. For example, physicians did not 

have scales in their examination rooms until the end of the nineteenth century. According to an 

1897 article in The Lancet, scales were simply too expensive and too cumbersome to have in 

doctors’ offices (Jutel, 2006). However, the eventual presence of scales and the increasing 

quantification of bodies meant that physicians did not have to rely on patient reports about their 
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daily activities to get a sense of their health; instead, they could simply measure their bodies, 

which, “when weighed told the truth about the self” (Schwartz, 1986, p. 147).  

The CDC began to collect data on obesity in 1958 (CDC/NCHS, 2011). By 1970, 

physicians and researchers demonstrated a pronounced interest in the rising rates of obesity in 

the West (Ayton & Ibrahim, 2019). For the first time, diet advice that had previously focused on 

the nutrient quality of food began to also address overconsumption (Goldberg et al., 2004). As 

fast food restaurants began to proliferate throughout North America, physicians condemned the 

growing availability of salty, processed, cheap food, arguing that a major cause of obesity was 

the “overwhelming number of fast food restaurants, and more importantly, how often individuals 

frequent them” (Fortuna, 2012, p. 57, emphasis added). Researchers and public officials argued 

that the public was responsible for this turn toward poor health; they believed that people simply 

lacked knowledge regarding what constituted a healthy diet, prompting various programs aimed 

at public education. It was reasoned that education alone was enough to engender behavioural 

change such that citizens would be more likely to make better decisions in support of their health 

if only they knew how. While state-sponsored education-based initiatives were designed to warn 

the public about the health risks associated with an unhealthy lifestyle, they also represented the 

state’s attempt to mediate individual-level problems related to poor lifestyle choices (Lupton, 

2003). Indeed, it was increasingly apparent that governments around the world demonstrated a 

growing anxiety about their citizens’ growing waistlines.  

One of the most famous instances of government-sponsored public health education was 

the development of the infographic known as the Food Pyramid in April 1992 (Goldberg et al., 

2004). Ten years after its dissemination and a large national marketing campaign advocating for 



 

 

30 

 

its use, a follow up study by Goldberg and colleagues (2004) found that despite most citizens 

being aware of the Pyramid’s advice, almost 85% did not follow its recommendations. To add 

insult to injury, the study further found that US citizens were consuming almost three times the 

recommended levels of added sugar, suggesting that the Food Pyramid did not significantly 

influence citizens’ food choices or healthy eating habits. Thus, it was clear that the Food 

Pyramid alone was not the answer.  

Over the years, the media played an increasingly important role in public health 

education and in health risk communication; accordingly, public education aimed at promoting a 

healthy lifestyle took on new forms (see Foley, McNaughton & Ward, 2020). For example, the 

Canadian federal government launched a lifestyle program in the early 1970s called 

ParticipACTION that promoted fitness and healthy living. In the 1990s, ParticipACTION 

became well-known among Canadians for its televised public service announcements (PSAs) 

and short, education-focused segments like Body Break, featuring two hosts offering fitness and 

diet advice to viewers (ParticipACTION, 2020). Body Break produced 65 episodes and at its 

peak, Body Break PSAs aired 1,500 times per week on 130 television stations across Canada 

(Gordon, 2011).  

Many of these education campaigns underlined a few key messages: health is the 

individual’s responsibility; healthy people are good citizens who do their part to avoid burdening 

the health care system; health is achieved by taking up “healthy” activities and behaviours that 

contribute to the economy; and everyone, everywhere is at risk of becoming fat. For some, these 

messages constituted tools for neoliberal governance systems to reduce risk while bolstering the 

economy (Lupton, 1993). In particular, Lupton (1993) expressed her concern that the notion of 
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risk in health discourse operates as a powerful political mechanism to govern an increasingly 

health-minded public, encouraging them to take part in late-stage capitalism and to buy gym 

memberships, hire personal trainers, go to yoga classes, buy customized food plans, and so on. 

However, this is only possible if the concept of risk sufficiently communicates urgency.  

Lupton (1993) claims that risk has taken on new meaning in modern Western society; no 

longer is it just an acknowledgement of the probability that something untoward could occur, it 

has been reframed as being synonymous with danger, meaning that “any risk is now negative” 

(p. 426). Accordingly, there is a pronounced focus on self-regulation, self-monitoring and 

behaviour modification. Of course, as Lupton points out, risk is not a neutral concept. She draws 

on Douglas and Wildavsky (1982) who argue that it is a social process that determines those 

threats chosen by society as representing a risk such that “the risks that are selected may have no 

relation to real danger but are culturally identified as important” (as cited in Lupton, 1993, p. 

428). Thus, as body size increasingly became a determinant of health and fatness was connected 

to risk in health discourse, fat bodies were subjected to greater medical scrutiny. Furthermore, fat 

people were increasingly positioned as being weak-willed, ineffectual, unmotivated and lazy 

overeaters; they were believed to pose a future threat to the health care system when they 

inevitably succumb to preventable chronic diseases. In other words, fatness was presented as 

being the individual’s fault. While this message was occasionally stated outright, its delivery was 

often more subtle, as when researchers and policy makers blamed individuals indirectly by 

emphasizing personal behaviours in relation to risk and fatness (Gard, 2010).  

The global interest in risk and obesity grew throughout the mid-1990s, and in June 1997, 

one hundred experts from the World Health Organization convened in Geneva for the WHO 
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Consultation on Obesity. This meeting marked the WHO’s first consideration of obesity as a 

global concern (James et al., 2001); the gravity of the situation was conveyed in the title of the 

resultant report, which declared that the world was facing an obesity “epidemic” (World Health 

Organization, 1998, emphasis added). Gard (2010) writes that,  

as an idea the ‘obesity epidemic’ harnesses the relatively recent and growing 

influence of risk factor medicine and epidemiology, scientific traditions that are 

premised on seeking out the underlying causes of disease in order to cure or, 

better still, pre-emptively prevent it. Epidemiology, in particular, was 

instrumental in bringing recent rises in Western body weights to global attention 

and is the discipline most concerned with trying to quantify healthy body weight 

and how much of a risk being ‘too heavy’ really is” (pp. 37-38).   

Accordingly, the WHO Consultation on Obesity was chiefly interested in understanding 

how to prevent and manage obesity, as well as how to treat varying degrees of overweight and 

obesity. This latter objective expressed to the biomedical world in an official capacity that there 

were, in fact, two gradations of fatness and that each was positioned as being differentially at 

risk (overweight people were believed to be at a moderate risk for adverse health events, while 

obese people were at a high risk). These risks ranged from declining life expectancy, to a sharp 

increase in chronic disease and even the potential collapse of national health care systems (Gard, 

2010).  

Though most took the connections between weight, risk and health as “common sense”, 

some countered the idea that overweight does not, in fact, constitute a medical concern or even a 

public health crisis (see Campos, 2004, Gard, 2010: Gasser & Blair, 2019, Oliver, 2006). For 

example, Gasser and Fumento (1997) argued that,  

Of all our convictions about health, the belief that obesity itself is a killer has no 

rival when it comes to the gap between conventional wisdom and scientific 
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evidence. Conventional wisdom tells us that obesity causes heart attack, that thin 

people live the longest, that weight loss invariably improves health. These 

beliefs are so firmly entrenched in our lipophobic mind-set that they seldom are 

questioned. They should be. (para. 2) 

Gasser and Fumento (1997) pointed to several sources of evidence. For example, the 

International Atherosclerosis14 Project in the 1960s analyzed the coronary vessels of 23,000 

people and found no relationship between heart disease and body fat. Consequently, Gasser and 

Fumento criticized the belief that body weight (aside from extremes, which they describe as 

being approximately 75-100 lbs above ideal weight) is a reliable indicator of health, as it had 

been shown to instead be a rather poor indicator. Furthermore, they pointed out that the health 

risks associated with moderate obesity have been grossly overstated, that there are 

methodological problems in determining what constitutes obesity, and they questioned whether 

obesity actually is a killer of people. In fact, Campos (2004) asserted that “anyone who bothers 

to examine the evidence” on obesity will agree with his conclusion that obesity research has been 

prone to alarmist rhetoric and has been largely sensationalized (p. 13). Yet, despite concerns like 

these and others (see Heshka & Allison, 2001; Trembley & Doucet, 2000) the CDC listed 

overweight as a “disease or condition” in 2005. 

2.3.2 The diabetes “epidemic”  

With the rising interest in obesity came an ensuing medical and public interest in 

diabetes. Type II diabetics were described as being at greater risk for a range of issues, including 

 

14Atherosclerosis -  the buildup of fats, cholesterol and other substances in and on the artery walls (e.g. plaque), 

which can restrict blood flow. 
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cardiovascular disease, nephropathy15, retinopathy16, neuropathy17 and death (Adriaanse et al., 

2016). McNaughton (2013) argued that, in Australia, diabetes and fatness were often conflated in 

policy, media and lay conversation. This imprecision facilitated the so-called obesity epidemic 

being positioning as the principal cause of the type II diabetes (T2D) epidemic and implied that 

behaviour accounted for the onset of both conditions. Regarding this issue, Foley and 

colleagues’ (2020) framing analysis of the UK media’s coverage in the years 1993, 2001 and 

2013 of the diabetes epidemic in relation to the obesity epidemic is illuminating. The study 

demonstrates how connections between obesity and diabetes were constructed over time and 

became increasingly assumed to be self-evident. The authors argue that in 1993, though obesity 

was sometimes positioned as a risk factor for T2D, a clear connection between diabetes and 

obesity was absent in policy and public discourse. Concerns about lifestyle or behaviour were 

also noticeably missing; instead, the focus was on pharmacological modalities as the preferred 

approach to treatment. By 2001, there was a marked shift, though I note three changes that are 

especially pertinent to this project. (1) Obesity was thought of as being a cause for diabetes, 

rather than a risk factor. Mitigating one’s risk for the onset of diabetes through behaviour that 

avoided obesity was described as being critical; accordingly, diet and exercise as a protective 

practice (i.e. to prevent chronic disease), as well as a management tool (i.e. to achieve improved 

health and appearance) was discussed noticeably more frequently in the media in 2001 than in 

1993. (2) The media began to make moral evaluations about Type II diabetics such that they 

 

15 Nephropathy – a disease of the kidneys caused by damage to the small blood vessels in the kidneys that are 

responsible for cleaning blood  
16 Retinopathy – damage to the retina that may cause vision impairment  
17 Neuropathy – nerve damage or dysfunction that causes numbness, tingling, muscle weakness and pain.  
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were increasingly blamed for the onset of their disease that only required so-called simple 

lifestyle modifications to avoid in the first place. This further positioned fat bodies as being 

ticking timebombs of chronic disease, and especially T2D. (3) There was a decided increase in 

language that connected obesity and T2D to burdens on both health services and the economy. 

Here we can see a link with Lupton’s (1993) claim that risk, lifestyle and neoliberal governance 

are associated. In 2013, the language around obesity and T2D shifted again in the UK media. 

Building on the assertions made in 2001, weight in 2013 was used to explain the increasing rates 

of diabetes “more consistently and confidently, continuing the presentation of weight/obesity as 

causal to diabetes” (Foley et al., 2020, p. 14). For example, of the 324 news articles that Foley 

and colleagues examined from that year, only 14 highlighted the role that aging, poverty and 

genetics play in the onset of diabetes. In fact, “unhealthy lifestyles and fatness were at times used 

to minimise the importance of ageing on the causal profile of diabetes” (Foley et al., 2020, pp 

14-15). The absence of alternative narratives that highlight how other factors aside from obesity 

play a role in the pathogenesis of T2D is striking, demonstrating how “common sense” it has 

become to believe that fatness causes T2D.  

2.3.3 Hyperinsulinemia: A turn toward metabolic irregularities in PCOS research  

In the late 1950s and into the early 1960s, weight was “no longer considered to be of 

importance in this syndrome” (Roberts & Haines, 1960, p. 1710; Stein, 1958). However, as 

Western researchers increasingly turned their attention to matters of weight, lifestyle 

modification and diet advice in the 1970s, PCOS scholars concurrently discerned new need for 

information about the syndrome ˗ that wPCOS demonstrated metabolic irregularities. In the late 
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1970s, several studies reported a connection between PCOS and acanthosis nigricans18, which 

“indicate[d] clearly that PCOD19 may be linked with insulin action and its control” (see Insler & 

Lunenfeld, 1991, p. 1026; Kahn et al., 1976). Shortly thereafter, Burghen and colleagues (1980) 

found a correlation between ovarian hyperandrogenism and hyperinsulinemia20 in wPCOS, 

suggesting that there was a connection between the endocrine and metabolic aspects of PCOS. In 

particular, researchers noticed that fat wPCOS tended to demonstrate higher levels of 

hyperandrogenism, implying that the severity of PCOS symptom expression was tied to weight 

(Franks, 1989; Pasquali & Casimirri, 1993). However, hyperinsulinemia and insulin resistance – 

conditions that had been associated with the degree of overweight – were likewise observed in 

non-obese wPCOS (Jialal et al., 1987). To the surprise of PCOS researchers at the time, this 

suggested that hyperinsulinemia occurred independent of obesity (Franks, 1995), meaning that 

the known metabolic complications that were associated with PCOS could not definitively be 

tied to weight alone and that the relationship between fatness and the risk for T2D in wPCOS 

was not straightforward.  

By the 1990s, insulin was found to cause androgen production in the ovaries (Yen, 1991) 

such that insulin and testosterone were believed to be in “a cyclical relationship: insulin 

promotes testosterone, testosterone promotes visceral fat and insulin resistance21, and this 

 

18 Acanthosis nigricans - a dermatological condition characterized by areas of dark, velvety discoloration in body 

folds and creases that is linked with endocrine disorders and a propensity for insulin resistance.  
19 PCOS remained poorly defined for years, and scholars often used the terms polycystic ovary syndrome (PCOS), 

Stein-Leventhal syndrome and polycystic ovary disease (PCOD) interchangeably. 
20 Hyperinsulinemia - a condition in which there are excess levels of insulin circulating in the blood relative to the 

level of glucose. 
21 Insulin resistance – the state wherein insulin action is insufficient to accomplish the metabolic demands of 

peripheral tissues, despite the increased amounts of insulin secreted in the circulation, though a well-established 

definition is still lacking (Diamanti-Kandarakis & Chistakou, 2009).  
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elevates insulin levels” (Barry, 2019, p. 22). Indeed, it was apparent to researchers and 

physicians that PCOS was characterized by a mix of metabolic and endocrinological 

disturbances (Franks, 1995); thus, insulin resistance emerged alongside hyperandrogenism as 

another agent believed to play a “critical role in the pathophysiology of PCOS” in the early 

2000s (Hoeger et al., 2008, p. 4300; Moran et al., 2010).  

 While researchers continued to interrogate the role that the endocrine system played in 

the etiology and symptomatology of PCOS, they also demonstrated a growing enthusiasm for 

exploring these new-found metabolic irregularities (see Figure 3). This shift away from the 

ovarian focus in PCOS research toward a metabolic one permitted researchers to draw on the 

epidemiological work being undertaken on obesity and T2D, demonstrating that PCOS was, in 

fact, “a major health issue affecting young women” (Lord et al., 2003, p. 951). Of course, this 

shift was supported by evidence that wPCOS tended to be fatter in comparison to women 

without the syndrome (Hoeger, 2006; Pasquali et al., 1997). By connecting PCOS to T2D and 

obesity, researchers likewise connected PCOS to society’s deeply embedded cultural anxieties 

about these conditions. Doing so permitted PCOS researchers to make claims that: drew on 

ideologically-loaded concepts like “health risk”; framed the metabolic components of PCOS 

(e.g. fatness, T2D) as being the result of an unhealthy lifestyle, with no alternative explanations 

offered (despite existing); and associated fat wPCOS with poor quality of life (QoL). These ideas 

further legitimized PCOS as a “real” clinical entity and frustrated critics that had questioned its 

status as a distinct and valid medical issue since the 1960s. 
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Figure 3 Google Ngram of the terms ‘polycystic ovary syndrome’, ‘hormones’, ‘obesity’ (1945-2008).  

Google Ngram calculates all known uses of words or phrases in books from ~1500-2008. Note the increase in the use of the word obesity in written work just 

prior to the year 2000, as well as the decrease in the use of the word hormones around five years later.  
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2.3.4 Risk and quality of life  

As the risks associated with obesity and T2D were increasingly stressed in health 

discourse, the risks associated with PCOS were similarly emphasized. In fact, most 21st century 

biomedical articles on PCOS open with a paragraph that describes the threat this syndrome 

poses; invariably, it lists prevalence rates, symptoms and risks for major secondary health issues, 

most of which connect to obesity. Indeed, wPCOS were believed to be at increased risk for 

infertility, dysfunctional uterine bleeding, metabolic syndrome, T2D, cardiovascular disease, 

sleep apnea, depression, late menopause, dyslipidemia22, nonalcoholic fatty liver disease and 

cancers of the endometrium, ovary and possibly breast (Fauser et al., 2012; Fechner & Kaufman, 

1974; Hoeger et al., 2008; Lujan et al., 2008; Tehrani et al., 2011).  Despite the repetition of 

these conditions at the outset of almost every scientific and lay treatment of PCOS, there has 

been some debate as to whether PCOS bodies demonstrate an elevated risk for the most adverse 

outcomes, including heart disease or even a higher mortality rate (see Fauser et al., 2012). For 

example, prominent organizations like the American Society for Reproductive Medicine’s 

(ASRM) Practice Committee endorsed an increased risk for cardiovascular disease, as a key 

aspect of PCOS (ASRM, 2008). Yet, evidence for increased morbidity from cardiovascular 

disease in wPCOS has been “inconclusive”, the health status of postmenopausal wPCOS is “not 

definitely known” and the mortality rate is “difficult…to know” though was believed to occur “at 

a similar rate as in the general population” (Fauser et al., 2012, p. 36; see de Groot et al., 2011).  

 

22  Dyslipidemia - an abnormal amount of lipids (e.g. triglycerides, cholesterol and/or fat phospholipids) in the 

blood. 
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But fatness did pose some unique problems for wPCOS. It was discerned, for instance, 

that higher weight was linked with worsened symptom expression because adipose tissue 

encourages androgen production. Consequently,  

PCOS women with abdominal body distribution had higher luteinizing hormone 

(LH)23, oestrone and androstenedione concentrations, higher concentrations of 

both fasting and glucose-stimulated insulin, a greater prevalence of hirsutism, 

acanthosis nigricans and obesity… (Pasquali et al., 1997, p. 83).  

In fact, some scholars even referred to PCOS as “the obesity-PCO syndrome” (Pasquali 

et al., 1997, p. 84). But researchers and physicians did not have a good sense as to how 

widespread this “obesity-PCO” problem was. Early physician reports were based on case studies 

and observations, though quantified prevalence rates began to emerge. For example, Raj and 

colleagues (1977) reviewed 101 cases of PCOS and determined that 37% of their sample was 

obese, while Velazquez and colleagues (1994) claimed that 50% of their 27 participants were 

obese. Some estimates claimed even higher percentages: up to 60% (Khademi et al., 2010; 

Moran et al., 2010), up to 74% (Yildiz et al., 2008), up to 80% (Sam, 2007) and up to 99% in 

specialty PCOS clinics (Rofey et al., 2007; Rofey et al., 2009). These studies not only 

demonstrated the urgency and spread of the so-called obesity problem among wPCOS, but they 

served as a means to present wPCOS as being undeniably fat, high-risk and likely candidates of 

chronic disease. 

 

23 Luteinizing hormone - produced by gonadotropic cells in the anterior pituitary gland. In females, an acute rise of 

LH ("LH surge") triggers ovulation. Abnormally high levels of LH during nonovulatory times in the menstrual cycle 

might indicate a number of issues, including menopause, a pituitary disorder, or PCOS.  
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By connecting risk to measures of quality of life (QoL), the risk discourse in PCOS 

scholarship took on greater significance. This is illustrated in the fact that in 2002 there was only 

a single study that interrogated health-related quality of life (HRQoL) in wPCOS, though within 

six years, that number had risen to over twenty (Jones et al., 2008). Scholars tried to assess this 

reduced QoL in relation to other groups of women. In one study, the authors argued that not only 

did wPCOS score lower on QoL measures than women without the syndrome, but they also 

scored “even lower than women with other chronic illness such as asthma, diabetes, chronic 

pain, and coronary artery disease” (Dowdy, 2012, p. 56; see Coffey et al., 2006). Low QoL 

scores were often linked to obesity and were presented as being a self-evident state that wPCOS 

would experience, “Obesity has also been suggested as the primary mediator of reduced HRQOL 

in PCOS… These findings are not surprising given that obesity itself profoundly affects HRQOL 

independently of the presence of other clinical symptoms in otherwise healthy populations” 

(Thomson et al., 2010, p. 1815; see Stunkard et al., 2003).  

This interest in how obesity and PCOS affected women’s QoL/HRQoL scores was so 

pronounced in the late 2000s that it even led to the development of the Polycystic Ovary 

Syndrome Health-Related QOL Questionnaire (PCOSQ), which sought to track seven factors of 

living with PCOS: emotional disturbances, weight, infertility, acne, menstrual symptoms, 

menstrual predictability and hirsutism (Cipkala-Gaffin et al., 2012). Note that the questionnaire 

asks women about their symptoms and does not inquire about how those symptoms also affect 

the respondents’ lives. It is thus unsurprising that we know relatively little about how PCOS 

influences women’s everyday realities, as researchers are already constrained by the ontology of 

their data collection methods. That is, these methods offer no opportunity for wPCOS to 
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challenge the epistemological assumptions that are built into the data collection methods, or to 

define QoL as it relates to their own particular experiences of PCOS (see Snell, Fabricius, Stroud 

& O’Doherty, in press; Vaccarino, 2019).  

Because of the attention researchers were now paying to the “long-term metabolic risks” 

of PCOS (Hoeger et al., 2008, p. 4300), there was growing anxiety about the “dramatically 

escalating” obesity rates in adolescents with the syndrome (Teede et al., 2013, p. 1527). To some 

researchers and physicians, it was increasingly apparent that medical intervention was warranted 

at earlier and earlier stages in young women’s lives. For example, Hoeger and colleagues (2008) 

argued that, “There is growing evidence that obese adolescents with PCOS are at increased risk 

for metabolic consequences and that treatment of obesity at this critical developmental juncture 

may provide long-term health benefits” (p. 4300). Researchers warned physicians that there was 

a “critical need for aggressive prevention and treatment of weight gain” in their young patients 

(Moran et al., 2010, p. 28). As was the case for studies focused on adult women, researchers 

similarly highlighted not just the health risks associated with fat adolescent PCOS bodies, but 

also the idea that fatness affects many valued domains of young women’s lives. Accordingly, 

studies framed medical intervention to promote weight loss as a means to improve low QoL 

scores because researchers thought that “BMI contributed to worsened scores for depression, 

anxiety and quality of life” (Moran et al., 2010, p. 28). In this way, physicians justified 

scrutinizing increasingly younger women’s bodies, as well as trying to treat and regulate them at 

earlier junctures.  

It was further believed that other domains of wPCOS’ lives were affected by poor QoL 

related to fatness, including their sex lives. Because wPCOS were believed to experience 
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symptoms that reduced their attractiveness, some scholars claimed that this would translate into 

difficulty in finding a romantic partner and to other reductions in quality of life (Açmaz et al., 

2013). In the West, it is generally believed that sexual activity is sparked by sexual desire; desire 

is related to perceptions of beauty and attractiveness, and fat women are configured as 

undesirable (Gailey, 2012). For example, Harris (1990) found that fat women were judged by 

others to be unattractive, less likely to date, to have lower self-esteem and were seen by others as 

being nonsexual and deserving of a fatter, uglier sexual partner. In tension with these claims are 

studies that demonstrate that some fat women actually experience high QoL, especially in 

relation to their sex lives. For example, Gailey (2012)’s interviews with fat women illustrated 

that most of her interviewees claimed to have a wonderful and fulfilling sex life, especially once 

they began to view their bodies with satisfaction and acceptance. Note here how under the 

ovarian focus, scholars were interested in how hyperandrogenism affected women’s 

attractiveness, though under the metabolic focus this interest shifted to how fatness affected 

appearance and QoL. Taken together, wPCOS are represented as being both unattractive and 

unhealthy.  

2.3.5 Approaches to treatment 

2.3.5.1 Pharmacological modalities   

 With new understandings of PCOS came new treatments. Metformin, a drug designed to 

improve the action of insulin at the cellular level, began to be tested on wPCOS. This drug that 

was often used to treat hypertension, T2D, and other metabolic disorders was first tested on 26 

wPCOS in Venezuela (Velazquez et al., 1994). The participants were administered 500mg of 

Metformin three times a day for 8 weeks. Patients reportedly experienced a sharp decrease in 
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insulin, a small reduction in weight, no change in their cholesterol, and most saw a reduction in 

androgen levels; additionally, three women even achieved pregnancy. After the study concluded, 

the authors claimed that the participants saw another improvement: “these patients’ menstrual 

cycles have subsequently become regular” (Velazquez et al.,1994, p. 651). A systematic review 

later confirmed that Metformin is effective for helping women ovulate (46% success rate with 

Metformin alone, or 57% when combined with clomiphene24), reducing fasting insulin 

concentrations, blood pressure and low-density lipoprotein cholesterol though no concrete 

evidence linked the drug to decreased BMI or an improvement in waist-to-hip ratio (Lord et al., 

2003). However, Metformin was not a perfect solution. It was known to be associated with 

several side effects (i.e. nausea, vomiting and gastrointestinal disturbances), and there was “no 

literature about the safety of long-term use of metformin in young women” (Lord et al., 2003, p. 

5).  

2.3.5.2 Health education and risk  

As was the case for obesity, PCOS scholars called for increased attention to the deficit in 

health knowledge that wPCOS were believed to demonstrate. New interventions were developed 

that sought to address this issue in increasingly young wPCOS, sometimes by even involving 

their parents. These studies often emphasized education on diet and wellness. For example, one 

study described a lifestyle intervention designed for adolescents as,  

a series of classes for training in diet, exercise and behaviour modification skills. 

Frequent contact with participants and a combination of structured lectures and 

flexible personal strategies with an emphasis on self-esteem and social support 

was used. The format includes a 16-session core curriculum taught in separate 

 

24 Clomiphene (also spelled clomifene) - a medication used to treat infertility in women who do not ovulate 
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adolescent and parent groups over the 24 wk, interspersed with individual 

appointments. Exercise was not monitored (Hoeger et al., 2008, p. 4301).  

Other studies took a different approach and instead sought to first determine whether 

wPCOS understood the health risks they face. For example, a study by Moran and colleagues 

(2010) investigated whether wPCOS possessed accurate risk perception. They argued,  

As women with PCOS are at increased risk of current and future metabolic and 

reproductive complications, understanding risk perception is an important step in 

risk reduction and treatment, especially for early implementation of healthy 

lifestyles in preventing metabolic disease and improving fertility (Moran et al., 

2010, p. 25).  

When the authors discovered that many young women were instead preoccupied with 

worries about infertility, additional weight gain and loss of femininity, they expressed their 

concern:   

It was potentially concerning that young women with PCOS did not perceive 

themselves to be at risk of metabolic syndrome, DM2, GDM or CVD…That 

younger women are more concerned about the immediate risk of infertility for 

example, and could not perceive of problems such as CVD that they may 

experience in their fifties and sixties highlights an important area for follow up. 

…increased awareness and accuracy of perception is needed among young 

women with PCOS (Moran et al., 2010, pp. 28-29).  

 For Moran and colleagues, it was not enough that young women with PCOS worried 

about their health, it was important that they attend to the “right” concerns in the “right” way. 

This example illustrates how the biomedical scholarship has the power to gloss over the valid 

health concerns that women have about their PCOS bodies (i.e. subfertility) while 

simultaneously advancing the idea that wPCOS lack the appropriate health education to be aware 

of the risks associated with their syndrome. This claim that women “need serious education and 

support” was increasingly common throughout the 2010s (see Abdollahi et al., 2019, p. 2). And 
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yet, a 2018 study found that wPCOS performed better than controls without PCOS in answering 

questions related to female reproductive hormones, ovarian physiology and function, that there 

was no difference between groups in nutrition-related knowledge and that wPCOS seemed to be 

knowledgeable about potential health outcomes and treatments (Lin et al., 2018). In fact, many 

wPCOS complained that they knew more about their syndrome than their family physician 

(Gibson-Helm et al., 2017). These findings seriously challenge assertions that wPCOS simply 

lack the knowledge required to maintain or improve their health.  

2.3.5.3 Lifestyle modifications 

Once a connection had been established between PCOS and metabolic irregularities, 

treatment modalities that focused on lifestyle modifications became more prominent. While 

PCOS researchers had examined pharmacological approaches to symptom management, an 

exploration of how to manage wPCOS’ weight was noticeably absent until the 1990s (Pasquali et 

al., 1997). After the WHO’s pronouncement that the world was facing an “obesity epidemic”, 

PCOS researchers increasingly focused on lifestyle modifications to help patients achieve weight 

loss “in an effort to limit the risk of type II diabetes and long-term cardiovascular disease” 

(Franks, 1995, p. 858). While weight loss was reported to improve menstrual regularity, to boost 

ovulation and fertility rates, to reduce the degree of hyperinsulinemia, improve insulin sensitivity 

and to increase chances of pregnancy, these results were not consistent and weight loss did not 

always lead to the improvements listed above (Clark et al., 1995; Pasquali et al., 1997). 

Furthermore, so-called “lean” w PCOS also suffered from these issues, meaning that the 

relationship between weight and symptom expression is not as clear as is often presented.  
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While the US federal government and public health officials were arguing that consumers 

required help in choosing healthy food and following a nutrient-rich diet, PCOS researchers 

often provided vague instructions on how to lose weight beyond advice that could be summed up 

as “just eat less”. For example,  

At the present time, however, we believe that any treatment of women with 

obesity and PCOS should firstly include a 3-6 month low-calorie diet schedule 

in order to obtain weight loss and related benefit with regard to both clinical and 

endocrinological features of the patients (Pasquali et al., 1997, p. 86).  

Humphreys and Costarelli (2008) found that physicians often provided inadequate 

support in helping their PCOS patients lose weight and Himelein and Thatcher (2006) reported 

that many women who were advised to lose weight were provided no help or little guidance from 

their physician – something that becomes all the more important when insulin resistance can 

make weight loss difficult to achieve. And yet, exhortations for weight loss in wPCOS were 

often written in a manner that give the impression that losing weight is a linear process that is 

easily achieved. Indeed, advice to lose weight in PCOS scholarship was typically constructed 

using adverbs like “even” or “only” that then negatively position those unable to achieve “even 

modest weight loss” as inept or unmotivated: “Even a modest weight loss of 2-5% of total body 

weight…” (Tang et al., 2006, p. 80), “only a small 2-5% reduction of bodyweight can greatly 

improve these indices” (Norman et al., 2007, p. 690), “even losing 5-10% of total body 

weight…” (Balen & Rutherford, 2007, p. 664), “even modest weight loss through diet 

interventions and increased physical activity has favorable effects” (Yildiz et al., 2008, p. 163). 

Yet, comparatively few studies mention that losing weight while having a metabolic condition 

can be quite difficult, as insulin resistance can create weight gain (see Barry, 2019; Sam, 2007). 

In fact, Wright and colleagues (2004) concluded that wPCOS undertaking diet and exercise 
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regimes experience greater difficulty losing weight than women without the syndrome, findings 

which were confirmed by Khademi et al., (2010). Thus, despite efforts at weight loss that include 

both “rigorous attempts at dieting and increasingly strenuous exercise”, many wPCOS report 

little success (Dowdy, 2012, p. 59; see also Hoeger & Oberfield, 2012; Khademi et al., 2010). 

Against the socio-cultural backdrop of personal responsibility for weight and avoiding chronic 

disease, it is not unusual in recent qualitative studies for wPCOS to report poor or dismissive 

relationships with their physician when they are unable to achieve weight loss (Tomlinson et al., 

2017).  

This consideration of the fact that wPCOS have complained about their inability to lose 

weight has received comparatively little attention prior to the last couple of years (see Lin et al., 

2018). Patients have criticized the “indifference or cavalier attitudes” of their health care 

providers when trying to secure either a diagnosis or guidance on treatment, especially in relation 

to stubborn weight (Dowdy, 2012, p. 59; Tomlinson et al., 2017). They explain that, despite their 

body’s appearance that suggests that they have been inactive or overeating, many of them have 

been trying to lose weight:  

One of the most common phrases heard from teens and women with PCOS has 

to do with quoting their health care providers' advice about weight—“just push 

yourself away from the table and you will get better” or “if you would just lose 

the weight, your problems will go away, or your periods will come back.” All of 

these similar statements imply an ability on the part of the teen to control all of 

the factors involved in the disorder, and even teens who know a little about 

PCOS understand that it is much more complex (Dowdy, 2012, p. 59).  

Notwithstanding evidence that it can take months to lose a small amount of weight and 

mounting evidence that suggested metabolic aspects of PCOS (e.g. glucose intolerance) 

undermine weight loss attempts, acknowledgements of how difficult it can be for wPCOS are 
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rare. When studies do interrogate why wPCOS have a difficult time with weight loss, the focus is 

inevitably on individual-level barriers (e.g. time and cost of exercise, depression, defeatist 

thinking) (Lim et al., 2019) with no mention of the metabolic issues that can derail some 

wPCOS’ weight loss attempts. Indeed, just as the narrative around T2D neglected to describe 

other possibilities for the onset of the condition, so too does the PCOS clinical literature often 

fail to consider how insulin issues can stymie weight loss.  

This topic is especially important, as there are growing calls among PCOS scholars to not 

administer fertility-boosting drugs until patients successfully reduce their BMI until it is <30 (see 

Balen & Rutherford, 2007). Because weight loss is difficult to achieve and maintain for wPCOS, 

these and similar calls are alarming, as they may potentially deny many wPCOS the opportunity 

to become mothers because of their corpulence. Recently, studies arguing in favour of setting 

limits on fertility treatments for fat, subfertile wPCOS have estimated PCOS pregnancies to cost 

the U.S. over $287 billion dollars annually:  

We estimate that there were 254,463 PCOS-related births in the U.S. in 2017. 

After accounting for baseline risk, we estimate that an excess 27,177 of these 

births were complicated by GDM (gestational diabetes), 16, 286 by PIH 

(pregnancy-induced hypertension), and 7,354 by preeclampsia as a result of 

PCOS. We estimate the mean excess annual cost of pregnancy-related care for 

women with PCOS in the U.S. due to GDM to be $53,563,896, PIH to be 

$149,831,200 and preeclampsia to be $84,291,548 (Riestenberg et al., 2019, p. 

e43).  

Authors have called for delayed treatment until wPCOS lose weight, as ovulation and 

fertility treatment success rates increase with weight loss. Yet, despite the fact the woman’s age 

is “the single most important factor predicting infertility treatment failure”, “expert opinion has 

uniformly recommended that obese women with PCOS delay infertility therapy and pursue 
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lifestyle modification” (Legro et al., 2016, p. 2659). Indeed, pregnancy has been positioned as a 

risk for obese women because they are reported to have higher rates of miscarriage, gestational 

diabetes, hypertension and “problems during delivery”; however, these risks are not 

straightforward and the American Society of Reproductive Medicine described the scholarly 

evidence on this topic as having “conflicting results” (ASRM, 2008, p. S21). Yet, some PCOS 

scholars have asked, “Is it appropriate to offer treatment or to insist on weight loss? Or does any 

overweight woman have the right to receive treatment, irrespective of the possible outcome?” 

(Balen et al., 2006, p. 434). These are troubling ideas that have their basis in eugenics; indeed, 

those with undesirable traits like fatness or chronic disease can be prevented from procreating in 

an effort to benefit others, even if only by saving the health care system money. This further 

suggests that physicians can act as gatekeepers to prevent fat wPCOS from having children, 

ultimately implying that only healthy, feminine women are fit for pregnancy.  

Once physicians and scholars understood there to be a significant metabolic component 

to the syndrome, approaches to PCOS research and treatment drew heavily from the health and 

risk discourse on obesity and T2D. Cultural anxieties about an increasingly fat population 

prompted a flurry of intellectual activity focused on how to quell or at least manage this rising 

concern. By connecting PCOS to the scholarship on obesity and T2D, not only did this lend 

legitimacy to PCOS, but it justified the increased presence and intervention of medical 

professionals in the lives of wPCOS in relation to their weight for the express purpose of 

improving their health. However, yet another cultural shift in biomedical research was about to 

change our understanding of PCOS again.  
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2.4 Mental health focus (~2000 – present)  

 Against the backdrop of increasing attention to risk and QoL in health discourse 

(especially in relation to fatness), the World Health Organization (2001) released its report on 

mental health. The report argued that “in most parts of the world, mental health and mental 

disorders are not regarded with anything like the same importance as physical health” and 

advocated for a biopsychosocial approach to illness (WHO, 2001, p. 4). These calls were echoed 

by psychologists demonstrating a newfound interest in PCOS (Melchert, 2011). Psychologically 

oriented work had already noted higher rates of distress in relation to hirsutism and had also 

considered how hyperandrogenism affected wPCOS’ gendered behaviour (see 2.1.3 Androgens 

and gender).  However, it was not until the turn of the 21st century that psychologists developed a 

curiosity about how PCOS affected women’s mental health and well-being. New studies pointed 

to evidence of distress, depression, anxiety, stress, decreased self-esteem, poor body image and 

other factors that were believed to impair psychological functioning. Researchers in the psy-

disciplines urged physicians to be aware that “the psychological consequences of having the 

syndrome should not be underestimated” and advocated for “an interdisciplinary approach not 

only involving gynecologists and endocrinologists, but also psychologists and psychiatrists” (de 

Sutter et al., 2008, p. 398). Researchers argued that a biopsychosocial approach was crucial not 

only for determining the prevalence of psychological dysfunction among wPCOS, but also for 

facilitating new options for treatment – an especially alluring idea, given that wPCOS have 

proven difficult to treat effectively (Elsenbuch et al., 2006).  However, due to the fact that 

researchers have a history of claiming to interpret women’s health issues through a psychosocial 

lens that promises a greater appreciation of how contextual factors might influence a health 
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condition’s course and treatment, there are many instances of authors ultimately favouring 

individual-level and mechanistic explanations (Rice, 2014).  

2.4.1 Depression  

According to physicians and psychologists, wPCOS were depressed (see Barry, 2019). 

Researchers sought to determine the breadth and depth of that depression. One study reported 

that the prevalence of depression and depression-related symptoms ranged from 29% to 50%, 

and that wPCOS were 3.8 times more likely to experience a “higher lifetime incidence of 

depressive episodes” (Pastore et al., 2011).  A 2017 meta-analysis claimed that 36.6% of wPCOS 

experience depressive symptoms (Cooney et al., 2017), while another study found that rates of 

severe depression in wPCOS were 21% (versus 8% in controls) (Salehifar et al., 2015). Although 

these studies reveal that yes, there are some women who experience depression, it is also evident 

that there are many who do not. By making the negative psychological state the main referent of 

the claim, researchers shape our understanding about not just PCOS, but also the women living 

with the syndrome. For example, the findings of the latter study could have been written to 

highlight that 79% of wPCOS do not experience depression, potentially influencing our 

understanding of depression in relation to wPCOS in important and unexamined ways.  

Psychologists highlighted the obesity of wPCOS, surmising that women were likely to 

experience psychological issues because they were distressed about their fatness (see Barry, 

2019; Bazargainipour et al., 2013; Cinar et al., 2011; Rasgon et al., 2003; Stapinska-Syniec et al., 

2018).  For example, young wPCOS reportedly had worse depression and anxiety scores than 

controls without PCOS because of their “weight, BMI, hirsutism and acne” (Moran et al., 2010, 
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p. 28).  In another study, the authors argued that the fatter the woman was, the worse her 

depressive symptoms were likely to be:  

Our investigation revealed a strong positive association between depression 

symptom severity and dissatisfaction with their physical appearance… The 

prevalence and severity of depression symptoms was greater in obese than lean 

women with PCOS. Higher BMI was associated with greater dissatisfaction with 

physical appearance… implying that BMI may be a stronger factor underlying 

depression symptoms and body satisfaction than having POCS (Pastore et al., 

2011, p. 273). 

These issues were believed to influence the decisions of wPCOS such that they made 

lifestyle modifications difficult to enact. Thomson and colleagues (2010) reasoned that mood 

issues negatively affected women’s self-efficacy and motivation – two traits that are thought to 

be vital for successful weight loss and PCOS management among psychologists. Other scholars 

similarly pointed to “demoralisation, mood disturbances, poor self-esteem, negative body image 

and poor QOL” as issues that detracted from wPCOS’ self-efficacy and willingness to engage in 

behaviour change (Moran et al., 2010, p. 28). Accordingly, this justified not only greater 

intervention from psychologists and psychiatrists, but it promoted the “crucial” idea that younger 

and younger wPCOS require not just intervention for their weight, but also psychological 

treatment “to address important antecedents to effective lifestyle change” (Moran et al., 2010, p. 

28). One group of authors argued that, “Given that women with PCOS often present to health 

care providers early in their reproductive years, there is an opportunity to modify these risk 

factors” (Cooney et al., 2018, p. 162). This has led to increasing numbers of scholars pressing 

physicians to screen wPCOS for psychological issues during routine medical appointments 

(Cipkala-Gaffin et al., 2012; Crete & Adamshick, 2011; Hollinrake et al., 2007). Thus, calls for 

the increased presence of not just physicians, but also members of the psy-disciplines 
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demonstrates the extent to which disciplines work together to regulate the lives of women with 

different bodies.  

2.4.2 Treatments  

PCOS was now being framed as a “chronic disease that affects both the body and the 

mind of its sufferers and seriously affects their quality of life” (Abdollahi et al., 2019, p. 284). 

Behavioural modifications through therapy were encouraged to “assist women…not only in 

overcoming barriers to coping with lifestyle changes but also in recovering from or preventing 

the progression of their disease” (Abdollahi et al., 2018, p. 284). In response to the behavioural 

problems that wPCOS were believed to demonstrate, psychologists advocated for a new type of 

treatment – cognitive behavioural therapy (CBT) (see Cooney et al., 2016). Researchers reasoned 

that because CBT’s efficacy in decreasing depression and achieving weight loss had been 

demonstrated among the general population, it would be a suitable choice for wPCOS (see 

Cooney et al., 2018); however, the need for psychological intervention for the purposes of 

promoting weight loss assumes that wPCOS are hindered by maladaptive thinking and beliefs 

rather than by the biological components of the syndrome. And yet, new interventions using 

behavioural therapy to help wPCOS lose weight have become more common over the past ten 

years. One study advocated for CBT-based group counselling for 37 women over eight or ten 

sessions that included a major focus on health education (Abdollahi et al., 2019). The topics 

covered included: teaching anatomy and physiology of the reproductive system (first session); 

explaining ovarian function and defining polycystic ovaries (second session); explaining how 

nutrition affects the ovaries, combatting “ineffective nutritional thoughts” and giving information 

about appropriate foods (third session); providing information about exercise (fourth session); 
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stress control (fifth session); explaining depression (sixth week); and teaching positive self-

expression (seventh session) (Abdollahi et al., 2019, p. 286). The authors found that their 

intervention demonstrated only “short-term effects on quality of life and its psychological 

components”; and yet, the authors conclude more broadly that “CBT can have a significant role 

in…improving quality of life” (Abdollahi et al., 2018, p. 290). 

Another recent study conducted a 16-week randomized pilot study to explore CBT 

therapy in conjunction with lifestyle advice for reducing depression and weight in wPCOS 

(Cooney et al., 2018). As part of this intervention, all participants received weekly 30-minute 

nutrition and exercise counselling; they were encouraged to take up a 1,500-1,800 kcal/d diet 

based on the Food Pyramid and to exercise for increasing lengths of time over the course of the 

study. Those in the treatment group also received 8-weeks of behavioural modification based on 

The Brief Cognitive Therapy Manual. At the end, the authors reported that participants who 

received both CBT and lifestyle advice lost twice as much weight as those who received lifestyle 

advice alone (though “this did not translate into differential improvement in other metabolic 

parameters, androgens, or inflammatory markers”, p. 168), and only a short-term improvement in 

QoL scores (these effects became non-significant by the end of the study). A significant decrease 

in depression between groups was not found. These findings should lead PCOS researchers to 

reflect on not only what motivates them to encourage wPCOS to take up psychological 

counselling for the purposes of losing weight, but the uneven success rates should dissuade 

physicians and researchers from strongly advocating for psychological intervention as being 

necessary in all wPCOS.   
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It is clear that PCOS is associated with many different cultural ideas about health and 

gender; any attempt to separate gender and health from each other in trying to understand how 

they influence women’s subjectivities would be to miss the point about how these ideas operate – 

they are messy, in flux, often in support of one another, and can take on different meanings 

depending on the discursive context. Though the biomedical scholarship describes the syndrome 

as having a markedly negative effect on women’s health and femininity, we still know relatively 

little about wPCOS make sense of this, what living with a gendered illness actually means for 

women, or how women’s experiences of their bodies shape their everyday lives in important 

ways.  

3 Chapter 3 - Method  

Having critically examined the historical development of PCOS, I now shift the focus to 

consider the second aim of this project; namely, to attain a more nuanced understanding of 

wPCOS’ experiences by exploring how women characterize their bodies in response to living 

with a gendered illness. As such, the empirical part of this thesis was guided by two research 

questions: (1) How do women with PCOS characterize their bodies? (2) Into what social and 

material practices do these characterizations translate? The following sections provide an 

explanation of the methodologies used to answer these questions in Chapter 5.  

3.1 Participants  

The study participants consisted of 20 adult women who were recruited using a purposive 

strategy, which allows researchers to identify and select those individuals most likely to yield 
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information-rich accounts of the phenomenon being investigated (see Braun & Clarke, 2013; 

Palinkas et al., 2015). Using social media as the main vehicle for recruitment, I posted a brightly-

coloured image (see Appendix D) that contained details about the study on my personal 

Facebook page and made it shareable so that others within my network could distribute the call if 

they felt so inclined. Thirty-seven individuals also shared the recruitment image with their 

Facebook friends. I also posted the recruitment image in two private Facebook groups populated 

mostly by women located in Ontario (one that focused on body-positivity and fatness, and the 

other that emphasized peer-support and information sharing among wPCOS). Interested 

participants were required to meet the eligibility criteria of being at least 18 years old, possessing 

a confirmed diagnosis of PCOS from a health care provider and able to speak English. 

Participants were predominantly women (though two identified as genderqueer), 25-34 (though 

five were between 35-44), and heterosexual (four women identified as queer, and one as 

bisexual). The trend toward younger participants is unsurprising, given that symptom expression 

tends to decline with age as increased testosterone levels taper off (Elting et al., 2000). 

Participants also had a range of educational backgrounds, from having completed an 

apprenticeship to holding master’s degrees (see Table 1). From the discussions, it was apparent 

that the participants covered a wide range of experiences of women living with PCOS. For 

example, the time since participants’ diagnosis spanned from over 15 years ago to as recently as 

2 weeks prior to the interviews. Similarly, the number and severity of symptoms, types of 

treatments, the number of physicians seen and the length of time to receive a diagnosis also 

varied among participants.  
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Table 1 Participant demographics  

*Note that in some instances, several participants answered by choosing more than one category  

Demographic Categories Number of participants  

Age 25-34 15 

 35-44 5 

Gender Woman 18 

 Genderqueer 2 

Sexual Orientation Queer 4 

 Bisexual 1 

 Heterosexual 16 

Ethnic Group West Asian 1 

 Southeast Asian 3 

 Indigenous 1 

 Middle Eastern 1 

 White/European 17 

Level of Education  Apprenticeship 2 

 Some college or university 3 

 Professional degree 1 

 Bachelor’s degree 10 

 Master’s degree 4 

Current Relationship Cohabitating 3 

 Divorced 1 

 Married 4 

 Single, never married 12 

Employment Full-time 14 

 Part-time 5 

 Self-employed 1 

 Student  1 

Income <$20,000 3 

 $20,000-$34,999 5 

 $35,000-$49,999 7 

 $50,000-$74,999 2 

 $75,000-$99,999 3 
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3.2 Procedure 

 Those who were interested in participating in a semi-structured interview were invited to 

email me for more information about the study. If individuals then expressed an interest to 

continue with participation, I asked them to choose a date and time for an interview. Once the 

interview was scheduled, I emailed the participant the consent form and demographics 

questionnaire, requesting that they read, fill out and return them to me via email prior to their 

interview. 19 interviews took place over the phone, and 1 was conducted in person. In all cases, I 

reviewed the consent form with the participants so that they had the opportunity to ask questions 

or express concerns prior to the interview. I then reviewed the procedure of the interview and 

explained the types of questions that I would ask (e.g. What is PCOS about for you? What 

symptoms bother you the most? Does having PCOS challenge how you view your health?) (see 

Appendix A). Interviews took place in December 2019 and were recorded using a digital audio 

recorder. The duration of the interviews ranged in length from 35 to 75 minutes, with a mean 

interview time of 57 minutes. In recompense for participation, interviewees were entered into a 

draw to win one of two $25 CAD Amazon.ca gift cards.  

I completed verbatim transcription of 14 interviews, then de-identified and verified them.  

Two undergraduate students helped transcribe six transcripts (three each), though I de-identified 

and verified those, as well. Participant names were replaced with a number so that all 

participants in the analysis appear as the letter P with a number (e.g. P25) while the interviewer’s 

talk is denoted by the letter A for Alexis. All participants provided written informed consent for 
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participation, recording and use of their information.  The ethics committee at the University of 

Guelph approved this study (REB#19-09-007) (see Appendix B).  

3.3 Data analysis  

3.3.1 Coding  

Using NVivo 12 Plus, I coded extracts from the interview transcripts that demonstrate 

how PCOS affects participants’ everyday lives or their bodies. I followed Braun and Clarke’s 

(2006, 2013) six-phase thematic coding process: 1) familiarization with the data through 

repeated readings; 2) developing preliminary codes, which included unfeminine bodies, 

unhealthy bodies, management practices, distress, bodily differences and abnormality among 

others; 3) searching for themes generated a list of early candidates, though through 4) reviewing 

and reorganizing themes, I reduced this list to four main themes that I subsequently 5) defined 

and named; finally, (6) I wrote the analysis. Though this process is presented in a linear format, 

my experience was instead fluid and dynamic, with many instances of moving forward and 

backward through these phases.  

3.3.2 Method of analysis - Feminist poststructural discourse analysis  

After coding, I conducted a feminist poststructural discourse analysis (FPDA). FPDA 

offers a consummate theoretical framework to understand the complex, multi-faceted and 

sometimes contradictory nature of participants’ talk (Weedon, 1987; Gavey, 1989, 2011). This 

approach focuses on the ways in which language constitutes our social and psychological 

realities and seeks to appreciate how discursive constructions shape people’s practices and their 

subjectivities (Braun & Clarke, 2013).  Indeed, it is ideal for identifying discursive patterns and 

noting how individuals (re)produce, challenge or navigate them, though it is likewise useful for 
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identifying the circumstances in which women’s interests are subordinated to those of men (see 

Weedon, 1987).   

FPDA affords the analyst a number of benefits: the ability to be historically specific; a 

modality for understanding complex and contradictory ways of being; a framework for 

challenging gendered assumptions and for acknowledging the contingent nature of compliance 

with dominant cultural norms and values; a means for proposing alternatives and for exploring 

other possibilities of being (Gavey, 2011). Feminist poststructuralism can offer what Gavey 

(2011) calls “a sympathetic theoretical ally” for making sense of people’s lives and the issues 

that arise therein; accordingly, FPDA “understands and forgives” subjects for taking up 

dominant cultural norms (Gavey, 2011, p. 185). This therefore “supports a politics of both 

critique and optimism by suggesting that we are simultaneously both less and more free than we 

might think” (Gavey, 2011, p. 185).  

3.3.2.1 Discourse 

Feminist poststructuralism borrows heavily from Foucault, especially with respect to his 

conceptualization of discourse. For Foucault, discourses can establish knowledge, social and 

material practices, subjectivities and power relations; for the purposes of this project, “they 

constitute the ‘nature’ of the body, unconscious and conscious mind and emotional life of the 

subjects which they seek to govern” (Weedon, 1987, p. 105). Thus, a discourse is a “system of 

statements which cohere around common meanings and values… [it is] a product of social 

factors, of powers and practices, rather than an individual’s set of ideas” (Hollway, 1984, p. 

231).   
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A discourse has also been defined by Parker (1992) as “a system of statements which 

constructs an object” in a particular manner (p. 5). As Braun and Clarke (2013) point out, the 

object of discourses can be abstract (e.g. the self) or it can be material (e.g. menstrual products). 

Discourses provide us with patterned ways of thinking or speaking about an object, though it is 

often the case that multiple discourses imbue an object with competing meanings (Braun & 

Clarke, 2013). Though there may be several discourses that shape an object, typically one or two 

come to dominate – they form the foundation for the “truths” that we generally take to be 

“common sense” (Braun & Clarke, 2013).  

Typically, the most powerful discourses have their bases in institutional settings; by 

being attached to the social value that institutions hold in our society, discourses can influence or 

determine significant aspects of people’s subjectivities and behaviours (Weedon,1987); however, 

this is not straightforward. For example, due to the varied and competing nature of discourses, 

how much meaning a particular discourse might have for an individual is dependent on a number 

of factors, including the discursive context in which they are situated, as well as what subject 

positions are available to them (Weedon, 1987).  

3.3.2.2 Resistance  

 Resistance is a key component of a feminist project. As previously mentioned, discourses 

vary in their social power and authority; accordingly, not all discourses possess the ability to 

shape practices or subjectivities. Yet, discourses that encourage us to challenge or deconstruct 

hegemonic understandings of phenomena are important because they open up discursive space to 

“resist dominant subject positions” (Weedon, 1987, p. 107).  On resistance, Foucault (1981) 

explains that “discourse transmits and produces power; it reinforces it but it also undermines and 
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exposes it, renders it fragile and makes it possible to thwart it” (p. 101). Individual-level 

resistance then represents the first step toward producing alternative forms of knowledge 

(Weedon, 1987). For some, like Weedon (1987), not all resistance has to be conscious. Indeed, 

she provides examples of actions that some might interpret as an act of resistance, even if the 

individual performing them does not (e.g. some may choose to wear a necklace with a feminist 

pendant because they think it looks nice, though others wear that necklace as a symbol of their 

commitment to feminist politics). Yet, it is only when an individual has a “conscious awareness 

of the contradictory nature of subjectivity” that political resistance becomes possible (Weedon, 

1987, p. 84).   

4 Chapter 4 - Relevant Theories and Concepts of the Body  

 Here I explore relevant theories and concepts of bodies that provide the foundation for 

my analysis of interviews with wPCOS. I begin by outlining the ways in which a feminist 

poststructural approach can provide important insights regarding bodies, though I also note its 

limitations. I then consider two feminist theorists’ approaches to differential bodies: the 

monstrous (Shildrick, 2002) and the abject (Kristeva, 1982). By differential body, I am referring 

to Shildrick’s use of the term to denote a body that violates expectations of normalcy in some 

way, either through appearance or functioning. I position theories about differential bodies next 

to other popular theories of embodiment (e.g. essentialism and biologism) used in biomedical 

research to demonstrate the ways in which the former theories differ from the latter in important 

ways that shape our understandings of bodies. Finally, I include theories about correcting 

differential bodies by exploring the roles of surveillance and discipline (Foucault, 1995) and 

technologies of femininity (Bartky, 1997).  
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4.1 Feminist poststructuralism and bodies  

As some feminist theorists have noted, there has been a general disinclination to consider 

the corporeal in social theories (see Grosz, 1994; Malson, 1997; Shildrick, 1997, 2002). While I 

personally do not deny the materiality of the body, a feminist poststructural approach 

understands meaning and knowledge to be discursively constituted through language and text 

(among other signifying practices); consequently, a feminist poststructural approach leaves no 

intellectual space to describe what it is like to live in or experience a body (i.e. the body-subject). 

In this project, I am thus looking at the discursive production of bodies, rather than bodies 

themselves; in other words, I explore how women talk about their bodies rather than the “corpo-

reality” of those bodies (Malson, 1997, p. 225). Despite this limitation, feminist 

poststructuralism offers a meaningful framework for understanding the function and production 

of power in our society and its role in shaping bodies, as well as the ways in which we can 

challenge that power. Furthermore, it allows us to understand why women might collude in their 

own oppression through the (re)production of social and cultural ideas about bodies that 

undermine women’s agency or buttress their social subordination (Weedon, 1987).   

In conducting a feminist poststructuralist investigation into the discursive construction of 

bodies, important insights can be gleaned about how women engage in identity-making. This can 

be particularly important for identities that are infused with significant social and cultural 

meaning, such as being unhealthy or feminine (Malson, 1997). While we are not always aware of 

how our body shapes our perceptions of who we are, a consideration of how women portray their 

bodies allows us to see the extent to which our perceptions of our bodies shape our everyday 

realities. However, our perceptions are also socio-culturally situated and change as we age or 
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acquire new life experiences. At some times and in certain contexts, we may interpret our body 

in one way, while at others it might be wholly different. Indeed, Shildrick (1997) argues that the 

body is “curiously absent to us during health, and it is only in sickness that it makes itself fully 

felt, and then as that which unsettles the sense of self” (p. 10). This shifting, fluid understanding 

of our bodies further comes with implications for our subjectivity and our identity.  

Finally, a feminist poststructuralist analysis of bodily difference can problematize the 

systems that facilitate an organization of power based on biological sex, which for Weedon 

(1987), presents an opportunity to challenge patriarchy. Biological sex differences, Weedon 

(1987) argues, “are a major material ideological support and guarantee of patriarchal social 

structures, from the sexual division of labour and the structure of contemporary forms of 

femininity, to women’s position in society at large” (p. 122). But, for feminist poststructuralists, 

“biological differences do not have inherent ‘natural’ or social meaning” (Weedon, 1987, p. 

123), which permits them to critique knowledge claims about sex-based differences that have 

been positioned as being “natural” in our culture. I consider this in greater depth in 4.3 Other 

theories of embodiment.  

4.2 Feminist theories about bodies  

The idea that many women’s bodies do not conform to a bounded, highly defined and 

neatly demarcated conception of “the” body has been considered by a number of postmodern and 

feminist theorists. Women’s bodies have been theorized as being monstrous (Shildrick, 2002), 

leaky (Shildrick,1997), taboo (Douglas, 1966), and abject (Kristeva, 1982) among other 

conceptualizations. Regardless of the nomenclature, these theorists problematize dominant 

understandings of bodily normality and push back against the idea that women’s bodies that do 
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not look or function as they are supposed to are inherently pathological or abnormal. 

Consequently, they provide useful conceptual anchors for exploring the implications of living 

with a differential body. Indeed, these feminist theories about bodies help us to interrogate the 

subjectivities, social and material practices, perceptions of agency, and identity shifts that can 

occur when women understand their bodies to be in tension with sociocultural norms.  

Because biological determinism and its cognates still tend to dominate both scholarly and 

lay understandings of bodies, theories that focus on differential bodies offer opportunities to 

highlight how essentialism functions in our everyday lives and how it plays a part in the 

oppression of differential bodies. In fact, the contestation of essentialism has become a key 

political aspect of third-wave and post-feminism (Stone, 2004; see also Grosz, 1995). And yet, 

despite many feminists turning to social constructionist approaches in the 1990s in the hope that 

they might “break the stranglehold of arguments from nature” (Schiebinger, 2000, p. 2), 

conceptions of the body driven by essentialism and Cartesian dualism continue to dominate 

health and biomedical research (Rice, 2014; Shildrick, 2002). Accordingly, scholars like 

Shildrick (2002) offer different and meaningful ways to conceive of bodies that can challenge the 

implicit assumptions, ethics and epistemologies that have come to define “the” modern body.  

4.2.1 Monstrous bodies  

 During the Enlightenment, there was a paradigm shift toward Cartesian dualism such that 

the mind and body were conceived of as being wholly distinct. The mind – a symbol of 

rationality, reason and selfhood – came to be associated with men and was thought to be superior 

to the body; in contrast, the body – a symbol of baseness, mechanical breakdown and contagion 

– came to be connected with women and was regarded as being inferior to the mind (Shildrick, 
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1997, 2002). By separating the mind and body, philosophers envisioned a human subject 

constituted by two dichotomously opposed characteristics (e.g. mind/body, reason/passion, 

biology/psychology, etc.) that are hierarchized and ranked, such that one is privileged over the 

other; often, the subordinated term came to symbolize deprivation or a state of difference (Grosz, 

1994). Importantly, the mind/body association gave rise to lateral associations that “link the 

mind/body opposition to a whole series of other oppositional (or binarized) terms, enabling them 

to function interchangeably, at least in certain contexts” (e.g. self/other, reality/appearance, 

form/matter, and so on) (Grosz, 1994, p. 3). These associations further operate implicitly to 

produce an understanding of bodies as being ahistorical, passive, and a barrier for the mind to 

overcome; moreover, this gave rise to bodies being tacitly presented as unruly, in need of 

discipline and separate from the individual’s personal identity. In other words, the body has been 

“coded in terms that are themselves traditionally devalued” (Grosz, 1994, p. 4). According to 

Shildrick (1997) and Grosz (1994), the mind-body opposition enabled the polarity between 

male/female and was vital for characterizing women as being comparatively more embodied than 

men, implying that women are less likely to be rational beings or to achieve “mature 

personhood” for their inability to effectively control their bodies (Shildrick, 2002, p. 26). In 

general, this rendered women as problematized subjects and epistemic objects with questionable 

selfhood in the writing of some highly influential philosophers whose works are widely read 

even today, including Plato, Aristotle and Hippocrates (Grosz, 1994; Laqueur, 1990).  

This notion of selfhood is particularly important to Shildrick’s (2002) theory of the 

monstrous. Shildrick argues that what is at stake when encountering an individual with a body 

that would align with her theory of the monstrous is the relation between the self and other. At 
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the most rudimentary level, “the monster is something beyond the normative, that stands against 

the values associated with what we choose to call normality and that is a focus of normative 

anxiety” (Shildrick, 2002, p. 29). Because one’s sense of self has historically been tied, at least in 

part, to normative embodiment and the ability to readily distinguish the self from others, 

encountering so-called monstrous bodies often invokes “ontological unease” and anxiety for 

those with closer approximations to ideal bodiliness, as “monsters”25 reveal “nature’s startling 

capacity to produce alien forms within” (Shildrick, 2002, p. 10). Furthermore, since rational, 

modern subjects are understood as defining themselves in relation to that which they are not, 

Shildrick argues that “monstrous” bodies represent a challenge to subjecthood itself. Differential 

bodies often spill across borders, which makes it difficult to determine where one body begins, 

and another ends. Indeed, those bodies that align with the theory of the monstrous challenge us; 

their leaky, unruly and uncontrollable nature disturb our understanding that bodies are ordered, 

discrete and bounded. “Monstrous” bodies, however, can occupy multiple categories 

simultaneously and may straddle the borders between states of being; indeed, they can be liminal 

subjects (e.g. masculine women) or liminal objects (e.g. pregnant women are both one body/two 

bodies). A “monstrous” body then forces us to re-evaluate the self and our relationship between 

the self and the other because it “disrupts the notions of separation and distinction” and troubles 

the idea that bodies are subject to easy classification (Shildrick, 2002, p. 2). Accordingly, 

differential bodies become problematic when they are difficult to neatly categorize as other, 

 

25 In an effort to avoid reification or an interpretation of my writing that might suggest that I myself view differential 

bodies as being monstrous (indeed, similar claims have been levelled against feminist writers who have referred to 

pregnant bodies as being abject (see Tyler, 2009)), I have chosen to enclose my use of the word monster or 

monstrous in quotations. Here I am drawing on Sondergaard’s (2002) suggestion that poststructural analysts use 

alienating language to draw attention to instances of language use that require troubling.  
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when they seemingly dispute the truth or validity of so-called normal bodies or when they reflect 

back to us subversive aspects of our own body that have been dominated into acquiescence – it is 

in these moments that the indeterminate, “monstrous” body is most disturbing to others 

(Shildrick, 2002). Put another way, “as long as the monstrous remains the absolute other in its 

corporeal difference it poses few problems…it can clearly be put into an oppositional category of 

not-me.” (Shildrick, 2002, pp. 2-3).  

Not all bodies that challenge bodily norms are necessarily “monstrous”, though it is the 

monstrous body’s proclivity for excess that further distinguishes it from normal bodies 

(Shildrick, 2002). This idea, that certain bodies are prone to excess, has historically been linked 

to women. For example, Aristotle invoked ideas related to monstrosity as a means to explain 

women’s bodily excess (e.g. menstruation, pregnancy, lactation, and so on) and disposition for 

disorder (e.g. hysteria) (Shildrick, 2002). Importantly, because Aristotle highlighted excess and 

deficiency as indications of an individual’s moral failing, differential bodies that are today 

viewed as being excessive are painted with a similar bush such that they are conceived as being 

“improper beings” because of their bodily imperfection (Shildrick, 2002, p. 32).  

For Shildrick, bodies that align with her theory of the monstrous also represent a threat to 

society. On one hand, by their very existence, they disrupt the pervasive grand narratives of 

biomedicine; that is, “monstrous” bodies destabilize notions of universalism, predictability, 

invariant morphology and knowledge based on either/or understandings of bodies (e.g. bodies 

are either sick or healthy) (Shildrick & Price 1996; Shildrick, 2002). On the other hand, the 

theory of the monstrous allows us to discern whose bodies require surveillance and regulation. 

Indeed, for Shildrick (2002), “what is at stake in a politics of identity and difference is the 
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security of borders that mark out the places which are safe and which are unsafe, and who is due 

moral consideration and who is not” (Shildrick, 2002, p. 5). Furthermore, “those bodies that in 

their gross failure to approximate to corporeal norms are radically excluded” (Shildrick, 2002, p. 

2). 

In theorizing the “monstrosity” of bodies, Shildrick contests binarized conceptions of 

bodies that pit those that appear normal against those that appear differential or are irregular in 

their functioning, which inevitably results in a hierarchized ranking such that bodies regarded as 

normal are interpreted as being best or preferred. She further argues for a move away from an 

ethics that dictates normativity to an ethics that makes room for variation, which can then contest 

the notion that differential bodies are pathological.  Indeed, fluidity, not fixity, is necessary for 

thinking about all bodies, but especially for differential ones. I return to this idea in 6.2 

Conceptual implications.  

4.2.2 Abjection  

Kristeva’s theory of abjection (1982) has similarities to Shildrick’s (2002) theory of the 

monstrous. The theory of abjection, however, is meant to describe the psychological origins of 

disgust and revulsion that arise within the individual when they are faced with instances of 

liminality (e.g., those instances where the individual loses the distinction between themself and 

others/objects). Kristeva defined the theory of abjection as an unconscious defense mechanism 

used to safeguard the self against threats to the individual’s subjectivity (see McCabe & Holmes, 

2011). For Kristeva, experiences of encountering an abject person or object are about the bodily 

affect that they can produce, the instances of disgust that result in “a discharge, a convulsion, a 

crying out” (Kristeva, 1982, p. 1). According to Kristeva, someone or something can be 
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interpreted as aligning with her theory of abjection when it “disturbs identity, system, order”; 

indeed, it is that which “does not respect borders, positions, rules. The in-between, the 

ambiguous, the composite” (p. 4). This state of liminality is repulsive for its stubborn refusal to 

neatly conform to the categories that make up our social order – an idea that overlaps not only 

with Shildrick’s theory, but also with Douglas (1966) and her metaphors of embodied contagion 

and taboo.  

Encountering subjects or objects that align with Kristeva’s (1982) theory of abjection is 

common in our everyday lives. Feelings of disgust or horror can be elicited in the individual by 

looking at a corpse, seeing fecal matter, menstrual blood, vaginal secretions or pus, though it can 

also come from intangible sources like disease, crime or immorality. For example, betrayal can  

be interpreted as abjection, as the offender now occupies a liminal space between friend and foe 

that requires the offended to either reject or embrace them – a choice that has implications for the 

offended’s identity (Am I the kind of person that would accept someone who has betrayed me 

back into my life, or am I the kind of person that rejects those who have wronged me?). Kristeva 

also offers food loathing as an example of how her theory can be applied. She describes her 

intense, violent reaction to touching her lips to a glass of milk that has formed a skin on its 

surface. That immediate feeling of disgust, Kristeva argues, is triggered when she is confronted 

with the realization that the object (milk) now exists in a state of in-betweenness. By this, she 

means that milk is encoded with symbols that indicate health, growth and nourishment; however, 

when the milk is tainted by skin and is no longer perceived to be fresh, that same object elicits 

feelings of squeamishness and revulsion in her. To the individual (i.e. Kristeva), this object may 

now be perceived as holding the power to make one healthier or to make one sick because it 
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straddles the line between sustenance and decay; the inability to easily classify milk with skin in 

one category or the other can lead to feelings of horror or disgust.  

Depending on how one interprets Kristeva’s approach to abjection (that is, is her intent to 

focus on the subject or on structure?), readings of her work can vary (see Foster et al., 1994), 

though Kristeva argues that her concept of abjection can explain the social, political and personal 

acts of exclusion/inclusion that shape our social existence in important ways (Tyler, 2009). For 

instance, those bodies that align with Kristeva’s abjection are encouraged to isolate and exclude 

themselves, and to regard their bodies as the reason for that isolation and exclusion. Conversely, 

those bodies that more closely resemble the ideal are permitted to participate with comparative 

ease in society in that an encounter with them typically does not produce feelings of revulsion or 

disgust in the self or others.  Accordingly, social norms about what constitutes a proper body are 

reinforced - the contained, clean and defined body is accepted, while the unruly, uncontained and 

messy body is reviled (Tyler, 2009). Thus, Kristeva’s abjection illustrates the ease of living that 

can be afforded to those without differential bodies, while simultaneously highlighting how 

painful it can be to live in a body that can be interpreted as abject.  

4.3 Other theories about bodies   

Some feminists have challenged the assumptions of essentialism in their work on the 

nature of women, sex differences and differential bodies, yet there has often been little precision 

in how authors use the term essentialism. It has also been observed that there is a general 

tendency to conflate essentialism, biologism, naturalism and universalism (Grosz, 1995). In 

effect, this conceptual murkiness makes it difficult to appreciate the ways in which these terms 

vary and uniquely shape understandings of bodies (Grosz, 1995); that there are numerous forms 
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of essentialism only further complicates the matter (see Sayer, 1997). At their core, each iteration 

of essentialism espouses “a common concern for the fixity and limits that define women” (Grosz, 

1995, p. 47). While a full recounting of the various instantiations of essentialism is beyond the 

scope of this paper, I do wish to outline the differences between essentialism and biologism, as 

they differ in their perspectives, and they are also present in the biomedical scholarship on PCOS  

and in the lay accounts of women living with PCOS.  

4.3.1 Essentialism 

Essentialism is the view that every subject has a set of attributes that are vital to both its 

functioning and its identity (Cartwright, 1968; Phillips, 2010). Under this epistemology, the 

nature of women is assumed to be fixed, and their essence to be ahistorical and universal. Often 

essentialism is tied to women’s biology and the body is then used to support claims about 

women’s “natural” characteristics. Sometimes, however, essentialist claims are substantiated 

through other means, as Grosz (1995) points out. In these cases, women’s nature is understood to 

emanate from psychological characteristics rather than biology itself. For example, consider 

traits such as nurturance, empathy, emotional support, passivity, and so on. Or, the essence of 

women can likewise be connected to behaviours and common practices like emotional responses, 

concern for others, care provision, etc.  

The ahistoricism and the universalism I previously mentioned are cornerstones of 

essentialism and are key for illustrating how this epistemology can be used to justify the social 

subordination of women. Assuming that women across all times and places share the same 

nature implies a constraint on variation and underlines the impossibility of change, or of acting in 

a manner that is contrary to their nature or outside of the norm (Grosz, 1995). Any variations that 
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we do see in women are merely surface level; the so-called real essence of women remains 

untouched. In believing that women are inhered with attributes that make them act a certain way 

or are suited for particular roles, it becomes difficult to take feminist or postmodern pushes for 

gender equality seriously; this is especially true when the social roles that men and women take 

up are thought to reflect their respective natures (Grosz, 1995).  

4.3.2 Biologism  

 Biologism (also known as biological determinism) is a form of essentialism and is the 

belief that human behaviour is wholly determined by physiology or genes (Grosz, 1995). 

According to Grosz (1995), biologism typically involves an over-simplification of understanding 

in that all social, cultural and historical factors that shape one’s body are instead understood to 

largely be the effects of an underlying biological source. Thus, biology has ascendancy at the 

expense of environmental or other factors. Biologism ties the nature of women entirely to their 

biological functioning and the roles that that functioning make available to women; as such, 

there is a tendency to emphasize reproduction, maternal roles and nurturance (Grosz, 1995). 

However, scholarly work out of fields like endocrinology also largely espouse this epistemology 

and may further limit the social possibilities of women through their knowledge claims (Grosz, 

1995). For Grosz (1995), biologism “is thus an attempt to limit women’s social and 

psychological capacities according to biologically established limits” (p. 48). For example, it 

includes ideas like women being physically weaker and more emotional than men, making them 

biologically suited for care provision and domestic tasks. According to critics of essentialism, 

because biology is widely believed to provide the foundation for one’s identity, “the attribution 
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of biologistic characteristics amounts to a permanent form of social containment for women” 

(Grosz, 1995, p. 48).    

4.4 Correcting differential bodies  

4.4.1 Surveillance, discipline and technologies of the self  

 In considering theories of differential bodies, it is important to also examine theories that 

seek to explain why individuals might feel compelled to correct, tame or manage that difference. 

For this, Foucault’s (1995) concepts of disciplinary work and docile bodies are pertinent; 

however, I also consider Bartky’s (1997) application of Foucault’s theories of surveillance and 

disciplinary work to illustrate how women are obliged to achieve appropriately feminine bodies 

through technologies of femininity (Bartky, 1997).  

With the emergence of the modern state, Foucault (1995) argued that the mechanisms 

through which power is produced and applied have changed. No longer does power rest in the 

hands of a sovereign, necessitating heavy-handed public displays of violence and corporeal 

punishment when a group or individual transgresses the potentate’s decrees; today, “capillary 

power” has the ability to (micro)manage and control bodies while also shaping our identities. 

Though this move away from viciousness was heralded as an indication of a turn to civility and 

reason, Foucault interpreted this transformation of power as part of what he saw as the 

continuing trajectory of subjectivation. In fact, he construed modern power to be even more far-

reaching, totalizing and invasive than earlier iterations because it had the ability to “exercise a far 

more restrictive social and psychological control than was heretofore possible” (Bartky, 1997, p. 

147).  
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 Foucault argued that today, we are subjected to a consistent stream of normative ideas 

about bodies that aim to govern their appearance and our behaviour with the goal of making all 

bodies docile; in this way, the body is coerced into submission through the processes that 

produce it. Of this, Foucault writes:  

What was then being formed was a policy of coercions that act upon the body, a 

calculated manipulation of its elements, its gestures, its behaviour. The human 

body was entering a machinery of power that explores it, breaks it down and 

rearranges it. A “political anatomy”, which was also a “mechanics of power,” 

was being born; it defined how one may have a hold over others’ bodies, not 

only so that they do what one wishes, but so that they may operate as one 

wishes, with the techniques, the speed and the efficiency that one determines. 

Thus, discipline produces subjected and practiced bodies, “docile” bodies 

(Foucault, 1995, p. 138).  

This type of docility requires surveillance. Foucault draws on Jeremy Bentham’s design 

for a circular prison system called the Panopticon to explain how the automatic functioning of 

power is ensured through self-surveillance, observation, and the reduced (or sometimes denied) 

opportunity to communicate with others. By creating the circumstances in which each inmate has 

the perception that they are at any moment visible to each other or guards in their circular, back-

lit prison cell, each becomes to himself his own jailer (Foucault, 1995). Bentham himself laid out 

this necessity for his design, arguing “that power should be visible and unverifiable” and that 

“the inmate must never know whether he is being looked at at any one moment; but he must be 

sure that he may always be so”; consequently, this both automatizes and deindividualizes power 

(Foucault, 1995, p. 201). This self-surveillance is then the modern replacement of older, 

authoritarian instantiations of power that opted for heavy-handed approaches to social control. 

Today, both discipline and punishment are often self-induced.  
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For Foucault (1995), modern power is tolerable because of its ability to be concealed; 

indeed, its success in shaping and influencing our bodies and behaviour is proportional to its 

ability to mask its own techniques (Shildrick, 1997). A key aspect of power then is to take on 

other forms, as it does through surveillance, evaluation of the self and others, and through certain 

institutional practices. Power can also be cleverly disguised so that its effects on our bodies and 

behaviour are regarded as being indicative of one’s own desire. Foucault refers to this as 

“technologies of the self”, arguing that they allow people to assume that the desire “to transform 

themselves, modify themselves, and to attain a state of perfection, happiness, purity and 

supernatural power” (Foucault, 1995, p. 367), is self-generated and freely chosen. These 

decisions to take up disciplinary work likewise encourage us to act in certain ways, to achieve 

certain kinds of bodies, and to establish the proper boundaries of the self and society (Shildrick, 

1997). Accordingly, the female subject judges her body against other bodies that are considered 

to be normal; in evaluating her body to be atypical, she “constructs her very selfhood in the 

process of normalization” by producing herself as an abnormally embodied subject (Shildrick, 

1997, p. 54). 

4.4.2 Technologies of femininity: Producing a docile body  

Foucault has been criticized by feminist authors for his universalized approach to bodies.  

Feminists argue that the production of female bodies is shaped by economies of difference, 

which are highly gendered. This has necessitated that feminist scholars examine how the 

production of bodies is decidedly different for women, especially when the aim is to produce a 

body that is widely recognized as feminine (Bartky, 1997; Shildrick, 1997). In offering several 

poignant examples of women’s everyday disciplinary work, Bartky (1997) demonstrates how 
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striving to achieve the ideal feminine body is practiced and produced through surveillance and 

policing. Here Bartky is drawing on Foucault’s concept of docile bodies. While male bodies are 

practiced and produced in their own ways, it is the nature and extent of women’s disciplinary 

work coupled with the shame they feel when they fail to achieve degrees of the idealized 

feminine body that signals a major difference for women.  Consequently, an “inferior status has 

been inscribed” on women’s bodies (Bartky, 1997, p. 139).  

In our image-based culture, women are inundated with heteronormative imaginings of the 

ideal female body in advertising, social media, television and movies that they are expected to 

emulate for the purposes of satisfying the discerning male gaze. Bartky (1997) argues that “a 

panoptical male connoisseur resides within the consciousness of most women: They stand 

perpetually before his gaze and under his judgment” (p. 140). However, that objectifying gaze 

can also be institutional or disciplinary (e.g. biomedicine). It is against this backdrop of 

perceived deficiency that women make decisions about taking up technologies of femininity and 

that body management techniques become routinized. However, the decisions that go into 

engaging in disciplinary work (or not) are not straightforward and their consequences are not 

necessarily consistent. While electing to not discipline the body does not yield literal punishment 

in the form of jail time or fines, it does imply a different kind of punishment, such as fewer 

opportunities to attract and hold the male gaze; indeed, those women who can successfully 

achieve a docile body often report a sense of fulfillment or even mastery (Bartky, 1997). Thus, 

women’s lives and their very subjectivities are structured through these disciplinary practices.  

Shildrick (1997) offers further insights about how Foucault’s work can be applied to 

women in other contexts, such as health care. If, as Foucault argues, what it means to be healthy 
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or sick is not fixed but rather fluid, and if the body is not construed as being natural but instead 

thought of as being constantly produced, Shildrick asks “what is at stake?” when medical 

professionals intervene in and regulate significant aspects of women’s lives (Shildrick, 1997, p. 

57). Biomedicine is “characterized by the strategies of normalisation” that determine, measure 

and assess the limits of normality and health (Shildrick, 1997, p. 57). Though the focus of 

biomedicine has typically been on sick or differential bodies, so-called healthy bodies are 

increasingly being subjected to medical scrutiny (Shildrick, 1997). Ever more, the prevailing 

biomedical discourse is that bodies are not to be trusted, and that the abnormal requires 

management and correction. With these theories about differential bodies in mind, I now turn to 

the analysis of my interview data with women diagnosed with PCOS.  

5 Chapter 5 - “It’s not normal”: Women’s Characterizations of 

Their PCOS Bodies   

Here I explore participants’ talk about their PCOS bodies and the social and material 

practices that this talk then produced. I focus on four characterizations. The first, Monstrous, 

explores how participants largely characterized their bodies in ways that align with Shildrick’s 

(2002) theory of the monstrous; that is, PCOS bodies were described as being poorly defined, 

excessive, and functionally irregular. The second characterization, Undocile, examines how the 

participants characterized their differential bodies as unamenable to management or discipline, 

thereby rendering their bodies permanently abnormal. I then consider how participants frame 

their unresponsive and untreated bodies as being Disruptive. Finally, in characterizing their 

PCOS bodies as Impelling Identity Negotiation, the participants point to the toll that living with a 

differential body can take on one’s sense of self. Taken together, these characterizations reveal 
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important aspects about how the participants’ perceptions of their bodies influence their 

subjectivities, which subsequently shape their everyday practices.   

5.1 Monstrous 

 In this section, I focus on how participants represented their bodies as being abnormal or 

differential because of how they look, and/or because of how they function. Participants often 

pointed to the uncontained nature and excessiveness of their body’s appearance, explaining that 

these issues were anxiety-inducing and consequently constrained their ability to participate in 

important life activities. In other words, the women described their bodies in ways that align with 

Shildrick’s (2002) theory of the monstrous, and sometimes with Kristeva’s (1982) theory of 

abjection.  

5.1.1 “I don't want to terrify people”: Ill-defined bodies 

Many of the participants described their hairy bodies as being unruly and excessive. For 

some, the presence of facial and body hair not only signified an affront against gender norms, it 

more broadly marked their bodies as being different:  

P29:  So, in winter months it's always a background thing. Like, I never... It's just 

routine to get up and shave my face... I don't really think about it. But I'm 

also a [leader of young girls in the community] and I do sometimes have 

girls be like, "You have a hairy face!" … [A]ll winter, because my body is 

supposed to be covered, I don't even think anything about it. As soon as the 

warm weather hits (it's like shorts or capri weather, or bathing suit weather) 

is when I um it's all I think about. Like, I don't participate with the kids at 

the pool, um cause it's like my pubic hair just grows into my legs. Like, 

there's no differential between the two, and it's like, "I don't want to terrify 

people at the pool with my massive leg hair-bush" [laughing]…No matter 

what I do, it's always sticking out of the bathing suit unless I remove it all 

and I'm not that kind of girl, so...  
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P29 perceives her body to be ill-defined and her hair excessive; she highlights the 

differential nature of her body by pointing to her facial hair and the insufficient demarcation 

between where her pubic hair ends, and her leg hair begins. In highlighting the attributes that 

indicate difference, she represents her body as being in tension with an idealized female form 

that is shaped by both gendered and biomedical norms; indeed, women are to be neatly bounded 

and possess an acceptable amount of hair located in the right places. The participant, 

unintentionally drawing on the language of Kristeva’s (1982) theory of abjection, highlights her 

hair-related issues to explain the terror that she anticipates when others observe and evaluate her 

body in revealing clothing (“I don’t want to terrify people at the pool”). While the participant is 

speaking facetiously (it is unlikely that she expects people to literally experience terror), her talk 

reveals that her social and material practices are, at least in part, influenced by the negative 

evaluations about her body she anticipates from others.  

We can see in this extract the extent to which our understandings of our bodies are 

relational and negotiated intersubjectively (see Rice, 2014) by the way that P29 describes the 

steps she takes to conceal her body from the panoptical gaze. For example, the layers of her 

winter clothing not only provide her hairy body with coverage, but they doubly act as a shield 

against uninvited commentary and judgment. The participant further conceals her body by 

electing to exclude herself from pleasurable activities wherein others might bear witness to her 

“massive leg hair-bush”. This choice illustrates not only how the perception that one’s body is 

abnormal can facilitate self-imposed exclusion as per Shildrick’s (2002) theory of the monstrous, 

but also that self-exclusion and wearing clothing that hides the body can unintentionally 
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normalize conceptions of female bodies as neat and hairless, while simultaneously reinforcing 

hairy, unruly female bodies as being unusual or differential.  

 The participant’s experience aligns with other hirsute wPCOS in qualitative studies who 

have described withdrawing from social activity because their excessive hair and ill-defined 

bodies mark them as being abnormal (see Ferrante, 1988; Kitzinger & Willmott, 2002). Though 

hirsutism is reported to be one of the most distressing aspects of the syndrome for wPCOS 

(Borghi et al., 2018), we can see the extent to which this claim is dependent on the individual 

and her circumstances. In some instances (e.g. winter), this participant is afforded the 

opportunity to blend in and feel “normal” because she can easily cover evidence of 

hyperandrogenism with clothing; indeed, her facial and body hair is “a background thing”. At 

other times (e.g. summer, going swimming), however, those symptoms are much more difficult 

to hide, which increases her distress about being negatively evaluated. Thus, the connection 

between being hirsute and being distressed in wPCOS is perhaps less straightforward than how 

some researchers present it, especially because distress seems to hinge on the visibility of 

unwanted hair.   

5.1.2 “My friends don’t have to worry about those things”: Excessive bodies 

It was anxiety-inducing for participants to think about their bodies as being excessive; in 

some instances, it also led to some participants judging their bodies to be abnormal or 

unattractive because of that excess.  

P30:  Um, I've gotten a lot more [facial hair] in the last year or two where I used 

to just wax my whole face and it's just too painful to wax it all now.  So, I've 

been like, "Ughh" in the past two months I've started shaving, which is... I'm 
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all about breaking down gender stereotypes and all of those things but I've 

never felt like less feminine in my entire life than when I am shaving my 

face and I'm starting to get it more on my chest and on my stomach, and it's 

just like really wearing down on my self-confidence, which... um... might 

sound a little vain, but like has really thrown off my aesthetic, as well.  

A:      No, totally.  

P30:  Yeah! Because I can't just wear a booby-top, or a crop top and I'm very 

outgoing. Dating has always been kind of...not a breeze, but I feel 

comfortable with it, I'm very confident and I think that's something that a lot 

of my previous partners have said that like really attracted them to me and I 

really don't feel like I have that spark anymore. Like, I would rather just 

wear something that covers me up more because I've got razor burn on my 

chest. Sexy. Um, I'm constantly worrying, "Do I have five o'clock 

shadow?", “Cool, I can feel my makeup is not covering my beard anymore”, 

like... It sounds comedic coming out of my mouth, but it gets very isolating 

cause like my friends who don't have PCOS or hormone problems don't 

have to worry about those things. Like, to prep for a date is like, "Okay, 

cool, I'm going to shave my entire body and I have to leave before the 

morning because I'm going to be covered in razor bumps again. Not cute!" 

It's like all of these things that you don't think about. Like, I just can't have a 

spontaneous date or like a spontaneous sexy get together because I need like 

three hours to Veet my entire body. 

The participant, no longer limited to just facial hair as a mark of difference, now contends 

with hair on her stomach and in between her breasts, as well. Her hair is portrayed as being 

beyond control, thus necessitating disciplinary work. But, as the participant intimates, standard 

amounts of management are not suitable for containing her unruly body; rather, it is her body’s 

proclivity for excess that requires her to layer management practices in ways that other women 

do not (“my friends who don't have PCOS or hormone problems don't have to worry about those 

things”). For example, she describes preparing for a hypothetical date necessitating that she 

shaves her body to achieve a smooth, feminine appearance. The participant’s body hair is so 

excessive that the efficacy of this practice is eventually subverted by the appearance of razor 

burn, which she perceives as detracting from her desirability and her femininity. While we do not 



 

 

84 

 

know how her sexual partners have responded in the past, it is clear that she believes that she can 

anticipate their response to her body and acts by combining management techniques. Because 

shaving alone cannot guarantee the participant a feminine body, she pairs this practice with the 

act of leaving before her sexual partner wakes the next day to ensure that they do not see excess 

hair or even evidence hinting at it in the morning light. The participant manages the 

excessiveness of her PCOS-body in two other ways, as well: she pairs a freshly shaved body 

with clothing that will provide her with coverage (“I would rather just wear something that 

covers me up more because I've got razor burn on my chest”) and she combines the act of 

shaving her face with makeup to mask impending hair growth (“I can feel my makeup is not 

covering my beard anymore”).  

In realizing that each disciplinary practice that she engages in is imperfect and has a 

limited lifespan of efficacy, the participant is compelled into other social practices for managing 

her body: hypervigilance and self-surveillance. Indeed, almost all the participants shared 

anecdotes that demonstrate the importance they placed on relentless self-policing and evaluation 

of their faces and bodies (“I’m constantly worrying…”). This accords with other studies 

exploring health issues that lead to signs of bodily difference wherein participants “begin to 

monitor their bodies excessively, even obsessively” (Chrisler & Johnston-Robledo, 2018, p. 138; 

Hipkins et al., 2004), lest the alien body should break through disciplinary defenses (Leder, 

1990; Malson & Ussher, 1996). While hypervigilance to maintain an appropriately feminine 

body is not unique to PCOS, the participant portrays the extent to which she must engage in these 

practices as something that is particular to wPCOS. The excessiveness of PCOS bodies was also 

commented on by participants in Kitzinger and Willmott’s (2002) qualitative study where 
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participants emphasized the relative ease with which so-called normal women could achieve 

femininity; in contrast, that many PCOS bodies require additional work is simply another marker 

of their lacking femininity and bodily difference.    

5.1.3 “I’ve always had a fucked up period”: Irregular functioning  

Though the theory of the monstrous is often applied to how bodies look, Shildrick (2002) 

points out that it can also be applied to how bodies function. When participants highlighted the 

ways in which their bodies functioned peculiarly, their talk tended to focus on irregular or 

excessive periods and pulled on biomedical conceptualizations about normality or health. The 

participants discursively constructed menstruation as being regular, predictable and a consistent 

part of normal or healthy women’s lives – ideas that have their roots in the early days of sex 

endocrinology and that remain a part of modern medical discourse about menstruation 

(Oudshoorn, 1994; Ussher, 2006). In contrast, the interviewees described their bodies in ways 

that largely sat in tension with this construction, as erratic cyclicity and instances of public 

leakage from unexpected menstruation were common occurrences in anecdotes. Though 

experiences varied, the participants generally characterized their periods as being excessive, 

unpredictable and uncontrollable:  

“[E]ither a lack of period or like, they just never stop.” (P25) 

“I was either getting my period or finishing my period.” (P27) 

“…[I was] experiencing random periods.” (P33)  

Consequently, their cyclicity was understood to be abnormal:  

“I’ve always had a fucked-up period.” (P26) 
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“My period…just wasn’t normal.” (P11).  

The following extract expands: 

P33: But I always had very strong issues with it, it was always um sort of 

inconsistent, heavy, it was always um you know, a big thing. So, I remember 

very early, like you know, age 11 or 12 when my mom would take me to the 

doctor to be like, "What is going on?" because she never had issues that were 

that severe. So, as an 11-year-old having to deal with very heavy and 

inconsistent periods was kind of traumatizing and it was always very like 

stressful. So, I think you know my mom starting to take me to the doctor's 

office very early and then it was a lot of um hormone testing and things like 

that just because they were like, "We don't know what's going on"… You 

know, heavy cramps, heavy bleeding and consistent bleeding, you know, very 

long periods, very frequent periods. You know, I would go six weeks without 

something, or I would get another period two weeks after the last one and 

things like that. So that that aspect was just a really big part of like my 

teenage years. [...] I think it's just... You've got like the standard like puberty 

thing for girls where you have... Like I remember having incidents in class 

where I was suddenly bleeding, right? And I had no real way of predicting my 

period. And so, you know, I would have to get like, you know do this thing 

where you wrap a sweater around your waist and hope that nobody noticed 

and go to the office and see if the office nurse can help you out.  

A: Yeah, that's right, yeah.  

P33: But I think in a primary school, there were less likely to expect that, so it was 

still very like, 'Oh no, how do we deal with this?' And I think that those 

incidents like the accidental bleed thing often happens, you know a couple 

times and in a kid's adolescence, whereas for me, it happened far more 

frequently because it was just so unexpected, it was so inconsistent that that 

happened more often. So I would say that, you know, there's a typical teen 

girl terror of like, you know, you know having blood on your pants… . But I 

remember that happened often, so it wasn't  just like a one-time thing that was 

just kind of like... It would happen every few months that I would be caught 

off guard um and and have that situation. 

The participant’s irregular period signals a body beyond the normative ideal. Firstly, it 

breaks with biomedical ideas that portray menstrual cycles as being regular (with relatively 

minor fluctuations), and with a manageable amount of blood and pain (see Ouudshorn, 1994; 

Ussher, 2006).  P33 describes her concerns as being that her cycle’s frequency and length are 
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unpredictable, and her periods are painful and excessive. These issues are interpreted by the 

participant and her mother as being unusual for a healthy female body, therefore warranting 

medical intervention (“my mom would take me to the doctor to be like, "What is going on?" 

because she never had issues that were that severe”). Secondly, the participant’s irregular cycle 

also signals a body beyond a gendered normative ideal because of how often it led to recurring 

instances of publicly menstruating, which is largely considered to be taboo in Western culture. 

Scholars have noted how instances of visibly menstruating in public can constitute a threat to the 

individual’s femininity, as it violates norms of feminine embodiment that govern feminine 

subjects (Lee, 1994; Lee & Sasser-Coen, 2015). Accordingly, the participant recalls the school 

staff being flummoxed by the frequency of this occurrence (“'Oh no, how do we deal with 

this?'”), pointing to another instantiation of not only difference, but bodily excess. It is 

understandable then that the participant describes her irregular cyclicity and its related issues as 

“very, like, stressful” and “traumatizing”. 

Unregulated, unpredictable and accidental bleeding illustrate the putative leakiness of 

women’s bodies, which has historically engendered cultural dread and worries about disorder 

and contagion (Douglas, 1966; Shildrick, 1997; Ussher, 2006). That leakiness, of course, is made 

possible only because of “the obscenity of the feminine sex” wherein everything “gapes open” 

according to Sartre (1958, p. 613 cited in Shildrick, 1994). However, it is the consequent leaking 

and bleeding that occurs from women’s bodies that is anxiety-inducing, bringing to mind not just 

Shildrick’s (2002) theory of the monstrous, but certainly Kristeva’s (1982) theory of abjection, 

as well. For these theorists, menstruation reminds us that women are not wholly bounded by the 

borders of their bodies and that many of the reproductive-related bodily changes women 



 

 

88 

 

experience can place them in a state of liminality, threatening the sense of self (Shildrick, 1997). 

Thus, menstruation has been positioned by physicians and scientists as a bodily process that must 

be regular (or else regulated) and scrutinized by medical professionals so that it can be managed 

and easily contained (Ussher, 2006). In fact, some brands of birth control boast that they can 

virtually eliminate “the problem of menstruation” (a frequent phrase in early endocrinological 

and gynecological studies) by suppressing a woman’s menstruation for months at a time 

(Oudshoorn, 1994; Ussher, 2006; see Carson, 2018). The anxiety around the relationship 

between contagion and menstruation is further evidenced in the emphasis placed on hygiene and 

concealment, which often leads to feelings of shame and embarrassment in women, especially 

when they bleed publicly (Ussher, 2006). In light of these issues, we can see why having an 

excessive, unpredictable period that leads to frequent instances of public bleeding can be fraught 

with social implications and distress for the individual, both from a health and a gendered 

perspective.  

5.2 Undocile 

 Many of the participants described at great lengths the expensive, time-consuming and 

painful disciplinary practices they took up to remedy their bodies’ abnormal appearance and/or 

functioning.  Drawing from the work of Foucault (1995) and Bartky (1997), I explore this 

disciplinary work and then consider how some participants managed their undocile bodies, while 

others resisted medical management.  

5.2.1 “It didn’t work”: Producing an undocile body  

 The participants engaged in numerous disciplinary practices designed to move them 

closer to a feminine, healthy body. For many, that meant removing signs of masculinity (e.g. 
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body and facial hair), though a feminine appearance and healthy body were also linked to being 

slim and having smooth skin. Participants described the ways in which they tried to discipline 

their appearance: waxing, plucking hair out by the root, shaving the face and body, microblading, 

depilatory creams, make-up, expensive specialty shampoos, expensive prescription hair removal 

creams, birth control, Metformin, Spironolactone, skin care lotions and creams, specialty soaps, 

supplements, teas, gym memberships, personal trainers, self-guided diets, diet programs, seeing 

medical specialists (endocrinologists, gynecologists), seeing naturopaths, diet specialists 

(dieticians, nutritionists), seeing therapists and counsellors, combing the hair to cover thinning or 

bald spots, hysterectomy, surgery to remove cysts, laser hair removal, visits to estheticians, 

manicures, electrolysis, taking birth control, seeing fertility specialists, having regular blood 

work and monitoring done and seeking out expertise at specialty clinics, among other practices. 

In taking up these varied practices, it is likely that the participants were influenced by biomedical 

notions that assume bodies to be treatable and that treatment or management is necessary for 

restoring health or some other preferred state, such as seeming feminine (see Fox & Ward, 

2006).  

The participants were quick to point out that attempts to achieve a more healthy, feminine 

appearance and/or functioning were not always successful. In fact, some of the women described 

their bodies as being so unresponsive to bodily management that routine technologies of 

femininity (such as those listed at the beginning of this section) and other therapies were 

generally ineffective, even with pointed effort or professional guidance. In other words, they 

portrayed their bodies as being unruly and beyond control. Several participants explain:  
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“I tried uh laser and at $300 a pop or whatever it was when I tried it. It was just 

not feasible and there was no change.” (P29) 

“It doesn't matter that I work out 5 or 6 days a week, I continue to gain weight.” 

(P20) 

“I have an incredibly irregular period, to the point where birth control doesn't 

really work.” (P26) 

“I tried laser hair removal, umm to try and make it go away-go away and stay 

away, it didn't work. Uh I did it for a year and it didn't work.” (P27) 

“My weight has not changed, and I have tried everything from like not eating 

certain foods and working out and nothing happens.” (P36) 

“I've been on between five and seven different birth controls over the decade. 

And basically, what would happen is I would go on it and it would work with 

some of the symptoms, it would work for like a year... and then I'd have a new 

set of symptoms that would come… I was on the highest dose of birth control, 

and I still had symptoms.”(P16) 

“…when I was in high school, I worked out every single day. I would be at 

school all day and was like in gym class and stuff like that at school and then 

would work out for like an hour after school every day and like, I never got 

thinner.” (P14). 

“I know that there's really nothing for them to do, like… Nothing on the medical 

side of things or pharmaceutical side of things for them to treat me.” (P12) 

While not all the participants characterized their bodies as being unamenable to 

discipline, it is noteworthy that many of them did. I have been unable to locate estimates in the 

biomedical literature as to how widespread the unevenness of successful treatment for symptom 

management is beyond anecdotal remarks. For example, the authors of one study on hirsute 

women claimed that one of the participants had “… tried medical treatments (the contraceptive 

pill, anti-androgens) but suffered badly from side effects and found them generally ineffective” 

(Keegan et al., 2003, p. 335). Schwartz and colleagues (1985) estimated that 65% of wPCOS 

would experience “subjective improvement” of hirsutism with oral contraceptives, implying that 
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approximately 35% do not. Van der Wat (1970) noted that one case study patient “had had 

various hormone regimens, with no improvement” (van der Wat, 1970, p. 689), while two 

studies in the 1990s reported no amelioration in symptoms after administering Metformin 

(Ehrmann et al., 1997; Nestler et al., 1998).   

This unevenness in response to management and the subsequent problems that arise from 

living with a body that is largely unamenable to discipline are important to consider, especially 

when physicians and researchers generally frame wPCOS as being responsible for the state of 

their poor health, especially in relation to fatness, which is generally believed to influence 

symptom expression and severity. Indeed, undocile PCOS bodies are denied the values 

associated with being able to achieve a docile body, including “an ethic and aesthetic of self-

mastery and self-transcendence, expertise” and the ability to demonstrate will power and control 

(Bordo, 2003). In a medical context, however, the inability to achieve a docile body has further 

implications, especially for the physician-patient relationship, which I explore below.  

5.2.2 “It’s not from my lifestyle!”: Navigating undocility by challenging assumptions and 

resisting blame   

Many of the participants framed themselves as advocating for their health when seeking 

medical assistance for PCOS; however, participants expressed great frustration when their 

physician or healthcare provider responded to their concerns by advising them to simply lose 

weight, assuming that weight loss was a cure-all for their problematic symptoms. Several 

participants recalled balking at their physician’s advice, especially when their BMI was already 

within the normal range or when they did successfully lose weight but saw no change in their 

symptoms:  
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 “But even when I was like 150 lbs at 5'11" he [doctor] would say that I needed 

to lose weight. And I'm like, "You have to be joking right now! Like I'm in size I 

don't even know... Like size 10/12 jeans, like I look and feel fabulous!" (P29) 

“I definitely see the connection [between weight loss and symptom expression] 

and I mean all the times in my life.... I've yo-yoed around weight-wise and I 

would lose weight and it would still be the same thing. And in those times when 

I'd go back and I'd say [to my doctor], 'Hey, I did lose like 50 pounds and 

everything was still the same' and his answer would always be, 'Well, you didn't 

lose enough.'” (P25) 

Thus, many of the participants resisted the idea that their weight was responsible for their 

health condition(s) or that losing weight would ameliorate their concerns. Some challenged the 

idea only during the interview, though one participant recounted confronting her physician 

directly in a clinical encounter. P20 expands:  

P20: I believe I have been traumatized by having PCOS because I think there is 

a lot of blame. Women get blamed for having PCOS. We are treated 

differently; we are treated as less. […] Um, and it's [health problems] not 

from my lifestyle! She even said to me, the gynecologist, she's like,  "You 

have to lose weight." I'm like, "Okay, but how?!" And she looked at like, 

very carefully catalogued  food diaries from the last seven years and talked 

with my trainer who works out with me three days a week and then I do 

yoga and everything, and she's like, "Yeah, you're doing everything right." 

And I'm like, so now what?! Cause I face weight-bias in dealing with 

medical people, I face weight-bias in society. I face weight-bias with jobs, 

like... This is mentally excruciating cause I'm so frustrated because I 

literally have nothing left that I can do at this point… Yeah, and I will say 

this like I do not believe that weight is an indicator ever of someone's health. 

[…] There's uh yeah no, there's a lot of depression around that for sure 

because it's something so out of my hands. But at the same time, it's my 

body and it's literally my hands and I'm powerless.  

Frustration, distress and a diminished sense of control are evident in the participant’s talk. 

She anticipates comments from her physician that assume her failed attempts at weight loss 

reflect an evasion of personal responsibility and/or a cumulation of unhealthy behaviours (“it’s 

not from my lifestyle”!), implying blame on her for her weight, and not the PCOS. Accordingly, 
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she offers seven years’ worth of food diaries coupled with her personal trainer’s testimony to 

push back against ideas that associate her fat body with poor health because she, a fat woman, is 

healthy by all accounts except the scale. Here the participant not only resists being blamed for 

her weight and symptom expression, she further resists the broader biomedical notion that weight 

is an indicator of health (“I will say this like I do not believe that weight is an indicator ever of 

someone's health”). And yet, despite the fact that her body is subjected to tremendous discipline, 

she faces assumptions about fatness in her everyday life across a number of life domains, which 

she unsurprisingly describes as being “mentally excruciating” and “frustrat[ing]”,  making her 

feel blamed, “powerless”, and depressive.  

Foucault (1995) argues that messages pressing bodies to be transformed or improved – 

what he calls the “modality of docility” - imply “an uninterrupted, constant coercion, supervising 

the processes of the activity rather than its result” (p. 137). In this way, wPCOS are continuously 

coerced into surveillance (both of the self and others) and regulation of their bodies (i.e. 

technologies of femininity, medical intervention) through messaging from the media, news, 

friends, family, physicians and the general public that push women to control their bodies, with 

little attention to whether that control is even possible for all women. This issue is closely related 

to the problems that arise when people believe that they have (or should have) more control over 

their bodies than they actually do (Brownell, 1991), when they blame those who do not (or 

cannot) achieve healthy bodies (Crawford, 1977), or when they frame those with differential 

bodies or illness as being irresponsible for not taking better care of themselves. Indeed, this latter 

issue is especially important when symptoms of certain diseases are imbued with cultural 

anxieties, as we saw earlier with fatness in relation to T2D and PCOS. Thus, I agree with 
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Chrisler and Johnston-Robledo (2018) who argue that there is nothing wrong with encouraging 

the public to eat well, exercise and to avoid activities that are known to cause illness (e.g. 

smoking, drinking, drug-use). However, it would be beneficial to recognize that not all bodies’ 

appearance and/or functioning are amenable to discipline, sparing those with differential bodies 

frustration and distress, and similarly shifting health discourse away from an ethics of 

normativity to one of variation (see Shildrick, 1997).  

5.2.3  “It’s actually pissing me off”: Navigating undocility by resisting medical 

management  

Some participants opted for a different response to having an undocile body, such as 

resisting medical management altogether, especially when participants perceived the treatment to 

be misaligned with their concerns or perhaps causing additional harms. For example:  

“And I was like, 'This is a hormonal thing, can anything be done [for my 

hirsutism]?' and he gave me... Showed no concern, um, from him about the 

issues uh he prescribed Metformin….I didn't know anything about it, didn't do 

any research, I just started to take it. Um, so I like passed out at work. Yeah, so 

it turns out after I actually did some research that it's like a diabetic drug and it 

drops my blood sugar super low. So I immediately stopped taking it because it's 

like... To me, that is not a remedy to the issue. Yes, I know about insulin 

resistance now with PCOS, but at the time that wasn't my issue. My issue was 

just body hair. And no period….”  (P29) 

“So, it was like so traumatic for me to be on the pill… So, I always thought, 

"There has to be another way to treat someone's problems. Like why does it 

have to be something that makes me not ovulate? Why does it have to be 

something that could potentially make me sick? Make my, you know, make my 

heart worse, make my blood pressure bad? Like why does it have to be 

something that is giving me hormones?" (P27) 

“I went off of the pill, I didn't like it. I had read all these terrible things about 

Yas [birth control brand] and they switched me to tricyclene-low for a bit, but I 

just decided that I didn't want to be on anything anymore.” (P22) 
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“It's dangerous to see a doctor who is going to suggest um... Who's not going to 

look at all the factors. Like, if you were just going to tell me to lose weight willy 

nilly without really discussing it cause it's going to fix all my problems then like, 

I don't know. It's not going to, it's irresponsible, it's not good health care and I 

would rather just be like, "’k, bye" and then try to figure out something else than 

to make my health worse in other ways because starving yourself and whatev... 

It's just going to make that problem worse and being with a doctor who makes 

me feels like crap about yourself and who basically victim blames you and to... 

Feeling like your health problems are a moral or personal failing is not good for 

you either. So, I honestly yeah just kind of like avoided health care altogether 

which I think is common among fat women and plus sized people.” (P30) 

After a series of frustrating encounters with unsympathetic health professionals who, 

according to the interviewees, were often unwilling to listen to their concerns about or 

experiences with treatment, some hinted at feeling coerced into remaining on birth control to 

achieve regular cyclicity.  

P26: So, in that specific scenario where like, "Oh, let's try you on birth control", 

when I go back to that doctor (or quite honestly and more commonly, when 

I go see someone else) and say, "This isn't working", [it’s] um... "Well let's 

just try another birth control". And so, I feel like they want to exhaust all the 

possible brands…Like, I'm not even currently on birth control because I 

can't... It doesn't do anything for me!  

A: Right.  

P26: Like, there are other ways to... I mean, sure, I could probably take birth 

control to like prevent birth (obviously), but there are other ways to do that 

and quite honestly, it does more harm than good in my personal experience. 

Like, for my weight. ...So having birth control suggested to me on the 

regular doesn't fucking help me and it's actually pissing me off.  

It is evident that the participant feels as though her physicians are dismissive of her 

experiences with oral contraceptives. She suggests this is motivated by a need to follow 

protocols for medical treatment rather than a willingness to dialogue with the patient to find out 

what her previous experiences with the treatment have been like, or if she is even willing to 
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comply with medication-taking (“I feel like they want to exhaust all the possible brands…Like, 

I'm not even currently on birth control because I can't... It doesn't do anything for me!”). Recall 

that in the first published study on women with polycystic ovaries, Stein and Levnethall (1935) 

noted that many of their patients did not achieve cyclicity after being prescribed hormonal 

treatments; thus, from the outset, it has been known in clinical circles that wPCOS respond 

variously to hormonal treatments. And yet, the participant recounts a frustrating circular pattern 

in her clinical encounters wherein she describes her physicians continuously imposing oral 

contraceptives on her, despite her insistence that they do not work and additionally threaten 

weight gain. This maps onto qualitative studies with women with amenorrhea who similarly 

claim that their physicians fail to listen to them, or to appreciate the “bigger picture” (Thorpe, 

2016). Indeed, the participant is not alone in her concerns about the consequences of having 

hormonal treatments thrust on her despite their efficacy. For example, menopausal women 

encouraged to take hormone replacement therapy have shared their suspicions about the need for 

hormonal modalities that do not work as described on their bodies (Jones, 1999; Ussher, 2006).  

Framed in this manner, birth control is no longer the great liberator of women or the 

reliable tool for achieving regular cyclicity; instead, it is positioned as a threatening, potentially 

unsafe symbol of coercion rather than agency. For example, the participant constructs her 

account such that the physician uses the imperative when informing her that she will remain on 

the pill (“Well let's just try another birth control”, emphasis mine). While we do not know what 

the doctor actually said at the time, the participant rhetorically organizes her recollection to 

grammatically suggest that he commands or requests the participant to remain on medication 

(rather than asking or discussing the issue). That these issues (i.e. having her experiences 
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dismissed and little opportunity to meaningfully voice her concerns) are what prompted the 

participant to terminate her relationships with her doctors suggests that she resists the idea that 

medical professionals alone know what is best for, or how to treat, wPCOS, thus opening up the 

possibility for alternative management strategies (e.g. non-pharma modalities like naturopathy), 

which several participants expressed a preference for over biomedical options.  

5.3 Disruptive  

 After drawing attention to the idea that having an undocile body can be difficult to 

manage, the participants often highlighted the ways in which their unruly PCOS bodies caused 

disruptions, though I consider three disparate examples: (1) menstrual pain, which interrupted 

life and work; (2) irregular cyclicity, which disrupted some women’s ability to enact gendered 

behaviours and achieve a gendered, ideally-functioning body; and (3) the prospect of infertility, 

which was perceived by many as disrupting plans for a family and living a normal life as a 

woman.  

5.3.1 “I get this debilitating pain”: Disruptions to life and work 

Several participants emphasized how their PCOS-related pain prevented them from 

carrying out even basic functioning. For example:  

“…the pain that makes it so you can't walk. I was hospitalized twice... like, 

admitted... for extreme pain.” (P20) 

“…my periods were so painful that um... And because they were irregular, I 

didn't know when they'd come, and I basically had a window of about four hours 

before I was like debilitated.” (P16) 



 

 

98 

 

“I'm like covered in tattoos so like, I can handle pain, but I can't handle this 

pain” (P36) 

“I’m just trying to manage my pain level so that I can hold my job and like have 

a social life and that kind of thing” (P25).   

This pain came with pronounced implications for the participants’ lives, including 

disruptions to both their everyday lives and their careers:   

A: Um, so I just wanna talk a little bit more about some of the symptoms that 

you were experiencing - maybe we could start with a little more about those 

cramps that you were talking about?  

P40: Okay, um, I would expect to have some cramps when I would get my 

period but what I would not expect was to be debilitated - lying in a bathtub 

uh doubling up my Mefenamic acid [treats pain] with T3s and taking a 

Gravol and hope it knocks me out and using up all the hot water in the house 

running it on my stomach and hopes it feels better? For hours!... I was taking 

four pills at once hoping that the pain goes away and what ended up 

happening was I was reacting to the Mefenamic acid and it was making me 

throw up.  

A: Oh my gosh.  

P40: So, on top of all of this pain, I’m also sometimes crawling out of my 

bathtub to throw up in the toilet to crawl back in the bathtub and hope that 

the pain stops [laughs].  

A: Oh my gosh, that’s awful. Now did you have… Do you still struggle with um 

painful cramps… or did that kind of wane over time?  

P40: I still struggle with painful cramps. I have, um, Meloxicam26? 

A: Okay.  

 

26 Meloxicam - a nonsteroidal anti-inflammatory drug for treating pain and inflammation in rheumatic diseases and 

osteoarthritis 
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P40: Yes, Meloxicam is actually like this miracle drug, I think. Um, it doesn’t 

make the pain completely go away. But mostly I can function. I’m still 

gonna take a day off work.  

 Here we see the extent to which PCOS-related menstrual pain brings the participant’s life 

to a standstill - she cannot work and barely functions. And yet, despite the disruptive nature of 

her menstrual pain, the participant discursively constructs it as something that is expected and 

begrudgingly tolerable all the way up to the point of incapacitation (“I would expect to have 

some cramps…what I would not expect was to be debilitated”). Because some pain is construed 

as being anticipated and reasonable, the participant accepts its presence in her life and instead 

focuses on trying to manage the disruptions it causes to her day-to-day functioning rather than its 

elimination. Consequently, she portrays Meloxicam as a “miracle drug”, not because it offers 

pain relief but because it permits her to “mostly…function”.  

In positioning pain as a tolerable component of menstruation, the participant is likely 

drawing from biomedical ideas that similarly frame menstrual pain as an accepted fact of 

women’s lives (Jones, 2016). This seems to also be the case for the clinical PCOS scholarship, 

which largely ignores the topic of menstrual pain; in fact, I could only locate three studies that 

even mention it, indicating a major tension between how researchers and patients describe 

PCOS. For example, the authors of one PCOS study note that even though the vast majority of 

their sample experience PCOS-related menstrual pain (e.g. 24.5% experienced pain during 

menstruation, and 65% experienced occasional menstrual pain), they conclude that their 

participants regard “menstrual pain and irregularities as part of their physiological process and 

do not consider consulting a doctor” (Patel & Raj, 2018, p. 3963). Another study by Borghi and 

colleagues (2018) had wPCOS complete questionnaires designed to asses HRQoL. The 
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researchers found that wPCOS reported higher levels of pain, though say nothing else except to 

vaguely note that it had “a negative effect” on the participants’ lives (p. 133). Lastly, a 

qualitative study on adolescents with PCOS also found that some their participants described 

experiencing physical pain (Jones et al., 2011). Even though a consideration of how menstrual 

pain affects women is largely absent from the biomedical PCOS scholarship, the invisibility of 

women’s menstrual pain has begun to emerge more recently as a concern in feminist disabilities 

studies. For example, the extreme menstrual pain associated with endometriosis has garnered the 

attention of feminist theorists in the last few years who argue that its invisibility in clinical 

scholarship only continues to normalize women’s menstrual pain (see Jones, 2016).  

Consequently, the biomedical acceptance of women’s menstrual pain then perpetuates tropes of 

hysterical or catastrophizing female patients when they seek out pain relief from their physician; 

ultimately, this denies women treatment and support (Jones, 2016; Martin et al., 2011).  

5.3.2 “You don't miss it until it's gone”: Disruptions to enacting gendered behaviours  

 Some participants highlighted how their irregular menstrual cycle caused disruptions in 

their lives. Though few of the participants in this study experienced amenorrhea, those who did 

generally framed it in terms of an interruption in their ability to participate in the routine 

behaviours associated with menstruation, and by extension, an interruption in their ability to do 

gender (see West & Zimmerman, 1987). By “doing gender”, West and Zimmerman are referring 

to the behaviours, bodily comportments and other everyday performances that appear to create 

differences between men and women, “differences that are not natural, essential or biological” 

(p. 137). Participant 38 shares her experience of not having a menstrual cycle for over a decade:   
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P38: Well, and it starts honestly so small like it's something as simple as FOMO 

[fear of missing out] because someone's like, "Oh my god! Did you need 

these tampons?" and I'm like "No!" [laughs] like I don't, I don't know what 

to do with tampons. When I got my period back, I was like "What's a pad?" 

I had to remind myself how to like put it on! 

A: Yeah. 

P38: You know and even, even like Diva Cups. My friend's vegan, and she is 

talking about the Diva Cup and it's obviously super exciting and stuff, and 

I'm like "Man, that sounds so cool! I wish I could participate in [laughs] 

saving the waste!" It's just like a little bit of FOMO. But it's escalated to 

other stuff, as well, right? Like I said it- it's that camaraderie of having 

periods like "Oh, I'm on my period" and "Oh god we're synced up" and blah, 

blah, blah and I'm like "Oh, that'd be fun" [laughs] You don't miss it until 

it's gone. [laughs] 

The participant notes that, for her, the absence of menstruation causes an interruption to 

enacting gendered behaviours and remaining practiced in technologies of femininity (“‘What’s a 

pad?’ I had to remind myself how to like put it on!”). Note that the participant does not frame her 

desire to menstruate as a health concern, but as a social concern (indeed, this is an interesting 

difference from other qualitative studies on women with amenorrhea who generally consider an 

absent period to be a sign of poor health (see Eli, 2014)). Accordingly, the participant 

emphasizes being denied “that camaraderie of having periods” and highlights her fear of missing 

out on performing the mundane behaviours of menstruating women (“I wish I could participate 

in saving the waste!”). Indeed, absent or irregular menstruation has been construed by 

participants in other qualitative studies on PCOS as being vital to their conception of femininity 

(Kitzinger & Willmott, 2002). The participant portrays her absent period as denying her ability to 

bond with other women, to have fun or to share what is largely regarded as a universal female 

experience (“‘Oh god, we’re synced up’…and I’m like, ‘Oh, that’d be fun’”), which Eli (2014) 

refers to as the “biology of belonging” among women (p. 54). The participant’s wistfulness for 
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her period (“You don’t miss it until it’s gone”) challenges the notion that menstruation is gross or 

unhygienic leakage that signals pollution (see Douglas, 1966; Ussher, 2006); for her, 

menstruation represents a unique opportunity for feminine connection and to perform gendered 

behaviours, thereby engendering it with positive connotations (see Rice, 2014, especially chapter 

six).  

Amenorrhea can represent a threat to gender performativity; consequently, the absence of 

menstruation may be fraught with diverse meanings for the individual, especially because 

amenorrhea is embedded within a complex socio-medical discourse that positions menstrual 

irregularities as requiring medical intervention (Malson & Ussher, 1996). For example, some 

women with amenorrhea perceive their absent menstruation as a blight on their gendered 

identity, leading to feelings of shame and the self-perception of being unfeminine (Thorpe, 

2016). However, most of the research on amenorrhea comes out of biomedicine where the focus 

is on the physiological aspects of the condition, which neatly divides “the biological from the 

social and/or psychological dimensions of women’s embodied experiences”; accordingly, the full 

complexity of amenorrhea is often underappreciated (Thorpe, 2016, p. 2).  

5.3.3  “What if I want to have a family?”: Disruptions to future plans 

Other participants portrayed their bodies as disruptive because of the interruptions they 

threatened in regard to their future life plans:  

“So there's definitely ways that it's affected my life in terms of like just overall 

planning my life on a day-to-day basis and you know, whether it's plans next 

week or plans six months from now… Because I have to manage what could 

happen...” (P33)  
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“[PCOS] impact[s] your future plans for having a family, which is a big 

emotional thing” (P29)  

“Like, what if I want to have a family? Like, how - it's almost like I'm stressing 

about future stress” (P12).  

Participant 26 expands:  

P26: I don't know what I thought it was at the beginning… that I would never 

have children, so that was the main thing, that kind of... like I was stuck on 

that for a long time. But I read stories where it is possible, so I don't think 

it's like a 'be and end all' type of thing, but for sure, it makes me feel like I'm 

unable to relate to certain people because of those things. I don't think that 

my life is gonna be like, standard to all my other girlfriends around me. 

Even going forward like, yes, this is a thing that I have to deal with on a 

day-to-day basis about my body, but then also it affects my life, too, right? 

So, getting older, having all my friends have children, it's not something I'm 

probably going to be part of. So, that's what it means for me.  

 The participant’s PCOS body threatens her plans to have a family; she characterizes her 

potential infertility as theoretically denying her the opportunity to have a “standard” life as a 

woman. Even when she realizes that her body perhaps still does have the potential to provide her 

with a child, that looming future threat of possibly being denied motherhood shapes her life in 

the present. For example, she describes being unable to relate to people with children, she 

resigns herself to not having a family in the same way that her friends have, concluding that 

having children is “not something I’m probably going to be a part of”. Thus, the participant’s 

body not only disrupts her plans for motherhood, it also interrupts her ability to even relate to her 

friends who are parents, potentially threatening the quality or dynamic of their relationship. The 

participant’s account aligns with other qualitative studies on female infertility wherein 
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participants describe being unable to have children as a significant disruption to their life course, 

gender identity and social relationships (Ulrich & Weatherall, 2000). 

 In saying that she does not believe that her life will be “standard” in comparison to her 

friends, P26 assumes a so-called standard life for a woman to revolve around reproduction and 

the desire to become a mother. This disruption to her life plans comes with pronounced 

implications. For example, Ussher (1989) argues that motherhood is thought to provide women 

with both identity and status. Psychological work on the topic of motherhood generally endorses 

the notion that women need to have a family to ensure healthy emotional and personal 

development, meaning that motherhood has been socio-culturally positioned as being vital to 

women’s happiness and well-being (Ulrich & Weatherall, 2000). Infertility or subfertility then 

acts as an interruption to the regulatory discourse that surrounds motherhood; accordingly, 

childless women may be characterized as being deficient or deviant (Morell, 2000; Wager, 2000; 

Woollett & Boyle, 2000). Additionally, studies on wPCOS have noted that patients exhibit great 

anxiety and depression about being potentially childless (Deeks et al., 2010; Dramusic et al., 

1997; Jones et al., 2011; Trent et al., 2002). It is understandable then that the risk of infertility 

occupies a pronounced space in the participant’s life.  

5.4 Impelling identity negotiation  

 Underlying the participants’ talk was the idea that their PCOS-bodies impelled some sort 

of identity negotiation. Given that for many feminist poststructural theorists, our bodies are “a 

key medium of self-making” that are continuously in flux, wPCOS’ differential bodies then have 

unique implications for their selfhood (Rice, 2014, pp. 3). In this section, I consider how the 
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participants’ bodies incite identity negotiation in relation to their (1) gendered identities and to 

their (2) health identities.  

5.4.1 “I don't feel womanly and I don't feel feminine”: Negotiating gender identity  

Some participants talked about their bodies as destabilizing their gendered identity. For 

example,  

“I definitely felt like [my body] was not feminine” (P39)  

 “I kind of didn't see myself as being like as feminine” (P14)  

“I never felt less feminine” (P16)  

“My body too... It just it- just like takes away from my feminine feel” (P11).  

Participant 20 expands:   

A: Has your own self-concept of your womanhood (whatever that means for 

you) been compromised or affected or influenced by your experiences with 

your PCOS? 

P20: Uh, okay, I'm like mad at you for this question cause it's very... [chuckling] 

I didn't realize I felt things about it, but apparently, I do [chuckling]! So yeah 

yeah, I don't feel womanly and I don't feel feminine. Uh I think if anyone 

describes me, I'm always described as 'hyper-feminine', very femme, lipstick, 

like that. But I don't see that. I see myself as very gender-neutral, if not 

masculine. Um, I think that it does stem from the fact that I feel like I display 

male characteristics, even though it may not be that way to the outside world.  

This extract illustrates the extent to which experiencing life with a differential body can 

influence one’s perception of their body as both a subject and object. As an object, the 

participant describes her body as being “gender-neutral, if not masculine”, despite a decidedly 

feminine appearance. For the participant, this has implications for her body as a subject such that 
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even minute “male characteristics” are enough to transform her understanding of her gender 

identity. Ussher (2006) argues that “the reproductive body is central to the process by which 

women take up the subject position ‘woman’; central to the performance of normative 

femininity” (p. 3). We can see that when an illness affects our body’s functioning or appearance, 

these changes can range from being relatively small and easily corrected (implying 

comparatively little challenge to one’s sense of self), or they can be large, far-reaching and 

unresponsive to intervention (which implies major changes to one’s identity). It can be quite 

challenging to cope or adapt for those who experience pronounced disturbances to bodily 

normativity because the individual must then incorporate the effects of their illness into both 

their body image and self-concept; this, of course, is difficult to do with gendered aspects of 

one’s identity because femininity is so narrowly defined (Chrisler & Johnston-Robledo, 2018). 

Indeed, Kitzinger and Willmott’s (2002) study entitled “The Thief of Womanhood” also speaks 

to the extent to which wPCOS can experience challenges to their gender identity.  

5.4.2 “I have a medical thing”: Negotiating health identity  

Many of the participants characterized their PCOS bodies as compromising their health in 

some manner, though it was not always clear how. For example, several women used vague 

euphemisms like “a thing” or “something I have” to indicate that their health was affected by 

PCOS in some respect:  

“[PCOS] was a medical thing and it's not something I can control.” (P36)  

“I have a health concern.” (P20) 
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“It's something that I biologically have in my body that I don't really have 

control over” (P26) 

 

Having some health issue meant that participants accepted the need for monitoring and 

invasive regular testing:  

 

“I've had more internal ultrasounds than people who have had multiple children 

at this point.” (P40) 

 

“So, um just being in the waiting room and being kind of shuffled over to the 

exam table and your feet are up in those things. And someone poking with wand 

into you and they're not being very sensitive. And I was actually... I was 

surprised myself at the emotional toll that that took because I consider myself to 

be kind of a tough person, um, but I just found that doing that again and again 

week after week um was was very difficult.” (P39) 

 “Um, and then, um, my gynecologist request to see me, I have to go see her 

every year for a check and then I get ultrasounds every year uh to see if there's 

any cysts. And so I get like an internal and an external ultrasound.”  (P11) 

In contrast, a handful of the participants rejected the notion that they were sick or that 

their health was compromised in some noteworthy way by the syndrome:  

“Having PCOS didn't make me unhealthy. I never thought about this as 

something that made me unhealthy.” (P16) 

“I wouldn't say it's a major concern. I do worry about diabetes, but it's not... but 

like all of my tests are normal so it's not like a major concern that I have, really.” 

(P14)  

“I didn't want people's perception of me to change; I don't feel I'm sick.” (P26) 

Thus, being diagnosed with PCOS does seem to impact aspects of some participants’ 

health identity, though this is not straightforward. P24 expands:  

A: I'm curious how having this diagnosis of PCOS has affected your own 

perceptions of your health. Talk to me about that a little bit.  
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24: Um... The best way I can describe it is like a silent sickness. I have always 

been made to feel like there is something um [pause] distrustful in my body. You 

can't ever get away from it. Like I have to go to the doctor's every three months, 

I have to have blood work done every three months. So one time, I was at the 

doctor's and she said to me, "You've got a nice, low heart-rate, you're an athlete." 

And I was like, "I don't think I would've ever called myself that. I would've 

called myself, "Moving to keep myself from getting sick." Right? It changes the 

way that you think about how your body is or what your body can do or... Um, 

my friends and I went on this long trip and we got suckered into this huge hike 

that if I had known what it was going to be, I'd have never agreed to it. It was 

like 18km; it was like massive lava fields. And the guy that was leading it was 

like 60 years old, he was having the time of his life, like hopping from shard of 

glass to shard of glass.  

At the end of all of it, I was like, "I never thought I could do that." And that 

really surprised me because I'm in shape, I'm healthy but I clearly have this 

perception of myself that I'm not. Or maybe it's not that I'm unhealthy, but I 

worry about myself. I worry about uh ... I worry about being sick. When my 

doctor will say, "When you're diabetic, your cholesterol should probably be 

under 2 (or whatever), so we should put you on a cholesterol medication." And 

I'm like, “Do I have to go on another medication!?” Like, I've got so many 

medications that I'm on. That really does something psychologically to you.  

A: Sure.  

24: So I think that... I know when I feel good. I know that I don't identify as sick, 

I don't identify as ill, I don't identify as uh... I'm not in pain, I'm not suffering. 

But I also am aware that I live with something that um a lot of people don't 

understand that I oftentimes have not understood. It's ever-changing. It's not 

going to go away, even when I go through menopause and yeah... Like, I've been 

searching through auto-immune disorder groups to see if I can find a 

commonality. And I searched through... I haven't been able to find exactly what 

it is cause... I'm not in pain. I'm not fearful... Fearful is the wrong word. Yeah, 

it's there though; there's something there that I live with all the time.  

The participant’s talk illustrates the extent to which her self-evaluations of not just her 

overall health, but even of her body and capabilities have been influenced by the perception that 

she has poor health or that she is sick because of her PCOS diagnosis. For the participant, the 

distinction between healthy and sick is unclear. She points to the need for regular monitoring and 

testing, being prescribed numerous medications and her physician’s concern for her in terms of 
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acquiring secondary health issues as evidence of the fact that she is sick; on the other hand, she 

also explains that she can complete arduous physical tasks, that she has a low heartrate and that 

she does not feel sick. It is evident that the participant’s health identity has been shaped by her 

numerous interactions with the healthcare system and by her physician’s concerns. Even when 

her physician surmises that she is an athlete because of her low heart rate, challenging the notion 

that she is sick, the participant counters with her own interpretation that she is only moving to 

“keep myself from getting sick”, placing distance between the idea that she is athletic and 

presumably healthy and her “reality” that she is not healthy and only motivated by a desire to 

stave off future secondary health problems. The participant reframes being active as a self-

management tool for avoiding sickness rather than as a lifestyle.  

As Shildrick (1997) argues, the body is curiously absent from our lives until we are sick, 

then imposing itself in unwanted and unwelcomed ways and shaping our perceptions of who we 

are and of what we are capable. This suggests that our perceptions and evaluations of our health 

are not straightforward or self-evident, but instead are in flux (Fox & Ward, 2006). Fox (2002) 

argues that one’s emergent health identity is “a consequence of the confluence between 

embodiment on one hand, and on the other, the physical and cultural worlds which impinges and 

limit, yet also make possible” (p. 349), arguing that we should talk of body/self to illustrate how 

closely related these issues of the self and the material or corporeal are. Evaluating ourselves to 

be healthy is a practice that is implicated in socio-cultural and historical factors, as determining a 

body to be “healthy” is dependent on a mix of factors, including biology, lifestyle practices, 

access to healthcare, and cultural mindsets among others; it is not an absolute state and never can 
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be because “health” and “illness” are political categories as much as they are biomedical ones 

(Fox, 2002).  

6 Chapter 6 - Implications and Recommendations 

The final aim of this thesis was to consider how we can ameliorate problems related to 

PCOS on both a conceptual level and on an applied level. I explore each below.   

6.1 Conceptual-level implications and recommendations 

How can our ‘natural’ bodies be reimagined – and relived – in ways that 

transform the relations of same and different, self and other, inner and outer, 

recognition and misrecognition into guiding maps for inappropriate/d others? 

And inescapably, these refigurings must acknowledge the permanent condition 

of our fragility, morality and finitude (Harraway, 1991, pp. 3-4). 

 

On a conceptual level, it is clear that the ways in which PCOS and wPCOS are written about 

and represented in biomedical research are problematic. Not only are biomedical researchers and 

physicians inattentive to the situatedness of knowledge claims about PCOS that shape our 

understandings of how best to treat the syndrome, they largely represent wPCOS as being 

unhealthy and unfeminine; in turn, this can influence how wPCOS themselves perceive their 

bodies, and can shape not only their social and material practices, but their very subjectivities. 

More broadly, this issue of representation is related to how difference is portrayed within 

biomedical scholarship, especially with respect to women’s bodies. If we critique PCOS and 

ultimately argue that it is not a “real” or “valid” illness category in favour of making a larger 

political point, we run the risk of denying many women the opportunity to be helped while 

simultaneously invalidating their experiences; on the other hand, if we accept at face value the 
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syndrome as a distinct clinical entity, we are in danger of colluding with biomedical authorities 

that pathologize some women’s bodies and further essentialist interpretations (see Cosgrove & 

Riddle, 2003). I argue that it is important to recognize we are not bound to making one of these 

two choices; instead, by re-conceptualizing the way that we think about not just PCOS but bodily 

difference more broadly in biomedical scholarship, we can ameliorate how wPOCS are 

represented in research without making claims about the “realness” of the condition.   

Recall that bodies have generally been theorized about since Descartes as being separate 

from the mind; this mind/body dualism gave rise to lateral associations that are themselves 

binaries (Grosz, 1994; Shildrick, 1997). The medical model is implicitly predicated on 

mind/body dualism (e.g. the body is separate from the mind and can be treated mechanistically) 

and biomedicine is replete with binarized lateral associations that are hierarchized and ranked, 

such that one is privileged over the other (e.g. healthy/diseased, thin/fat, balanced/imbalanced); 

often, the subordinated term symbolizes a state of difference that is generally regarded as being 

negative (Grosz, 1994). From a biomedical perspective, if that difference is framed as being a 

discrete clinical entity or an illness category, it stands to reason that the patient then requires 

monitoring, therapy or management for the purposes of bringing the body back in line with that 

which is considered normal (Canguilhem, 1989; Shildrick, 1997). With respect to wPCOS, 

normal implies that the patient is both healthy and feminine, as the two are discursively 

constructed in biomedical research on PCOS as being not just interdependent but mutually 

exclusive. That is, to have a female body that is widely recognized as being healthy is to also 

have a female body that is widely regarded as being feminine (healthy feminine bodies are 

slim, regularly functioning and with hair that is neatly delineated). 
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However, Shildrick (2012) cautions us to remember that oppositional binaries are not, in 

fact, the limit of what is possible in terms of thinking about bodies, nor are they even requisite 

in our everyday understandings of health-related phenomena. I argue that this is especially true 

for illnesses like PCOS that are ill-defined, have competing diagnostic criteria, have undergone 

dramatic shifts in research focuses, are full of  ideologically-loaded concepts, are closely 

connected to gender (or other social identities like race, age, sexuality), demonstrate uneven 

success rates with treatment, have an unknown etiology and where there is pronounced 

variation in the expression and severity of symptoms. In these instances, it does not make sense 

to rely on either/or claims around difference or disorder, as such thinking is undergirded by the 

supposition that only two states of being are possible (e.g. normal/abnormal, 

masculine/feminine, and so on) when wPCOS’ experiences reveal more complex workings and 

greater diversity than what this conceptualization allows.  

In re-imagining how we conduct research and write about wPCOS, it may be prudent to 

abandon either/or constructions in favour of a spectrum-based approach. With this re-

conceptualization, it would be recognized that experiences of PCOS exist on a spectrum and 

there are no fixed rules about the syndrome, only generalities; that is, a spectrum-based 

approach acknowledges the significant variation in not only the syndrome’s physiological 

symptoms but also in women’s experiences of them. Some women will be greatly distressed by 

their symptoms, though others will not be; some women will be distressed for only certain 

periods of their lives, while others experience consistent or longer periods of distress; some 

wPCOS develop new symptoms over time, others do not; many wPCOS are responsive to 

treatment or bodily management, though others are surprisingly unamenable to 
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pharmacological and/or lifestyle management. A spectrum-based approach to PCOS can also 

be mindful of the fact that women who do not present with a clear diagnosis of the syndrome 

though who are hampered by PCOS-related symptoms may still be helped by offering her 

PCOS-related treatment; it also recognizes that a woman who presents with pronounced 

symptoms may be disinclined to pursue or receive treatment (this may be particularly true for 

young women with amenorrhea who perceive an absent period to be a luxury rather than an 

indicator of poor health or being unfeminine). In preferring an approach to PCOS that 

acknowledges bodily variation and shirks expectations of fixity, it is my hope that there will be 

a cultural shift away from representations of wPCOS as being obviously prone to poor health or 

having an impaired feminine identity that then automatically requires correcting through 

treatment or management. 

In recognizing how varied wPCOS’ bodies and experiences are, we can move away from 

generalized knowledge claims that aim to speak to all wPCOS because they are illogical given 

the heterogeneity that should be expected. Instead, knowledge claims about how to treat PCOS 

and what it is like to live with or experience PCOS should be written about with great precision 

and interpretations of women’s experiences of the syndrome should be socio-culturally and 

historically situated to avoid favouring individual-level readings of women’s distress or their 

concerns.  

6.2 Applied implications and recommendations 

In recognizing and expecting the variation inherent in PCOS, this further allows us to re-

think approaches to treatment. If a spectrum-based approach acknowledges that how women 

perceive their symptoms and experiences of the syndrome are varied, then women’s concerns 
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must be validated and addressed in the clinical encounter, and treatment regimens should be 

highly individualized. Instead of physicians adopting a standardized approach to treating PCOS 

that advocates for early monitoring, regular invasive testing, examining the patient for 

psychological dysfunction, a reliance on birth control and indiscriminate exhortations to lose 

weight, I recommend a dialogic approach to treatment and/or management (see Sandman & 

Munthe, 2009). While some scholars have been critical of such an approach in healthcare, 

arguing that it ignores deeply embedded power structures within biomedicine that favour 

professional expertise over patient experience, this is a chance that we have to take. PCOS is a 

complicated syndrome with complicated issues; no recommendations for change will be 

perfect, though certain practices can hopefully decrease the distress wPCOS feel. 

For physicians and healthcare providers, it would be helpful to reconceptualize clinical 

encounters with wPCOS using a dialogic approach that accounts for three criteria. Firstly, it is 

important that (1) the physician provides the patient with a voice by exploring what the 

patient’s concerns are. Though this may seem straightforward and the foundation of any 

clinical encounter, it is evident from participants’ accounts of their doctors’ appointments that 

this is not the case, especially when the patient’s concern does not align with the physician’s 

concern for the patient. Patients presenting with PCOS must be treated as individuals who are 

motivated by different concerns, are situated in varied ways within our culture and who 

navigate healthcare encounters in divergent ways; in other words, as McClimans (2010) 

suggests, patients must be assessed and treated as self-determining agents. Of course, not all 

patients will want to be involved in the development of their own treatment plan, nor am I 

suggesting that that should always be the case. Instead, I am recommending that physicians 
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actively listen to what the patient’s concerns are, take into account their individual and unique 

experiences, and understand that patient concerns are often in response to particular socio-

cultural anxieties that position their differential body as being unfeminine, unhealthy or both.  

 A dialogic approach, of course, permits the physician to respond to the patient’s 

concerns, though ultimately assumes that the patient is best positioned to determine her own 

treatment plan based on her own situated perception of QoL; however, this is not, as 

McClimans (2010) argues, an “anything goes” approach to quality of life (p. 73). This is why it 

is important that (2) the physician outlines what they believe to be the risks and potential harms 

of having PCOS. Given that these risks are complicated and far from being clear-cut as we saw 

in the clinical literature review, it is important that physicians know and understand that the 

knowledge claims about PCOS they base their assessment of patient risk on are not infallible or 

neutral. Initially, treatment for PCOS can be determined by considering both the patient’s and 

the physician’s concerns.  

However, based on the fact that many wPCOS described struggling with disciplining 

their body either through routine technologies of femininity or biomedical treatments, 

physicians should also consider a third criteria – (3) patient responsiveness to management or 

treatment. This is particularly vital for two reasons. Firstly, it can manage some patients’ 

expectations from the beginning, alerting them to the fact that some wPCOS have obstinate 

bodies that can make treating or managing symptoms quite challenging. This will hopefully 

alleviate the distress that some wPCOS experience once they realize the undocile nature of their 

bodies. Secondly, it reminds (or perhaps alerts) physicians treating wPCOS that not all 

treatments are straightforward and not all approaches to alleviating symptom expression or 
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severity will work; this is especially true for the assumption that weight loss will assuage the 

patient’s health and/or gendered concerns or that birth control will achieve regular cyclicity or a 

reduction in the clinical presentation of hyperandrogenism. In acknowledging the contingency 

of treatment responses, physicians and healthcare providers can help those wPCOS whose 

bodies are resistant to treatment or management by offering them psychosocial support or 

encouraging them to seek it out. The participants with undocile bodies described coming to 

accept their bodies (or at least view them more favourably) after realizing that some bodies are 

just different, that even non-PCOS bodies do not always respond to treatment/management as 

expected and that fat bodies can be healthy. This realization was facilitated by representation of 

fat bodies in social media, in talking to female friends with health problems and by seeking out 

psychotherapy.  

7 Chapter 7 - Limitations and Future Directions in Research  

One limitation of this study is the fact the participants were predominantly white, young and 

educated. Considering the variation in experience that PCOS can imply, having a sample with 

higher diversity would be illuminating. For future directions in research, I would suggest an 

emphasis on studies that focus on other groups of women across a number of studies that 

collectively capture the experiences of a greater diversity of women. For example, studies that 

focus on age, socioeconomic status, ability, sexuality and gender identity with respect to PCOS 

are needed.   

As mentioned previously, there are limitations in working with a feminist poststructural 

approach to bodies, as the analytic focus is on the discursive production of bodies, rather than the 
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materiality of those bodies. Consequently, this leaves no room to appreciate important and 

underexamined aspects of women’s bodily experiences, including embodiment and affect. For 

new directions in PCOS research, different theoretical frameworks that can support these 

directions may be interesting and beneficial to pursue. Contributions from feminist new 

materialism and feminist posthumanism may be meaningful.  

Conclusion 

Let us return to the overall aims of the thesis: (1) to achieve a critical reading of the 

historical development of PCOS that illustrates how cultural assumptions and values are attached 

to the syndrome, shaping not only common approaches to treatment and management, but some 

wPCOS’ perceptions of their bodies, as well; (2) to attain a more nuanced understanding of 

wPCOS’ experiences by using a feminist poststructural discourse analysis to explore how 

women characterize their bodies in response to living with a gendered illness, noting where 

women’s experiences align with the biomedical literature and where they do not; and (3) to 

consider how we can ameliorate problems related to PCOS on both a conceptual level and on an 

applied level.  

In Chapter 2, I explored how PCOS has been shaped by key assumptions and guided by 

specific research focuses that reflect noteworthy shifts in biomedical culture. In light of the fact 

that wPCOS are often portrayed by researchers and physicians as unfeminine and unhealthy, a 

consideration of how the syndrome has evolved over time and what its various understandings 

have meant for the everyday lives of wPCOS is important. The historical and critical analysis in 

the first half of this thesis therefore contributes to PCOS scholarship by demonstrating that some 
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claims in the biomedical research require criticism, especially with respect to those about 

wPCOS’ identity or motivations and the assumed need for regulation and treatment when 

success rates are uneven and some wPCOS are unresponsive to management.  

In Chapter 5, my feminist poststructural discourse analysis revealed how distressing and 

anxiety-inducing it can be to have a body that is perceived to look or function differently, 

irregularly or abnormally and that is also framed as being disordered. Many participants 

highlighted how their bodies did not align with biomedical bodily norms, which assume that 

bodies should be contained, neatly defined and functioning within standardized limits. In 

confronting the fact that they have differential bodies, the participants took painstaking efforts to 

then correct those bodies. Unfortunately, some came to realize that their body was largely 

unresponsive to management or treatment, which caused disruptions to significant aspects of 

participants’ lives and threatened their identities. For some, their body destabilized their feminine 

identity; for others, it endangered their perception of being regarded as healthy. Either way, their 

bodies were understood to be, and described as, “not normal”. This was particularly evident in 

the material and social practices that wPCOS took up to decrease that difference and illustrates 

the extent to which the biomedical literature and management practices women take up not only 

shape their subjectivity, but their very corporeality. In light of Shildrick’s (1997, 2002, 2012) 

calls for a turn toward an approach to bodies that rejects binarism and expects difference, it is my 

hope that we can alleviate the distress that difference arouses and move toward more inclusive 

approaches toward wPCOS bodies by reconceptualizing women’s experiences of it on a 

spectrum so that treatment can be appropriately unique and meaningful.  

 



 

 

119 

 

REFERENCES  

Abdollahi, L., Mirghafourvand, M., Babapour, J. K., & Mohammadi, M. (2019). Effectiveness of 

cognitive-behavioral therapy (CBT) in improving the quality of life and psychological fatigue 

in women with polycystic ovarian syndrome: A randomized controlled clinical trial. Journal 

of Psychosomatic Obstetrics and Gynecology, 40(4), 283–293. 

https://doi.org/10.1080/0167482X.2018.1502265  

Açmaz, G., Albayrak, E., Acmaz, B., Başer, M., Soyak, M., Zararsiz, G., & IpekMüderris, I. 

(2013). Level of anxiety, depression, self-esteem, social anxiety, and quality of life among the 

women with polycystic ovary syndrome. The Scientific World Journal. 

https://doi.org/10.1155/2013/851815 

Adriaanse, M.C., Drewes, H.W., van der Heide, I., Struijs, J.N., & Baan, C.A. (2016). The 

impact of comorbid chronic conditions on quality of life in in type 2 diabetes patients. Quality 

of Life Research, 25, 175-182. DOI: 10.1007/s11136-015-1061-0  

Agrawal, R., Sharma, S., Bekir, J., Conway, G., Bailey, J., Balen, A.H. & Prelevic, G. (2004). 

Prevalence of polycystic ovaries and polycystic ovary syndrome in lesbian women compared 

with heterosexual women. Fertility and Sterility, 82(5), 1352-1357. DOI: 

https://doi.org/10.1016/j.fertnstert.2004.04.041man 

American Society for Reproductive Medicine (ASRM). (2008). Obesity and reproduction: An 

educational bulletin. Fertility & Sterility, 90, S21–S29. DOI: 

https://doi.org/10.1016/j.fertnstert.2008.08.005 

Amiri, F. N., Tehrani, F. R., Simbar, M., Thamtan, R. A. M., & Shiva, N. (2014). Female gender 

scheme is disturbed by polycystic ovary syndrome: A qualitative study from Iran. Iranian Red 

Crescent Medical Journal, 16(2). https://doi.org/10.5812/ircmj.12423  

Ayton, A., & Ibrahim, A. (2019). Obesity is a public health emergency. The BMJ, 366. 

https://doi.org/10.1136/bmj.l5463  

Azziz, R., & Adashi, E. Y. (2016). Stein and Leventhal: 80 years on. American Journal of 

Obstetrics and Gynecology, 214(2), 247.e1-247.e11. 

https://doi.org/10.1016/j.ajog.2015.12.013  

Azziz, R., Carmina, E., Dewailly, D., Diamanti-Kandarakis, Ec., Escobar-Morreale, H.F., 

Futterweigt, W., Janssen, O.E., Legro, R.S., Norman, R.J., Taylor, A.E., & Witchel, S.   

(2009). The androgen excess and PCOS society criteria for the polytycais ovary syndrome: 

The complete task force report. Fertility and Sterility, 91(2), 456-488.  

Azziz, R., Marin, C., Hoq, L., Badamgarav, E., & Song, P. (2005). Health care-related economic 

burden of the polycystic ovary syndrome during the reproductive life span. The Journal of 

https://doi.org/10.1080/0167482X.2018.1502265
https://doi.org/10.1155/2013/851815
https://doi.org/10.1007/s11136-015-1061-0
https://doi.org/10.1016/j.fertnstert.2004.04.041
https://doi.org/10.1016/j.fertnstert.2008.08.005
https://doi.org/10.5812/ircmj.12423
https://doi.org/10.1136/bmj.l5463
https://doi.org/10.1016/j.ajog.2015.12.013


 

 

120 

 

Clinical Endocrinology & Metabolism, 90(8), 4650-4658. https://doi.org/10.1210/jc.2005-

0628 

Balen, A. H., Dresner, M., Scott, E. M., & Drife, J. O. (2006). Should obese women with 

polycystic ovary syndrome receive treatment for infertility? British Medical Journal, 

332(7539), 434–435. https://doi.org/10.1136/bmj.332.7539.434  

Balen, A. H., & Rutherford, A. J. (2007). Managing anovulatory infertility and polycystic ovary 

syndrome. British Medical Journal, 335(7621), 663–666. 

https://doi.org/10.1136/bmj.39335.462303.80  

Balikci, A., Erdem, M., Keskin, U., Bozkurt Zincir, S., Gülsün, M., Özçelik, F., Akgül, E. Ö., 

Akarsu, S., Öztosun, M., & Ergün, A. (2014). Depression, anxiety, and anger in patients with 

polycystic ovary syndrome. Noro psikiyatri arsivi, 51(4), 328–333. 

https://doi.org/10.5152/npa.2014.6898 

Barry, J.A. (2019). Psychological aspects of polycystic ovary syndrome. London: Palgrave 

MacMillan.  

Barry, J.A., Parekh, H.S.K., & Hardiman, P.J. (2013). Visual-spatial cognition in women with 

polycystic ovarian syndrome: The role of androgens. Human Reproduction, 28(10), 2832-

2837. 

Bartky, S. L. (1997). Foucault, femininity, and the modernization of patriarchal power. In K. 

Conboy, N. Medina, & S. Stanburn (Eds.), Writing on the body: Female embodiment and 

feminist theory (pp. 129–154). New York: Columbia University Press. 

Bazarganipour, F., Ziaei, S., Montazeri, A., Foroozanfard, F., Kazemnejad, A., & Faghihzadeh, 

S. (2013). Body image satisfaction and self-esteem status among the patients with polycystic 

ovary syndrome. Iranian Journal of Reproductive Medicine, 11(10), 829–836. 

Beuter, A. (2017). Androcentrism, feminism, and pluralism in medicine. Topoi, 36(3), 521–530. 

https://doi.org/10.1007/s11245-015-9339-y  

Bordo, S. (2003). The body and the reproduction of femininity (10th ed.). In Unbearable weight: 

Feminism, Western culture, and the body (pp. 165–184). Berkley: University of California 

Press.  

Bordo, S. (2017). Feminism, Foucault and the politics of the body. In J. Price & M. Shildrick 

(Eds.), Feminist theory and the body: A reader, (pp. 246-257). New York: Routledge. 

Borghi, L., Leone, D., Vegni, E., Galiano, V., Lepadatu, C., Sulpizio, P., & Garzia, E. (2018). 

Psychological distress, anger and quality of life in polycystic ovary syndrome: Associations 

https://doi.org/10.1210/jc.2005-0628
https://doi.org/10.1210/jc.2005-0628
https://doi.org/10.1136/bmj.332.7539.434
https://doi.org/10.1136/bmj.39335.462303.80
https://doi.org/10.5152/npa.2014.6898
https://doi.org/10.1007/s11245-015-9339-y


 

 

121 

 

with biochemical, phenotypical and socio-demographic factors. Journal of Psychosomatic 

Obstetrics and Gynecology, 39(2), 128-137. https://doi.org/10.1080/0167482X.2017.1311319  

Braun, V., & Clarke, V. (2006). Using thematic analysis in psychology. Qualitative Research in 

Psychology, 3(2), 77–101. DOI: 10.1191/1478088706qp063oa  

Braun, V., & Clarke, V. (2013). Successful qualitative research. London: SAGE Publications 

Ltd.  

Brennan, L., Teede, H., Skouteris, H., Linardon, J., Hill, B., & Moran, L. (2017). Lifestyle and 

behavioral management of polycystic ovary syndrome.  Journal of Women's Health, 26(8), 

836-848. DOI: 10.1089/jwh.2016.5792  

Brownell, K.D. (1991). Personal responsibility and control over our bodies: When expectation 

exceeds reality. Health Psychology, 10(5), 303-310. https://doi.org/10.1037/0278-

6133.10.5.303 

Burghen, G.A., Givens, J.R., & Kitabchi, A.E. (1980). Correlation of hyperandrogenism with 

hyperinsulinism in polycystic ovarian disease.  Journal of Endocrinology & Metabolism, 

50(1), 113-116. DOI: 10.1210/jcem-50-1-113  

Campos, P. (2004). The obesity myth: Why America’s obsession with weight is hazardous to your 

health. New York, NY: Gotham Books.  

Canguilhem, G. (1989). The normal and the pathological. New York: Zone Books.  

Carson, A. (2018). Feminism, biomedicine and the ‘reproductive destiny’ of women in clinical 

texts on the birth control pill. Culture, Health and Sexuality, 20(7), 830–843. 

https://doi.org/10.1080/13691058.2017.1384852  

Cartwright, R.L. (1968). Some remarks on essentialism. The Journal of Philosophy, 65(20), 615–

626. https://doi.org/10.2307/2024315  

Casey, J. H., Burger, H. G., Kent, J. R., Kellie, A. E., Moxham, A., Nabarro, J., & Nabarro, J. D. 

N. (1966). Treatment of hirsutism by adrenal and ovarian suppression. Journal of Clinical 

Endocrinology & Metabolism, 26(12), 1370-1374. https://doi.org/10.1210/jcem-26-12-1370 

Centers for Disease Control, National Center for Health Statistics (CDC/NCHS). (2011). 

National Health and Nutrition Education Survey. www.cdc.gov/nchs/nhanes.htm  

Chereau, A. (1884). Mémoires pour servir à l'étude des maladies des ovaires. Paris.  

Chamberlain, G.A., & Wood, C.P. (1964). Stein-Leventhal syndrome. British Medical Journal, 

1(5375), 96-98. DOI: 10.1136/bmj.1.5375.96  

https://doi.org/10.1080/0167482X.2017.1311319
https://doi.org/10.1191/1478088706qp063oa
https://doi.org/10.1089/jwh.2016.5792
https://psycnet.apa.org/doi/10.1037/0278-6133.10.5.303
https://psycnet.apa.org/doi/10.1037/0278-6133.10.5.303
https://doi.org/10.1210/jcem-50-1-113
https://doi.org/10.1080/13691058.2017.1384852
https://doi.org/10.2307/2024315
https://doi.org/10.1210/jcem-26-12-1370
http://www.cdc.gov/nchs/nhanes.htm
https://doi.org/10.1136/bmj.1.5375.96


 

 

122 

 

Chrisler, J.C., & Johnston-Robledo, I. (2018). Woman’s embodied self: Feminist perspectives on 

identity and image. Washington, District of Columbia: American Psychological Association. 

Cinar, N., Kizilarslanoglu, M. C., Harmanci, A., Aksoy, D. Y., Bozdag, G., Demir, B., & Yildiz, 

B. O. (2011). Depression, anxiety and cardiometabolic risk in polycystic ovary syndrome. 

Human Reproduction, 26(12), 3339–3345. https://doi.org/10.1093/humrep/der338   

Cipkala-Gaffin, J., Talbott, E. O., Song, M. K., Bromberger, J., & Wilson, J. (2012). 

Associations between psychologic symptoms and life satisfaction in women with polycystic 

ovary syndrome. Journal of Women’s Health, 21(2), 179–187. 

https://doi.org/10.1089/jwh.2010.2541  

Clark, A.M., Ledger, W., Galletly, C., Tomlinson, L., Blaney, F., Wang, X., & Norman, R. 

(1995). Weight loss results in significant improvement in pregnancy and ovulation rates in 

anovulatory obese women. Human Reproduction,10(10), 2705–2712. DOI: 

10.1093/oxfordjournals.humrep.a135772  

Coffey, S., Bano, G., & Mason, H.D. (2006). Health-related quality of life in women with 

polycystic ovary syndrome: A comparison with the general population using the Polycystic 

Ovary Syndrome Questionnaire (PCOSQ) and the Short Form-36 (SF-36). Gynecological 

Endocrinology, 22(2), 80−86. DOI: 10.1080/09513590600604541  

Cohen, M. R. (1966). Stein-Leventhal syndrome: resection versus clomiphene therapy. Fertility 

and Sterility, 17(6), 765–772. https://doi.org/10.1016/S0015-0282(16)36126-X  

Cooney, L.G., Lee, I., Sammel, M.D., & Dokras, A. (2017). High prevalence of moderate and 

severe depressive and anxiety symptoms in polycystic ovary syndrome: A systematic review 

and meta-analysis. Human Reproduction, 32(5), 1075-1091. 

https://doi.org/10.1093/humrep/dex044 

Cooney, L. G., Milman, L. W., Hantsoo, L., Kornfield, S., Sammel, M. D., Allison, K. C., 

Epperson, C. N., & Dokras, A. (2018). Cognitive-behavioral therapy improves weight loss 

and quality of life in women with polycystic ovary syndrome: A pilot randomized clinical 

trial. Fertility and Sterility, 110(1), 161-171.e1. 

https://doi.org/10.1016/j.fertnstert.2018.03.028  

Cooney, L., Milman, L.W., Sammel, M., Allison, K., Epperson, C. & Dokras, A. (2016). 

Cognitive behavioural therapy improves weight loss and quality of life in women with 

polycystic ovary syndrome (PCOS). Fertility and Sterility, 106(3), e252-e253. DOI: 

https://doi.org/10.1016/j.fertnstert.2016.07.729 

Cosgrove, L. & Riddle, B. (2008). Constructions of femininity and experiences of menstrual 

distress. Women & Health, 38(3), 37-59. https://doi.org/10.1300/J013v38n03_04 

https://doi.org/10.1093/humrep/der338
https://doi.org/10.1089/jwh.2010.2541
https://doi.org/10.1093/oxfordjournals.humrep.a135772
https://doi.org/10.1080/09513590600604541
https://doi.org/10.1016/S0015-0282(16)36126-X
https://doi.org/10.1093/humrep/dex044
https://doi.org/10.1016/j.fertnstert.2018.03.028
https://doi.org/10.1016/j.fertnstert.2016.07.729
https://doi.org/10.1300/J013v38n03_04


 

 

123 

 

Crawford, R. (1977). You are dangerous to your health: The ideology and politics of victim 

blaming. International Journal of Health Services, 7, 663-680. https://doi.org/10.2190/YU77-

T7B1-EN9X-G0PN 

Crete, J., & Adamshick, P. (2011). Managing polycystic ovary syndrome: What our patients are 

telling us. Journal of Holistic Nursing, 29(4), 256–266. 

https://doi.org/10.1177/0898010111398660 

Daniell, J.F. & Miller, W. (1989). Polycystic ovaries treated by laparoscopic laser vaporization. 

Fertility & Sterility, 51(2), 232-236. https://doi.org/10.1016/S0015-0282(16)60482-X 

de Groot, P. C. M., Dekkers, O. M., Romijn, J. A., Dieben, S. W. M., & Helmerhorst, F. M. 

(2011). PCOS, coronary heart disease, stroke and the influence of obesity: A systematic 

review and meta-analysis. Human Reproduction Update, 17(4), 495–500. 

https://doi.org/10.1093/humupd/dmr001  

de Sutter, P., Dutré, T., Vanden Meerschaut, F., Stuyver, I., van Maele, G., & Dhont, M. (2008). 

PCOS in lesbian and heterosexual women treated with artificial donor insemination. 

Reproductive BioMedicine Online, 17(3), 398–402. https://doi.org/10.1016/S1472-

6483(10)60224-6  

de Vane, C., Czekala, N., Judd, H., & Yen, S. S. (1975). Circulating gonadotropins, estrogens 

and androgens in polycystic ovarian disease. American Journal of Obstetrics & Gynecology, 

121(4), 496-500. DOI: 10.1016/0002-9378(75)90081-2  

Deeks, A. A., Gibson-Helm, M. E., & Teede, H. J. (2010). Anxiety and depression in polycystic 

ovary syndrome: A comprehensive investigation. Fertility and Sterility, 93(7), 2421–2423. 

https://doi.org/10.1016/j.fertnstert.2009.09.018 

Diamanti-Kandarakis, E. & Christakou, C.D. (2008). Insulin resistance in PCOS. In E, Diamanti-

Kandarakis & N.R. Farid (Eds.), Diagnosis and Management of Polycystic Ovary Syndrome 

(pp. 35-61). Boston, MA: Springer.  

Douglas, M. (1966). Purity and danger. London, UK: Routledge.  

Douglas, M. & Wildavsky, A. (1982). Risk and Culture. Oxford, UK: Basil Blackwell. 

Dowdy, D. (2012). Emotional needs of teens with polycystic ovary syndrome. Journal of 

Pediatric Nursing, 27(1), 55–64. https://doi.org/10.1016/j.pedn.2010.08.001  

Dramusic, V., Rajan, U., Chan, P., Ratman, S., & Wong, E. (1997). Adolescent polycystic ovary 

syndrome. Annals of the New York Academy of Sciences, 816, 194−208. DOI: 10.1111/j.1749-

6632.1997.tb52143.x  

https://doi.org/10.2190%2FYU77-T7B1-EN9X-G0PN
https://doi.org/10.2190%2FYU77-T7B1-EN9X-G0PN
https://doi.org/10.1177/0898010111398660
https://doi.org/10.1016/S0015-0282(16)60482-X
https://doi.org/10.1093/humupd/dmr001
https://doi.org/10.1016/S1472-6483(10)60224-6
https://doi.org/10.1016/S1472-6483(10)60224-6
https://doi.org/10.1016/0002-9378(75)90081-2
https://doi.org/10.1016/j.fertnstert.2009.09.018
https://doi.org/10.1016/j.pedn.2010.08.001
https://doi.org/10.1111/j.1749-6632.1997.tb52143.x
https://doi.org/10.1111/j.1749-6632.1997.tb52143.x


 

 

124 

 

Duignan, N. M., Shaw, W., Rudd, B. T., Holder, G., Williams, J. W., Butt, W. R., Logan-

Edwards, R., & London, D. R. (1975). Sex hormone levels and gonadotrophin release in the 

polycystic ovary syndrome. Clinical Endocrinology, 4(3), 287–295. 

https://doi.org/10.1111/j.1365-2265.1975.tb01536.x 

Ehrmann, D.A., Schneider, D.J., Sobel, B.E., Cavaghan, M.K., Imperial, J., Rosenfield, R.L. & 

Polonsky, K.S. (1997). Troglitazone improves defects in insulin action, insulin secretion, 

ovarian steroidogenesis and fibrinolysis in women with polycystic ovary syndrome. Journal 

of Clinical Endocrinology & Metabolism, 82(7), 2108-2116. 

Eli, K. (2014). An embodied belonging: Amenorrhea and anorexic subjectivities. Medicine 

Anthropology Theory, 1(1), 53. https://doi.org/10.17157/mat.1.1.200 

Elsenbruch, S., Benson, S., Hahn, S., Tan, S., Mann, K., Pleger, K., Kimmig, R., & Janssen, O. 

E. (2006). Determinants of emotional distress in women with polycystic ovary syndrome. 

Human Reproduction, 21(4), 1092–1099. https://doi.org/10.1093/humrep/dei409  

Elsenbruch, S., Hahn, S., Kowalsky, D., Öffner, A. H., Schedlowski, M., Mann, K., & Janssen, 

O. E. (2003). Quality of life, psychosocial well-being, and sexual satisfaction in women with 

polycystic ovary syndrome. Journal of Clinical Endocrinology & Metabolism, 88(12), 5801–

5807. https://doi.org/10.1210/jc.2003-030562  

Elting MW, Korsen TJ, Rekers-Mombarg LT, & Schoemaker, J. (2000). Women with polycystic 

ovary syndrome gain regular menstrual cycles when ageing. Human Reproduction, 15(1),24-

28. 

Ettinger, B., Goldfield, E. B., Burrill, K. C., von Werder, K., & Forsham, P. H. (1973). Plasma 

testosterone stimulation-suppression dynamics in hirsute women: Correlation with long-term 

therapy, American Journal of Medicine, 54(2), 195-200. https://doi.org/10.1016/0002-

9343(73)90223-4 

Fauser, B. C. J. M., Tarlatzis, B. C., Rebar, R. W., Legro, R. S., Balen, A. H., Lobo, R., Carmina, 

E., Chang, J., Yildiz, B. O., Laven, J. S. E., Boivin, J., Petraglia, F., Wijeyeratne, C. N., 

Norman, R. J., Dunaif, A., Franks, S., Wild, R. A., Dumesic, D., & Barnhart, K. (2012). 

Consensus on women’s health aspects of polycystic ovary syndrome (PCOS): The 

Amsterdam ESHRE/ASRM-Sponsored 3rd PCOS Consensus Workshop Group. Fertility and 

Sterility, 97(1), 28-38.e25. https://doi.org/10.1016/j.fertnstert.2011.09.024  

Fechner, R.E. & Kaufman, R.H. (1974). Endometrial adenocarcinoma in Stein-Leventhal 

syndrome. Cancer, 34(2), 444-452. DOI: 10.1002/1097-0142(197408)34:2<444::aid-

cncr2820340232>3.0.co;2-j  

https://doi.org/10.1111/j.1365-2265.1975.tb01536.x
https://doi.org/10.17157/mat.1.1.200
https://doi.org/10.1093/humrep/dei409
https://doi.org/10.1210/jc.2003-030562
https://doi.org/10.1016/0002-9343(73)90223-4
https://doi.org/10.1016/0002-9343(73)90223-4
https://doi.org/10.1016/j.fertnstert.2011.09.024
https://doi.org/10.1002/1097-0142(197408)34:2%3c444::aid-cncr2820340232%3e3.0.co;2-j
https://doi.org/10.1002/1097-0142(197408)34:2%3c444::aid-cncr2820340232%3e3.0.co;2-j


 

 

125 

 

Ferrante, J. (1988). Biomedical versus cultural constructions of abnormality: The case of 

idiopathic hirsutism in the United States. Culture, Medicine and Psychiatry, 12(2), 219–238. 

https://doi.org/10.1007/BF00116859  

Foley, K., McNaughton, D., & Ward, P. (2020). Monitoring the “diabetes epidemic”: A framing 

analysis of United Kingdom print news 1993-2013. PLoS ONE, 15(1), 1–28. 

https://doi.org/10.1371/journal.pone.0225794  

Foster, H., Buchloh, B., Krauss, R., Bois, Y., Hollier, D., & Molesworth, H. (1994). The politics 

of the signifier II: A conversation on the “Informe” and the abject. The MIT Press, 67, 3-21. 

Fortuna, J. L. (2012). The obesity epidemic and food addiction: Clinical similarities to drug 

dependence. Journal of Psychoactive Drugs, 44(1), 56–63. 

https://doi.org/10.1080/02791072.2012.662092  

Foucault, M. (1980). Language, counter-memory, practice: Selected essays and interviews. 

Ithaca, NY: Cornell University Press.  

Foucault, M. (1981). The history of sexuality, volume 1: An introduction. Harmondsworth, UK: 

Pelican.    

Foucault, M. (1995). Discipline and punish (2nd ed.). New York, NY: Vintage Books.  

Fox, N. J. (2002). Refracting health: Deleuze, Guattari and body/self. health: An 

Interdisciplinary Journal for the Social Study of Health, Illness and Medicine, 6(1), 347-364. 

Fox, N. & Ward, K. (2006). Health identities: From expert patient to resisting consumer. Health: 

An Interdisciplinary Journal for the Social Study of Health, Illness and Medicine, 10(4), 461-

479. DOI: 10.1177/1363459306067314  

Franks, S. (1989). Polycystic ovary syndrome: A changing perspective. Clinical Endocrinology, 

31, 87-120.  

Franks, S. (1995). Review article. The New England Journal of Medicine, 333(13), 853–861. 

https://doi.org/10.1191/026635501701526957  

Futterweit, W. (1980). Endocrine management of transsexual. Hormonal profiles of serum 

prolactin, testosterone, and estradiol. New York State Journal of Medicine, 80(8), 1260-1264. 

Futterweit, W., Weiss, R. A., & Fagerstrom, R. M. (1986). Endocrine evaluation of forty female-

to-male transsexuals: Increased frequency of polycystic ovarian disease in female 

transsexualism. Archives of Sexual Behavior, 15(1), 69–78. 

https://doi.org/10.1007/BF01542305  

https://doi.org/10.1007/BF00116859
https://doi.org/10.1371/journal.pone.0225794
https://doi.org/10.1080/02791072.2012.662092
https://doi.org/10.1191/026635501701526957
https://doi.org/10.1007/BF01542305


 

 

126 

 

Gaarenstroom, J.H. & de Jongh, S.E. (1946).  A contribution of the knowledge of the influences 

of gonadotropic and sex hormones in the gonads of rats. New York & Amsterdam: Elsevier 

Publishing Co., Inc.  

Gailey, J.A. (2012). Fat shame to fat pride: Fat women’s sexual and dating experiences. Fat 

Studies, 1(1), 114-127. https://doi.org/10.1080/21604851.2012.631113 

Gard, M. (2010). Truth, belief and the cultural politics of obesity scholarship and public health 

policy. Critical Public Health, 21(1), 37-48. https://doi.org/10.1080/09581596.2010.529421  

Gasser, G.A., & Blair, S.N. (2019). The health risks of obesity have been exaggerated. Medicine 

& Science in Sports & Exercise, 51(1), 218-221. DOI: 10.1249/MSS.0000000000001746   

Gaesser, G. A., & Fumento, M. (1997, November). Q: Are the health risks of obesity 

exaggerated? Gale Academic OneFile, 13(41), 24. 

https://link.gale.com/apps/doc/A20000515/AONE?u=guel77241&sid=AONE&xid=3a55580a  

Gavey, N. (1989). Feminist poststructuralism and discourse analysis: Contributions to feminist 

psychology. Psychology of Women Quarterly, 13(4), 459–475. https://doi.org/10.1111/j.1471-

6402.1989.tb01014.x  

Gavey, N. (2011). Feminist poststructuralism and discourse analysis revisited. Psychology of 

Women Quarterly, 35(1), 183–188. https://doi.org/10.1177/0361684310395916  

Gibson-Helm, M., Teede, H., Dunaif, A. & Dokras, A. (2017). Delayed diagnosis and a lack of 

information associated with dissatisfaction in women with polycystic ovary syndrome, The 

Journal of Clinical Endocrinology & Metabolism, 102(2), 604–612. 

https://doi.org/10.1210/jc.2016-2963  

Gjönnaess, H. (1984). Polycystic ovarian syndrome treated by ovarian electrocautery through the 

laparaoscope. Fertility and Sterility, 41(1), 20-25. https://doi.org/10.1016/S0015-

0282(16)47534-5 

Goldberg, J. P., Belury, M. A., Elam, P., Finn, S. C., Hayes, D., Lyle, R., St. Jeor, S., Warren, 

M., & Hellwig, J. P. (2004). The obesity crisis: Don’t blame it on the pyramid.  Journal of the 

American Dietetic Association, 104(7), 1141–1147. https://doi.org/10.1016/j.jada.2004.04.026  

 Goldzieher, J.W. & Axelrod, L.R. (1963). Clinical and biochemical features of polycystic 

ovarian disease. Fertility and Sterility,14(6), 634-653. https://doi.org/10.1016/S0015-

0282(16)35047-6 

Google. (2013). Ngram viewer. https://books.google.com/ngrams  

https://doi.org/10.1080/21604851.2012.631113
https://doi.org/10.1080/09581596.2010.529421
https://doi.org/10.1249/mss.0000000000001746
https://link.gale.com/apps/doc/A20000515/AONE?u=guel77241&sid=AONE&xid=3a55580a
https://doi.org/10.1111/j.1471-6402.1989.tb01014.x
https://doi.org/10.1111/j.1471-6402.1989.tb01014.x
https://doi-org.subzero.lib.uoguelph.ca/10.1177/0361684310395916
https://doi.org/10.1210/jc.2016-2963
https://doi.org/10.1016/S0015-0282(16)47534-5
https://doi.org/10.1016/S0015-0282(16)47534-5
https://doi.org/10.1016/j.jada.2004.04.026
https://doi.org/10.1016/S0015-0282(16)35047-6
https://doi.org/10.1016/S0015-0282(16)35047-6
https://books.google.com/ngrams


 

 

127 

 

Gordon, A. (Jan 20, 2011). Will Hal and Joanne ever run out of fitness tips? The Star, 

https://www.thestar.com/life/health_wellness/2011/01/20/will_hal_and_joanne_ever_run_out

_of_fitness_tips.html 

Gorzynski, G., & Katz, J. L. (1977). The polycystic ovary syndrome: Psychosexual correlates. 

Archives of Sexual Behaviour, 6(3), 215–222. DOI: 10.1007/BF01541129  

Gray, P.B., Singh, A., Woodhouse, L., Storer, T.W., Casaburi, R., Sinha-Hikim, I., Dzekov, C., 

Dzekov, J., & Bhasain, S. (2005). Dose-dependent effects of testosterone on sexual function, 

mood and visuospatial cognition in older men. The Journal of Clinical Endocrinology & 

Metabolism, 90(7), 3838-3846. https://doi.org/10.1210/jc.2005-0247 

Grosz, E. (1994). Volatile bodies: Toward a corporeal feminism. Bloomington, IN: Indiana 

University Press.  

Grosz, E. (1995). Space, time, and perversion. New York, NY: Routledge.  

Gul, A., Gul, H., Ergur, A.T., & Ozen, N.E. (2018). Anxiety-anger relationship in 

hyperandrogenemia: A comparative study with polycystic ovary syndrome (PCOS) and 

healthy control adolescents. Journal of Mood Disorders, 8(1), 26-31. 

Hancock, K. W., & Levell, M. J. (1974). The use of estrogen/progestogen preparations in the 

treatment of hirsutism in the female. BJOG: An International Journal of Obstetrics & 

Gynaecology, 81(10), 804–811. https://doi.org/10.1111/j.1471-0528.1974.tb00384.x  

Harraway, D. (1991). Simians, cyborgs, and women: The reinvention of nature. New York, NY: 

Routledge.  

Harris, M.B. (1990). Is love seen as different for the obese? Journal of Applied Social 

Psychology, 20(15), 1209-1224. https://doi.org/10.1111/j.1559-1816.1990.tb01469.x  

Hausman, B. L. (1999). Ovaries to estrogen: Sex hormones and chemical femininity in the 20th 

century. Journal of Medical Humanities, 20(3), 165–176. 

https://doi.org/10.1023/A:1022926928578  

Heshka, S. & Allison, D.B. (2001). Is obesity a disease? International Journal of Obesity, 25, 

1401-1404. https://doi.org/10.1038/sj.ijo.0801790 

Himelein, M., & Thatcher, S. (2006). Depression and body image among women with polycystic 

ovary syndrome. Journal of Health Psychology, 11(4), 613−625. DOI: 

10.1177/1359105306065021  

Hines, M. & Kaufman, F.R. (1994). Androgen and the development of human sex-typical 

behaviour: Rough-and-tumble play and sex of preferred playmates in children with congenital 

adrenal hyperplasia (CAH). Child Development, 65(4), 1042-1053. DOI: 10.2307/1131303   

https://www.thestar.com/life/health_wellness/2011/01/20/will_hal_and_joanne_ever_run_out_of_fitness_tips.html
https://www.thestar.com/life/health_wellness/2011/01/20/will_hal_and_joanne_ever_run_out_of_fitness_tips.html
https://doi.org/10.1007/bf01541129
https://doi.org/10.1210/jc.2005-0247
https://doi.org/10.1111/j.1471-0528.1974.tb00384.x
https://doi.org/10.1111/j.1559-1816.1990.tb01469.x
https://doi.org/10.1023/A:1022926928578
https://doi.org/10.1038/sj.ijo.0801790
https://doi.org/10.1177/1359105306065021


 

 

128 

 

Hipkins, J., Whitworth, M., Tarrier, N., & Jayson, G. (2004). Social support, anxiety and 

depression after chemotherapy for ovarian cancer: A prospective study. British Journal of 

Health Psychology, 9, 569-581. DOI: 10.1348/1359107042304542   

Pasquali, R., Casimirri, F., & Vicennati, V. (1997). Weight control and its beneficial effect on 

fertility in women with obesity and polycystic ovary syndrome. Human Reproduction 

(Oxford, England), 12 Suppl 1, 82–87. https://doi.org/10.1093/humrep/12.suppl_1.82  

Hoeger, K., Davidson, K., Kochman, L., Cherry, T., Kopin, L., & Guzick, D. S. (2008). The 

impact of metformin, oral contraceptives, and lifestyle modification on polycystic ovary 

syndrome in obese adolescent women in two randomized, placebo-controlled clinical trials. 

Journal of Clinical Endocrinology & Metabolism, 93(11), 4299–4306. 

https://doi.org/10.1210/jc.2008-0461  

Hoeger, K. M. (2006). Role of lifestyle modification in the management of polycystic ovary 

syndrome. Best Practice and Research: Clinical Endocrinology and Metabolism, 20(2), 293–

310. https://doi.org/10.1016/j.beem.2006.03.008  

Hoeger, K.M. & Oberfeld, S.E. (2012). Do women with PCOS have a unique predisposition to 

obesity? Fertility and Sterility, 97(1), 13-17. DOI: 10.1016/j.fertnstert.2011.11.026  

Hollinrake, E., Abreu, A., Maifeld, M., Van Voorhis, B., & Dokras, A. (2007). Increased risk of 

depressive disorders in women with polycystic ovary syndrome. Fertility and Sterility,87(6), 

1369-1376. DOI: 10.1016/j.fertnstert.2006.11.039  

Hollway, W. (1984). Gender difference and the production of subjectivity. In J. Henriques, W. 

Hollway, C. Urwin, C. Venn., & V. Walkerdine. Changing the subject: Psychology, social 

regulation, and subjectivity (pp. 227-263). London, UK: Metheun.   

Homburg, R. (2002). What is polycystic ovarian syndrome? A proposal for a consensus on the 

definition and diagnosis of polycystic ovarian syndrome, Human Reproduction, 17(10), 2495–

2499, https://doi.org/10.1093/humrep/17.10.2495 

Hughes, J. E., Barraclough, B. M., Hamblin, L. G., &White, J. E. (1983). Psychiatric symptoms 

in dermatology patients. British Journal of Psychiatry, 143, 51–54. DOI: 

10.1192/bjp.143.1.51  

Humphreys, L., & Costarelli, V. (2008). Implementation of dietary and general lifestyle advice 

among women with polycystic ovarian syndrome. Journal of the Royal Society for the 

Promotion of Health, 128(4), 190−195. https://doi.org/10.1177/1466424008092230 

Insler, V., & Lunenfeld, B. (1991). Opinion: Pathophysiology of polycystic ovarian disease: New 

insights. Human Reproduction, 6(8), 1025–1029. 

https://doi.org/10.1093/oxfordjournals.humrep.a137478  

https://doi.org/10.1348/1359107042304542
https://doi.org/10.1093/humrep/12.suppl_1.82
https://doi.org/10.1210/jc.2008-0461
https://doi.org/10.1016/j.beem.2006.03.008
https://doi.org/10.1016/j.fertnstert.2011.11.026
https://doi.org/10.1016/j.fertnstert.2006.11.039
https://doi.org/10.1093/humrep/17.10.2495
https://doi.org/10.1192/bjp.143.1.51
https://doi.org/10.1177%2F1466424008092230
https://doi.org/10.1093/oxfordjournals.humrep.a137478


 

 

129 

 

Jialal, I., Naiker, P., Reddi, K., Moodley, J., & Joubert, S.M. (1987). Evidence for insulin 

resistance in nonobese patients with polycystic ovarian disease. Journal of Clinical 

Endocrinology & Metabolism, 64(5), 1066-1069. https://doi.org/10.1210/jcem-64-5-1066 

James, P. T., Leach, R., Kalamara, E., & Shayeghi, M. (2001). The worldwide obesity epidemic. 

Obesity Research, 9 (s11). https://doi.org/10.1038/oby.2001.123 

Jones, C.E. (2016). The pain of endo existence: Toward a feminist disability studies reading of 

endometriosis. Hypatia, 31(3), 554–571. https://doi.org/10.1111/hypa.12248 

Jones, J.B. (1999). Hormone replacement therapy: Women’s decision-making process. Social 

Work in Health Care, 28(3), 195–111. DOI: 10.1300/J010v28n03_06  

Jones, G. L., Balen, A. H., & Ledger, W. L. (2008). Health-related quality of life in PCOS and 

related infertility: How can we assess this? Human Fertility, 11(3), 173–185. 

https://doi.org/10.1080/14647270802078179  

Jones, G.L., Hall, J.M., Lashen, H.L., Balen, A.H. & Ledger, W.L. (2011). Health-related quality 

of life among adolescents with polycystic ovary syndrome. Journal of Obstetrics Gynecology 

& Neonatal Nursing, 40(5), 577-588. DOI: 10.1111/j.1552-6909.2011.01279.x 

Jutel, A. (2006). The emergence of overweight as a disease entity: Measuring up normality. 

Social Science & Medicine, 63(9), 2268–2276. 

https://doi.org/10.1016/j.socscimed.2006.05.028  

Kahn, C.R., Flier, J.S., Bar, R.S., Archer, J.A., Gordon, P., Martin, M.M. & Roth, J. (1976). The 

syndromes of insulin resistance and acanthosis nigricans. Insulin-receptor disorders in man. 

The New England Journal of Medicine, 294(14), 739-745. DOI: 

10.1056/nejm197604012941401  

Keegan, A., Liao, L. M., & Boyle, M. (2003). “Hirsutism”: A psychological analysis. Journal of 

Health Psychology, 8(3), 327–345. https://doi.org/10.1177/1359105303008003004  

Khademi, A., Alleyassin, A., Aghahosseini, M., Tabatabaeefar, L., & Amini, M. (2010). The 

effect of exercise in PCOS women who exercise regularly. Asian Journal of Sports Medicine, 

1(1), 35–40. DOI: 10.5812/asjsm.34874  

Kitzinger, C. & Willmott, J. (2002). ‘The thief of womanhood’: Women’s experience of 

polycystic ovarian syndrome. Social Science & Medicine, 54(3), 349-361. DOI: 

10.1016/s0277-9536(01)00034-x  

Koerber, A. (2018). From hysteria to hormones: A rhetorical history. University Park, PA: The 

Pennsylvania State University Press.  

https://doi.org/10.1210/jcem-64-5-1066
https://doi.org/10.1038/oby.2001.123
https://doi.org/10.1111/hypa.12248
https://doi.org/10.1300/j010v28n03_06
https://doi.org/10.1080/14647270802078179
https://doi.org/10.1111/j.1552-6909.2011.01279.x
https://doi.org/10.1016/j.socscimed.2006.05.028
https://doi.org/10.1056/nejm197604012941401
https://doi.org/10.1177/1359105303008003004
https://doi.org/10.5812/asjsm.34874
https://doi.org/10.1016/s0277-9536(01)00034-x


 

 

130 

 

Kristeva, J. (1982). Powers of horror. New York, NY: Columbia University Press.  

Laqueur, T. (1990). Making sex: Body and gender from the Greeks to Freud. Cambridge, MA: 

Harvard University Press.  

Leder, D. (1984). Medicine and paradigms of embodiment. Journal of Medicine and Philosophy, 

9(1), 29-43. https://doi.org/10.1093/jmp/9.1.29 

Lee, J. (1994). Menarche and the (hetero)sexualization of the female body. Gender and Society 

8(3), 343–62. 

Lee, J. & Sasser-Coen, J. (2015). Blood stories: Menarche and the politics of the female body in 

contemporary U.S. society. London & New York: Routledge.  

Legro, R. S., Dodson, UnfeW. C., Kunselman, A-. R., Stetter, C. M., Kris-Etherton, P. M., 

Williams, N. I., Gnatuk, C. L., Estes, S. J., Allison, K. C., Sarwer, D. B., Diamond, M. P., 

Schlaff, W. D., Casson, P. R., Christman, G. M., Barnhart, K. T., Wright Bates, G., Usadi, R., 

Lucidi, S., Baker, V., … Dokras, A. (2016). Benefit of delayed fertility therapy with 

preconception weight loss over immediate therapy in obese women with PCOS. Journal of 

Clinical Endocrinology & Metabolism, 101(7), 2658–2666. https://doi.org/10.1210/jc.2016-

1659  

Lesnoy, S.K. (1928). ГИЕКОЛОГИЯ и АКУШЕРСТВО (Partial resection of the ovaries in 

oligomenorrhea and amenorrhea). Gynecology & Obstetrics, 2, 184-191. 

Hancock, K. W., & Levell, M. J. (1974). The use of oestrogen/progestogen preparations in the 

treatment of hirsutism in the female. BJOG: An International Journal of Obstetrics & 

Gynaecology, 81(10), 804–811. https://doi.org/10.1111/j.1471-0528.1974.tb00384.x  

Lillie, F.R. (1939). Biological introduction. In E. Allen (Ed.) Sex and internal secretions (2nd 

ed.). Baltimore, M.D.: Williams & Wilkins.  

Lim, S., Smith, C.A., Costello, M.F., MacMillan, F.,Moran, L., & Ee, C. (2019). Barriers and 

facilitators to weight management in overweight and obese women living in Australia with 

PCOS: A qualitative study. BMC Endocrine Disorders,19, https://doi.org/10.1186/s12902-

019-0434-8  

Lin, A. W., Dollahite, J. S., Sobal, J., & Lujan, M. E. (2018). Health-related knowledge, beliefs 

and self-efficacy in women with polycystic ovary syndrome. Human Reproduction, 33(1), 

91–100. https://doi.org/10.1093/humrep/dex351  

Lobo, R. A., Granger, L. R., Paul, W. L., Goebelmann, U., & Mishell, D. R. (1983). 

Psychological stress and increases in urinary norepinephrine metabolites, platelet serotonin, 

https://doi.org/10.1093/jmp/9.1.29
https://doi.org/10.1210/jc.2016-1659
https://doi.org/10.1210/jc.2016-1659
https://doi.org/10.1111/j.1471-0528.1974.tb00384.x
https://doi.org/10.1186/s12902-019-0434-8
https://doi.org/10.1186/s12902-019-0434-8
https://doi.org/10.1093/humrep/dex351


 

 

131 

 

and adrenal androgens in women with polycystic ovary syndrome.  American Journal of 

Obstetrics and Gynaecology, 145, 496–503. DOI: 10.1016/0002-9378(83)90324-1  

Lord, J.M., Flight, I.H.K., & Norman, R.J. (2003). Metformin in polycystic ovary syndrome: 

Systematic review and meta-analysis. The BMJ, 327(7421), 951-956. DOI: 

10.1136/bmj.327.7421.951  

Love, J. G., McKenzie, J. S., Nikokavoura, E. A., Broom, J., Rolland, C., & Johnston, K. L. 

(2016). The experiences of women with polycystic ovary syndrome on a very low-calorie 

diet. International Journal of Women's Health, 8, 299–310. 

https://doi.org/10.2147/IJWH.S100385 

Lujan, M. E., Chizen, D. R., & Pierson, R. A. (2008). Diagnostic criteria for polycystic ovary 

syndrome: pitfalls and controversies. Journal of Obstetrics and Gynaecology Canada, 30(8), 

671–679. https://doi.org/10.1016/S1701-2163(16)32915-2 

Lupton, D. (1993). Risk as moral danger: The social and political functions of risk discourse in 

public health. International Journal of Health Services, 23(3), 425–435. 

https://doi.org/10.2190/16AY-E2GC-DFLD-51X2  

Malson, H. M. (1997). Anorexic bodies and the discursive production of feminine excess. In J. 

Ussher (Ed.), Body talk: The material and discursive regulation of sexuality, madness and 

reproduction, (pp. 223–245). New York, NY: Routledge.  

Malson, H. & Ussher, J.M. (1996). Bloody women: A discourse analysis of amenorrhea as a 

symptom of anorexia nervosa. Feminism & Psychology, 6(4), 505-521. 

https://doi.org/10.1177/0959353596064003 

Manlove, H.A., Guillermo, C., & Gray, P. B. (2008). Do women with polycystic ovary syndrome 

(PCOS) report differences in sex-typed behavior as children and adolescents? Results of a 

pilot study. Annals of Human Biology, 35(6), 584–595. 

https://doi.org/10.1080/03014460802337067  

March, W. A., Moore, V. M., Willson, K. J., Phillips, D. I. W., Norman, R. J., & Davies, M. J. 

(2010). The prevalence of polycystic ovary syndrome in a community sample assessed under 

contrasting diagnostic criteria. Human Reproduction, 25(2), 544–551. 

https://doi.org/10.1093/humrep/dep399  

Martin, C. D., Johnson, E., Wechter, M.E., Leserman, J., & Zolnoun, D. A. (2011). 

Catastrophizing: A predictor of persistent pain in women with endometriosis at 1 year. 

Human Reproduction, 26(11), 3078–3084. doi: 10.1093/humrep/der292 

Mattingly, D., Mills, I. H., & Prunty, F. T. G. (1960). Treatment of simple hirsutism, including 

the hirsute type of Stein Leventhal syndrome. British Medical Journal, 1(5182), 1298–1300. 

https://doi.org/10.1136/bmj.1.5182.1298  

https://doi.org/10.1016/0002-9378(83)90324-1
https://doi.org/10.1136/bmj.327.7421.951
https://doi.org/10.2147/IJWH.S100385
https://doi.org/10.1016/S1701-2163(16)32915-2
https://doi.org/10.2190/16AY-E2GC-DFLD-51X2
https://doi.org/10.1177%2F0959353596064003
https://doi.org/10.1080/03014460802337067
https://doi.org/10.1093/humrep/dep399
https://dx.doi.org/10.1093%2Fhumrep%2Fder292
https://doi.org/10.1136/bmj.1.5182.1298


 

 

132 

 

McCabe, J.L. & Holmes, D. (2011). Reversing Kristeva’s first instance of abjection: The 

formation of self reconsidered. Nursing Inquiry, 18(1), 77-83. https://doi.org/10.1111/j.1440-

1800.2010.00499.x 

McClimans, L. (2010). Towards self-determination in quality of life research: A dialogic 

approach. Medicine, Health Care and Philosophy, 13, 67-76. DOI 10.1007/s11019-009-9195-

x  

McNaughton, D. (2013). "Diabesity” down under: Overweight and obesity as cultural signifiers 

for type 2 diabetes mellitus. Critical Public Health, 23(3), 274–88. 

https://doi.org/10.1080/09581596.2013  

Melchert, T. P. (2011). Foundations of professional psychology: The end of theoretical 

orientations and the emergence of the biopsychosocial approach. Waltham, MA: Elsevier. 

https://doi.org/10.1016/B978-0-12-385079-9.00006-0 

Meyer, A. E., & Zerssen, D. V. (1960). A psychological investigation of women with so-called 

idiopathic hirsutism. Journal of Psychosomatic Research,4, 206–235. 

Money, J., & Clopper, R. R. (1974). Psychosocial and psychosexual aspects of errors of pubertal 

onset and development. Human Biology, 46(1), 173–181. 

Moran, L., Gibson-Helm, M., Teede, H., & Deeks, A. (2010). Polycystic ovary syndrome: A 

biopsychosocial understanding in young women to improve knowledge and treatment options. 

Journal of Psychosomatic Obstetrics and Gynecology, 31(1), 24–31. 

https://doi.org/10.3109/01674820903477593  

Morell, C. (2000). Saying no: Women’s experiences with reproductive refusal. Feminism & 

Psychology, 10(3), 313-322. https://doi.org/10.1177/0959353500010003002 

Morotti, E., Persico, N., Battaglia, B., Fabbri, R., Meriggiola, M. C., Venturoli, S., & Battaglia, 

C. (2013). Body imaging and sexual behavior in lean women with polycystic ovary syndrome. 

Journal of Sexual Medicine, 10(11), 2752–2760. https://doi.org/10.1111/jsm.12284  

Naz, M., Tehrani, F. R., Majd, H. A., Ahmadi, F., Ozgoli, G., Fakari, F. R., & Ghasemi, V. 

(2019). The prevalence of polycystic ovary syndrome in adolescents: A systematic review and 

meta-analysis. International Journal of Reproductive Biomedicine (Yazd, Iran), 17(8), 533–

542. https://doi.org/10.18502/ijrm.v17i8.4818  

Neslter, J., Jakubowicz, D., Evans, W., & Pasquali, R. (1998). Effects of metformin on 

spontaneous and clomiphene-induced ovulation in the polycystic ovary syndrome. New 

England Journal of Medicine, 338, 1876-1880. 

Netter, A. P. (1961). The Stein-Leventhal syndrome. Proceedings of the Royal Society of 

Medicine, 1006–1010. 

https://doi.org/10.1111/j.1440-1800.2010.00499.x
https://doi.org/10.1111/j.1440-1800.2010.00499.x
https://doi.org/10.1080/09581596.2013
https://doi.org/10.1016/B978-0-12-385079-9.00006-0
https://doi.org/10.3109/01674820903477593
https://doi.org/10.1177%2F0959353500010003002
https://doi.org/10.1111/jsm.12284
https://doi.org/10.18502/ijrm.v17i8.4818


 

 

133 

 

Norman, R. J., Dewailly, D., Legro, R. S., & Hickey, T. E. (2007). Polycystic ovary syndrome. 

Lancet, 370(9588), 685–697. https://doi.org/10.1016/S0140-6736(07)61345-2  

Oliver, J.E. (2006). Fat politics: The real story behind America’s obesity epidemic. Oxford, UK: 

University Press.  

Oudshorn, N. (1994). Beyond the natural body: An archaeology of sex hormones. London, UK: 

Routledge.  

Palinkas, L.A., Horwitz, S.M., Green, C.A., Wisdom, J.P., Duan, N., & Hoagwood, K. (2016). 

Purposeful sampling for qualitative data collection and analysis in mixed method 

implementation research. Administration and Policy in Mental Health, 42(5), 533–544. 

https://doi.org/10.1007/s10488-013-0528-y  

Parker, I. (1992). Discourse dynamics: Critical analysis for social and individual psychology. 

London, UK: Routledge.  

ParticipACTION. (2020). About. https://www.participaction.com/en-ca/about  

Pasquali, R., & Casimirri, F. (1993). The impact of obesity on hyperandrogenism and polycystic 

ovary syndrome in premenopausal women. Clinical Endocrinology, 39, 1-16.  

Pasquali, R., Casimirri, F., & Vicennati, V. (1997). Weight control and its beneficial effect on 

fertility in women with obesity and polycystic ovary syndrome. Human Reproduction, 12 

(Suppl 1), 82–87. https://doi.org/10.1093/humrep/12.suppl_1.82  

Pastore, L. M., Patrie, J. T., Morris, W. L., Dalal, P., & Bray, M. J. (2011). Depression 

symptoms and body dissatisfaction association among polycystic ovary syndrome women. 

Journal of Psychosomatic Research, 71(4), 270–276. 

https://doi.org/10.1093/humrep/12.suppl_1.82 

Patel, J., & Rai, S. (2018). Polycystic ovarian syndrome (PCOS) awareness among young 

women of central India. International Journal of Reproduction, Contraception, Obstetrics and 

Gynecology, 7(10), 3960-3964. https://doi.org/10.18203/2320-1770.ijrcog20183853  

Perloff, F.T.G., Channick, B.J., Suplic, B., & Carrington, E.R. (1958). Clinical management of 

idiopathic hirsutism (adrenal virilism). Journal of the American Medical Association, 167(17), 

2041-2047. doi:10.1001/jama.1958.02990340001001        

Pfister, G., & Rømer, K. (2017). “It’s not very feminine to have a mustache”: Experiences of 

Danish women with polycystic ovary syndrome. Health Care for Women International, 38(2), 

167-186. DOI: 10.1080/07399332.2016.1236108  

Phillips, A. (2010). What’s wrong with essentialism? Distinktion: Scandinavian Journal of 

Social Theory, 11(1), 47-60, https://doi.org/10.1080/1600910X.2010.9672755 

https://doi.org/10.1016/S0140-6736(07)61345-2
https://doi.org/10.1007/s10488-013-0528-y
https://www.participaction.com/en-ca/about
https://doi.org/10.1093/humrep/12.suppl_1.82
https://doi.org/10.1093/humrep/12.suppl_1.82
https://doi.org/10.18203/2320-1770.ijrcog20183853
https://doi.org/10.1080/07399332.2016.1236108
https://doi.org/10.1080/1600910X.2010.9672755


 

 

134 

 

Ponse, K. (1954).  La function lutéale. Paris: Masson & Cie.  

Raboch, J., Kobilková, J., Raboch, J., & Stárka, L. (1985). Sexual life of women with the Stein-

Leventhal Syndrome.  Archives of Sexual Behavior, 14(3), 263–270. 

https://doi.org/10.1007/BF01542108  

Raj, S.G., Thompson, I.E., Berger, M.J., & Taymore, M.L. (1977). Clinical aspects of the 

polycystic ovary syndrome. Obstetrics & Gynecology, 49(5), 552-556.  

Rasgon, N.L., Rao, R.C., Hwang, S., Altshuler, L.L., Elman, S., Zuckerbrow-Miller, J., & 

Korenman, S.G. (2003). Depression in women with polycystic ovary syndrome: Clinical and 

biochemical correlates. Journal of Affective Disorders, 74(3), 299-304. DOI: 10.1016/s0165-

0327(02)00117-9  

Rellini, A.H., Stratton, N., Tonani, S., Santamaria, V., Brambilla, E., & Nappi, R.E. (2013). 

Differences in sexual desire between women with clinical versus biochemical signs of 

hyperandrogenism in polycystic ovarian women. Hormones and Behaviour, 63, 65-71. 

Rice, C. (2014). Becoming women: The embodied self in image culture. Toronto, ON: University 

of Toronto Press.  

Riestenberg, C., Jagasia, A., & Azziz, R. (2019). Pregnancy-related economic burden of 

polycystic ovary syndrome (PCOS). Fertility and Sterility, 112(3), p. e43. DOI: 

https://doi.org/10.1016/j.fertnstert.2019.07.242 

Reynolds E., & Macomber, D. (1924). Fertility and sterility in human marriages. Philadelphia, 

PA: W. B. Saunders & Co. 

Roberts, D. W. T., & Haines, M. (1960). Is there a Stein-Leventhal Syndrome? British Medical 

Journal, 1(5187), 1709–1711. https://doi.org/10.1136/bmj.1.5187.1709  

Rofey, D. L., Szigethy, E. M., Noll, R. B., Dahl, R. E., Lobst, E., & Arslanian, S. A. (2009). 

Cognitive-behavioral therapy for physical and emotional disturbances in adolescents with 

polycystic ovary syndrome: a pilot study. Journal of Pediatric Psychology, 34(2), 156–163. 

https://doi:10.1093/jpepsy/jsn057    

Rofey, D.L., Warren-Ulanch, J., Noll, R., Szigethy, E., Weisbrod, V., & Van Schaick, K. (2007). 

Reducing depressive symptoms in adolescents with polycystic ovary syndrome (PCOS). The 

North American Association for the Study of Obesity, Boston, MA. 

Salehifar, D., Lotfi, R., & Tehrani, F.R. (2015). The comparative study of depression in women 

with polycystic ovary syndrome and control group. Iranian Journal of Endocrinology and 

Metabolism, 18(3), 180-186. 

https://doi.org/10.1007/BF01542108
https://doi.org/10.1016/s0165-0327(02)00117-9
https://doi.org/10.1016/s0165-0327(02)00117-9
https://doi.org/10.1016/j.fertnstert.2019.07.242
https://doi.org/10.1136/bmj.1.5187.1709
https://doi:10.1093/jpepsy/jsn057


 

 

135 

 

Sam, S. (2007). Obesity and polycystic ovary syndrome. Obesity Management, 3(2), 69–73. 

https://doi:10.1089/obe.2007.0019  

Sandman, L. & Munthe, C. (2009). Shared decision-making, paternalism and patient choice. 

Health Care Analysis, 18(1), 60-84. DOI: 10.1007/s10728-008-0108-6 

Santora, E. (2019, August 12). Karl Freiherr von Rokitansky. The Embryo Project Encyclopedia. 

https://embryo.asu.edu/pages/karl-freiherr-von-rokitansky-1804-1878  

Sartre, J. (1958). Being and nothingness: An essay on phenomenological ontology. London, UK: 

Methuen. 

Sayer, A. (1997). Essentialism, social constructionism, and beyond. The Sociological Review, 

45(3), 453-487. https://doi.org/10.1111/1467-954X.00073 

Schattmann, L. & Sherwin, B.B. (2007). Testosterone levels and cognitive functioning in women 

with polycystic ovary syndrome and in healthy young women. Hormones and Behaviour, 

51(5), 587-596. https://doi.org/10.1016/j.yhbeh.2007.02.007 

Schiebinger, L. l. (2000). Introduction. In L.L. Schiebinger (Ed.), Feminism and the body (pp. 1-

21). Oxford, UK: Oxford University Press.  

Schwartz, H. (1986). Never satisfied: A cultural history of diets, fantasies and fat. New York, 

NY: Anchor Books.  

Schwartz, M., Gindoff, P. R., & Jewelewicz, R. (1987). Polycystic ovary syndrome: An enigma 

awaiting solution. Bulletin of the New York Academy of Medicine: Journal of Urban Health, 

63(2), 134–155. 

Shackleton, M. (2006). [Illustration of polycystic ovary] [Image] Naturopathic Doctor News & 

Review. https://ndnr.com/womens-health/pcos-a-leading-cause-of-infertility/  

Shildrick, M. (1994). Leaky bodies and boundaries. Feminism, postmodernism and (bio)ethics 

[Unpublished doctoral dissertation]. University of Warwick, England. 

https://doi.org/10.1136/bmj.315.7117.1243a  

Shildrick, M. (1997). Leaky bodies and boundaries: Feminism, postmodernism and (bio)ethics. 

London: Routledge.  

Shildrick, M. (2002). Embodying the monster: Encounters with the vulnerable self. London; 

Thousand Oaks, California: SAGE Publications. 

https://doi:10.1089/obe.2007.0019
https://www.researchgate.net/deref/http%3A%2F%2Fdx.doi.org%2F10.1007%2Fs10728-008-0108-6?_sg%5B0%5D=I1U6NGW7c6vwCJ89WB-nAL_W7UmXu_IiPwQ6ucxwJv71VlLXrQlIvjSzKsMgxlHW89L9EpeDGBSuoH4-gbOgQ6u4EA.kR5VYy1mtMKCyRsgeLDlSubxvv0iH30TxnkrqOuwsifKnyinfTswgbZl1fCHq0awieXz3j_-wXaxGRfrxcoXMw
https://embryo.asu.edu/pages/karl-freiherr-von-rokitansky-1804-1878
https://doi.org/10.1111/1467-954X.00073
https://psycnet.apa.org/doi/10.1016/j.yhbeh.2007.02.007
https://ndnr.com/womens-health/pcos-a-leading-cause-of-infertility/
https://doi.org/10.1136/bmj.315.7117.1243a


 

 

136 

 

Shildrick, M. (2012). Critical disability studies: Rethinking the conventions for the age of 

postmodernity. In N. Watson, A. Roulstone, & C. Thomas (Eds.), Routledge Handbook of 

Disability Studies (pp. 30-41). New York, NY: Routledge.  

Shildrick, M., & Price, J. (1996). Breaking the boundaries of the broken body. Body & Society, 

2(4), 93–113. 

Snell, K., Fabricius, A., Stroud, K., & O’Doherty, K. (In press). Investigating quality of life from 

the perspectives of older adults in local communities. Journal of Aging & Social Policy. 

Snyder, B.S. (2006). The lived experience of women diagnosed with polycystic ovary syndrome. 

Journal of Obstetric, Gynecologic, & Neonatal Nursing, 35(3), 385-392. DOI: 

10.1111/j.1552-6909.2006.00047.x  

Sondergaard, D.M. (2002). Poststructuralist approaches to empirical analysis. Qualitative Studies 

in Education, 15(20), 187-204. 

Stapinska-Syniec, A., Grabowska, K., Szpotanska-Sikorska, M., & Pietrzak, B. (2018). 

Depression, sexual satisfaction, and other psychological issues in women with polycystic 

ovary syndrome. Gynecological Endocrinology, 34(7), 597-600. DOI: 

10.1080/09513590.2018.1427713   

Stein, I.F. (1959). Hirsutism. British Medical Journal, 1, 301.  

Stein, I.F. (1964). Multiple pregnancy following ovarian wedge resection in the Stein-Leventhal 

syndrome. International Journal of Fertility, 9, 343-350. 

Stein, I. F., & Leventhal, M. L. (1935). Amenorrhea associated with bilateral polycystic ovaries. 

American Journal of Obstetrics and Gynecology, 29(2), 181–191. 

https://doi.org/10.1016/s0002-9378(15)30642-6  

Stone, A. (2004). Essentialism and anti-essentialism in feminist philosophy. Journal of Moral 

Philosophy, 1(2), 135-153. DOI: https://doi.org/10.1177/174046810400100202  

Stunkard, A.J., Faith, M.S., & Allison, K.C. (2003). Depression and obesity. Biological 

Psychiatry, 54(3), 330–7. DOI: 10.1016/s0006-3223(03)00608-5  

Tang, T., Glanville, J., Hayden, C. J., White, D., Barth, J. H., & Balen, A. H. (2006). Combined 

lifestyle modification and metformin in obese patients with polycystic ovary syndrome. A 

randomized, placebo-controlled, double-blind multicentre study. Human Reproduction, 21(1), 

80–89. https://doi.org/10.1093/humrep/dei311  

Teede, H. J., Joham, A. E., Paul, E., Moran, L. J., Loxton, D., Jolley, D., & Lombard, C. (2013). 

Longitudinal weight gain in women identified with polycystic ovary syndrome: Results of an 

https://doi.org/10.1111/j.1552-6909.2006.00047.x
https://doi.org/10.1080/09513590.2018.1427713
https://doi.org/10.1016/s0002-9378(15)30642-6
https://doi.org/10.1177/174046810400100202
https://doi.org/10.1016/s0006-3223(03)00608-5
https://doi.org/10.1093/humrep/dei311


 

 

137 

 

observational study in young women. Obesity, 21(8), 1526–1532. 

https://doi.org/10.1002/oby.20213  

Teede, H., Gibson-Helm, M., Norman, R. J., & Boyle, J. (2014). Polycystic ovary syndrome: 

Perceptions and attitudes of women and primary health care physicians on features of PCOS 

and renaming the syndrome. Journal of Clinical Endocrinology & Metabolism, 99(1), E107–

E111. https://doi.org/10.1210/jc.2013-2978  

Tehrani, F. R., Simbar, M., Tohidi, M., Hosseinpanah, F., & Azizi, F. (2011). The prevalence of 

polycystic ovary syndrome in a community sample of Iranian population: Iranian PCOS 

prevalence study. Reproductive Biology and Endocrinology, 9, 1–7. 

https://doi.org/10.1186/1477-7827-9-39  

The Rotterdam ESHRE/ASRM-Sponsored PCOS Consensus Workshop Group. (2004). Revised 

2003 consensus on diagnostic criteria and long-term health risks related to polycystic ovary 

syndrome. Fertility and Sterility, 81(1), 19-25. DOI: 10.1016/j.fertnstert.2003.10.004  

Thomson, R. L., Buckley, J. D., Lim, S. S., Noakes, M., Clifton, P. M., Norman, R. J., & 

Brinkworth, G. D. (2010). Lifestyle management improves quality of life and depression in 

overweight and obese women with polycystic ovary syndrome. Fertility and Sterility, 94(5), 

1812–1816. https://doi.org/10.1016/j.fertnstert.2009.11.001  

Thorpe, C., Arbeau, K. J., & Budlong, B. (2019). ‘I drew the parts of my body in proportion to 

how much PCOS ruined them’: Experiences of polycystic ovary syndrome through drawings. 

Health Psychology Open, 6(2). https://doi.org/10.1177/2055102919896238  

Thorpe, H. (2016). Athletic women’s experiences of amenorrhea: Biomedical technologies, 

somatic ethics and embodied subjectivities. Sociology of Sport Journal, 33(1), 1–13. 

https://doi.org/10.1123/ssj.2015-0030 

Tomlinson, J., Pinkney, J., Adams, L., Stenhouse, E., Bendall, A., Corrigan, O., & Letherby, G. 

(2017). The diagnosis and lived experience of polycystic ovary syndrome: A qualitative 

study. Journal of Advanced Nursing, 73(10), 2318–2326. https://doi.org/10.1111/jan.13300  

Tremblay, A., Doucet, E. (2000). Obesity: A disease or a biological adaptation? Obesity Reviews, 

1(1), 27–35. DOI: 10.1046/j.1467-789x.2000.00006.x  

Trent, M., Rich, M., Austin, S., & Gordon, C. (2002). Quality of life in adolescent girls with 

polycystic ovary syndrome. Archives of Pediatric Adolescent Medicine, 156, 556−560. 

doi:10.1001/archpedi.156.6.556    

Trent, M.E., Rich, M., Austin, S.B., & Gordon, C.M. (2003). Fertility concerns and sexual 

behavior in adolescent girls with polycystic ovary syndrome: Implications for quality of life. 

https://doi.org/10.1002/oby.20213
https://doi.org/10.1210/jc.2013-2978
https://doi.org/10.1186/1477-7827-9-39
https://doi.org/10.1016/j.fertnstert.2003.10.004
https://doi.org/10.1016/j.fertnstert.2009.11.001
https://doi.org/10.1177/2055102919896238
https://doi.org/10.1123/ssj.2015-0030
https://doi.org/10.1111/jan.13300
https://doi.org/10.1046/j.1467-789x.2000.00006.x


 

 

138 

 

Journal of Pediatric and Adolescent Gynecology, 16, 33–37. DOI: 10.1016/s1083-

3188(02)00205-x  

Tyler, I. (2009). Against abjection. Feminist Theory, 10(1), 77–98. 

https://doi.org/10.1177/1464700108100393  

Ulrich, M. & Weatherall, A. (2000). Motherhood and infertility: Viewing motherhood through 

the lens of infertility. Feminism & Psychology, 10(3), 323-336. 

https://doi.org/10.1177/0959353500010003003 

Ussher, J.M. (1989). The psychology of the female body. London, UK: Routledge.  

Ussher, J. M. (2006). Managing the monstrous feminine: Regulating the reproductive body. 

London and New York: Routledge.   

Vaccarino, O. (2019). Re-Conceptualizing ‘successful aging’ from older adults’ perspectives 

using public deliberation (Unpublished doctoral dissertation). University of Guelph, Canada. 

http://hdl.handle.net/10214/16005 

van der Wat, J. J. (1970). The ‘mutilated ovary’ syndrome. South African Medical Journal, 91, 

687–692. 

Velazquez, E. M., Mendoza, S., Hamer, T., Sosa, F., & Glueck, C. J. (1994). Metformin therapy 

in polycystic ovary syndrome reduces hyperinsulinemia, insulin resistance, 

hyperandrogenemia, and systolic blood pressure, while facilitating normal menses and 

pregnancy. Metabolism, 43(5), 647–654. https://doi.org/10.1016/0026-0495(94)90209-7  

Venturoli, S., Paradisi, R., Saviotti, E., Barnabe, S., Porcu, E., Fabbri, R., & Flamigni, C. (1983). 

Ultrasound study of ovarian morphology in women with polycystic ovary syndrome before 

and during treatment with oestrogen/progestogen preparation. Archives of Gynecology, 234, 

87–93. 

von Rokitansky, K.F. (1855). A manual of pathological anatomy. Philadelphia, PA: Blanchard & 

Lea.  

Wager, M. (2000). Childless by choice? Ambivalence and the female identity. Feminism & 

Psychology, 10(3), 389-395. https://doi.org/10.1177/0959353500010003010 

Walters, K. A., Gilchrist, R. B., Ledger, W. L., Teede, H. J., Handelsman, D. J., & Campbell, R. 

E. (2018). New perspectives on the pathogenesis of PCOS: Neuroendocrine origins. Trends in 

Endocrinology & Metabolism, 29(12), 841–852. https://doi.org/10.1016/j.tem.2018.08.005 

Warfield, C. I., & Sherer, M. G. (1965). Stein-Leventhal syndrome. Southern Medical Journal, 

58(3), 333–336. https://doi.org/10.1097/00007611-196503000-00017  

https://doi.org/10.1016/s1083-3188(02)00205-x
https://doi.org/10.1016/s1083-3188(02)00205-x
https://doi.org/10.1177/1464700108100393
https://doi.org/10.1177%2F0959353500010003003
http://hdl.handle.net/10214/16005
https://doi.org/10.1016/0026-0495(94)90209-7
https://doi.org/10.1177%2F0959353500010003010
https://doi.org/10.1016/j.tem.2018.08.005
https://doi.org/10.1097/00007611-196503000-00017


 

 

139 

 

Weedon, C. (1987). Feminist practice and poststructuralist theory, 2nd ed. Oxford, UK: Basil 

Blackwell.  

West, C., Zimmerman, D. H. (1987). Doing gender. Gender and Society, 1(2), 125–151. 

Woollett, A., & Boyle, M. (2000). Reproduction, women’s lives and subjectivities. Feminism & 

Psychology, 10(3), 307-311. 

World Health Organization. (1998). Obesity: Preventing and managing the global epidemic. 

https://www.who.int/nutrition/publications/obesity/WHO_TRS_894/en/  

World Health Organization. (2001). Mental health: New understanding, new hope. 

https://www.who.int/whr/2001/en/  

 Wright, C.E., Zborowski, J.V., Talbott, E.O., McHugh-Pemu, K., & Youk, A. (2004). Dietary 

intake, physical activity, and obesity in women with polycystic ovary syndrome. International 

Journal of Obesity and Related Metabolic Disorders, 28(8), 1026-1032. DOI: 

10.1038/sj.ijo.0802661   

Yen, S. S. C. (1991). Chronic anovulation caused by peripheral report. Journal of Clinical 

Psychiatry, 61, 173-178. Endocrine disorders. In S.S.C. Yen & R.B. Jaffe (Eds.), 

Reproductive endocrinology: Physiology, pathophysiology and clinical management (pp. 576-

630). Philadelphia, PA: W.B. Saunders. 

Yildiz, B. O., Knochenhauer, E. S., & Azziz, R. (2008). Impact of obesity on the risk for 

polycystic ovary syndrome. The Journal of Clinical Endocrinology & Metabolism, 93(1), 

162–168. https://doi.org/10.1210/jc.2007-1834 

Zondek, B. (1934). Mass excretion of oestrogenic hormone in the urine of the stallion. Nature, 

133, 209-210.  

 

https://www.who.int/nutrition/publications/obesity/WHO_TRS_894/en/
https://www.who.int/whr/2001/en/
https://doi.org/10.1038/sj.ijo.0802661
https://doi.org/10.1210/jc.2007-1834


 

 

140 

 

APPENDICES 

APPENDIX A: SEMI-STRUCTURED INTERVIEW GUIDE 

INTRO & DIAGNOSIS  

• How long have you had PCOS?  

• What first made you aware that you were dealing with something that needed to be 

checked out?  

• How old were you when you were diagnosed with PCOS?  

• Who diagnosed you? 

• What were the symptoms that bothered you then? What about now?  

o (are they the same or diff? how have symptoms changed over time?)   

o Do your symptoms distress you?  

• Was getting diagnosed important to you?  

• How did you feel about your diagnosis?  

▪ If negative - What do you wish your experience had been like?  

▪ If positive – What aspects were the most positive for you? Why?  

TREATMENT & MANAGEMENT   

• In general, what kinds of health care providers that you see? 

o What about for PCOS?  

o Do they help you with managing your symptoms? In what ways?  

o What kind of success have you had?  

o What about disappointments or frustrations with treatment?  

• What steps do you take to personally take to manage your PCOS symptoms?  

• Well, you’ve mentioned [i.e. HAIR] as an issue for you, how do you deal with that?    

• What do you spend money on for managing your PCOS?  

• Give me examples of how managing PCOS affects your everyday life.  

FEMININITY  

• Has PCOS ever stopped you from having the romantic life you want? In what way?  

• Since PCOS makes you feel unfeminine, do you enact other behaviours to offset that 

feeling?  

o Do they make you feel unattractive? Explain   

o Do those feelings fluctuate?  

  HEALTH  

• Since being diagnosed, has your behaviour changed to promote your own health?  

• What are the things that you worry most about re: your health and PCOS?  
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• What parts of your health do you feel that PCOS has most affected?  

• Has this challenged how you look at yourself re: health? 

EXPERIENCES 

• What is PCOS about for you? [Responds X] Tell me about that. 

• What do you think are the biggest hurdles (physically, emotionally, socially) of living 

with this condition?   

SUPPORT & INFORMATION PROVISION 

• What do you think other women should know about PCOS?  

• Is there something that you really wish you’d known at the time you were diagnosed or 

earlier?  

• What about support? Did you feel like you had support?  

o From whom?  

▪ If negative - What do you wish your experience had been like?  

• What strategies do you use to not let PCOS rule your life?  

• What do you wish doctors would understand better about the w PCOS?   
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APPENDIX B: UNIVERSITY OF GUELPH RESEARCH ETHICS 
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APPENDIX C: RECRUITMENT POSTER 
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APPENDIX D: RECRUITMENT IMAGE FOR ONLINE SHARING 

 

 

 

 

 


