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Chapter 1
Introduction

One might wonder what anthropologists or historians might think yearsiioam
if they happened upon the tabloids and gossip magazines that are published today.
Celebrity relationships and arrests aside, these articles freqtemibtyon celebrity
babies. Headlines promise pictures of new celebrity “bumps,” the new baitraoldil of
course, the celebrity herself; weeks after giving birth she haseetto her slim figure
and appears perfectly pulled together. Given the biological reality of pregaaddyirth,
and the numerous changes that come with new motherhood, these magazine stories seem
unrealistic. However, in a culture that values thinness in women, it is not asisgras
it may seem. At the same time, Western diets and an increasingly sediéeggyig
contribute to greater levels of obesity, creating a considerable gap beheadeal and
actual body types for women (Maine & Kelly, 2005).

Unfortunately, just as young women feel badly about their bodies when faced
with such impossible ideals, postpartum women might feel surprise and shame when they
cannot return to their pre-pregnancy shape and weight. For example, Fishbein and
Burgraff (1997) found that 63% of women reported “much concern” about returning to a
“normal” figure just two weeks after giving birth, while Hisner (1986) found 75&6 of
women were concerned with their ability to return to a normal figure at sixiont
postpartum. Even at one year postpartum, 39% of women were still dissatisfigdedrnt
weight. When a new mother feels negatively about her body, it can lead tgg$edlin
depression (Walker, 1997) and even to the development of an eating disorder (e.g. Stein

& Fairburn, 1996), which can in turn lead to eating pathology in her child (Pike & Rodin,



1991). However, despite the obvious potential impact of pregnancy and birth on maternal
body image and the subsequent consequences for children, little researgbldrasl ex
body image in new mothers.

Throughout adulthood, women gradually gain weight, approximately one to two
pounds a year (Kuczmarski, Flegal, Campbell & Johnson, 1994), which can add up to 10
to 20lbs over the course of a decade. However, the weight gain with pregnancy is much
more sudden. In addition, women may expect to lose any weight gained with pregnancy
quickly after childbirth, as they often attribute weight gain to the babg\sth rather
than to their own weight increase. Therefore, postpartum weight retention cam have
unique effect on body image because of its more sudden and surprising nature. Some
previous research has looked at the impact of biological factors such as wtagtion
and body shape change, on body satisfaction (i.e. Walker, 1998) and depression (Walke
1997). This research has found that women who retain more weight or have higher
postpartum body mass indexes (BMI's) do feel more dissatisfied with thegshodi
However, although biological changes, such as body mass, are bound to play a part in
postpartum body image, it seems that psychosocial factors, such as pliasumnaess
or internalization of the thin ideal, might be important as well, given theirmaating
disorders and body image in women in general. Approaching the transition to
motherhood from a biopsychosocial framework, as this study proposes to do, will better
inform psychologists on ways to intervene with new mothers both before and after the
birth of their new child, to help prevent eating and body image concerns.

The literature on eating disorders and body image has found two psychological

variables to be of particular importance. The first, internalizing the thin, ickdats to the



extent to which an individual accepts the “thin ideal” as an ideal way for hersetfid

A great deal of research has found that internalizing the thin ideal can predict bod
dissatisfaction in young women (e.g. Tylka & Subich, 2004). In addition, it has been
positively related to eating pathology (e.g. Stice, Schupack-Neubeha& $994), and
women diagnosed with an eating disorder show greater endorsement of the thin ideal
(e.g. Mintz & Betz, 1988).

However, the subjects of this previous research were undergraduate women, and
not postpartum women. It is unclear how these relationships will hold up in a different
population, as few studies have examined these variables in pregnant or postpartum
women. One qualitative study interviewed women about their feelings towandsdtig
during pregnancy. A common theme among all the women interviewed was viewing the
pregnancy as a “transgression” of the beauty ideals for women. They describe
themselves as “fat,” “frumpy,” and “unattractive,” but also said that bgiegnant
legitimized this transgression. In addition, they all felt concerned aboutireg to a
“normal” weight postpartum, as they felt that the transgression was no loruyesall
following birth (Johnson, Burrows & Williamson, 2004). While this study looked at
pregnant and not postpartum women, it suggests that pregnant women may continue to
hold their internal standards for beauty and worry about meeting them after &aving
child.

Another psychological risk factor for eating disorders in women is negattigct.
Some previous research has shown a relationship between negative affecbiaiedetis
eating (e.qg. Leon, Fulkerson, Perry & Cudeck, 1993) and that bulimics report ptarging

reduce negative affect (e.g. Schupak-Neuberg & Nemeroff, 1993). Incaxldiggative



affect has been shown to predict the onset of eating disorder behaviors in longitudinal
studies (e.g. Stice & Agras, 1998). While no literature could be found that examined
negative affect in postpartum women, a related study found that depressiorf and sel
esteem, (factors related to negative affect), correlated with postpBNurand weight

gain (Walker, 1997). In addition, there is evidence that serotonin levels impact
depression, anxiety and eating disorders (Brewerton & Steiger, 2004) and abatiser
levels also change during pregnancy (Glaser, Russell, De Villiers, Sefarsaljaard,
1990), suggesting that postpartum women may be at risk for negative affect and related
emotional disorders. Given the evidence for a strong relationship of negattiereand
body image, negative affectivity might be an important variable to includenodal| of
postpartum body image.

In addition to psychological predictors of eating pathology and negative body
image, there are social predictors as well. One social factor theebasupported by
numerous studies is pressure for thinness. According to theorists, pressure fos thinnes
from a variety of sources teaches women that they are evaluated on the leesrs of t
weight. This can then lead to feeling shame towards one’s body and negative body image
(Fredrickson & Roberts, 1997). Many are aware of the pressure put on women to be thin
by the media, but this pressure can also come from family and friends aslihal. A
these sources of pressure can contribute to eating disorder symptoms (Irvinglrii990)
addition, studies have shown that pressure for thinness directly predicts body
dissatisfaction beyond internalization of the thin ideal (Stice, Nemeroff & SI206).

In other words, regardless of whether a woman reports that the thin ideal isahéoride

her own body, external pressure for thinness can lead to negative feelinghextimndy.



Although a number of studies have shown that pressure for thinness is related to

body dissatisfaction, research has rarely examined this construct in postpentnen.

One qualitative study found that pregnant women experience pressure fosstnomne

the media and from their families (Johnson, et. al., 2004), yet no research has yet
examined pressure for thinness in postpartum women. However, given the importance of
pressure for thinness in eating disorders for women in general, pressurariesshivas
included as a variable in the current study.

The second social factor that might be important in postpartum body image is
social support. Studies have found that women with diagnosed eating disorders have less
adequate social support networks (e.g. Tiller, Sloane & Schmidt, 1997), that both famil
and friend support predict unigque variance in eating disorder symptoms (Hirsch, 1999),
and that social support is a significant part of models predicting body image and
disordered eating (e.g. Tylka & Subich, 2004).

Research has also found social support to correlate with positive outcomes in the
transition to motherhood, such as life and parenting satisfaction (Crinic, et. al.ab@83)
fewer depressive symptoms and lower stress (Paykel, Emms & F|et6B6). Only two
studies have explored the relationship of social support with postpartum bothctatis
(Walker, 1997; Jordan, et. al., 2005). However, given the results of these two studies and
the wealth of literature on the importance of social support to general postpartum
adjustment, social support is an important factor to explore in the context of postpartum
body image.

The transition to motherhood presents a woman with many new challenges, not

the least of which are the changes to her body. Previous research has showrethat thes



physical changes can lead to body dissatisfaction and depression in new ifnethers
Walker, 1998, 1997). In addition, the first year of new motherhood may represent the
most dramatic body change that most women have experienced in their lives &mdate
research has shown that first time mothers report greater body dissatisthan

mothers of an additional child (Strang & Sullivan, 1985). Thus, this study looked at body
satisfaction and depression for first time mothers during the first phstpgear. As
research has shown that biological factors relate to postpartum body intadgatesr,
Carter, Cohen & Brownell, 1999), this study included three biological varialésght
change, postpartum BMI and shape change. In addition, despite the importance of
psychological and social factors in body image for women in general (ékg. &y
Subich, 2004), and the importance of psychological and social variables in general
postpartum adjustment (e.g. Crinic, et. al. 1983 and Howell, et. al., 2006), littleckesea
has explored psychological or social variables in postpartum body imagestainie
mothers. Thus, this study used a biopsychosocial framework, and included two
psychological variables (internalization of the thin ideal and negative afiettvo

social variables (pressure for thinness and social support). The inclusion of lailoémgic
psychosocial variables in this study helped provide a more nuanced perspeittere of
transition to new motherhood and can help clinicians in making interventions with

postpartum women.



Chapter 2
Review of the Literature

The transition to motherhood involves significant changes in a woman'’s life,
perhaps none so public and rapid as the changes to her body as she grows with
pregnancy. While most people are aware of the physical changes of pgegnanyg
who have not undergone the transition themselves are less aware of the shanidterm
enduring changes in a woman'’s body. Given the culture of thinness-as-beauty that
pervades our society today, it seems that any changes to body weight or gjtdpe m
impact one’s sense of self esteem and well being. In fact, someckekaarshown that
as many as 7% of new mothers developed an Eating Disorder, Not Otherwise&peci
(EDNOS) after having their child (Stein & Fairburn, 1996), and that approxiyri2éb
of new mothers will develop postpartum depression, both of which can effect the health
of their child (CDC, 2000). Previous literature has explored the connection ofibadlog
changes such as weight gain and weight retention to body image in postpartum women
and most of them have found that these variables are related. However, vstydes
have considered the effect of psychological and social variables on postpartum'svome
body image. Given the role of psychological and social variables in body image for
adolescents and young adults (e.g. Tylka & Subich, 2004), these variables might be
important in the body image of postpartum women as well.

According to the biopsychosocial model, health involves ongoing adaptation to
biological, psychological and social challenges and developments that inewoitably
over the course of one’s life. Given the changes in all three of these domainsctira

for a new mother, the biopsychosocial model is a strong framework for examining



postpartum body image. Thus, this literature review will begin with a lgeeieral
overview of eating disorders and body image in adult women, and argue that postpartum
women are particularly at risk for body dissatisfaction as they expersrdden and
dramatic changes to their bodies. Because most studies have focused on the role of
biological changes in pregnancy, this literature review will themé@&the transition to
motherhood and the role of biological changes in body image for new mothers.
Following will be a brief review of the biopsychosocial model, its focus on psydabsoc
variables as well as biological variables, and its applicability to trseptastudy. Finally,

| will review the literature on two specific psychological factors (maézation of the

thin ideal and negative affect) and two specific social factors (pressuterfness and
social support) and argue for their inclusion as potential variables impactingrhostpa

women’s body image and psychological health.

Eating Disorders Across the Lifespan

Eating disorders are often thought of as a mental health disease, clzactie
compulsions around food, eating and occasionally exercise. These disordersecan hav
effect on the individual’s quality of life and mental health, but also have a number of
physical ramifications, including death, often due to either malnutrition or heart
problems. However, even in less severe cases, disordered eating behaviargeca
effects on the musculoskeletal, neurological, renal, endocrine, and cardiatssyste
(Silber, 2005).

A significant amount of research has examined the occurrence of and risk factors

for the development of eating disorders in adolescents and young adults. Spgcificall



much of this research has focused on college-aged women. Some studies have reported
that approximately 4-9% of college students suffer from a diagnosablg destomder
(Heisse-Biber, Marino & Watts-Roy, 1999), as many as 67% of undergraduagnwom

can be seen as suffering from some sort of disordered eating and negativadgealy i

(e.g. Mintz & Betz, 1988; Mintz, O’Halloran, Mullholand, & Schneider, 1997; Shisslak,
Crago & Estes, 1995).

However, part of the reason for the focus on college-aged women might be
convenience samples, as additional research has shown that eating disorders and body
image concerns do occur in women throughout the lifespan. Hay (1998) completed a
community sample of 3001 adults in Australia, with a mean age of 35. She found that
approximately 6% reported some type of disordered eating, including bingeing, purging
or severe restricting. Mangweth-Matzek et. al. (2006) completed a commamipyesof
1000 women between 60 and 70 years of age, finding that 80% reported controlling their
weight in some way, 60% reported body dissatisfaction, and 4% met the catexia f
diagnosable eating disorder. Finally, multiple studies have found that teeve ar
differences in eating disorders (Hsu & Zimmer, 1988) or body dissdisigdVebster &
Tiggeman, 2003) between younger, middle aged and older adults.

Thus, eating disorders and body dissatisfaction are a life long problem. More
specifically, some research has suggested that the sudden weight gain acllangeg
that come with pregnancy and birth can trigger eating disorders, both in women who had
previously been diagnosed, and in women who had not struggled with eating before
pregnancy (Stein & Fairburn, 1996). In addition, evidence suggests that theeisks ar

higher in first time mothers (Strang & Sullivan, 1985).



Biological Factors and Body Image in New Mothers

The Institute of Medicine (1990) recommends that women gain between 11 and
16 kilograms (24-35 Ibs) during pregnancy. On average, 3.5 kilograms (appryiimhat
Ibs) of this is fat, the majority of which is deposited on the torso (Sohlstrom & Forsum,
1995), which can also result in changes to a woman’s shape. However, the range of
weight change that women actually experience postpartum is mudérgoze study
reported a range of 28 kilograms (~62 Ibs), with one woman weighing 5 kilograms (~ 11
Ibs) less 4 weeks postpartum than she had prior to pregnancy and another woman
weighing 23 kilograms (~51 Ibs) more four-weeks postpartum. On average, women in
this study weighed 4.88 kilograms (~10 lbs) more four-weeks postpartum thatihey
before pregnancy (Jenkin & Tiggeman, 1997). Thus, women might experience significa
biological changes during pregnancy, such as weight gain and changes in begy shap
that remain after giving birth. In addition, these changes occur much more guithéenl|
the more typical, gradual weight gain that the average woman faces with age
(Kuczmarski, et. al., 1994). A number of descriptive studies have shown that these
changes in weight and shape concern new mothers immediately afterlyim and
throughout the fist year of parenthood. For example, in a survey of postpartum women’s
potential concerns/stressors, Hisner (1986) found that 75% of women were concerned
with their weight and 70% were concerned with their ability to return to thenqurs
figure at six months postpartum. Even at one year postpartum, 39% of women were still
dissatisfied with their weight.

Some research suggests that this concern with weight begins almost itaetpedia

after giving birth. Fishbein and Burgraff (1997) surveyed 100 women who had been

10



recently discharged after the healthy birth of their first child. Woroempteted a

maternal concerns questionnaire at two and four weeks postpartum, which asked them
about their degree of concern about a range of psychological and physicaldsesh i

The authors found that 63% of women reported “much concern” about returning to a
“normal” figure two weeks after giving birth.

Thus, researchers know that postpartum women report feeling dissatishied wit
their bodies; however, some questioned whether this body dissatisfaction actually
represented a decrease from prepregnancy, or pregnancy levels, orsftaptgd
negative feelings that women had had since before pregnancy. The availadtehresn
this question suggests that body image does decrease postpartum. For exam@adSt
Fairburn (1996) completed a longitudinal assessment of 100 first-time mothers. They
interviewed each participant during early pregnancy (approximatelyegksy, late
pregnancy (approximately 32 weeks), three months postpartum, and six months
postpartum, and included retrospective questions regarding the participant’s pre-
pregnancy body image. Using the Eating Disorder Examination, which includegea ra
of behavioral and attitudinal questions about participants’ eating and body image, the
authors found that global eating disorder scores were significantly higiheeaand six
months postpartum than during pregnancy or prepregnancy (with a large effedhsize
addition, when looking at specific subscales, the authors found that concern about shape
was significantly higher at three months postpartum than preconception, cdnogin a
eating was significantly higher at three and six months postpartum than during
pregnancy, and concern about weight was significantly higher at three mon{res foost

than during pregnancy and was significantly higher at six months postpartuat tha

11



three months. In addition, seven of the 97 women in their study developed Eating
Disorders, Not Otherwise Specified (EDNOS) postpartum.

Once research determined that body satisfaction does seem to decrease
postpartum, some began to explore how the biological changes associated with pregnancy
and birth related to this decline. In one such survey of 90 women during pregnanty and a
four months postpartum, Baker, Carter, Cohen and Brownell (1999) supported Stein and
Fairburn’s (1996) finding of a significant decrease in body satisfabitween
pregnancy and four months postpartum, with a large effect size. In additiofguinely
that postpartum body satisfaction was correlated with postpartum BMI, withlatem
medium effect size.

Walker (1998) also reported a relationship of postpartum body image and weight.
She analyzed 227 postpartum women’s written responses to the question: “How do you
feel about your weight at this time?” She found that women predominantly fetineto
of four categories: Satisfied (21%), satisfied but wanting to lose more (p2¥6eived
overweight with mild dissatisfaction (40%), and weight related distres} &%

ANOVA comparing postpartum BMI across the four groups was significant with a
medium effect. Thus, it does seem that actual BMI and weight do contribute to women'’s
body dissatisfaction postpartum.

However, despite the strong evidence for the role of biological changes in
postpartum body satisfaction, it seems that other variables might help explaionadidi
variance. A small number of qualitative and descriptive studies have suggested that a ne
mother’s relationship with her body is far more complicated than the purely lo@logi

changes (e.g. Johnson, et. al. 2004), implying that psychological and social faicfiot

12



play an important role as well. For example, women in one study reported egerie
pressure for thinness and internalization of the thin ideal (Johnson, et. al. 2004). Thus,
one way to expand an understanding of postpartum body image is to approach the
guestion from a biopsychosocial framework, which considers psychological and socia
factors in addition to biological factors, such as weight retention and BMI, when

examining health-related outcomes.

A Biopsychosocial Model of Body Image

For many years in the history of Western psychology and philosophy, the mind
and body have been viewed as separate entities. The biomedical model reflexpbt
emphasizing biological, genetic and medical factors as responsible foiotbgyeand
maintenance of disease, and for distress associated with medical andlploysierns.
However, recent research has demonstrated that the mind and body affect gaendthe
that biological, psychological and social variables all interact with one ar{étbBman
& Driscoll, 2000).

Engel (1977) was the first to present a coherent and systematic model ofdmow ea
of these factors contributes to disease. He suggests that biological, psychalogical
social factors operate in a hierarchical system. Each component operatesdeddpe
but also can affect the whole person by maintaining or causing disease. Howgets E
model, while innovative in its inclusion of psychological and social factors, istinmt
its conception of health as the absence of disease, and in its hierarchical view of

biological, psychological and social contributors to disease.

13



More recently, Hoffman and Driscoll (2000) built on and expanded Engel’s
model. While Engel saw health as the absence of disease, Hoffman and Prigooadle
a model in which health is a continuum that involves not just physical health, but also
considers how physical health interfaces with psychological and emotiehdleing. In
addition, they use the term “health status” rather than “disease” to emplhasize t
continuum of health. Thus, Hoffman and Driscoll’'s model is more reflective of
counseling psychology’s focus on strengths and positive outcomes. In addition to the
differing definition of health and illness, Hoffman and Driscoll suggest that the
contributors to health status are organized in concentric circles, rather tinéerénehy
suggested by Engel, with the closer-in circles representing variatdesvhbich the
individual has more control. Health status is in the center of their model. Thayexis|
the psychosocial contributors, which include psychological, social and behavoboas fa
These factors are often the most amenable to change. The next laydriastiogl
contributors; these factors have a biological basis but are also sociallsjuctatstsuch
as gender. The outmost circle is the biomedical (or biological) contributors afdey
often viewed as fixed, or difficult to modify. For a visual depiction of this model, and the
variables relevant to the current study, see Figure 1. Thus, the three ¢actaffect
health and adjustment directly or indirectly with the other factors. Heattls ssathen an
ongoing dynamic process that requires adaptation to challenges in multiplestoma
physical conditions can lead to psychological outcomes and psychologicalltds can

have physiological ramifications.
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Figure 1: The Biopsychosocial Model

Biomedical Contributors
(Weight change, Postpartum BMI,
Shape change)

v

Biosocial Contributors

\ \ Psychosocial Contributors
(Internalization of the thin ideal,
Negative affect, Pressure for thinness,
Social support)

v

Health Status
(Body satisfaction, Disordered eating)

Research has provided evidence for these processes in recent yeatantpbe,e
as lack of exercise can be a contributing factor for heart disease, smaehers have
begun to develop community-based psychological interventions to increasty siels
(Wyatt, et. al. 2004). In addition, a substantial amount of research has demonstrated the
powerful effects of social support on health and illness (e.g. Cobb, 1976).

Given the clear biological impact of pregnancy and birth on the body, it is
understandable that researchers would chose to focus on how biological factbrs affe
postpartum body image. However, the biopsychosocial model would suggest that
biomedical and psychosocial factors will also play a significant rolgefsler, a
biosocial contributor, is inherently a part of pregnancy and birth, this study will émcus
exploring new psychosocial contributors. Fortunately, while there is a paficggearch
on the psychological and social variables contributing to body image for postpartum

women, there is an abundance of literature on the contributions of psychological and

15



social variables to body image in adolescent and young adult women. In other words, the
research on body image in young women incorporates physical, psychologicalciahd s
aspects in understanding the construct. The role of biomedical factors, €idh, as

weight change and shape change in postpartum women’s body image, have bgen clearl
demonstrated as discussed in the previous section. Thus, the following section will
review some of the strongly supported psychological and social contributors to body

image in women and discuss their potential applicability to postpartum women.

Psychological Factors

Body image disturbance is an inherently psychological phenomenon, and is a
significant predictor of eating disorder behaviors (e.g. Tylka & Subich, 2004)e \Aty
number of psychological factors may contribute to negative body image, rdeempts
to create a model of eating disorders have found very strong support for two particula
variables: internalization of the thin ideal and negative affect.

Internalization of the Thin IdeaEvery culture has standards of beauty, and in
today’s Western culture, those standards involve an ideal of thinness. Intgroilof
the thin ideal refers to the extent to which an individual believes this ideal aseaanabl
necessary way that she, herself, should look (Thompson, et. al., 1999). Thus,
internalization is different from awareness; one can be aware of the taimvitieout
internalizing, or cognitively adopting, the thin ideal. Unfortunately, the idehffisult,
if not impossible to attain. Thus, women who hold themselves up to this thin standard are
left feeling disappointed with themselves and with their bodies when they do nateachie

it.
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A great deal of research has found that internalizing the thin ideal can jetiict
body dissatisfaction and eating pathology in young women. For example, Mintztnd B
(1988) found that greater degree of disturbed eating was associated with grekgecy
to endorse sociocultural beliefs regarding the desirability of female tlsinmassample
of 682 undergraduate women. Unfortunately, this study uses a convenience sample of
undergraduate, introduction to psychology students and cannot generalize to all women
Yet, there is no evidence that eating disorders disappear after college.

More recent research has been able to demonstrate that internalization of the thi
ideal is a risk factor for eating pathology, and not just a consequence. Stice aad Agr
(1998) surveyed 218 high school females in their community over a nine-month period.
Using two measures of bulimia, the authors grouped participants into four tiagctor
Those who denied bulimic symptoms at time one and time two, those who endorsed
bulimic symptoms at time one and time two, those who denied symptoms at time one but
endorsed them at time two and those who endorsed them at time one but denied them at
time two. They found that internalization of the thin ideal at time one predicted tre onse
of bulimic symptoms at time two and that lower internalization of the thin idealcpeddi
the cessation of bulimic symptoms, although this latter relationship wasweater
similar studies have also shown that internalization of the thin ideal also predicts
increases in dieting behavior (Stice, Mazotti, Krebs & Martin, 1998) and body
dissatisfaction (Stice, 2001).

Thus, previous research has demonstrated that internalization of the thin ideal is
an important predictor of eating disorders and of body dissatisfaction. However

subjects of this previous research were adolescents and young adults, notymstpart
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women. It is unclear how these relationships will hold up in a different population. One
guantitative study has implications for the importance of the thin ideal for tleeserw
Using a phenomenological paradigm, Johnson, Burrows and Williamson (2004)
interviewed six women about their feelings towards their bodies during pregmancy
addition to discussing the dynamic nature of their relationship with their bodiesyas
went through the changes of pregnancy, they also all spoke of pregnancy as a
transgression of their beauty ideals for women. They described themselfat”
“frumpy,” and “unattractive,” but also said that being pregnant legitimized thi
transgression. During early pregnancy, the majority of the women refligetethey
were worried about people thinking they were fat and not pregnant. Some added that they
were happy when their stomachs grew large enough that their pregnanaiyweas;
they felt it gave them permission to deviate from the norm. In addition, theytall fe
concerned about returning to a “normal” weight postpartum, as they felt that the
transgression was no longer allowed following birth. While this study lookee gt gmt
and not postpartum women, it suggested that pregnant women continued to hold their
internal standards for beauty and worry about meeting them after havinghitterc
Pregnancy seemed to “allow” them to deviate from those internalized standsithey
and society expected them to gain weight and change shape, but the women continued to
acknowledge the existence of the thin ideal and suggested that they hold thetoselves
after giving birth.
Overall, there is overwhelming evidence for the importance of internalization of
the thin ideal in body image for women in general. While research on this vdraable

tended to use convenience samples such as college women, and no research hgs explicitl
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examined internalization of the thin ideal in postpartum women, the one related
gualitative study suggests that women do have internalized thin body ideals impyegna

Negative AffectThe other psychological variable of importance to body image for
women is negative affect. Negative affectivity can be viewed as a staddt gariable
that describes the extent to which an individual experiences a range of negait@ns.
Someone who is high in negative affectivity experiences a great deal oftsngbjec
distress and aversive moods, such as anger, guilt or fear. In contrast, a person low in
negative affect experiences calmness and serenity. When viewed ashateateristic,
negative affectivity has been shown to relate to low self-esteem, neurdiWiztson,

Suls & Haig, 2002), depression, anxiety and poor coping skills (Costa & McCrae, 1992).
Given these relationships, it seems possible that negative affect shoulelas to poor
body image and disordered eating behaviors. In fact, many clinical thebaatng

disorders suggest that restricting serves as a way to control negégotenddile bingeing

and purging serve as ways to comfort and decrease negative affect (e.grtbled&the
Baumeister, 1991).

Previous research has shown support for the association of disordered eating and
negative affect. Leon, Fulkerson, Perry, and Cudeck (1993) completed a cross-sectional
survey of 937 adolescent females, asking them about their eating behaviorguebatt
and their personality, including negative emotionality. The authors used two eating
disorder questionnaires (one designed for the purposes of their study, and the other a
previously validated measure) to divide the students into three groups, represesiting
risk for an eating disorder (high, moderate or minimal). They found that an ANOVA of

negative emotionality across groups was significant. In addition, in follow ugssegns
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they found that the strongest predictor variables for risk were body dissatisfa
negative emotionality, and lack of interoceptive awareness.

In addition to research showing an association of body image and negative affect
some research has shown a more detailed connection of eating disordered betavior a
negative affect. Schupak-Neuberg and Nemeroff (1993) surveyed a small g8r}i¢
of female undergraduates who met the criteria for Bulimia and found thaejhayed
using purging as a way to regulate negative affect. However, in addition to ugng a v
small convenience sample, this study relied on self-report and required aafeggle
insight regarding participants’ emotions and motivations.

An experimental study also showed an association between negative affect and
eating disordered behaviors. Cools, Schotte and McNally (1992) recruited 91
undergraduate women who represented a range of scores on an eatinmg sesiii
They then had them watch one of three movies (a travelogue, a comedy or a hoyror film
to induce neutral, positive or negative affect. All participants completed difike Fxf
Mood States to ensure that the mood induction worked. While watching the movie,
participants were offered a bowl! of popcorn and were told they could eat as much or as
little as they would like, as long as they ate something. For participaihis metitral
mood state, food intake decreased with increasing levels of restraivre(satif of food
restraint and dieting). However, for participants in the negative and positive mood
induction states, food intake increased with increasing levels of restrainhiseéfect
was largest for participants who viewed the horror film. Both of these studjgest that

negative affect might be related directly to the experience of bingeipgrging for
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restrained eaters and bulimic clients. However, both studies focus on the itemedia
instance of these behaviors and view negative affect as a state variable.

In the previously described study of high school aged women, Stice and Agras
(1998) demonstrated evidence for trait negative affectivity as a risk facteating
disordered behaviors as well. Trait negative affectivity at time onegpeeldihe onset of
binge eating and compensatory behaviors at time two. However, unlike irgatioaliof
the thin ideal, lower negative affectivity scores at time one did not predictdbation of
eating disorder behaviors at time two.

More recent studies have also looked at trait negative affectivity in the tohtex
a predictive model of eating disorders; however, there is some debate abautnwher
model negative affectivity falls, and over how to best measure it. Tylka anchSubic
(2004) developed a model of eating disorder symptomatology in college women using
semantic equation modeling. To create their latent construct of negativevdifetiiey
used the odd items from a measure of neuroticism (the NEO-FFI; Costa &&)cCr
1992), the even items from the same measure, and a measure of self esteethebksing
measures, they found a significant path from negative affect to body imagéatistor
(measured by instruments addressing body dissatisfaction). The authors did not
hypothesize a direct path from negative affect to eating disorder behavsestially,
their model suggests that negative affectivity impacts body dissatisfantichat its
effect on eating disorder behaviors is actually mediated by body diasatiafand poor
interoceptive awareness. These findings are in direct contrast to tlee éeslcribed
study (Schupak-Neuberg & Nemeroff, 1993), which showed that bulimic women were

aware that purging serves as a negative affect regulatory mechanispo$3itde reason
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for this contrast is the use of neuroticism and self esteem to define nedtgoteWhile
negative affect is certainly related to neuroticism and low self esteeraonstructs are
not the same. When developing a model of eating disorders, correct naming of the
constructs involved can be very important.
A similar problem occurred in Stice, Nemeroff and Shaw’s (1996) model of
eating disorders, in which negative affect played a different role. Stiak atso
surveyed college women and used semantic equation modeling to create their model of
eating disorders. However, to create the latent construct of negativie tféeguthors
used measures of depression, anxiety and guilt. Using these measures, ted@utbor
support for a path from body dissatisfaction to negative affect and from nedtdnted@
bulimic symptomatology. In contrast to Tylka and Subich’s (2004) findings thativeegat
affect leads to body dissatisfaction but not eating disorder symptoms, thissgghsts
that body dissatisfaction is what creates negative affect. Thus, tlzegeasl deal of
contradiction over where negative affect falls in a model of eating dispvdaih might
in part be due to differences in measurement of the construct. Based on thess, finding
seems that negative affectivity is an important variable to considersksfaator for
both eating disorder symptoms and poor body image, but that its exact role is unclear.
In addition, it is unclear what the role of negative affect will be in theqodeti
population of the current study, new mothers. One study suggests that somesvariable
related to negative affect are related to postpartum BMI. Walker (1997 )yedrid9
women one year after giving birth. In addition to asking about their current BMhaind t
weight gain during pregnancy, she also included a measure of depression, and asked

about their change in self-esteem around their weight. She found that postpartum BMI
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correlated with depression with a small effect size, and that postpartum geight
correlated with depression with a medium effect size. In addition, those witadedr
self-esteem had significantly higher postpartum BMIs and postparturhtvggon than
those who reported their self-esteem as unaffected.

Unfortunately, there was a major flaw in this study. In measuringstém, the
author asked “How has your weight affected how you feel about yourself abte®s' t
Thus, her measure of self esteem was confounded with weight, and was attgalyo
a measure of body dissatisfaction. Her results essentially demorisatafieeling badly
about yourself because of your weight is related to having a higher Biviétheless, the
study does have implications for the role of variables related to negatee iaff
postpartum body image.

Looking at the neuropsychology literature, one can find additional evidence that
suggests that negative affect might be a risk factor for negative body impggtpartum
women. In as study of hormonal changes in pregnant rats, Glasser, et. al. ¢L8€0) f
that serotonin levels, a neurotransmitter that can effect mood, were lowegmamrand
in four-day postpartum rats than in non-pregnant female rats. In addition,
neuropsychologists have found that serotonin levels can impact depression and anxiety as
well as eating disorders (Brewerton & Steiger, 2004).

Overall, there seems to be strong evidence that negative affectivitgksfactor
for the development of an eating disorder for adolescent and young adult women,
although there is some debate as to where negative affectivity fits in variousmodel
Unfortunately, there is very limited research on the importance of negdgce faf

eating disorders in postpartum women. However, given the evidence for a strong
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relationship of negative affect and body image in women in general, the evidence
suggesting a relationship of depression to body image concerns in postpartum women,
and the evidence suggesting biological changes related to negativehaifexdur

during the pregnancy and postpartum periods, negative affectivity is an important

variable to explore in a model of postpartum body image.

Social Factors

In addition to the psychological factors of negative affect and internakhzati
the thin ideal, social factors are of particular importance in eating discaddrbody
image disturbance, and should be examined in new mothers. In a general way, social
factors, such as social support networks, may change as a new mother assuraklesne
and identities. In addition, one’s culture dictates the beauty ideals to which one
compared, even for postpartum women. Even if individuals do not themselves internalize
the ideal or if they understand the ideal to be unrealistic, they still feealttieat will
judge them by these standards (e.g. Milkie, 1999). Two particular sociakfédtabhave
been shown to be important in young women’s body image are pressure for thinness and
social support.

Pressure for Thinneséccording to objectification theory, women learn to view
themselves from an outsider’s perspective, and see their bodies as objects. This
perspective of oneself can lead to body monitoring and body shame, especiallgnghe
does not meet society’s expectation for what a woman “should” look like. Esseriially
cultural value of thinness teaches women that they are evaluated on the basis of the

weight, creating a feeling of pressure for thinness. This can then lead hg f&eime
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towards one’s body and negative body image (Fredrickson & Roberts, 1997). This
process can be relatively overt; for example, in an experimental study ongraciges,
one study showed that attractive people were more likely to be hired than uivattract
people (Cash, Gillen & Burns, 1977). It can also be somewhat more covert, such as
exposure to thin models and actors in television, movies and advertisements.

The media is perhaps the most obvious source of pressure for thinness for women.
Adult women and young girls are exposed to fashion models, beauty pageants, and
celebrities, the majority of who are thin and considered beautiful. A grabbfdesearch
has demonstrated a connection of this pressure and eating disorder symptoms. For
example, Irving (1990) examined the impact of viewing various models on young
women’s self evaluations. Using a sample of 162 undergraduate women who regresent
a range of self-reported bulimic symptoms, she measured self-esteemdral after
exposure to thin, average or plus-size models. She found that regardless of level of
bulimic symptoms, women exposed to the thin models reported lower self esteem. In
addition, she found that women reporting high levels of bulimic symptoms reported a
greater amount of pressure to be thin from the media.

However, pressure for thinness can also come from family, friends, and
significant others. For example, Irving (1990) also found that women with greater
bulimic symptoms reported greater pressure for thinness from familyianddr In
addition, in a study examining the etiology and course on bulimia in 275 adult females,
the authors found that 85% of the subjects reported that they started binge eaim@ du
period of voluntary dieting, but that they had perceived pressure to lose weight from

family and friends in association with that dieting episode. Both of these studies lboked a
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perceived pressure to be thin as a self report variable from the women themselve
However, looking at actual pressure to be thin from a family member od$fie
perspective might also help inform the literature.

Pike and Rodin (1991) were able to complete such a study when they looked at
mothers of bulimic adolescent women. Researchers began by sampling a group of 350
high school females and administering the Eating Disorder Inventory (EieG
Olmstead & Polivy, 1983). These results were used to group the women into disordered
eaters (those who scored above th& gércentile) and a comparison group. Mothers of
these women were then recruited (77 participated) without knowing the reasonrfor the
solicitation; they answered questions regarding their family systemptke weight and
body image, and were asked to rate their daughter’s height and weight. laraddédy
were asked to suggest an ideal weight for their daughter and rate thyiteatasu
attractiveness. Researchers found that the mothers of the disordered eafingcgred
significantly higher on all five subscales of the EDI than the mothers of theaczon
group, although they did not differ in terms of the amount of weight they themselves
wanted to lose. Additionally, the mothers of the bulimic group wanted their dautghters
lose significantly more weight than the mothers of the control group. This diféerenc
remained significant even after controlling for the daughters’ curreighiv Finally,
while the two groups of mothers did not differ in their ratings of their own avteaetss,
they did differ on ratings of their daughters’ attractiveness. Mothers ofg¢beddred
eaters were more likely to rate their daughter as less attrduinghte daughter had rated
herself. While this study does not follow up with the daughters to determine if they

perceived their mothers’ opinions on their weight, it does suggest that pressure for
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thinness is not “all in the heads” of women who suffer with body image; unfortynatel
the pressure is very real.

Pressure for thinness can also come in the form of teasing from peers. ©hpmps
Coovert, Richards, Johnson, and Cattarin (1995) looked at weight-related teasing in
adolescent girls. Surveys were given to 210 adolescent females (ages 16idb), w
included questions regarding the frequency with which they were teased about their
weight and appearance and the effects of that teasing, as well as mehbatdsimage
and eating disorder behaviors. At time one, the authors found that teasing history wa
related to eating disturbance and to body image using covariance structurengnodeli
Researchers followed up with these women 3 years later. At that time, only th21 of
original 210 girls were still enrolled in the school district from which the sanpk
drawn. These girls once again filled out the same measures and resdaroitthat
teasing at time one was significantly associated with weight and appear
dissatisfaction at time two. Stice and Agras (1998) also found longitudinal siqpibie
impact of pressure for thinness on the onset of binge eating and compensatoryrbehavi
in their previously described study of female adolescents.

Once again, however, there has not been significant research addressing how this
construct, pressure for thinness, might impact postpartum women. Two studies of body
image in pregnant women do suggest that pressures for thinness may play a role. Sumner
Walker, Killick and Elstein (1993) recruited ten pregnant and ten non-pregnant women t
participate in a study looking at the impact of media on body image distortion. All of the
women were tested twice: the pregnant women at 16 and 32 weeks and the non-pregnant

women at an equivalent interval. At each test point, the women viewed photos of models
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from contemporary fashion magazines or neutral photographs (of home décor) and then
rated their overall body size as well as their body width at three points, (claéest and

hips). At time one, there were no differences on ratings of body size between the
pregnant and non-pregnant group when viewing the photographs of models. However, at
time two, the pregnant women rated their own body size as significantly thagethe
non-pregnant women and than their ratings at time one. These differences onigdccur
for the whole body ratings and not for the individual ratings of chest, waist and hips,
suggesting that the pregnant women were not rating themselves as largethduleaby
alone, as the most drastic actual change for the pregnant women was wa@stand

larger hips. This study suggests that pregnant women continue to experiengeeioess

be thin and are aware of their deviation from the ideal.

In addition, in the previously described qualitative study of pregnant women,
Johnson et al. (2004) found that women talked about pressure for thinness from the media
as well as from their husbands, and about the expectation that they return to their
prepregnancy figure immediately. For example, one woman indicated thabsfetw
about embarrassing her husband at social functions for his office, as she wouldgoe “a
fat cow” (p370). Another woman said “she recognized the pressure to ‘get back to
normal’ after pregnancy from media images of women such as ‘Posh Spice,” who had
returned to a ‘virtually anorexic’ shape after the birth of her first chp@870). These
reports also imply that there is a continuing pressure for thinness duringemnd af
pregnancy.

In recent years, there has been a new focus on the transition to parenthood in the

popular media, with increasing attention to celebrities’ “bumps” and their dnahee
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return to their prepregnancy weight and shape. In addition, in a focus group run while
developing the current study, new mothers indicated feeling pressure for shirames

others. They added that with pregnancy, and even after giving birth, peopleofeédll

to comment constantly on their bodies. These reports suggest that pressure fss thinne
might not only be important for new mothers, but might even take a more overt form, in
that others feel free to comment explicitly on pregnant and postpartum woragnés e

and body shape. Thus, pressure for thinness is an important social factor to include when
exploring body image in new mothers.

Social Support In addition to social factors specifically related to body image
and thinness, one’s relationships and sense of being supported may also play a role in
body satisfaction. For example, if a woman feels supported by others and valued as a
person, she may put less emphasis on her body and experience less internalraadd exter
pressure for thinness. In general, social support makes an individual feklarateved,
esteemed, and that he or she is a member of a network. Literature has shdwn socia
support to help with a variety of life stressors. In a broad review of the social suppor
literature, Cobb (1976) showed social support to protect against complications in
pregnancy, ease psychological reactions in children getting tonsillectoasiesn lthe
occurrence of heart disease, lower the need for steroid use in asthmatics, hekrig dr
cessation, buffer against depression after severe events and decreasmaepr@ss
senior (greater than 63 years of age) population. Given the wonderful effects of social
support, it is an important variable to consider when studying eating disorders.

Two studies have examined the differences in perceived social support and

support networks in women diagnosed with eating disorders versus those in non-eating
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disordered control groups. Grisset and Norvell (1992) surveyed 600 undergraduate
women using a bulimia screening device. From this group, they found 21 who met the
DSM-III criteria for bulimia and 21 women who did not have an eating disorder, but who
matched the eating disordered group on height and weight. Women in both groups were
also interviewed to ensure the presence or absence of eating disorder symptoms
authors found that the women with eating disorders reported less perceived sopport fr
friends and family, more negative interactions and conflict with others, ansbleiss
competence. This study suggests that not only do women with eating disordenrgepercei
less support, but they also experience more negative interactions with others.
Unfortunately, the sample size was very small and they did not mention controtling f
whether the diagnosed group had been treated or were currently in treatment.

A second study looking at social support in a clinical population found similar
results in a larger sample of women drawn from an outpatient hospital prograsm (Till
Sloane & Schmidt, 1997). This study recruited 44 patients being treated for aramvdxi
81 patients being treated for bulimia. In addition, they recruited a comparmgn ajr 86
women without eating disorders from a local university. All of the women coaaptet
measure of social support in which they rated their mother, father, spouse, dibisgst s
best friend and one other friend on a variety of dimensions reflecting emotional and
tangible social support. In addition, participants filled out the same rating éflenting
their ideal levels of support. The discrepancy between actual and ideaMegalsed to
represent their satisfaction with their social support. If participadtsated that they did
not have a person filling one of the roles, they were not included for analysesmggardi

that role.
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Their general findings were that the anorexic and bulimic groups did not differ
from each other in their perception of actual support but both groups scored siggifica
lower than the comparison group. When looking at specific support figures, both patient
groups perceived lower levels of emotional support from friends than women in the
control group. Women in the bulimic group also reported lower levels of tangible support
from parents, partners and siblings than the comparison group. A similar getteral pa
emerged when looking at ideal support: both the bulimic and anorexic groups reported
lower ideal levels of support than the control group. Women in the anorexic group also
reported lower levels of ideal support from their partners than the bulimic and
comparison groups. Finally, the bulimic group, but not the anorexic group, was
significantly higher in their dissatisfaction with their social support tharcomparison
group. This study looks in more detail at the support networks of anorexic and bulimic
women and suggests that they do vary in both perceived and even in ideal levels of
support. Yet, one might wonder whether these differences in social support sall appe
when looking at women who might not meet the criteria for an eating disorder ds&agnos
but who still exhibit body dissatisfaction or disordered eating.

Two studies have looked at social support networks in non-clinical populations,
and the relationship of support with eating disorder symptoms. Hirsch (1999) surveyed
196 college women about their eating attitudes and behaviors, their perceived social
support and their level of self-differentiation. She found that women with healtlirey ea
attitudes tended to view themselves as more socially supported, interpgrsonatcted

to others and psychologically differentiated from others. Her study suggastsealthy
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interpersonal patterns and social support correlate with healthier eatiteyarab
attitudes.

In the previously described model building study by Tylka and Subich (2004),
the authors found that perceived support from friends and family were an important part
of the model. They found that both types of support predicted negative affect (which in
turn predicted body dissatisfaction) and friend support directly predicted eaordeti
symptomatology. Given the important role of social support in general health and the
correlations of social support with body image related variables repougdathin the
literature, social support can be viewed as a potential important variable in the
development or maintenance of eating disorders.

Once again, the previous literature has focused on young women rather than new
mothers. However, in the case of social support, a significant amount of ressarch h
shown social support to correlate with positive outcomes in the transition to parenthood,
such as life and parenting satisfaction (Crinic, et. al. 1983), and with loweredsiepre
symptoms (Howell, Mora & Leventhal, 2006) and lower levels of stress (P&ykehs
& Fletcher, 1980). In addition, previous research has shown various sources of support to
be important to postpartum adjustment including spousal support (Teitjen & Bradley,
1985), friend support (Paykel, et. al., 1980), family support (Terry, 1991) and even
community support (Crinic, et. al. 1983). Yet, it is unclear how important social support
will be for new mothers in terms of their body image. Once again, there aresauidies
that suggest its importance.

Walker (1997) surveyed 149 postpartum women regarding their level of

“postpartum support,” (the level of emotional and instrumental support they received
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with regards to child care or being a mother) and their postpartum BMI and weight
change. She found that higher levels of postpartum social support were not related to
higher postpartum BMI, but were related to more postpartum weight changer'#/alke
(1997) study suggests that social support and postpartum weight change are related in
some way.

JordanCapdevila and Johnson’s (2005) qualitative study of new motherhood has
similar implications. In their study, the authors interviewed 20 women who had hiad thei
first child during the past three years. Using a Q sort method, participarggiven a
stack of 60 cards with statements regarding mothering. These statementeiested
from published literature as well as the popular media and include items such as “The
arrival of children has brought the family closer,” “I love the way | look” avig tareer
is important to me.” These items were a mix of positively and negativelyoee
statements, and participants were asked to sort the items from most agosé to m
disagree on a grid with a quasi-normal distribution ranging from +6 to —6.

Analyses of the Q sorts revealed six different patterns or categoriesramand
three of the six categories are of importance to the current study. In the greomen
labeled “stressed,” mothers highly endorsed items reflecting negatiuegketowards
their bodies, missing their own time and freedom, and a general feelingss. dtems
reflecting support and relationships were not highly endorsed. In the group ohwome
labeled “supportive family,” women ranked items reflecting body digaatien low,
while items reflecting support from their husbands, their own family anditbhsvand’s
family were ranked very high. Finally, women in the group labeled “mothkt/chi

oriented” did not assign importance to items related to body image and assigned high
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importance to their children and their own family, but not to their husbands or husbands’
family. These three groups paint a picture of new motherhood, in which social support
from various sources are important in battling negative body image. While this study
does not specifically seek to explore that relationship, it has implicatiorts for i
nonetheless. The literature on the role of social support and body image has begn limite
both for women in general and for postpartum women, although the literature that does
exist suggests that social support plays a role in body satisfaction. Géviengortance

of social support to general postpartum adjustment, social support is an additional

important variable to examine in postpartum women.

Body Image and Depression

Individuals suffering from eating disorders also often suffer from dgipres
symptoms, either from a comorbid illness, or as secondary symptoms as a result of
malnutrition (Devlin & Walsh, 1989). Given the changes to serotonin levels, a hormone
related to depression, that occur during pregnancy (Glasser, et. al., 1990)sitlsem
women suffering from eating disorders postpartum might also suffer from gastpar
depression. As postpartum depression occurs for approximately 12% of women, and can
impact the health of mother and child (CDC, 2000), postpartum depression is also an
important outcome variable to explore for new mothers.

Some research has shown a relationship of biological changes in postpartum body
image and in postpartum depressive symptoms. For example, Walker (1997) found that
postpartum BMI and weight gain correlate with depressive symptoms vetheadffect

size. In addition, another study demonstrated that body image was a sigmfedictor
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of depression controlling for ethnicity, marital status and income level in new mother
(Walker, et. al., 2002). These studies suggest that eating disorders, body image and
depression may be related in postpartum women, just as they are in the general
population. Thus, this study also looked at the predictive role of biomedical, psy@hosoc

factors for postpartum depression.

Summary of Issues and Significance

Women undergo a great deal of physical change with the birth of theoHildt
including changes in their weight and shape. A number of studies have demonsatated t
women are concerned by these weight changes soon after the birth of théFishabgin
& Burgraff, 1997), and that these concerns continue throughout the first year of
parenthood for some mothers (Hisner, 1986). Given the potential for mothers to pass
body concerns on to their children, it is important to understand the factors that contribute
to body image in postpartum women.

Thus far, research has demonstrated the clear role of biological factbrgssu
postpartum BMI and gestational weight gain (Walker, 1997) with body image concerns.
However, no research has looked at the potential psychological and social predictors.
Meanwhile, the eating disorders literature has advanced a great deanhyears and
has provided some strong predictors of eating disorder symptoms in young women.
While it is not known if these variables will function in the same way for pdstpar
women, there are some small quantitative studies and anecdotal evidence to keggest t

importance for new mothers.
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Thus, the purpose of this study was to synthesize the eating disorder litendture a
the literature on postpartum body image. In doing so, this study tested theiyeedic
power of biomedical and psychosocial factors for body dissatisfaction, disteineg
behaviors and postpartum depression according to the biopsychosocial model.
Specifically, it was hypothesized that biomedical variables (postpariMimvigeight
change, and shape change), psychological variables (internalization lohtlteeal and
negative affect) and social variables (pressure for thinness and social swojift
predict body dissatisfaction, disordered eating behaviors and postpartum adepiessi
addition, it was hypothesized that that psychological and social factord a@zdunt for
additional variance in body dissatisfaction, disordered eating and depression,rabove a
beyond variance accounted for by the biomedical factors. These hypothedssalle

depicted below:

Step 1 Step 2 Outcomes
Biomedical Changes Psychological Factors Depression
1.Weight Change lInternalization of thin ideal

3.Perceived shap Social Factors
change 1.Pressure for thinness Body Dissatisfaction
2.Social support

2.BMI Q::] 2.Negative affect |:‘> Disordered Eating
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Chapter 3
Statement of the problem

Over 4 million babies are born each year in the United States (CDC, 2004).
Women who give birth face a large variety of biological changes and new demands on
themselves and their relationships. In part because of these changes, apelpii?da
of new mothers will develop postpartum depression, which can in turn affect the health of
their child (CDC, 2000). Women also often gain 2.2 pounds with each child (IOM, 1990).
In a culture that values thinness and an immediate return to prepregnagll sleape,
and functioning, this change can have major effects on a new mother’s psyche, and as
many as 7% of new mothers develop EDNOS after having their child (Steinldufrai
1996).

Although previous research has shown that postpartum women report weight and
shape concerns (i.e. Walker, 1998), as well as a relationship between weaigletrand
depression (Walker, 1997), no study has included psychological or social factors when
looking at the body image of new mothers. Yet research examining models of eating
disorders in college women, adolescents and young adults has shown the predictive
power of both social influences, such as social support and pressure for thinness, and of
psychological factors, such as negative affect and internalization of theéhli (e.qg.

Tylka & Subich, 2004). In addition, research examining the transition to parenthood has
explored the importance of social and psychological factors as well (e €ir al.
1983; Howell et. al., 2006). However, there are also clear biological chawvgbseid
during this unique phase in a woman’s life. Thus, a biopsychosocial framework appears

to be a good fit for exploring body image in postpartum women.
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The purpose of the current study was to investigate the biopsychosocial psedictor
of body satisfaction and disordered eating behaviors in new mothers during thedirst
of parenting. In addition, | will explore the relationship of these body variabtas
postpartum depression. This study is unique in a) its use of the biopsychosocial frame,
and b) its synthesis of the postpartum depression and body image literature. &aining
understanding of the relationship of these variables may help clinicians in making
interventions with postpartum women.

Hypotheses

Hypotheses:IPostpartum body dissatisfaction will correlate with biomedical and
psychosocial variables. Specifically;

Hypothesis laPostpartum body satisfaction will negatively correlate with
postpartum weight retention.

Hypothesis 1bPostpartum body satisfaction will negatively correlate with
postpartum BMI.

Hypothesis 1dPostpartum body satisfaction will negatively correlate with
perceived shape change

Hypothesis 1dPostpartum body satisfaction will negatively correlate with
internalization of the thin ideal

Hypothesis 1ePostpartum body satisfaction will negatively correlate with
negative affect.

Hypothesis 1f. &stpartum body satisfaction will negatively correlate with

pressure for thinness.
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Hypothesis 1gPostpartum body satisfaction will positively correlate with
social support.

Hypotheses:2Postpartum disordered eating will correlate with biomedical and
psychosocial variables. Specifically,

Hypothesis 2aPostpartum disordered eating will positively correlate with
postpartum weight retention.

Hypothesis 2bPostpartum disordered eating will positively correlate with
postpartum BMI.

Hypothesis 2d?ostpartum disordered eating will positively correlate with
perceived shape change

Hypothesis 2dPostpartum disordered eating will positively correlate with
internalization of the thin ideal

Hypothesis 2eRostpartum disordered eating will positively correlate with
negative affect.

Hypothesis 2fPostpartum disordered eating will positively correlate with
pressure for thinness.

Hypothesis 2gPostpartum disordered eating will negatively correlate with
social support.

Previous research has found that body dissatisfaction and eating disorder
symptoms correlate with postpartum BMI and postpartum weight gain (Walker, 1997),
psychological factors, including internalization of the thin ideal and negafeetisity,
and social factors, such as pressure for thinness and social support (e.g. Tylkah& Subi

2004). It was hypothesized that this study would replicate these findings.
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Hypothesis 3Psychological and social variables will predict additional variance
in body dissatisfaction of postpartum women, above and beyond that predicted by the
biomedical variables.

Hypothesis 4Psychological and social variables will predict additional variance
in disordered eating among postpartum women, above and beyond that predicted by the
biomedical variables.

Previous research has shown that biomedical factors, such as weight retention,
predict body image in postpartum women (e.g. Walker, 1997). In addition, psychosocial
variables have been shown to predict body dissatisfaction and eating disorders in
adolescent women (e.g. Stice & Agras, 1998). It was hypothesized thabpsyial
variables would also predict body dissatisfaction and disordered eating in fuostpar
women, beyond the predictive contribution of the biomedical variables. As indicated,
follow up mediation analyses were run to help determine ways in which theseesriabl
interacted.

Research Questions

Question 1laHow many mothers report that weight/shape/appearance has been a
concern in the past month?

Question 1bHow many mothers report that weight/shape/appearance has been
their most important concern in the past month?

As previous research has demonstrated that as many as 75% of women report
feeling concerned with their appearance after birth (e.g. Hisner, 1BB63fudy also

looked at how many mothers reported appearance as a concern. It also explored how
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many reported appearance as their primary concern, among other possible doncerns
new mothers.

Question 2aDo body satisfaction and disordered eating correlate with
postpartum depression?

Question 2bTo what extent do the biomedical and psychosocial variables predict
depression in postpartum women?

As one previous study has demonstrated correlations of body image and
depression in lower socioeconomic status women (Walker, et. al., 2002), this study
explored more specifically whether postpartum depression correlatelsoaligh
satisfaction and disordered eating. It was also of interest to explore théglote
predictive power of the biomedical and psychosocial factors on depression in postpart
women.

Questions 3-6How will participants respond to the following open-ended questions:

Question 3How did you feel about your body before your pregnancy?

Question 4How did you feel about your body during your pregnancy?

Question 5How do you feel about your body now?

Question 6 What types of comments have you received from people you know
(i.e. your spouse, friends or family) about your body or how you look since giving birth?

As there has been very little research exploring the role of psychosaceatles
in postpartum body image, and there are few measures found in the literature, yhis stud
included the aforementioned open-ended questions. These questions allowegzhptatici
to voice the factors involved in their body image through their own words and provided

researchers with a more nuanced understanding of postpartum body image.
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Chapter 4

Method
Design

This study collected data from first time mothers during the babytsyBes of
life. The overall research design was a correlational field study.
Participants

One hundred and ninety two adult (at least 18 years of age) partnered women who
had become mothers within the past year completed the survey and fit thegt#otici
criteria. An a priori power analysis indicated that a minimum of 85 participaerts
needed for the regression to detect a medium effect size for the sealiqmarglations
(important in moderation analyses) based on an alpha of .05 and power of .80. However,
as this study involved multiple analyses, the author aimed for a larger saepé s
approximately 170 people. Women who had had their first child during the past year
were eligible as previous research has shown that women are atatestgrigk for
decreases in overall well being during the first year of parenthood (Cax ¥2%9a;
Cowan et al., 1985) and first time mothers are at a greater risk for bodysthssiain
(Strang & Sullivan, 1985). Of the women who completed the survey, six were excluded
from analyses as they indicated they had given birth at least one time gsevious

The participants ranged in age from 20 to 41, with a mean of 30.47 years old
(SD=3.82), represented at least eight different ethnicities, and had been in tesit cur
relationship for an average of 6.9 years (SD=3.12). The majority had compldéggk col
or graduate school; 37.4% had completed college and an additional 35.1% had completed
graduate school. Only 7.7% reported that their highest level of education compsted w

high school. However, their socioeconomic status (as indicated by annual income)
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represented a range of classes. In addition, 33.3% of the sample was cwwoekitig

full time, 17.6% were working part time, 5.9% indicated that they were students and
23.0% were not employed. For a more comprehensive picture of the mothers’
demographic information, see Table 1.

The average age of the babies was 6.63 months (SD=3.57); 49.7% were male and
50.3% were female. In addition, 79.1% of the pregnancies were planned and of 7.9% of
the women had received fertility treatments (of those who chose to anssesr the
guestions). Finally, of 63.3% reported that they were currently breastfebdinghild,
and of those who were not currently breastfeeding, 71% indicated that they had
previously.

Participants were recruited through online forums (message boards, clsgtroom

etc.) such asww.babycenter.commndwww.craigslist.orgfor a complete list of

websites where the advertisement was posted, see Appendix A), through faaftilty, st
and graduate student emails at the researcher’s university, and through the snowball
sampling technique (Monge & Contractor, 1988). Snowball sampling is a technique in
which participants are obtained through an email chain of referrals. Edgeatia@mail

is sent to the researcher’s network (including friends, families, casagnd listserves),
with the request that the email be passed along to additional eligiblepzartici(See

Appendix B for the recruitment email/posting.)
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Table 1. Demographic Characteristics of Participants

Race/Ethnicity N Percentage*

African American/Black 12 5.4%
Asian American/Pacific Islander 5 2.3%
White/European American 146 65.8%
Hispanic/Latino(a) 3 1.4%
Middle Eastern/Arab 2 0.9%
Native American/Native Alaskan 3 1.4%
Multiracial 3 1.4%
Other 4 1.8%
Highest Level of Education Completed N Percentage*

Grade School 1 0.5%
High School 17 7.7%
College 83 37.4%
Graduate School 78 35.1%
Annual Income N Percentage*

Less than 30,000 5 2.3%
30,000-59,999 41 18.5%
60,000-99,999 51 23.0%
100,000-149,000 44 19.8%
150,000 or greater 36 16.2%
Current Employment Status N Percentage*

Not Employed 51 23.0%
Part time 39 17.6%
Full time 74 33.3%
Student 13 5.9%
Pre-pregnancy Employment Status N Percentage*

Not Employed 0 2.7%
Part time 18 8.1%
Full time 142 64.0%
Student 13 5.9%

* Percentages do not necessarily add up to 100%otaall participants answered all demographic
guestions

Response RatBecause participants were recruited via website message boards

and snowball emails, it is not possible to know exactly how many people received or saw
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the invitation to participate in this study. The website only tracked the number of
participants who viewed the inform consent page and chose to continue participating. A
total of 222 participants began the survey, and only 198 women completed the survey, an
89% completion rate. This population had unique possible reasons for not being able to
complete their survey. Participants were new mothers; thus they maydeavedring
for the baby while completing the survey. It is possible that some women malgdwve
unable to complete the survey because they had to give attention to their child.
Measures

DemographicsAn experimenter designed demographic scale was included.
Questions addressed the participants’ age, race, occupation, and educatiotiolm &ddi
posed questions regarding the participant’s child such as “Was the child planned?” and
any previous diagnoses of depression, anxiety and eating disorders. (See A@pendix

Biomedical Factors

Participants answered questions regarding their current weight aind $itpat
a current BMI could be calculated. In addition, they were asked their prepoygna
weight so that a change in weight could be calculated. Finally, they were as&szltteer
extent of change to the shape of their bodies, using a likert-type scale of 1 (nabaf all)
(a great deal) to assess perceived shape change. No measurey @xisgrit measure
perceived changes to shape, yet it is possible that a participant returned & her pr
pregnancy weight, while feeling that her shape is different. A new mathgifeel body
dissatisfaction due to these shape changes, in the absence of any lagtihglveeges.
(See Appendix D.)

Psychological Factors
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Internalization of the Thin Ideal’he General Internalization subscale of the
Sociocultural Attitudes Towards Appearance Scale-3 (SATQ-3; Thompson, et. al. 2004)
was used. This subscale consists of nine items regarding the internalizatiberehdi
societal beauty ideals. A sample item is “l would like my body to look like pedmbe
are on TV.” Participants rated each item on a 5-point likert-type scalg(etely
disagree to completely agree). Total scores ranged from 8 to 40, with laghes s
indicating greater internalization of the thin ideal as the ideal far twei body. The
scale was normed on a sample of 175 undergraduate females, who ranged in age from 17-
25, although the sample has also been shown as reliable and valid in a sample of adult
women as well (Madanat, Hawks, & Brown, 2006). Validity has been demonstrated
through correlations with the drive for thinness(57,p < .01) and body dissatisfaction
(r =.40,p <.01) subscales of the eating disorders inventory (Thompson, et. al. 2004).
Test-retest data has not been reported. Cronbach’s alpha for the current sasnpl& w
(See Appendix E.)

Negative AffectThe negative affect subscale of the Positive and Negative Affect
Scale (PANAS; Watson, Clark & Tellegen, 1988) was used to measure trditvéffec
The negative affect subscale consists of ten feeling words such as “upsetamat.™af
Participants rate the frequency with which they have felt these emotionsooirat 5
likert-type scale (very slightly to extremely). Scores on the subsaabe from 10 to 50,
with higher scores indicating more frequent negative emotionality. Tiest-cata
indicated reliability over a 2-month period. In addition, the original authors deratast

validity through significant correlations with the Hopkins Symptom CheckliSQH r
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= .75 for NA), and the Beck Depression Inventary (56 for NA) (Watson, et. al.,
1988). Cronbach’s alpha for the current sample was .88 (NA). (See Appendix F.)

Social Factors

Pressure for Thinness modified version of the Perceived Sociocultural
Pressure Scale (PSPS; Stice, et. al., 1996) was used to measure gessresd or
thinness. This scale consists of 8 items to measure women'’s perceived maksages
weight from others. A sample item is “I've felt pressure from my fatoilypse weight.”
The items are rated on a 7-point likert-type scale (none to a lot). Scogedram 8 to
40, with higher scores indicating greater perceived pressure for thinness. The
modification was made to items five and six. These items originally ask alesstupe
from “people I've dated” and were changed to ask about the woman'’s significant other.
Test-retest reliability was high (r = .93) over a two week period (Stical. £1996). In
addition, this scale shows strong validity through correlations with “other” repuds
indicator correlations ranged from .50-.67 (Stice, et. al., 1996). This measurermasi no
on a sample of 218 high-school females and has not been validated on an adult sample.
However, the measure has been used in a sample of adolescent and young adult women,
with an average age of 23.3 years (SD = 7.36) (Tylka & Subich, 2004). Cronbach’s alpha
for the current sample was .82. (See Appendix G.)

Social SupportThis study will use The Multidimensional Scale of Perceived
Social Support (MSPSS; Zimet et al., 1988) to measure the perceived adequacy of
support from family, friends, and significant others. It has 12 items with a 7-fkairtt |
type scale (agree-disagree). An example item is “I can count on my friendshatgen t

go wrong”. The original scale was developed on undergraduate students, who had an
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overall mean of 5.80 (SD= 0.86). Validity was established through correlatidnbaotit
depression and anxiety. The scale showed a significant correlation with teeSiepr
subscale of the HSCL (r=-.25, p< .01). In addition, the family subscale wascagtiii
correlated with the anxiety subscale of the HSCL (r=-.18, p< .01). Test-reliability
after a two to three month interval was also strong. For the overall scaletaevss
.85, for the significant other subscale it was .72, for the family subscale it was.86r and f
the friends subscale it was .75. The scale demonstrated good reliability unrée ¢
sample with an overall Cronbach’s alpha of .94. (See Appendix H.)

Outcome Variables

Body SatisfactionThe Body Shape Questionaire-Revised-10 (BSQ-R-10;
Mazzeo, 1999) was used to measure body satisfaction. This is a 10-item measure, in
which participants answered questions regarding their feelings towards tiheshape.
A sample item is “Have you found yourself brooding about your shape?” Eaclsitem i
rated on a 6-point likert-type scale (1=never, 6=always). Scores ranged0rto 60,
with higher scores indicating greater body dissatisfaction. The authortecpo
Cronbach’s alpha of .96, demonstrating strong internal consistency. The scale shows
strong validity through significant correlations with the Eating Attitudss(te= .74), the
Bulimia Test ( = .77), the Multidimensional Body-Self Relations Appearance Evaluation
Subscaler(=-.72), and the weight concern subscale of the Body Esteem Scal§'8).
This measure was normed on an undergraduate sample with an average age of 19.5 years
(SD=1.31), and has not been used in postpartum women to date. However, this measure

was used in a sample of adolescent and young adult women, with an average age of 23.3
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years (SD = 7.36) (Tylka & Subich, 2004). Cronbach’s alpha for the current sample was
.97. (See Appendix 1.)

Eating Disorder BehaviorsThe abbreviated Eating Attitudes Test (EAT-26;
Garner et. al., 1982) was used to measure eating disorder behaviors. This measure
contains 26 items that ask participants the frequency with which they engaggcinara
behaviors. These behaviors fall into three subscales: dieting (i.e. “... avoid fobds wit
sugar in them?”), bulimia and food preoccupation (i.e. “...vomit after | have eatam?”)
oral control (i.e. “avoid eating when | am hungry”). In scoring, the authors reeath
that responses of “never,” “rarely” and “sometimes” all receive aeswod, while
“often” is assigned to 1, “very often” to 2, and “always” to 3 in order to diagnoseyeatin
disorders. They suggested that only the 3 most frequent responses represent clinica
levels of pathology. However, this study treated the scores as a continuobkeyasat
was expected that the number of participants who would reach the cutoff fonasdidg
eating disorder would be small, thus creating a highly skewed distribution. Thiggscor
procedure has been used in a number of studies looking at body image in non-clinical
populations with success (e.g. Tylka & Subich, 2004). Garner et. al. (1982) demonstrate
strong reliability for the EAT-26 through significant correlations with beyg estimates
(r =.42), ideal body size estimates=(-.38), body dissatisfaction € .44) and the HSCL
(r =.42). Cronbach’s alpha for the current sample was .90. (See Appendix J.)

Postpartum depressioithe Edinburgh Postnatal Depression Scale (EPDS; Cox,
Holden, & Sagovsky, 1987) was used to measure depression in the current sample. The
scale consists of 10 items on a 4-point scale; the written labels of each pointeaeadif

for each question. The total ranges from 4 to 40, with higher scores indicating more
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depression. A sample item is “I have felt scared or panicky for no good reasa.” Thi
scale was developed on 84 mothers, 3 months after giving birth, with a mean age of 26.
The split-half reliability of the scale was .88. The authors demonstratedyvad two

ways. To begin, they compared postpartum depression diagnoses on their scale with
diagnoses by clinicians using the Research Diagnostic Criteri@)RDey found that

there was 86% agreement of those who were depressed and 78% agreement on those who
were not. They then completed 11-week follow up interviews, and found that women
who were diagnosed with depression according to the RDC at time one and not at time
two, showed significant differences on their EPDS scores, while women whimeeima
depressed according to the RDC did not show a significant difference in the EPDS
scores. In addition, a recent study reviewed eight measures commonly used for
postpartum depression (including the BDI) and found the EPDS to be the best available
(Boyd, Le & Somberg, 2005). Cronbach’s alpha for the current sample was .82. (See
Appendix K.)

Additional QuestionsAs little research has previously addressed the psychosocial
aspects of body image in new mothers, a number of open-ended questions werd include
to allow participants to elaborate on their experience of their bodies beforaupcgg
during pregnancy and after giving birth. The first question “Please degoubdody” is
a “warm-up” question to stimulate thought, and was not coded. In addition, new mothers
were asked about their concerns during the past month. The list of potentiahsomas
drawn from previous research on new mothers’ typical concerns during the dirst ye

(Fishbein & Burgraff, 1997). (See Appendix L.)
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Procedure

Participants were recruited through online forums (i.e. parenting.com,
epregnancy.com, babycenter.com, thenestbaby.com) as well as through sngwball
emails. The posting and email explained that there was an online study of body imag
and satisfaction during the first year of motherhood, in which they could paridipa
their first (and only) child was under one year of age and if they were cyriieimi)
with their partner. This announcement also included the web address of the study
(https://www.psychdata.com/s.asp?SID=123527). Interested participadsctick on
the link, which directed them to the informed consent page of the survey.

Once at the website, participants read an informed consent page and clicked
“agree” to indicate their agreement. Those who agreed were randomly dgdsigme of
two survey orders, each containing measures of body satisfaction (BSQ-ReAfeadvi
1999), eating attitudes (EAT-26; Garner, et. al., 1982), postpartum depression (EPDS,;
Cox, et. al., 1987) social support (MSPSS; Zimet et al., 1988), internalization of the thin
ideal (SATQ-3 internalization subscale), positive and negative affattAB-NA,;
Watson, Clark & Tellegen, 1988), pressure for thinness (PSPS; Stice & Agras, 1998 and
SATQ), open-ended questions, and the demographic questionnaire. After completing the
survey, participants viewed a debriefing form (Appendix M) with further infaonat
about the study, resources if they had more questions or wanted to seek counseling, and
were asked to refer other eligible individuals to the website for patimpan addition,
participants were provided with an email address to enter them in a drawing fogié $50
certificate to www.spafinder.com, as an incentive for participation, whashawarded

after the study was completed.
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Chapter 5
Results
This chapter is divided into preliminary analyses, analysis of hypothedes a
research questions, and additional analyses.

Preliminary Analyses

Descriptive data for this sample were presented in the previous chaptéafee
1). See Table 2 for means, standard deviations, and internal consistency valugs for ea
of the measures administered. All measures had adequate internal congisterg2).
In addition, bivariate correlations were calculated to examine theoredhatp between
these variables of interest as well as their relationship with the demogvaphiales
such as age, length of relationship, baby’s age and health of the pregnancy ang.the bab
Because of the large number of correlations that were conducted, a moidstadg
>.01) was used to control for familywise error. See Table 3 for these domelakhe
only correlation between demographic variables and the outcome variables werenbet

current breastfeeding status and body satisfaction and disordered eating.

Analysis of Hypotheses and Research Questions

Hypotheses 1: Postpartum body satisfaction will correlate with biomedical and
psychosocial variables. Specifically;

Hypothesis 1a. Postpartum body satisfaction will negatively correlate with
postpartum weight retention.

This hypothesis was supported by the data. The Pearson correlation betweBalBSQ
scores (Mazzeo, 1999) and postpartum weight retention was gos4.01), a medium

effect.
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Table 2: Means, Standard Deviations, and Internal Consistencies for Measegles Us

Measure Possible Sample Scoring Mean SD Alpha
Range Range

Body Satisfaction 10-60 10-60 Likert range 1-6 36.13 13.64 0.97
(BSQ-R-10) (higher = more

satisfaction)
Eating Attitudes 26-156 82-149 Likert range 1-6 123.28 17.93 0.90
Test (EAT-26) (lower = more

disordered eating)
Edinburgh Postnatal 10-40 10-30 Unique answers. 18.37 4.50 0.82
Depression Scale Range 1-4 (higher =
(EPDS) more depression)
Internalization of the 9-45 9-45 Likert range 1-5 27.18 10.32 0.96
Thin Ideal (SATQ- (higher = more
3-1) internalization)
Negative Affect 10-50 10-42 Likert range 1-5 21.84 7.50 0.88
(PANAS-NA) (higher = more

negative affect)
Positive Affect 10-50 13-50 Likert range 1-5 32.46 7.91 0.90
(PANAS-PA) (higher = more

positive affect)
Pressure for 8-40 8-36 Likert range 1-5 15.17 5.79 0.82
Thinness (PSPS) (higher = more

perceived pressure)
Multi-Dimensional ~ 12-84 12-84 Likert range 1-7 25.75 12.70 0.94
Scale of Perceived (higher=less social
Social Support support)!
(MSPSS)
Perceived Shape 1-7 1-7 Likert range 1-7 3.67 1.52 NA
Change (Single (higher = greater
Item) perceived change)
Body Mass Index NA 17.58- NA 25.68 5.18 NA
(BMI) 44.81
Postpartum Weight NA -25Ibs - NA 6.10 12.61 NA
Retention (Current 52Ibs

weight-
Prepregnancy
weight)

! For ease in understanding the data, this scalbédesreversed in all analyses so that higher scoean
more perceived social support
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Table 3: Two-Tailed Bivariate Correlations of Measures and Demogr&jhiables

BSQ- | EAT- PANAS- | SATQ-
R-10 | 26 EPDS| Shape BMI Weight NA 3- MSPSS| PSPS M.Age Race¢ Ed. Em Income Length . S.B.Age | Sex | Plan Fertt BF
BSQ-R-
10 1.00
EAT-26 0.79 1.00
EPDS -0.34 | -0.37 1.00
Shape -0.48 | -0.36 0.13 1.00
BMI -0.38 | -0.29 0.11 0.24 1.00
Weight -041 | -0.27 0.13| 047 0.20 1.00
PANAS-
NA -0.33 | -0.41 0.70 0.16 0.14 0.10 1.00
SATQ-3-1 | -0.46 | -0.52 0.28 0.24 0.00 0.18 0.24 1.00
MSPSS -0.06| -0.12 021 0.12 0.02 -0.01 0.18 0.01 1.00
PSPS -0.50 | -0.54 0.26 021| 0.14 0.13 0.22 0.45 0.14| 1.00
M.Age 0.08| 0.08f -01Q -0.01 -0.08 -0.08 -0.p9 -0{12 0.01| 0.06 1.00
Race -0.15 -0.19 0.01 -0.01 -0.02 -0.p9 -0{02 0.20 -0.02| 0.19 0.15 1.00
Ed. 0.14| 0.11] -0.06 -0.04 -0.33 0.01 0.00 -0.05 -0.22 | -0.02 0.14| -0.03 1.0¢
Emp. 0.03| -0.04 0.09 0.06 -0.12 -0.03 of1 -0,02  02Q. -0.03 -0.14| -0.14 0.16| 1.00
Income -0.01) 0.0 -0.0 0oL -0.11 -0.p5 -0J04 0.04-0.13 | -0.02 035| 0.18| 022 -0.10 1.00
Length 0.01| 0.03 -0.07 0.0p 0.04 -0.12 -0/07 -0.01 -0.18 | 0.05 031 | 0.23 0.10| -0.15 0.22 1.00
S.0. 0.06] 0.13 -0.06 0.0p -0.15 -0.04 011 -0.01  .110 -0.13 -0.05|  -0.06 0.06 0.03 0.11 0.p4 1j00
B.Age -0.07| -0.09 0.11 -0.04 -0.07 -0.13 -0.01 0[{03 -0.03| 0.05 0.11 0.03 -0.04  -0.01 0.11 0.17| -0.04 1.00
Sex 0.01| 0.02 -0.07 0.04 -0.08 -0.05 0/00 0,01 0.08.10 0.05 0.03 0.06  -0.0p 0.01 0.05 0/06 0,05 01.0
Plan -0.06| -0.09 0.1% 0.06 0.09 0.06 0[13 -0.02 90.0-0.06 -0.25 | -0.20 -0.21| 0.04 -0.27 -0.17 | -0.01 0.05| 0.09 1.0¢
Fert. 0.02| -0.03] -0.15 -0.0R -0.J1 -0.16 -0.09 0{06 0.09 0.04 -0.10 -0.04 -0.0B 0.92 -0.05 -0.20 | -0.06 -0.04| 0.00 0.15 1.0p
BF -0.27 | -0.29 0.13 0.19 0.16 0.09 0.11 0.14 0.15| 0.07 0.03 0.03] -0.09 0.16 0.19 0.07 | -0.02 0.34 | 0.05 0.10| 0.0 1.0(
BF.Prev. -0.09] -0.06 -0.08 0.18 0.14 -0.04 0.03] 0.01 0.1 -0.03 0.14 -0/03 -0[08 00Q. 0.14 0.13| -0.03 0.08 0.02 -O. 0.010.40

Key to Abbreviations in Table 3: BSQ-R-10 (BodyiSkiction); EAT-26 (Disordered Eating); EPDS (Paestpm Depression); Shape (Perceived Shape Change);

BMI (Postpartum BMI, formula=(Ibs*703)/(inch®¥ Weight (Weight change); PANAS-NA (Negative Affg SATQ-3-I (Internalization of the Thin Idea)}1SPSS
(Social Support); PSPS (Pressure for Thinness);gd.@other’'s Age in years); Ed (Level of Educatidmngth (Length of Relationship); S.O (Sexual @tétion);
B.Age (Baby's age in months); Sex (Sex of Babys Male, 2, is Female); Plan (Was the pregnancyngldnl is yes, 2 is no); Fert. (Did you receiveitifity
treatments, 1 is yes, 2 is no); BF (Are you cutyelnteastfeeding, 1 is yes, 2 is no); BF.Prev (Ild previously breastfeed, 1 is yes, 2 is no). €lations significant
at p<.01 are shown imold. Correlations significant at p<.05 atalicized.
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Hypothesis 1b. Postpartum body satisfaction will negatively correlate with
postpartum BMI.

This hypothesis was supported by the data. The Pearson correlation betweBalBSQ
scores (Mazzeo, 1999) and postpartum BMI was -(©38.01), a medium effect.
Hypothesis 1c. Postpartum body satisfaction will negatively correlate with perceived
shape change.

This hypothesis was supported by the data. The Pearson correlation betweBalBSQ
scores (Mazzeo, 1999) and perceived shape change wasp-&.48L(, a medium effect.
Hypothesis 1d. Postpartum body satisfaction will negatively correlate with
internalization of thethin ideal.

This hypothesis was supported by the data. The Pearson correlation betweBalBSQ
scores (Mazzeo, 1999) and SATQ-3-internalization scores (Thompson et. al., 2004) was
-.46 (p < .01), a medium effect.

Hypothesis 1e. Postpartum body satisfaction will negatively correlate with negative
affect.

This hypothesis was supported by the data. The Pearson correlation betweBalBSQ
scores (Mazzeo, 1999) and PANAS-NA scores (Watson, et. al., 1998) wag-8.33 (
.01), a medium effect.

Hypothesis 1f. Postpartum body satisfaction will negatively correlate with pressure
for thinness.

This hypothesis was supported by the data. The Pearson correlation beS@&t B)
scores (Mazzeo, 1999) and PSPS scores (Stice et. al., 1996) wap €0.8Q)( a large

effect.
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Hypothesis 1g. Postpartum body satisfaction will positively correlate with social
support.

This hypothesis was not supported by the data. The Pearson correlation beB@e&n B
10 scores (Mazzeo, 1999) and MSPSS scores (Zimet et al., 1988) wgs©.d4)
Hypotheses 2: Postpartum disordered eating will positively correlate with

biomedical and psychosocial variables. Specifically,

Hypothesis 2a. Postpartum disordered eating will positively correlate with
postpartum weight retention.

This hypothesis was supported by the data. The Pearson correlation betwe2 EAT
scores (Garner et. al., 1982) and postpartum weight retention wasp&.271(), a small
effect.

Hypothesis 2b. Postpartum disordered eating will positively correlate with
postpartum BMI.

This hypothesis was supported by the data. The Pearson correlation betwe2 EAT
scores (Garner et. al., 1982) and postpartum BMI was -p.29(01), a small to medium
effect.

Hypothesis 2c. Postpartum disordered eating will positively correlate with perceived
shape change.

This hypothesis was supported by the data. The Pearson correlation betwe2 EAT
scores (Garner et. al., 1982) and perceived shape change wap €.8a), a medium
effect.

Hypothesis 2d. Postpartum disordered eating will positively correlate with

internalization of thethin ideal.
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This hypothesis was supported by the data. The Pearson correlation betwe2 EAT
scores (Garner et. al., 1982) and SATQ-3-internalization scores (Thompson2&04)
was -.52 < .01), a large effect.

Hypothesis 2e. Postpartum disordered eating will positively correlate with negative
affect.

This hypothesis was supported by the data. The Pearson correlation betwe2 EAT
scores (Garner et. al., 1982) and PANAS-NA scores (Watson, et. al., 1998)4idaf -
<.01), a medium effect.

Hypothesis 2f. Postpartum disordered eating will positively correlate with pressure
for thinness.

This hypothesis was supported by the data. The Pearson correlation betwe2 EA
scores (Garner et. al., 1982) and PSPS scores (Stice et. al., 1996) was<Q®EY,(a
large effect.

Hypothesis 2g. Postpartum disor dered eating will negatively correlate with social
support.

This hypothesis was not supported by the data. The Pearson correlation beiliezt E
scores (Garner et. al., 1982) and MSPSS scores (Zimet et al., 1988) was=.13)(
Hypothesis 3: Psychosocial variables will predict additional variancein body
dissatisfaction of postpartum women, above and beyond that predicted by the
biomedical variables.

This hypothesis was supported by the data. A hierarchical linear regreadionly
satisfaction (BSQ-R-10; Mazzeo, 1999) was run. As breastfeeding (currently)

significantly correlated with body satisfaction, it was entered in thediep to
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statistically control for breastfeeding status. The biomedical vagdpkrceived shape
change, weight change and postpartum BMI) were entered in the second step. The
psychological (internalization of the thin ideal and negative affect) and §o®&asure
for thinness) variables that had demonstrated significant bivariate tonslaere
entered in the final step. All three steps were significant (see Talleetjinal step,
which included all variables, controlled for 54.9% of the variance in body sabsfalct
addition, internalization of the thin idedl £ -.262,sr” = .051,p < .01), pressure for
thinness [§ = -.228,sr* = .040,p < .01), weight chang@ €& -.155,sF = .019,p < .05),
postpartum BMI § = -.247,sF” = .053,p < .01), perceived shape chanfe=(-.206,sr* =
.031,p < .01) and currently breastfeedifig< -.123,sr* = .014,p < .05) all were
significant individual predictors. Negative affect did not account for additiarénce
above and beyond the other variables. Currently breastfeeding and weight clthage ha
small effect size, while shape change, postpartum BMI, pressure for ghammes
internalization of the thin ideal all had a small to medium effect size.

Hypothesis 4: Psychosocial variableswill predict additional variancein disordered
eating among postpartum women, above and beyond that predicted by the

biomedical variables.

This hypothesis was supported by the data. A hierarchical linear regressiordered
eating (EAT-26; Garner et. al., 1982) was run. As breastfeeding (cujreigthyficantly
correlated with disordered eating as well, it was entered in the firsosségttistically
control for breastfeeding status. The biomedical variables (perceiveddteayee,
weight change and postpartum BMI) were entered in the second step. The psgaholog

(internalization of the thin ideal and negative affect) and social (pressuhenioess)
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Table 4: Hierarchical Regression on Body Satisfaction (BSQ-10-R)

R° | Adj. R® | R°Change| F Change | B(SE) B
Step 1 .080 |.074 .080 13.601
Current BF -7.87 (2.13) -.282
Step 2 375 |.359 295 24.271
Current BF -4.88 (1.82) -.175
Shape Changge -2.50 (.63) -.291
BMI -.64 (.17) -.256
Weight Change -.22 (.08) -.207
Step 3 549 | .528 174 19.448
Current BF -3.42 (1.58) -.123
Shape Change -1.78 (.55) -.206
BMI -.62 (.15) - 247
Weight Change -.16 (.07) -.155
PSPS (Pressure) -.55 (.15) -.228
PANAS-NA -.14 (.10) -.076
(Negative Affect)
SATQ-3-I -.34 (.08) -.262

(Internalization)

Note. Numbers itbold, p<.01, numbers iitalics, p<.05.

variables that had demonstrated significant bivariate correlations ntereain the final

step. All three steps were significant (see Table 5). The final step, wicickled all

variables, controlled for 50.5% of the variance in disordered eating. In addition,

internalization of the thin ideap (= -.265,sr* = .052,p < .01), negative affecB(= -.193,

sr* = .033,p < .01), pressure for thinnegs¥ -.322,sr” = .080,p < .01), postpartum BMI

(B = -.148,sr* = .018,p < .01), and currently breastfeedirfg=( -.149,sr* = .020,p < .05)

all were significant individual predictors. Weight change and shape chahgetdi

account for additional variance above and beyond the other variables. Postpartum BMI

and currently breastfeeding had a small effect size, while pressuninfoeds, negative

affect and internalization of the thin ideal all had a small to medium effect si
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Table 5: Hierarchical Regression on Disordered Eating (EAT-26)

R° | Adj. R | R°Change| F Change | B(SE) B
Step 1 094 |.088 094 15.192
Current BF -11.61 (2.98) | -.307
Step 2 211 |.189 117 7.060
Current BF -8.35 (2.90) -.221
Shape Change -2.40 (1.01) -.205
BMI -.59 (.28) -.170
Weight Change -.13 (.12) -.088
Step 3 505 |.480 294 27.701
Current BF -5.63 (2.36) -.149
Shape Change -.76 (.83) -.065
BMI -.51 (.22) -.148
Weight Change -.01 (.10) -.055
PSPS (Pressure) -1.02 (.21) -.322
PANAS-NA -47 (.15) -.193
(Negative Affect)
SATQ-3-I -46 (.12) -.265

(Internalization)

Note. Numbers itvold, p<.01, numbers iitalics, p<.05.

Follow-up Mediation Analyses

In addition to examining regressions that look at the direct effect of the

biomedical and psychosocial factors (tested in hypotheses 3 and 4), it is hfiorta

examine indirect effects as well. In a special issudeaith PsychologyMacKinnon and

Luecken (2008) emphasized the importance of understanding the underlying processes

through which medical and psychosocial factors relate to health. Mediationgemal

allow researchers to explore such mechanisms by identifying how or wirgrefgctor

affects an outcome. These types of analyses can be particularly impdreantiesigning

interventions as the mediator can be a good variable to target (KraemagrKigssex,

& Kupfer, 2008). In the current study, the biopsychosocial model was used to determine
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which mediators would be explored. This model posits that the biomedical factars are i
the outermost layer effecting health (as they are the least amenafda¢e); and

therefore can act directly on health status, but can also act through psycHastmisl

(the innermost layer), which are more amenable to intervention. For examamam

has very little control over her shape change with pregnancy and birth, but she might be
able to change the extent to which she internalizes the thin ideal.

The specific analyses tested in the current study were chosen baseadfmasig
bivariate correlations between biomedical and psychosocial variables (thégote
predictor and mediator variables). Specifically, shape change (a predidedrle)
correlated with internalization of the thin ideal, pressure for thinness, andveegfégict
(potential mediators) and weight change (another predictor variabte)ated with
internalization of the thin ideal (the potential mediator). This indicated four padtent
mediations on both body satisfaction and disordered eating.

Following the process outlines in Frazier, Tix & Barron (2004), three regressions
were run to test each mediation. In the first step, the predictor is rejostee
mediator to establish their relationship, path a (see Figure 2). In the sézpnithe
predictor is regressed on the outcome variable to demonstrate that theretisreshgha
to mediate (path c). In the final step, the mediator is added to the regression of the
predictor on the outcome variable. This final step provides values for the relationship of
the mediator with the outcome (path b) and the mediated relationship of the predictor and
outcome (path c¢’). A drop in the B value of the predictor from the second to the third step
indicates a potential mediation, and Sobel (1982) tests are used to check thearmmifi

of this drop. See Figure 2 for a visual depiction of this process.
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Figure 2: General Depiction of Mediation Pathways

(c)
Predictor » Outcome

(@) (b)
Predictor ———»  Mediator——» Outcome

(c)

The first set of regressions explored the mediation of shape change by
internalization of the thin ideal. The first step, a regression of shape change on
internalization of the thin ideal, was significaR(1,172) = 10.134p < .01,R? = .056),
establishing path a. The second step, a regression, of shape change on bottjosatisfa
was also significant (F(1,168) = 50.116x .01) (path c) and in the third step, the B value
of shape change dropped from -4.206:(.01) to -3.388({ < .01) (path c’). (See Table 6
for these regressions.) A follow up Sobel (1982) test indicated that the drop was
significant (Z= -2.937p < .01). See Figure 3 for a visual depiction of this process.

A similar finding emerged when disordered eating was the outcome variable. The
regression of shape change on disordered eating was significant (F(1,157) =28.661,
.01) (path c), and the B value of shape change dropped from -4.332 to -2.981 when
internalization of the thin ideal was added (path c’). The follow up sobel testswas al
significant (z = -2.875p < .01). (See Table 7 for the regression analyses.) Thus,
internalization of the thin ideal partially mediated the effect of shapegeh@ambody

satisfaction and on disordered eating.
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Table 6: Mediation of Shape Change by Internalization of the Thin Ideal on Body

Satisfaction

R° | Adj. R | R°Change| F Change | B(SE) B
Step 1 230 |.225 230 50.116
Shape Changge -4.21 (.59) -479
Step 2 373 | .366 143 38.193
Shape Change -3.39 (.55) -.386
SATQ-3-I -.51(.08) -.390
(Internalization)

Note. Numbers itvold, p<.01, numbers iitalics, p<.05.

Figure 3: Shape Change Mediation (Internalization of the Thin Ideal)

(-4.21)
Shape Ch: >

Body Satisfaction

(1.61) (-.51)
Shape Ch——  Internalizatien——»

Body Satisfaction

Table 7: Mediation of Shape Change by Internalization of the Thin Ideal on Dsdrder
Eating
R° | Adj. R® | R°Changel F Change | B(SE) B

Step 1 131 | .125 131 23.661

Shape Changge -4.33 (.89) -.362
Step 2 326 | .317 195 45.007

Shape Change -2.98 (.81) -.249

SATQ-3-1 -.79 (.12) -.455
(Internalization)

Note. Numbers itbold, p<.01, numbers iitalics, p<.05.

The second potential mediator of shape change was pressure for thinness. The

first step, a regression of shape change on pressure for thinness was sighificArR)
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=7.628,p<.01,R* = .042), as was the regression of shape change on body satisfaction

as previously described. In the third step, in which pressure for thinness was added, the B
value of shape change dropped from -4.Xb4 (01) to -3.510[ < .01). See Table 8. A

follow up Sobel (1982) test indicated that the drop was significant (z = -5543)5).

See Figure 4 for a visual depiction of this process.

Again, the findings were similar when disordered eating was the outcome. When
pressure for thinness was added to the regression of shape change on disordered eating
the B value of shape changed dropped from -4.053 to -2.753, and the Sobel test indicated
that this mediation was also significant (z = -2.55%,.05; Table 9). Thus, pressure for
thinness also partially mediated the effect of shape change on body satisdackt
disordered eating.

Mediations of shape change by negative affect were also tested. Hpthever
results were not significant for body satisfaction or disordered eating.

The other potential mediation indicated by the bivariate correlations was of
weight change by internalization of the thin ideal. The first step, a stgnesf weight
change on internalization of the thin ideal was significant (F(1,171) = 58645,~ =
.033). The second step, a regression of weight change on body satisfactiosowas al
significant (F(1,167) = 33.89(,< .01), and when internalization of the thin ideal was
added to the equation, the B value of weight change dropped from -.436 to -.353 (Table
10). The follow up Sobel test indicated that this mediation was also significant (z =
2.283,p < .05). See Figure 5 for a visual depiction of this mediation. The mediation was

also significant for disordered eating as an outcome. The regression of @f&gge on
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Table 8: Mediation of Shape Change by Pressure for Thinness on Body Satisfactign
R° | Adj.R® | R°Change| F Change | B(SE) B
Step 1 226 | .221 .226 48.713
Shape Change -4.15 (.60) - 475
Step 2 364 | .377 .158 42.717
Shape Changge -3.51 (.54) -.402
PSPS (Pressure) -.96 (.14) -.405

Note. Numbers itvold, p<.01, numbers iitalics, p<.05.

Figure 4: Shape Change Mediation (Pressurefor Thinness)

(-4.15)
Shape Ch: » Body Satisfaction

(.77) (-.96)
Shape Ch——»  Pressure—» Body Satisfaction

W

Table 9: Mediation of Shape Change by Pressure for Thinness on Disordered Eating
R° | Adj. R® | R°Changel F Change | B(SE) B
Step 1 123 | .118 123 22.187
Shape Changge -4.05 (.86) -.351
Step 2 323 |.315 .200 46.414
Shape Change -2.75 (.78) -.238
PSPS (Pressure) -1.39 (.21) -.461

Note. Numbers itvold, p<.01, numbers iitalics, p<.05.

Table 10: Mediation of Weight Change by Internalization of the Thin Ideal on Body
Satisfaction
R° | Adj. R® | R°Change| F Change | B(SE) B

Step 1 169 | .164 169 33.890

Weight Change -.44 (.08) -411
Step 2 339 | .331 170 42.679

Weight Change -.35(.07) 332

SATQ-3-I -.55 (.08) -.420
(Internalization)

Note. Numbers itvold, p<.01, numbers iitalics, p<.05.
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Figure5: Weight Change M ediation (I nternalization of the Thin Ideal)

(-.44)
Weight Ch. » Body Satisfaction

(.15) (-.55)
Weight Ch. —— Internalization——  Body Satisfaction

disordered eating was significant (F(1,156) = 11.p48,01), and when internalization

of the thin ideal was added to the equation, the B value of weight change dropped from -
.386 to -.276. The Sobel test was also significant (z = -2(86705; Table 11).Thus,
internalization of the thin ideal also partially mediated the effect of weltgnige on

body satisfaction and disordered eating.

Question 1a. How many mothersreport that weight/shape/appear ance has been a
concern in the past month?

Participants were asked to view a list of potential concerns that a new migih¢have,
and check any that they experienced in the past month. Similar to findings in previous
research, 75.2% of the participants indicated that they had been concerned with their
weight, shape or appearance in the past month. Other frequently indicated concerns
included “finding time for myself” (77.9%), “low energy/tirednessfag” (78.8%),

“being a good mother” (67.6%) and “relationship with husband/partner” (66.7%). For a

complete list of the concerns and frequencies, see Table 12.
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Table 11: Mediation of Weight Change by Internalization of the Thin Ideal on Drsor
Eating
R° | Adj. R® | R°Change| F Change | B(SE) B

Step 1 070 |.064 .070 11.748

Weight Change -.39 (.11) -.265
Step 2 302 |.293 232 51.648

Weight Change -.27 (.10) -.189

SATQ-3-I -84 (.12) -.488
(Internalization)

Note. Numbers itvold, p<.01, numbers iitalics, p<.05.

Table 12: New mothers concerns in the past month

Percent indicating the item was

D

ltem “a concern” “my biggest
concern”

1) Finding time for myself 77.9% 13.5%
2) Low energy/not enough sleepl/tiredness/fatigue 78.8% 27.09
3) Relationship with husband/partner 66.7% 13.1%
4) Being a good mother 67.6% 11.7%
5) Finding good child care 36.0% 5.0%
6) Physical pain 18.9% 0.9%
7) My weight/shape appearance 75.2% 14.4%
8) Feeling down/sad frequently 18.0% 1.4%
9) Inability to concentrate 29.7% 2.3%
10) Relationship with friends 39.2% 0.9%
11) Relationship with extended family 21.2% 0.5%
12) Finances 53.2% 10.4%
13) Other 13.5% 5.9%

Question 1b. How many mothersreport that weight/shape/appear ance has been

their most important concern in the past month?

When asked to choose the “biggest concern during the past month,” 14.4% of women,

indicated “weight/shape/appearance.” Other frequently rated concemS$lover

energy/tiredness/fatigue” (27.0%), “finding time for myself” (13.5%#|dtionship with
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husband/partner” (13.1%), and “being a good mother” (11.7%). For a complete list of the
concerns and frequencies, see Table 12.

Question 2a. Do body satisfaction and disordered eating correlate with postpartum
depression?

A bivariate correlation of postpartum depression and body satisfaction wdeagr
=-.34,p < .01), as was the correlation of disordered eating and postpartum deprnession (
=-.37,p <.01), both with medium effect sizes.

Question 2b. To what extent do the biomedical and psychosocial variables predict
depression in postpartum women?

A simultaneous regression analysis of negative affect, social suppemgaiization of

the thin ideal and pressure for thinness on postpartum depression yielded significant
results (F(4, 159)= 45.447), p<.01) and predicted 53.3% of the variance. These variables
were chosen as they significantly correlated with postpartum depresks@mbiomedical
variables (BMI, weight change and shape change) did not correlate with postpartum
depression and were, therefore, not included. Negative affect emerged as @signifi
individual predictor [ = .640,sr* = .359,p < .01) with a large effect size, while
internalization of the thin ideal emerged as a significant individual predictor}30,sr?
=.013,p < .05) with a small effect size.

Questions 3-6: How will participantsrespond to the open-ended questions:

To address these questions, the author and the faculty advisor read over the qualitative
responses to the questions and came up with possible categories for each quesgtion. The
discussed these categories and agreed on five to seven categories thatibszautiigd

participant responses. To ensure that these categories made sensedbrextes and
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worked for the data, eight graduate students in clinical and counseling psyciel&gy
recruited to pilot the categories. Two students were assigned to each questionhand ea
student was provided with 40 random answers to code into categories. In addition to
coding, these pilot testers were asked for feedback regarding the easengf the

clarity of the categories and any other general comments. Based ercdnasents, the
author refined the categories. The entire set of responses were then serftreet to t
undergraduate coders (all of whom were junior or senior psychology majors, and whom
had taken a course in counseling psychology), along with a brief description of the
overall study and the codes. They were asked to assign each response to one category
Once the coding was returned, agreement levels and kappa statisticalgalated.

When determining frequencies for each category, an answer that was cosi@ehé¢hiey

two raters was included in the “majority” category. If all three ralesagreed on coding,
that particular answer was not included in the frequencies listed below. Foll the
description of each category that raters received, see Appendix N. Sampleegsd$pons
each category are presented in the discussion.

Question 3. How did you feel about your body before your pregnancy?

Responses to this question fell into six categories. The categorieequdricies are

listed below in Table 13. All three coders agreed on 80.4% of the responses, and two of
the three raters agreed on 93.3% of the responses. The average kappa for plagshree

of raters was .80 (range: .79 - .82).

Question 4. How did you feel about your body during your pregnancy?

Responses to this question fell into five categories. The categorieequdricies are

listed below in Table 14. All three coders agreed on 81.3% of the responses, and two of
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Table 13: Categories of Qualitative Data for Research Question 3:
How did you feel about your body before your pregnancy?
N %
Category (and description)
1. Very satisfied with body in general. 44 24.0 Yo
2. Okay/accepting of body in general. 82 44.8 %
3. Dissatisfied with weight (too high). 30 16.4 %
4. Dissatisfied with body and/or whole self. 10 5.5%
5. Dissatisfied with shape/tone. 3 1.6 %
6. Dissatisfied with weight (too low). 2 1.1%
7. Other 12 6.6 %
Table 14: Categories of Qualitative Data for Research Question 4:
How did you feel about your body during your pregnancy?
N %
Category (and description)
1. Satisfied/very satisfied: No pressure for thinness. 31 16.9 %
2. Satisfied/very satisfied: Excitement about motherhood. 41 2214 %
3. Loved it/satisfied. No explanation given for why. 37 20.2|%
4. Mixed/both satisfied and dissatisfied during pregnancy. 43 235 %
5. Dissatisfied throughout pregnancy 22 12.0|%
6. Other 9 4.9 %

the three raters agreed on 95.1% of the responses. The average kappa for plagrshree

of raters was .82 (range: .81 - .83).

Question 5. How do you feel about your body now?

Responses to this question fell into six categories. The categodidseguencies are

listed below in Table 15. All three coders agreed on 84.6% of the responses, and two of

the three raters agreed on 94.6% of the responses. The average kappa for plagrshree

of raters was .85 (range: .84 - .85).

Question 6. What types of comments have you received from people you know (i.e.

your spouse, friends or family) about your body or how you look since giving birth?

Responses to this question fell into seven categories. The categoriexjaeddres are

listed below in Table 16. All three coders agreed on 88.3% of the responses, and two

70



Table 15: Categories of Qualitative Data for Research Question 5:
How do you feel about your body now?

N %
Category (and description)
1. Very satisfied: Body improved 6 3.3%
2. Satisfied: “Back to normal” 8 4.4 %
3. Satisfied, but need for improvement. 74 40.4|\%
4. Dissatisfied: Need for a specific change. 30 16.4 %
5. Dissatisfied: Global unhappiness with appearance/body. 44 24.0%
6. Dissatisfaction: Change in view of body. 9 4.9 %
7. Other 12 6.6 %

Table 16. Categories of Qualitative Data for Research Question 6:
What types of comments have you received from people you know

(i.e. spouse/partner, friends, family) about your body or how you
look since giving birth?
N %
Category (and description)
1. Positive: Look better than pre-pregnancy. 6 3.3%
2. Positive: Back to normal. 100 54.6 %
3. Positive “for having a baby.” 8 4.4 %
4. Positive, “but | don’t believe them.” 16 8.7 %
5. Neutral: No comments, or neutral comments. 19 10.4 %
6. “Suggestions” for improvement. 12 6.6 %
7. Negative 10 5.5 %
8. Other 12 6.6 %

of the three raters agreed on 94.4% of the responses. The average kappa for the three
pairs of raters was .85 (range: .84 - .87).
Additional Analyses

As the initial correlations showed a significant relationship between cumrest
feeding status and the two body image outcome variables (body satisfaction and
disordered eating), and as breastfeeding status remained a significactopidiody
image outcome variables after including all other predictors, it seemedblpdbsit there

would be an interaction of breastfeeding with pressure for thinness or with iizaioal
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of the thin ideal. While the interaction with internalization of the thin ideal was not
significant, the interaction with pressure for thinness was.

To test the interaction of breastfeeding with pressure for thinness, tlesgroc
outlined in Frazier, et. al. (2004) was followed. First, pressure for thinness was
standardized. Then, a regression was run on body satisfaction with the staddardize
pressure for thinness and breastfeeding status in the first step, followeslibetaction
term in the second step. Both steps were significant and the interactiofft terd 80,

s = .025,p < .05) and breastfeeding statfis=(-.228,sr* = .052,p < .01) emerged as
significant individual predictors (Table 17). This interaction can be more thoroughly
understood by examining follow-up analyses, using the quantpsy program (Preacher
Curran & Bauer, 2006), which shows that the region of significance of this inberasti
when pressure for thinness is less than -7.93 standard deviations below the mean or when
it is greater than -.051 standard deviations below the mean. The simple slope of
breastfeeding (from currently breastfeeding to not currently bredstfiy when pressure

for thinness is 1 SD below the mean is -1.877, which is not signifipant46).

However, when pressure for thinness is 0 (at the mean) the simple slope isp&257 (
.01) and at 1 SD above the mean the simple slope is -1@63.01). In other words,

when pressure for thinness is .5 standard deviations below the mean (i.e. when women
are experiencing less pressure for thinness than average), then bdaagtséatus does

not effect body satisfaction; women who are currently breastfeeding andithosee

not, have similar levels of body satisfaction. However, when pressure for #ianes
greater than .5 standard deviations below the mean (i.e. women are experiea@Egg a

levels of pressure or more), then women who are currently breastfeeding have
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Table 17: Moderation of Pressure for Thinness by Breastfeeding on Bodwa&imtis
R° | Adj.R® | R°Change| F Change | B(SE) B
Step 1 279 |.270 279 32.125
Current BF -6.28 (1.84) -.225
Z-Scored PSP$ -6.36 (.90) -.465
(Pressure
Step 2 304 | .291 025 5.888
Current BF -6.36 (1.81) -.228
Z-Scored PSP$ -.16 (2.70) -.012
(Pressure
Interaction -4.38 (1.80) -.480
(Current BF * Z-
scored PSPS)

Note. Numbers itbold, p<.01, numbers iitalics, p<.05.

significantly higher body satisfaction than those who are not currently leredisif). See
Figure 6 for a visual depiction of this effect.

A similar phenomenon occurs when one looks at the interaction of pressure for
thinness and breastfeeding in predicting disordered eating. As with the previlysssana
both steps were significant and the interaction trm{426,sr* = .019,p < .05) and
breastfeeding statug € -.220,sr* = .047,p < .01) emerged as significant individual
predictors (Table 18). Once again the quantpsy program (Preacher, Curran & Bauer,
2006) was used to follow up these significant findings. The region of significance of this
interaction is when pressure for thinness is greater than -.054 standard devidbans be
the mean. The simple slope of breastfeeding (from currently breastfeediog
currently breastfeeding) when pressure for thinness is 1 SD below the m@ad4s -
which is not significant = .35). However, when pressure for thinness is 0 (at the mean)
the simple slope is -8.098 € .01) and at 1 SD above the mean the simple slope is -

13.024 p < .01). As with body satisfaction, when pressure for thinness is .5 standard
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Figure 6: Moderation of Breastfeeding by Pressurefor Thinness (Body Satisfaction)
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Table 18: Moderation of Pressure for Thinness by Breastfeeding on Disordeiregl E

R° | Adj. R | R°Change| F Change | B(SE) B
Step 1 320 |.311 .320 36.898
Current BF -8.26 (2.43) -.224
Z-Scored PSP$ -8.74 (1.16) -.499
(Pressure
Step 2 339 | .326 .019 4.543
Current BF -8.10 (2.41) -.220
Z-Scored PSP$ -1.69 (3.50) -.097
(Pressure
Interaction -4.93 (2.31) -.426
(Current BF * Z-
scored PSPS)

Note. Numbers itvold, p<.01, numbers iitalics, p<.05.
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deviations below the mean, then breastfeeding status does not effect disordeged eati
women who are currently breastfeeding and those who are not, have similar levels of
disordered eating. However, when pressure for thinness is greater than .5 standard
deviations below the mean, then women who are currently breastfeeding have
significantly lower levels of disordered eating than those who are not ttyrren
breastfeeding. See Figure 7 for a visual depiction of this effect.

Finally, as breastfeeding status correlated with postpartum BMI and shape
change, and as its B value dropped from step 1 to step 2 of the hierarchicalmegress
run for hypotheses 3 and 4, some mediation analyses were run as well to explore possibl
physical mechanisms through which breastfeeding might effect bodysatisfand
disordered eating. Once again, the process outlines in Frazier et. al. (2094dsack

The first set of regression explored the mediation of breastfeeding by shape
change on body satisfaction. The first step, a regression of breastfeediapen s
change, was significant (F(1,177) = 6.3p; .05,R* = .035), establishing path a. The
second step, a regression of breastfeeding on body satisfaction wagrafsmast
(F(1,172) = 13.309 < .01) and in the third step, the B value of breastfeeding dropped
from -7.527 p < .01) to -5.356[ < .01). (See Table 19 for these regressions.) A follow
up Sobel (1982) test indicated that the drop was significant (Z= 2363)5). When
this same mediation was tested on disordered eating, the results wergrafeasi. The
regression of breastfeeding on disordered eating was significant (F(1,162) = p5237,
.01) and in the third step, when shape change was added, the B value of breastfeeding
dropped from -10.874p(< .01) to -8.300[ < .01). (See Table 20). A follow up Sobel

test for this mediation was also significant (Z = 2.1¥4,.05).
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Figure 7: Moderation of Breastfeeding by Pressurefor Thinness (Disordered

Eating)
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Table 19: Mediation of Breastfeeding by Shape Change on Body Satisfaction
R° | Adj. R | R°Change| F Change | B(SE) B
Step 1 072 | .066 072 13.309
Current BF -7.53 (2.06) -.268
Step 2 261 | .253 289 43.841
Current BF -5.36 (1.88) -.191
Shape Changge -3.92 (.59) -.442

The second potential mediation was of breastfeeding by BMI. However, when
this mediation was tested on body satisfaction and on disordered eating, the Sobel te

was not significant.
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Table 20: Mediation of Breastfeeding by Shape Change on Disordered Eating

R° | Adj. R® | R°Change| F Change | B(SE) B
Step 1 .086 | .080 .086 15.237
Current BF 10.87 (2.79) | -.293
Step 2 77 | 167 091 17.891
Current BF -8.30 (2.72) -.224
Shape Changge -3.63 (.86) -.310

In sum, one can apply a biopsychosocial framework to body image in new

mothers, as biomedical and psychosocial variables show meaningful influence atsd effe

on body satisfaction and disordered eating, and psychosocial variables account for

variance above and beyond biomedical variables. Moreover, psychosocial factors help

explain one way through which biomedical factors act, as explored in the mediAgsons

the vast majority of women are reporting that they feel concerned about heir

weigh/appearance, these findings are important to the health of many newsmbiiese

results will be discussing in greater depth in the following chapter.
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Chapter 6
Discussion

The purpose of this study was to examine the relationship of biopsychosocial
factors to body image in new mothers. Specifically, this study examinedl#tienship
of multiple biomedical (postpartum BMI, weight change and perceived shape change),
psychological (internalization of the thin ideal and negative affect) and §o®asure
for thinness and social support) factors with body satisfaction and disordengd €hais
study was unique in its use of the biopsychosocial framework, as previous research had
focused primarily on the biomedical contributors to body image in new mothers.

This section will discuss the findings of this study. It will begin by rewgw
the descriptive information about the sample and compare it to the most recent CDC
statistics (Martin, et. al., 2005) to determine generalizibility. littwen present a brief
discussion of the individual relationships between the biomedical, psychological and
social factors and body image. Third, the findings of the hierarchical regressid
mediational analyses on body satisfaction outcomes are discussed, along with the
importance of these issues to new mothers. This discussion is followed by aioisotiss
the post-hoc analyses, which provide a more in depth exploration of the findings
regarding breastfeeding. Fifth is a discussion of the contribution of these psgyiehos
factors to postpartum depression. Finally, it will discuss the qualitativenfjadi
limitations of the study, and implications for future research and practice.
Sample

This sample was predominantly White/European American (65.8%) and highly

educated (37.4% had a college degree and an additional 35.1% had a graduate megree). |
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addition, the mothers in this sample had an average age of 30.47. The average &ge of the
children was 6.63 months. Meanwhile, the most recent CDC report (Martin, 2005) shows
that approximately 55% of new mothers are white (non-Hispanic) and that tageave
age for a woman'’s first birth was 25.2. In addition, only 27.8% of women who gave birth
had a bachelor’s degree.

Based on these basic criteria, this sample is not entirely represenfahe
typical first time mother in the United States. One difference is tle raeke up. The
sample has a higher percentage of white participants than exists in theipopBhat
posting the survey on multiple websites, some targeted at particular minotpsgr
researchers hoped to increase the racial diversity; the study did not reagiath
population demographic, but it is a more racially diverse sample than previeasches
looking at new mothers. The age and education level of the sample are also dtisamrent
those of the population from which it was drawn. This bias is probably due to the nature
of recruitment and who is interested and willing to participate in researchndwéall
sampling method uses friends and colleagues of the researcher to cred¢madede
network of possible participants. However, as the researcher was enrolladuatgr
school, many of her colleagues were as well. The higher average thgecafrent
sample might also explain some of the discrepancy in education level. TheeG@QC r
(2005) shows that approximately 42% of mothers over 30 (the average age of the current
sample) have a bachelor’s degree.

Other demographic statistics for this sample are more similar to ttred of
general population. According to the CDC (2005), 55% of women return to work within

one year of giving birth and in the current sample, 50.9% reported returning to work and
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an additional 5.9% reported being students. In addition, the full spectrum of
socioeconomic status was represented. Finally, recent reports (Harrish20e8)
suggested that the number of mothers who breastfeed for some period is rising, and
surveys of new mothers have found breastfeeding rates between 74 and 77%. In the
current sample, 63.3% were currently breastfeeding, but 71% indicated thatdhey ha
breastfed at some point. Finally, the sample also provided rich variability &ayhe
variables (e.g. body image, postpartum depression, etc.) for this study. Thdityaoabi
the outcome measures is a particular strong point considering the current asuagtw
testing a clinical population.
Biomedical Contributors

The current study explored the relationship of the three biomedical factors,
BMI, weight change, and shape change with body satisfaction and disordergdAsat
individual's postpartum BMI is an indication of their weight to height ratio, and iteckla
to size in a more general way. Weight change was calculated by sngtgzticipants’
estimated prepregnancy weight from their current weight; this variadhieaied the
change in weight (retention or weight loss) that women experienced. Fasapme
women might change in weight distribution, but not actual weight, a singlejitestion
asked women to rate the extent to which they thought their shape had changed. Thus,
each biomedical variable touched on a difference aspect of one’s body and weight.

As hypothesized, findings indicated that women with higher BMI's, greater
weight change and greater perceived shape change reported lower bdastisatiand
more disordered eating. The effect size of the relationships between BMEegaid w

retention with body image were slightly larger than the effect sizes oflgt®nships
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between BMI and weight retention with disordered eating. These findingsm@sestent
with previous research, which has demonstrated a negative correlation oftpastpa
BMI and body satisfaction (e.g. Walker, 1998). In addition, these findings makeévintuit
sense given the nature of pregnancy and birth. Women are advised to gain an average of
25-35Ibs with pregnancy and typically retain 2 Ibs of that weight one year gastpar
(IOM, 1990). It seems that women who retain weight, who have higher BMI's overall or
who feel that their stomach, hips or thighs have gotten larger since having tlyeir bab
might feel badly about these changes or attempt to diet (and even go to sxifeme
disordered eating) as a means of weight control. This dissatisfaction with oneanldody
attempts to control ones food might be exacerbated by other aspects of new motherhood,
especially feeling tired or having less energy to exercise, diffigaltyng enough rest, or
difficulty making time to eat a healthy diet.
Psychological Contributors

Internalization of the thin ideaAs hypothesized, internalization of the thin
ideal was negatively correlated with body satisfaction and positively atadelvith
disordered eating. Thus, women who reported higher internalization of the thin ideal (i.e
they were more likely to endorse that they should and can look thin) also reported lower
body satisfaction and more disordered eating, both with a large effectrezieuB
research had indicated that internalization of the thin ideal was a sighgrealictor of
poor body image and eating disorders in adolescent women (e.g. Tylka & Subich, 2004);
however, no research had yet examined this variable in postpartum women. One
gualitative study reported that pregnant women indicated awareness of thie#himas

something to strive for after giving birth (Johnson, et. al. 2004), but this study did not
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look at postpartum women specifically. The current study shows that postpartum wome
do continue to internalize the thin ideal. Unfortunately, after having children, the thin
ideal becomes even less natural and less attainable; it makes serse ihi@rhalization
would have a significant relationship with body dissatisfaction and with disordered
eating. Given that these correlations had a large effect size, ligatioa of the thin

ideal is clearly an important issue to consider for postpartum women.

Negative affectThis study also found the hypothesized correlations of negative
affect with body satisfaction and disordered eating. Women who reported greater
negative affect also reported lower body satisfaction and more disordered eating, bot
with a medium effect size. These findings are consistent with previoasaciese
demonstrating the relationship of negative affect and body image (e.q.€btigke 1996),
although once again this previous research had only looked at adolescent and college
aged women. One previous study had explored somewhat related variables in new
mothers (self esteem and depression) and demonstrated significantiooseléth
postpartum BMI (Walker, 1997). However, this study did not look specifically at
negative affect. The current study showed that negative affect and edyadi image
are related in postpartum women. Once again, this finding makes intuitive sense. As
described in the literature review, someone who is higher in negative\affecti
experiences subjective stress and aversive moods more frequently; onenkash
these negative emotions might manifest themselves is through negaiivgsfemvards
oneself or one’s body. In addition, it is possible that a new mother might have access t
fewer traditional coping mechanisms when feeling down (e.g. she might nairhave

take for herself, or the energy to think of a solution), or might find that previous Ways o

82



coping are less effective; as previous research has suggested tlurdeating
behaviors can serve as a way to control or soothe negative affect (e.g. ldaahert
Baumeister, 1991), a new mother might also use food or dieting to help soothe her
negative affectivity.
Social Contributors

Pressure for thinnes#s hypothesized, perceived pressure for thinness was
negatively correlated with body satisfaction and positively correlatéddigordered
eating, such that women reporting greater pressure for thinness alsod épaeiebody
satisfaction and greater levels of disordered eating. This finding demesagtrat
postpartum women experience pressure for thinness from family, friendsicsighif
others and the media, and that this pressure is tied to their feelings tdveard®odlies.
Once again, these findings replicated previous research with different populatiarts, whi
show similar correlations between pressure for thinness and body image agd eati
disorders in adolescent girls (e.g. Stice & Agras, 1988). The findings of twopsevi
studies suggested that pressure for thinness might be an issue for postparemasom
well, as in both studies pregnant women reported a keen awareness of pressume to ret
to their prepregnancy figure after giving birth. However, this study demtesthat
women continue to report that pressure after birth. While the measure used tore¢hée c
study measures “perceived” pressure and not voiced pressure from othessaaself-i
report measure, the scale chosen has demonstrated correlations witheptmes™r
(Stice, et. al., 1996). In addition, participants in the current study did provide esavhple
actual pressure from others to lose weight in their qualitative responsefic8ihgc

many women mentioned that their partner or their family emphasized thaamgeof
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returning to their prepregnancy figure, dieting or exercising. These findregéiscussed
further in the discussion of the qualitative data.

Social supportDespite previous findings that demonstrated the positive effect
of social support on body image in adolescent women (e.g. Grisset & Norvell, 1892), t
study did not find a significant correlation between social support and body satisfac
or disordered eating. This finding is particularly surprising given the numenalies
indicating the positive effect of social support on postpartum adjustment (e.g. Raykel,
al. 1980). However, there are a number of possible explanations for these results.

One possible issue is the type of social support measured. The scale used for
this study (MSPSS; Zimet, et. al, 1998) is a measure of satisfaction wethiyeet social
support; it measures how content an individual is with their support network. Pervious
research on new mothers has demonstrated large effect sizes when usorgitbis f
measurement (e.g. Crinic, et. al. 1993). An alternative way to measure social sifgport
measure instrumental support, or the amount of tangible help/advice/assistammrest
receives from others. Some previous work on new mothers had shown smaller zffect si
using this form of measurement (e.g. Cutrona, 1984). However, Walker (1997) used a
measure of instrumental support and found a significant correlation with postpartum
weight change. It is possible that a new mother dealing with body image tksegenot
benefit from her social support network in the same way. She may need tangible help
from others (to care for the baby while she exercises, to help cook nutritious fopih, etc
order for social support to help with her body image.

It is also possible that social support might feel more distant during sugjea la

change in ones life. A woman might feel that her childless friends simply do not
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understand the stress of having a new child, or that her spouse does not understand what
it is like for one’s body to go through such drastic changes. In their qualitatipenses,

a number of women mentioned that their friends or family would tell them that they
“looked good,” but that the women themselves did not believe them, or felt that the
compliment was given out of obligation. While these comments might feel suppartive i
another context, new mothers might feel these comments are simply politaness

addition, a new mother might feel that being in the presence of her friendsalyac
disheartening. She has experienced body changes, while her friends have not.l®even if s
feels that they are being supportive, seeing them might actually matlezheorse

about her body.

Finally, while the full range of possible scores on the social support scale wa
represented, the mean was indicative of overall high levels of social support; the middl
possible score on the scale was actually greater than one standard deviatiohdelow t
mean in the current sample. Thus, the vast majority of women reported good social
support, making it more difficult to detect its effects. Unfortunately, it gossible to
know which of these factors, if any, are responsible for the lack of significaptatamns
between social support and body image variables.

A Biopsychosocial Model of Postpartum Body Image

Once the bivariate correlations were run, this study tested a biopsychosocial
model of body image in new mothers. In order to test this model, two hierarchical
regressions were run, one on body satisfaction and one on disordered eating. As current
breastfeeding status had correlated with both outcomes, it was stdyistcdiolled for

by entering it separately in the first step of the regression. Biomediikwtors (BMI,
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weight change, and shape change) were entered in the second step, as psedols re
had already demonstrated their effect on postpartum body image. Finally, the
psychosocial contributors (internalization of the thin ideal, negative affect esslLipe

for thinness) were entered as a group in the third step. As previously addressed, social
support did not significantly correlate with body satisfaction nor disordeteweand

was not included in either set of analyses.

As hypothesized, all steps were significant in both regressions. In tiessien
on body satisfaction, the first two steps accounted for 37.5% of the variance, and when
the psychosocial variables were added, 54.9% of the variance was accounted for. In
addition, pressure for thinness and internalization of the thin ideal both accounted for
additional variance individually, above and beyond all of the other included variables,
with a small to medium effect size. Shape change and postpartum BMI alsoilmédra s
effect size, indicating the biomedical factors and psychosocial faceyrsipique,
important roles in body satisfaction.

In the regression on disordered eating, the first two steps accounted for 21.1%
of the variance, while all three steps accounted for 50.5% of the variance. Moadlover,
three psychosocial variables (internalization of the thin ideal, pressuterfoess, and
negative affect) accounted for unique, individual variance, above and beyond the others,
with a small to medium effect size.

Not only do these findings support a biopsychosocial model of body image, in
that biomedical and psychosocial factors significantly contribute to body imagaglut t
also suggest that certain psychosocial factors are important unique cordritadnich

merits greater attention. While the majority of previous research focusedsingdh
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changes, and suggested that the major reason for women’s poor postpartum body image
was the weight retained after birth, this study demonstrates that psychéesdoia are
important as well. Essentially, internalization of the thin ideal, pressurkifoess, and
negative affect have effects on body satisfaction and disordered eating beydfetthe e

of biomedical factors, illuminating an important potential area of interventibnngw
mothers. In addition, as these variables accounted for approximately 50% ofidheevar

in outcomes, it is conceivable that other psychosocial factors, such as work engironme
or peer norms, might also play a role.

It is also interesting to note the differences between the regressions on body
satisfaction and disordered eating. Body satisfaction is a more affewtasure; items
address how women feel about their bodies or feel in their bodies. In contrast, disordered
eating is a more cognitive and behavioral measure; items primarilgssdsipecific
behaviors (dieting, bingeing, etc.) and cognitions or thoughts about weight and food. All
three biomedical factors accounted for unique variance in body satisfactioof tiiem
(BMI and shape change) had a similar effect size to pressure for thimagess a
internalization of the thin ideal. Meanwhile, only one biomedical factor (BMl)avas
significant individual predictor of disordered eating, whereas all three poahbs
factors were significant individual predictors, and all three had largestedfizes than
BMI. It seems that actual body size and shape are bigger factors inidetgrwhether
womenfeelbadly about their postpartum bodies than in whether they act on those
feelings. This is an important distinction to make; disordered eating behawdors a
dangerous to the mother, and potentially the child, and these are more influenced by

psychosocial factors that have received very little attention in previceercas
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Mediations.The present study also sought to examine the mediation of
biomedical variables by psychosocial variables, as proposed by the biopsychosocial
model. Mediational analyses allow one to examine the indirect effects dhblgaor a
mechanism throughout which a variable acts. More specifically, the biopsychosocia
model suggests that biomedical variables have a direct effect on healthisiafalso act
throughpsychosocial variables (a partial mediation). In the current study, four noediati
were tested on body satisfaction and on disordered eating, as indicated by th&ebivar
correlations. As postpartum BMI did not significantly correlate with any of the
psychosocial variables, no mediations of postpartum BMI were indicated. In addition,
negative affect was not a significant mediator of any of the psychosocthesri

As predicted by the biopsychosocial model, there were three significant
mediations on both body satisfaction and disordered eating: perceived shape @dmange w
partially mediated by internalization of the thin ideal and pressure for thinnelss, a
weight change was partially mediated by internalization of the dlei,i all on both body
satisfaction and disordered eating. In other words, shape change has a édiceoneff
body satisfaction and disordered eating, such that women who report a grgegerade
change to their shape, also report lower body satisfaction and higher disordieged ea
However, shape change also has an impact through internalization of the thin ideal and
pressure for thinness. Thus, one reason that someone who reports higher pdrapeed s
change and also reports lower body satisfaction is that they are rgpogiier pressure
for thinness and internalization of the thin ideal. This mediation makes intuitive aense
woman who perceives more pressure for thinness and internalization of the thirsideal, i

more likely to see a negative impact of shape change on body image followinghaan eve
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such as pregnancy. It is important that one realizes these are stithivonadl analyses

and do not prove causation; we cannot say that higher perceived shape change causes
higher pressure for thinness, as it is entirely possible that a woman with pigksure

for thinness might perceive her shape to have changed more. However, while further
research would be necessary to determine causality, these arepstithint findings, as

they explain that part of the reason shape changes effect a new mothauselsie

feels pressure to be thin or has internalized the thin body as ideal.

Weight change was also partially mediated by internalization of the tlah ide
Thus, weight change has a direct effect on body satisfaction (women rehogheg
weight change report lower body satisfaction) and on disordered eatingfweporting
higher weight change report more disordered eating). However, it also imapaant i
through internalization of the thin ideal; one reason that women feel badly about thei
bodies with greater weight change is because they are reporting gresatalization of
the thin ideal.

It is interesting to note that weight change is only partially mediated b
internalization of the thin ideal and not pressure for thinness. One possible agplanat
that weight change looks at something that might be private to the individual. For
example, in their qualitative answers, many women indicated that they haedetsew
pounds since giving birth, but that others did not notice, while other women reported
being able to disguise their weight gain with the clothing they wore. The waighge
from prepregnancy to postpregnancy might not be something that others see,lgspecial
as the two weights are separated by the pregnancy itself. If others dolizetthed a

woman has gained weight, the woman might not experience any increase umnepf@ss
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thinness. If others do not know a woman has gained a few pounds, they cannot pressure
her to lose that weight, or they might perceive that it is typical to gain a few pafieds
pregnancy and may not perceive it as problematic. Meanwhile, shape chahgbanig
something more noticeable to others. For example, some women spoke of having smalle
breasts and a larger stomach or hips. Regardless of whether a woman’shagight
changed, if her shape appears different to her, others might perceive thisahénge
pressure her to lose weight. However, as a woman is aware of her own wergg, cha
she will be vulnerable to her own ideas of thinness and what she “should” weigh.
Overall, these mediational analyses are consistent with the theory behind the
biopsychosocial model; the biomedical factors of shape change and weight change ha
both a direct and indirect on health status outcomes (body satisfaction and disordered
eating, in this case). Mediation effects have not typically been studied fonddi or in
studies on postpartum women specifically. Yet, mediations help provide potesdial ar
of intervention as the psychosocial contributors are often seen as more malleable and
amenable to change. It might be inevitable that a woman’s shape or wiighiawge
with pregnancy and birth. However, one can intervene around internalization of the thin
ideal and pressure for thinness so that these biomedical factors havealesspéct on
a new mother’s body image.
Importance to new mother©ne possible reaction to the findings thus far
might be that these are helpful for women facing body image concerns, tiihiethare
only applicable to a small subset of new mothers. However, this study found that the
overwhelming majority of women reported that they were concerned abauivéight,

shape or appearance in the past month. Research questions 1la asked participants to
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indicate which of a list of 12 issues had been a concern to them in the past month. This
list had drawn from previous research regarding new mothers concerns (fi&hbei
Burgraff, 1997), and 75.2% of women indicated that they were concerned about their
appearance. More women endorsed body concerns than concerns over being a good
mother, finding child care or relationships with their partner, friends oryamil
addition, question 1b asked new mothers to choose their “biggest concern” from the same
list. One’s weight/shape/appearance was second only to low energy and fatggee. Th
findings suggest that the majority of women do feel concerned over their postpartum
figure and that almost 15% indicate that their bodies are their most importaatrconc
Breastfeeding and Postpartum Body Image

When examining potential relationships between demographic factors and the
variables of interest for the current study, researchers found a significegiaiton
between both body satisfaction and disordered eating and breastfeeding status. No
hypotheses had been made about this relationship, as what little researchoexibte
topic was mixed. Foster (1996) found that pregnant women who voiced the intention to
breastfeed were more satisfied with their shape than those who did not intend to
breastfeed. However, this study focuses on breastfeeding intention and bddgtsatis
during pregnancy rather than on actual breastfeeding post-pregnancy. In addition,
Larsson and Andersson-Ellstron (2003) found that women who had previously been
diagnosed with an eating disorder were less likely to be breastfeedinghitebiat three
months. However, both Tzuriel and Weller (1986) and Johnson-Robledo and Fred (2008)
found that body image was not significantly different in those who chose to breastfeed

and those who did not. It is also important to note that these four studies look at mothers
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who breastfeed and those who do not. This variablenatesignificantly related to any
other variables in the current study; instead, the related variable wiseewa@aew
mother was currently breastfeeding. Thus, those who had breastfed for some time, but
had since stopped, did not respond differently at any point on the variables of interest
than women who never breastfed.
In the hierarchical regressions on body satisfaction and disordered eating,
breastfeeding was entered as a first step, and continued to significamatiynafor
variance in both outcomes after all other variables were entered, such that wioonen w
were currently breastfeeding had higher body satisfaction and reporteisEasered
eating. While the effect size was small, it seems that breastfeedinfpao=a direct
effect on body image outcomes. There are many possible explanations fiordihig. f
For example, a woman that is currently breastfeeding may still be losiggtieicause
of the calories needed for breastfeeding, and feel content that the number oretle scal
going down. In addition, a woman who is currently breastfeeding might see hersbody a
something more functional for the time being, and might be less concerned over her
appearance, or she may believe that by the time she stops breastfeedingabdy he
shape and weight will have returned to her prepregnancy level. Further exploratory
analyses helped shed some light on why and how breastfeeding affects bagly imag
As one previous study showed that body objectification was related to less
comfort with breastfeeding (although not to actually breastfeeding) (Johnsord&é&ble
Fred, 2008), the first exploratory analyses in the present study looked at whether
breastfeeding interacted with pressure for thinness or internalizatibe tfit ideal.

Body obijectification involves the concept that one sees her body from a somewhat

92



external view; the body is understood in the manner that others see it. Both
internalization of the thin ideal, in which one imposes an external, thin aspiration on
oneself, and pressure for thinness, in which one perceives other people’s opinion that
thinness is important, relate to body objectification. The interaction of inteahah of

the thin ideal and breastfeeding was not significant, indicating that intat of the

thin ideal affects women the same, regardless of whether they are gurreatitfeeding.

However, the interaction of breastfeeding and pressure for thinness was
significant when looking at both body satisfaction and disordered eating, asenisett
effect of breastfeeding in general. This interaction suggests that wéssupe for
thinness is less than average (-.5 standard deviations below the mean or lowérgrénen t
is not a significant difference in body image or disordered eating bethessmwho are
breastfeeding and those who are not. However, when pressure for thinness is average or
greater than average (higher than -.5 standard deviations above the mean), then women
who are currently breastfeeding have higher body satisfaction and lowetered
eating than those who are not currently breastfeeding.

Another way to think of this finding is that breastfeeding provides a “buffer”
against the negative effects of pressure for thinness. It is possible thahwdr are
currently breastfeeding have a continued defense against pressure foistiomess
possible explanation for this buffer is that one must continue to intake enough calories to
create milk, and thus cannot diet too severely. Another possible explanation is that the
functionality of breastfeeding takes precedence over body perceptions. Mieaowbe

a woman has stopped breastfeeding (or if she did not breastfeed at all), she might
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experience pressure to return to her prepregnancy figure immediately, afekthesd
about her body or resort to drastic dieting.

The other set of follow-up analyses examined potential mediations of
breastfeeding. In the hierarchical regressions, breastfeeding droppedifioasige when
the biomedical factors were entered. As both BMI and shape change alscaigyifi
correlated (at the .05 level) with currently breastfeeding, mediations egteelt The
mediation of breastfeeding by BMI was not significant on body satisfactidisamered
eating. However, breastfeeding was significantly partially mediby shape change on
the two body image outcomes. This finding suggests that part of the reason that women
who are currently breastfeeding report higher body satisfaction and diosoedered
eating is that they are also reporting lower perceived shape chamge.arl a number of
possible explanations for this finding. First, it is possible that women who aretburre
breastfeeding actually experience less shape change, whereas wobmkave stopped
breastfeeding experience their shape as changing more, for the wansvdd it is also
possible that women who are currently breastfeeding simply pay lesscattentine
shape of their bodies, do not notice the change to their shape or believe that their body
will continue to return to its prepregnancy shape once they stop breastfeeding.

Overall, these findings regarding breastfeeding provide some ingrestight
into postpartum body image. In general, they suggest that currently breasiféees
have a direct effect on postpartum body image and women who are breastfeeditm seem
have better body image. In addition, previous research had found mixed results for the
relationship of breastfeeding and postpartum body image. The finding in thiglsatidy

currentbreastfeeding relates to body image variables, but not whether one breastfed
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previously suggests that the effects of breastfeeding might be more nuamced tha
previous research had considered. It might be that the positive benefits, ioté&ody
image are somewhat transitory. Finally, the moderation and mediatiosesmalpvide
some insight into the mechanism through which breastfeeding works; women who are
currently breastfeeding perceived less change to their shape, and afteldss by
pressure for thinness.

Postpartum Depression

As eating disorders and depression are often comorbid (Devlin & Walsh, 1989),
this study also sought to explore how body image and the tested biopsychosocial
variables related to postpartum depression. The bivariate correlations of fpmstpar
depression with body satisfaction and disordered eating were significant wetthianm
effect size. This finding is extremely important; a great deal of relséaoks at
postpartum depression, as it can have an effect on the future health of the mother and the
child (CDC, 2000). However, body image in postpartum women has not received as
much attention, despite its significant correlation with depression.

In addition, this study explored whether any of the variables tested in the
biopsychosocial model of body image also had predictive power for postpartum
depression. As none of the biomedical variables correlated with postpartunsaepres
they were not included in the regression. A simultaneous regression of the remaining
variables (internalization of the thin ideal, pressure for thinness, social supyort, a
negative affect) on postpartum depression was significant and accounted for 53.3% of the
variance. Negative affect was a unique predictor of postpartum depression wigh a la

effect size. This finding is not surprising, given previous research demangtrati
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correlations of negative affect and depression (e.g. Watson, et. al., 1988). However
internalization of the thin ideal also accounted for unique variance above and beyond the
other variables, with a small effect size. This finding adds to the importanddrefkaing
psychological variables such as postpartum body image; as much of the previaes resea
focused on the importance of biomedical changes in postpartum women, those working
with new mothers might assume that weight and shape were the only contributing, fact
However, these findings regarding postpartum depression show that psychdéauyaral
related to body image, which might be easily overlooked, are also related to tpostpar
depression. Gaining a better understanding of postpartum body image mightctsodea
better understanding of postpartum depression.
Qualitative Findings

Not all participants answered the open ended questions; however, those who did
were quite open with their experiences. Responses revealed that women have very
different feelings towards their bodies before pregnancy, during pregnancfteand a
pregnancy, and experience different reactions from others as well. Tridiagd will be
discussed in greater detail below.

How did you feel about your body before your pregnafidy8 question was

assigned six codes, which ranged from satisfied to dissatisfied, although ¢énere w
multiple categories of dissatisfaction, as women indicated they weeagisligsl with
different aspects of themselves. The most frequent category (44.8%)keggdtcepting
of body in general.” For example, one woman remarked “I felt okay about my body. I'd
never been thin, but being curvy never bothered me...Of course | had my insecurities, but

nothing out of the ordinary.” An additional 24% reported feeling very satisfied with thei
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bodies, and they truly liked the way that they looked; one woman said “I was the bomb
before getting pregnant! Seriously!” However, some women did indicate tyatére
dissatisfied with their bodies prepregnancy, and the most frequent reason for their
dissatisfaction was feeling too heavy (16.4%). Some women described lengbigsist
of feeling fat or struggling with dieting, while others were quite sucahout their body
dissatisfaction. For example, one woman remarked, “I didn't like it. | wantganeech
to lose weight.” Overall, while some women indicated feeling very unhappy iveith t
bodies, most women reported feeling okay, or even happy with their bodies before
pregnancy. Of course, as this question was retrospective, it is difficult toikm@men
looked back with a more positive view than what they had at the time. One woman even
commented that she did not like her body at the time, but that looking back, she felt she
looked good. However, it does provide a general sense that women remember feeling
good, or at least okay, about how they looked prepregnancy.

How did you feel about your body during your pregnansigimen responded
more broadly in their reactions to their bodies during pregnancy. This question had five
categories, also ranging from very satisfied to dissatisfied. Homevehis question,
there were three categories of satisfaction and only one category ticthstan.
Overall, 59.5% of the participants indicated that they were satisfied wittbtidies.
Some women (20.2%) did not indicate the reason for their satisfaction, simplyiimglicat
that they “loved it.” However, there was a notable distinction for those that didtedic
reason. Some reported feeling satisfied because of the meaning behind tles,abang
they were going to be a mother (22.4%). They reported awe at watching thes bodi

grow and pride that they could create a child; “I was excited to have anoghgnohfing
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inside of me...I felt sexy as a pregnant woman.” However, another group indicaited t
satisfaction was because they felt it temporarily removed pressubgnioess (16.9%).
Some felt that pregnancy legitimized changes in shape and diet, while ethdratf

being pregnant camouflaged or hid any “problems” that they saw with their bodees. O
woman responded, “fabulous. | knew I'd get fat so | didn't care. It was so wdratetf
freeing to not feel guilty about eating and not fitting in clothes. | loved s latter

group seems to be consistent with the women interviewed in Johnson’s, et. al. (2004)
gualitative study of pregnancy; they also spoke of feeling aware of a thin beadsrsl,
and feeling that pregnancy allowed them to veer from the standard.

The most frequent category, by a small margin (23.5%) was “mixed/both
satisfied/dissatisfied during pregnancy.” Most of the women in this catégbosatisfied
during one part of their pregnancy, and dissatisfied during another, although therdirect
was not consistent. Some women felt insecure at first, and worried that otlexd vie
them as “fat” and rather than pregnant; “at first it was difficult, becaudd started to
really show, I just felt fat. My regular clothes didn't fit, but materniogras didn't yet fit
either. But then as my belly got rounder, | just felt fabulous -- | loved niy’bel
However, others felt okay with their bodies at first, but did not feel satisfidtegpgrew;
one woman commented that she felt “OK at the beginning then embarrassed as | got
fatter.”

The final group indicated that they were dissatisfied throughout their pregnancy
(12.0%). These women often indicated feeling that their weight was out of contnat or t
they did not like gaining. One woman responded, “absolutely horrible. | wdgeterri

that 1 would gain too much weight and | was disgusted that | couldn't exercise.”
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An interesting issue also came out, regarding expectations of what a pregnant
women should look like. A few women, some of who felt dissatisfied with their bodies,
and some who had mixed feelings, and even some who felt satisfied with their bodies,
reported that there was a “good” or “cute” way to be pregnant, and compareditviesmse
to that ideal. For example, one woman commented that she “wanted one of those cute
little baby tummies...instead the weight | gained distributed evenly throughobbdy.”
Thus, while pregnancy allows some women to ignore sociocultural or internalrgtanda
for how to look, there are new pregnant standards to which they might feel they should
conform, which seems to dictate that “evidence” of the pregnancy should be lgrimari
the abdomen rather than in a general spread of the body or overall increase in size.

How do you feel about your body no®®Ace again, responses to this question
were coded into six categories, ranging from very satisfied to dissdtigfith three
categories of dissatisfaction. Only 7.7% of women reported feeling wiadisfied with
their bodies after giving birth. The largest group of women (40.4%) reportaugfeel
satisfied, with the caveat that something about their body needed to chahge tloey
needed “improvement” in some area. For example, one woman commented “Fine. ltis
me and that's good enough. Would like to have a better mid section though.” Some
women in this category also cited being a mother as the reason that they areenot mor
upset over their “problem areas.” One woman responded, “Not bad. Like | said, I'm not
as thin as I'd want, but | AM SO PROUD of any way my baby girl has dlteyebody.”

Unfortunately, 45% of the women indicated that they were dissatisfied with thei
body after having a baby. Some women mirrored the women described above, in that

they also found some specific thing(s) about their bodies that they wanted to change
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(16.4%). However, these women differed in that they were dissatisfied with thei
appearance because of it; “Not good. Wish | could loose the rest of the fat around my
lower abs and hips but no matter what it won't go away.” In addition, another 24% of the
women replied that they were globally (and some, very) dissatisfied withbibdies.

One woman expressed, “I feel disgusted and ashamed by my body. | hatectigr-s

scar, | hate my flabby tummy, and | hate to see myself naked. | hatyy fonsband to

see me naked even more. | think about my body all the time.” Overall, there were ma
women who were quick to point out what is “wrong” with their bodies; some were
satisfied in spite of these problems, while others felt dissatisfied. Incagdhere were

far more women who expressed shame, guilt and even hatred towards themselves and
their bodies postpartum, than those who expressed happiness.

When viewed together, it seems that the general pattern was that women reported
mixed feelings about their body prepregnancy, although the majority reporied feel
satisfied. This was followed by a range of reactions to pregnancy, witeanlamber of
women feeling satisfied at some point during the 9 months. In the postpartum period, the
vast majority of women reported some dissatisfaction. While there wea@bert
individuals who veered from this general trajectory, the predominant pattern cadtat le
indicate decreased body image postpartum.

What types of comments have you received about your body or how you look since
giving birth? This question revealed seven categories. Four of the categories primarily
reflected positive comments. A few women reported that they were told thadtheyl |
better than they had before pregnancy (3.3%), and the majority of women (54.6%) said

that they were usually told that they looked good because they were “back to’rarmal
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because they did not look like they had had a baby. For example, one woman remarked
“My husband, who found my pregnancy body a mixture of attractive and fascinating, is
pleased to have the regular "'me" back and regularly makes comments on how good | look
:). The general consensus from family, friends, and random strangerd Ibtilagreat

and you would never know | just had a baby.”

The other two positive categories both came with caveats. For a few women, they
felt that they only received positive feedback with the added comment “for having a
baby” (4.4%); “Everyone says | look great with the caveat always of "hgiweg birth
2 months, 3 months, 4 months... "ago.” For other women, they received positive
comments, but reported that they did not believe them or that others do not see their true
flaws. For some, this might have reflected their own dissatisfaction. One woman
responded “OH! People say | look great! It's just a shame that | don\tebt#iEm more.”

For others, they explained that they believed people were just being politeydBeas
always nice and tells you how great you look after giving birth. People anergttg
tell you, you look like you swallowed a ham.”

One woman in this category also made the very important point that any
comments, positive or negative, make one aware of the focus on appearance. “l hate how
everyone always feels they have to say "You look great." or somethirthaikelt puts
so much emphasis on how the mother, who just had a baby and isn't sleeping, looks. Of
course she doesn't FEEL like she looks good, so it makes her (or at least thiseias
me) feel like the person is just saying that....and that she wishes they would asipgoc
on and even thinking about how she looks. Look at my baby, not me, right now! And

why do | have to look good?” Women in a focus group conducted in designing this study
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also mentioned this phenomenon; during and after pregnancy, others seem torfael free
comment on how a woman looks, which might make her more aware of pressure for
thinness even if the comments are positive.

There were also two categories that reflected negative comments. $omea w
reported that others made blatant negative comments about their weight (5.5%). One
woman reported that, “When my son was 2 months old my father in law asked me ‘when
are you going to start dieting, since all your friends are so skinny.””h&nagfroup of
women reported that the negative comments they received were a bit moreassubtle
couched as helpful suggestions/offers (6.6%). For example, one woman explained “I jus
feel that my husband wouldn't mind if I was thinner - he encourages me gargg to t
gym...so | just assume that he thinks that | am chubby.”

Overall Summary of Findings

In order to understand the large number of findings presented in this study, it is
helpful to once again return to the original biopsychosocial model as presented in chapte
two. Essentially, health outcomes have three potential contributors: biomedioas fa
(biological or genetic; often viewed as fixed or difficult to change), biaséactors
(factors that have both biological and socially constructed aspects, suctdas @e
race), and psychosocial factors (psychological, social and behavioral; @vezrdvas the
most amenable to change). Each type of factor can have a direct effect orext indir
effect on health status. The current study explored a biopsychosocial model of body
image in new mothers, as measured by body satisfaction and disordered eatsiggfoc

on biomedical factors (postpartum BMI, weight change and shape change) and
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psychosocial factors (internalization of the thin ideal, negative affecgyseetor
thinness and social support)

Overall, the biopsychosocial model was supported. All tested biomedical
factors contributed to body satisfaction and disordered eating, and three of thetéalr tes
psychosocial factors (internalization of the thin ideal, negative affect, assupeefor
thinness) accounted for additional variance above and beyond the biomedical factors. In
addition, as predicted by the biopsychosocial model, there were significasmttiomedi
effects; shape change was partially mediated by internalization d¢fithiel¢al and
pressure for thinness, and weight change was partially mediated imgalizi@ion of the
thin ideal.

The second major finding was the importance of body image and appearance to
new mothers. The overwhelming majority of mothers reported feeling conagithed
their weight and appearance postpartum. A third important, and related findingatvas th
body image and postpartum depression are significantly correlated, witje a&féact
size. In addition, negative affect and internalization of the thin ideal, two p®@aabs
predictors of postpartum body image, were also significant individual predictors of
postpartum depression. Thus, not only are women concerned with their appearance, these
concerns can contribute to postpartum depression.

A fourth significant, but unexpected, finding was the role of currently
breastfeeding in predicting body image. Women who were currently leedisify had
higher body satisfaction and lower disordered eating, an effect that wia#iypa
mediated by shape change. In addition, breastfeeding served as a buffer lagainst t

negative effects of pressure for thinness. However, there were no sigrfiiicamgs
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when comparing those who breastfed at some point with those who did not breastfeed at
all.

Finally, and perhaps most importantly, the qualitative data demonstrated that
there is not one typical reaction to the pregnancy and postpartum periods. Women
expressed varying degrees of satisfaction with their bodies prepregnanoy, duri
pregnancy and in their first postpartum year. While there is a generahpatter
decreasing body image postpartum, women have varying reactions and exgesienc
their bodies throughout their pregnancy and postpartum time periods.

Limitations

There are several limitations of this study. To begin with, this researatited|
by the fact that it only looked at mothers’ self reports; there is no waydordee the
accuracy of their perceptions. For example, while an attempt was madedotgatl f
information on current weight and BMI, a mother might underestimate her ggagmcy
weight if she is feeling badly about her body or she might perceive préssthigness
from her partner while her partner is not exerting any pressure. Unforgyngiginot
possible to look at all of these sources of information in one study. Due the exploratory
nature of the current study, it only used self-report. Future research should look how the
reports of others (including partners, friends and even doctors) relate to maghers’ s
reports.

The cross sectional nature of this research is also a limitation. Whdesa c
sectional study gives an important glimpse of how women are feeling abthemhof
completing the survey, and this study did look at women who are at different points in the

first postpartum year, it is also important to look at how women fare over time.
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Longitudinal research would help researchers to examine the predictorspafrpost
body image and perhaps trace them from pre-pregnancy through the postpartum period.

Another set of limitations is due to the nature of internet research. One such
limitation is the ability to calculate a response rate. Because subjer recruited via
forum postings and snowball sampling, it was not possible to determine how many
people saw the request or how many were eligible to participate. The qrinsesate
researchers could provide was the number of people who actually went to the website to
begin the survey; however, this does not indicate the number of eligible people who
heard about the survey and chose not to visit the website. Related to this limitaten, the
may have been some respondent bias. It is not possible for researchers tmeleterm
differences between those who replied to the study and those who did not. Finally,
because the researchers recruited subjects via the internet, all thipgradineeded
computer access, which may have limited the diversity of the sample. Teet@ample
was older and better educated than the general population (although older methers ar
more likely to have a higher degree), and had a greater proportion of whitgopatsic
However, the sample did represent a range of income levels and was repvesienta
terms of employment and breastfeeding rates. Future research should caltsioerad
modifications to internet surveys in order to account for these limitations.
Implications for Research

There has been very little research regarding adult women’s body,image
less postpartum women. Thus, the current study contributes to the literature on body
image and eating disorders in postpartum women, but also adds to the scant Imerature

these issues in adult women overall. It demonstrates the importance of prengoasdygl
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psychosocial variables (especially internalization of the thin ideal andupedes
thinness) in postpartum body image, beyond variance accounted for by biomedical
variables. However, these findings also lead to additional questions for furiesrictes

One direction for future research would be to establish more nuanced and
directional paths between the variables explored here. While the corrdlanhahgses of
the current study show relationships between variables, and the mediations provided
more information than regressions alone by looking at mechanisms of action gimey ar
directional and one cannot make any claims regarding causation. Thus, futurghresea
could look at similar variables using structural equation modeling, to estabkshahal
pathways between the predictor variables. This would provide more insight into the
biopsychosocial model of body image, and of the relationship between body image and
postpartum depression. Another future study could explore the relationship of these
variables over time. For example, one could explore whether levels of inteinalizat
the thin ideal or pressure for thinness predict postpartum body image or depression. |
addition, while studies have looked at the trajectory of body image over the course of
pregnancy and after birth, studies have not looked at the trajectory of the predictor
variables over time. For example, if a woman reports high internalization dfithedal
prepregnancy, does she continue to hold herself to the thin ideal even when pregnant?
Finally, as this study looked only at first time mothers, it might be irnteget® explore
these factor in women having additional children.

Another direction for future research would be to examine individual variables
more closely. For example, pressure for thinness was shown to be an importarg variabl

in predicting postpartum body image, especially for women who were not beeiastfe
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Previous research had demonstrated correlations of perceived pressure fos thitines
actual pressure for thinness (as rated by others) in adolescent wogné&tice, et. al,
1998), and the qualitative data in the current study provided examples of direct and more
subtle pressure for thinness. However, it would be interesting to explore tienstig

of what women perceive and what pressure others are aware of exhibitinglié dya
study of pressure for thinness (with a rating provided by a significant odimek)
postpartum body image might provide further insight into how others can effect a
woman'’s feelings towards her body. In addition, it might be interesting to $tedy t
source of pressure in a more explicit way. The measure used in the curremissidy
about pressure from one’s significant other, family, friends and the media, but lumps
them all together as one construct. Future research could examine how each source
affects postpartum body image, as the effect might differ.

Another individual variable that might need more research is social support. Most
previous research on the transition to motherhood that includes social support finds that it
does have a significant relationship with postpartum adjustment (e.g. Crinic1683),
but the current study did not find a significant relationship between social support and
postpartum body image. A number of possible explanations for the lack of significant
findings are outlined in the discussion; however, future research could explore these
possible explanations and gain further insight as to ways in which social supporbenight
helpful or unhelpful for postpartum women struggling with body dissatisfaction. A good
place to begin might be a qualitative study, exploring the type and sources of sugport tha
new moms seek, especially as some women expressed concerns about their bodies that

might have been embarrassing to discuss with others.
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Future research should also explore the role of breastfeeding in more depth. Only
a handful of studies have looked at the relationship of breastfeeding and body image,
with mixed results. The current study found no relationship between breastfeeding
(overall) and body image, but did find that currently breastfeeding continued to have an
impact of body image variables even when all of the additional biomedical and
psychosocial variables were included. Future research should explore bdeagtfee
intention and follow up with women to see if they did end up breastfeeding and for how
long. In addition, the current study reflected the number of women in the general
population that breastfeed, but this led to unequal cell sizes of women who never
breastfed, women who did but were not currently breastfeeding, and women who were
currently breastfeeding. Future research could seek out equal numbers of woneén in ea
group and explore differences between them. Finally, as breastfeedinglsgichi
variable as well, and changes hormone levels in new mothers that can retatéion®
future research could explore how these hormonal changes associated witbdutieas
might relate to psychological variables.

Finally, future research should begin to explore the effectiveness of various
interventions with new or expectant mothers. Research has developed a numbear of way
to help prevent eating disorders in children and adolescents. However, it is unclear
whether these types of interventions would be effective with new mothers. One would
have to consider the schedule of new mothers; while children and adolescentsae ofte
“captive” audience in schools, new mothers might only see a doctor for a tmeefaith
a focus primarily on physical health. One would also have to consider the more advanced

cognitive level of adult women, and the length of time that they have been exposed to the
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sociocultural messages surrounding thinness. Future research could also exgloee posi
variables related to body image, and look at how to encourage those factors in new
mothers.
Implications for Practice

In addition to implications for future research, this study has a number of
implications for practice as well. Perhaps the most important finding fotitpraers is
that 75% of women reported being concerned with their appearance and that it was the
biggest concern for almost 15% of the participants. This was the second most often
reported concern, after “low energy/fatigue.” Those who work with new or exyppecta
mothers should be aware that many will be worried about returning to their prapcgg
figure. In addition, practitioners should be aware that, because of this concern, new
mothers might be at risk for unhealthy eating behaviors. In the qualitataeodiat
woman explained that she was currently on a crash diet because she wanteddotget ba
her prepregnancy figure very quickly, and did not feel she had time or energydis&xer
In addition, looking at individual items of the EAT-26 (Garner, et. al., 1982), 31.3% of
participants reported often, very often or always engaging in dieting loehavid 4.8%
of participants reported that they had (rarely or sometimes) purged aittey &ateal.
These behaviors can be dangerous to the mother’s health, but can also be dangerous to
the child and his/her development of healthy eating habits. While it is recommbated t
physicians ask about previously diagnosed eating disorders (March of Dimes, 2008),
women are at risk for low body satisfaction and unhealthy eating behaftesrs a
pregnancy, even without a previous diagnosis. Physicians and mental healtmslinicia

need to address body image and related behaviors in new mothers.
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Clearly, the physical changes that occur with pregnancy and birth can aaoount f
variance in body image outcomes for new mothers, and those working with new mothers
should address how new mothers feel about these changes. However, in addition to the
biomedical variables, this study provides evidence that psychosocial facterpiaty,
if not more, important in postpartum body image. In addition, shape change and weight
change are partially mediated (or partially explained) by inteatain of the thin ideal,
and shape change is partially mediated by pressure for thinness. These fhugdjggst
that practitioners should focus on these psychosocial variables when working with
expectant and new mothers. A new mother might attribute the bulk of her body
dissatisfaction to her new weight/shape, when other factors are contritautiogy she
perceives these aspects of her body. Practitioners can help expectantraativare of
what they might experience after giving birth, and can help new motherthaitadeal
body and cope with perceived pressure for thinness.

It is also extremely important to note that body satisfaction and disordeirsgl eat
both strongly correlate with postpartum depression, yet are often overlooked in the
research. Those working with new mothers who are suffering from postpartum
depression should make an effort to talk to mothers about their body image as well, and
should pay special attention to the degree the new mother internalizes the thiasideal
was a significant individual predictor of body image and postpartum depression.

Yet another finding for practitioners to note is the importance of bredstiem
body image. While this study did not set out to look at the role of breastfeeding in
postpartum body image, it did make some interesting findings. When a woman is

currently breastfeeding, she has higher body satisfaction and lower disoraargd®he
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is also less affected by pressure for thinness. These add to the list of heakhits of
breastfeeding and should be discussed with new mothers. In addition, should a woman
not desire or not be able to breastfeed, practitioners should be aware of the potential
impact on her body image. In addition, practitioners should pay attention to the transitory
nature of this finding and prepare breastfeeding women for potential changes in the
body image once they stop.

Finally, the qualitative data helps practitioners see the varying waysich w
women react to pregnancy and their postpartum figures; there is not one commaoain pat
reaction, as many previous studies have sought to imply. Some women loved their
pregnant bodies, while others hated the rapid changes. While many women despised the
postpartum figures, others felt they looked better than ever, or at leastfietirhood
changed their perspective. The participants’ open and honest answers retij@iding
body image helps give clinicians a broader schema for what a womenreexgsras her
body goes through the major changes of pregnancy and birth.

The voices of the women in this study provide, perhaps, the most important “take-
home” point of the current study; each woman is unique and has her own path. While
many studies demonstrate that women, in general, face lowered body Satisfac
postpartum, and that seemed to be the predominant reaction in the current study, some
women report an increase in satisfaction. It is unclear if postpartum iesrneas
satisfaction are based on viewing one’s body through the same prepregnarceyflens
the lens one uses changes because of what the body has accomplished.déattate re
should draw on the experience of these women, to develop preventative programming for

expectant mothers. In addition, body image is not simply a matter of weidrame.s
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This study demonstrates that how a woman feels about her postpartum figureasefar
nuanced, and effected by a number of psychological and social factors. Both résearche
and clinicians can use these findings to stimulate new research to addresgigie mul
contributing factors of postpartum body image, and to help expectant and new mothers

feel positive about the changes that occur because of pregnancy.

To conclude, this study furthers the literature on postpartum women, and expands
the body image literature to include an adult population. It finds that the overwhelming
majority of women are concerned about their postpartum appearance, and that this
concern correlates with higher levels of postpartum depression. It is unique in is
exploration of body image in a new population, and in its use of the biopsychosocial
framework. In using this framework, it depicts a more nuanced and holisticepadtur
body image and how it might change over time, as women’s bodies continue to change in
appearance and function throughout their lives. The findings not only provide rich new
areas for continued research, but also provide important areas for intervenhims
can help those who work with pregnant and postpartum women provide more effective

treatment.
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Appendix A
List of Websites for Recruitment
National Groups

www.babycenter.com

www.modernmom.com

www.thenestbaby.com

www.epregnancy.com

www.craigslist.org

www.parents.com

www.parenthood.com

www.latinamami.com

www.southernmomsonline.com

Regional Groups

www.indymoms.com

WWW.Cincymoms.com

www.parkcitymoms.com

In addition, the recruitment email was sent to a number of listserves in which the
researcher’s family and friends were members and reached women indvlewNY,

Boston, MA, and Washington, DC.
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Appendix B

Recruitment email/posting

NEW MOMS STUDY!

Are you a new mother? If you have had a baby within the last year, PLEASHerons
completing a questionnaire designed to examine the experiences of new moihgrs dur
the transition to parenthood. Specifically, we are looking at how new mother's body
image changes over the first year of parenthood and factors that mightodiady

image.

Your participation will assist researchers interested in understandingaimauethe

reasons for body satisfaction or dissatisfaction in new moms. It may also prove
interesting for you as your reflect on some of your answers to the questions!

Also, Participants can enter a drawing to win a $50 gift certificate tonslgafcom,

redeemable at thousands of locations throughout the country!!!

The questionnaire should take you about 15-30 minutes to complete and can be accessed

by visiting the following web site:

https://www.psychdata.com/s.asp?SID=123527

Whether or not you qualify, please consider passing this email along to others who do.

Thank you,

Anne C. Welsh, M.A.

Doctoral Candidate, Counseling Psychology
University of Maryland, College Park
awelsh@psyc.umd.edu

Mary Ann Hoffman, Ph.D.

Professor, Counseling Psychology
University of Maryland, College Park
hoffmanm@umd.edu
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Appendix C
Demographics
Instructions: Please provide the following information about yourself.

1. Age:

2. Race/Ethnicity
African-American/Black
Asian-American/Pacific Islander
Asian-Indian/Pakistani
Biracial/multiracial
Hispanic/Latino(a)

Middle Eastern/Arab

Native American/Native Alaskan
White/European American
Foreign National (please specify):
Other (please specify):

3. Highest level of education completed:

Grade school College
High School Grad School
4. Employment status:
Not employed Employed part-time
Employed full-time Student
5. What was your employment status before the birth of the baby?
Not employed Employed part-time
Employed full-time Student

6. What is your annual household income?
Less than 30,000
30,000-59,999,
60,000-99,999
100,000-149,999
150,000 or higher

8. Please indicate the number of years and months that you have been in your current
relationship (round to the nearest year):
Years
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9. Please indicate your sexual preference using the following scale:

Prefer Same Sex Only Prefer Other Sex Only
1 2 3 4 5 6 7

10. How old is your baby? (in months)

11. What is the sex of your baby? __ Male _ Female

12. Was the pregnancy planned? ________Yes ______No

13. Did you receive infertility treatments? ________Yes _____No

14a. Are you currently breastfeeding you baby?  Yes __No
15b. If not, did you breastfeed previously?  Yes ___No

16. Have you ever been diagnosed with depression? _ Yes ___ No

17. Have you ever been diagnosed with anxiety? __ Yes __ No

18a. Have you ever been diagnosed with an eating disorder? Yes No
18b. If so, have you ever received treatment? _ Yes ______No
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Appendix D

Biomedical Factors

1) What is your current height in inches?

2) What is your current weight?

3) What was your approximate weight before pregnancy?

4) Please think about the shape of your body currently. Also think about the shape of

your body pre-pregnancy. Click on the number that best represents how different your
current shape is from your pre-pregnancy shape.

No Change/ Extreme Change/
Completely the same Completely Different
1 2 3 4 5 6 7
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Appendix E
Internalization of the Thin Ideal
Sociocultural Attitudes Towards Appearance Scale-3 (SATQ-3; Thompson, et. al. 2004)
Please indicate the extent to which you agree/disagree with eachestabelow.

1 = Completely disagree

2 = Somewhat disagree

3 = Neither disagree or agree
4 = Somewhat agree

5 = Completely agree

| would like my body to look like the people who are on TV.

| compare my body to the bodies of TV and movie stars.

| would like my body to look like the models who appear in magazines.
| compare my appearance to the appearance of TV and movie stars.

| would like my body to look like the people who are in the movies.

| compare my body to the bodies of people who appear in magazines.
| wish | looked like the models in music videos.

| compare my appearance to the appearance of people in magazines.
| try to look like the people on TV.

©CoNorwhE
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Appendix F
Negative Affect
Positive and Negative Affect Scale (PANAS; Watson, Clark & Tellegen, 1988)

This scale consists of a number of words that describe different feelihgsremions.
Read each item and then mark the appropriate answer in the space next to that word.
Indicate to what extent you have felt this way during the past few months:

1 2 3 4 5
very slightly a little moderately quite a bit extremely

___irritable
___distressed
____ashamed
____upset
____nervous
____Quilty
_____scared
____hostile
___Jittery

____ afraid
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Appendix G
Perceived Sociocultural Pressure Scale (PSPS; Stice & Agras, 1998)

Please click the circle/response that best captures your own experience.

1 = None
3 =Some
5=A Lot

I've felt pressure from my friends to lose weight.

I've noticed a strong message from my friends to have a thin body.

I've felt pressure from my family to lose weight.

I've noticed a strong message from my family to have a thin body.

I've felt pressure from my spouse/partner to lose weight.

I've noticed a strong message from my spouse/partner to have a thin body.
I've felt pressure from the media (e.g. TV, magazines, etc.) to lose weight
I've noticed a strong message from the media to have a thin body.

ONOOAWNE
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Appendix H
Social Support
Multidimensional Scale of Perceived Social Support (Zimet, 1988)
Please rate the extent to which you agree with the following statemeitscate of 1 to
7

1 = very strongly agree
2 = strongly agree

3 = agree
4 = neutral
5 = disagree

6 = strongly disagree
7 = very strongly disagree

There is a special person who is around when | am in need.
There is a special person with whom | can share my joys and sorrows.
My family really tries to help me.

| get the emotional help and support | need from my family.

| have a special person who is a real source of comfort to me.
My friends really try to help me.

| can count on my friends when things go wrong.

| can talk about my problems with my family.

| have friends with whom | can share my joys and sorrows.

10 There is a special person in my life who cares about my feelings.
11. My family is willing to help me make decisions.

12.1 can talk about my problems with my friends.

CoNoO~WNE
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Appendix |
Body Dissatisfaction
The Body Shape Questionaire-Revised-10 (BSQ-R-10; Mazzeo, 1999)

Please click on the circle that best indicates how often you felt the follovapg w the

past month.
1 = Always
2 = Very Often
3 = Often
4 = Sometimes
5 = Rarely
6 = Never

1. Have you been so worried about your shape that you have been feeling that you ought
to diet?

2. Have you noticed that shape of other women and felt that you own shape compared
unfavorably?

3. Has being naked, such as when taking a bath, made you feel fat?

4. Has eating sweets, cakes, or other high calorie food made you feel fat?

5. Have you felt excessively large and rounded?

6. Have you felt ashamed of your body?

7. Has seeing your reflection (e.g. in a mirror or a shop window) made you kel ba
about your shape?

8. Have you been particularly self-conscious about your shape when in the company of

other people?
9. Have you found yourself brooding about your shape?
10.Has seeing thin women made you feel badly about your own shape?
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Appendix J
Disordered Eating
Eating Attitudes Test (EAT-26; Garner et. al., 1982)

Please click on the circle that best indicates how often you have engagetbitothieg
behaviors during the past month.

1 = Always

2 = Very Often
3 = Often

4 = Sometimes
5 = Rarely

6 = Never

Engage in dieting behavior

Eat diet foods

Feel uncomfortable after eating sweets

Enjoy trying new rich foods

Avoid foods with sugar in them

Particularly avoid foods with high carbohydrate content
Feel preoccupied with a desire to be thinner

Like my stomach to be empty

Think about burning up calories when | exercise

10 Feel extremely guilty after eating

11. Am terrified of being overweight

12. Am preoccupied by the thought of having fat on my body
13. Am aware of the calorie content of foods that | eat
14.Have the impulse to vomit after meals

15.Vomit after | have eaten

16.Have gone on eating binges where | feel that | may not be able to stop
17.Give too much time and thought to food

18. Find myself preoccupied with food

19. Feel that food controls my life

20.Cut my food into small pieces

21.Take longer than others to eat meals

22.0Other people think that | am too thin

23.Feel that others would prefer if | ate more

24.Feel that others pressure me to eat

25. Avoid eating when | am hungry

26.Display self-control around food

CoNoO~WNE
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Appendix K
Depression
Edinburgh Postnatal Depression Scale (EPDS; Cox, et. al., 1987)

Please click on the answer that comes closest to the way you have felt istthelggs,
not just how you feel today.

In the past 7 days:

1) I have been able to laugh and see the funny side of things
a. As much as | always could
b. Not quite so much now
c. Definitely not so much now
d. Not at all
2) | have looked forward with enjoyment to things
a. As much as | ever did
b. Rather less than | used to
c. Definitely less than | used to
d. Hardly at all
3) | have blamed myself unnecessarily when things went wrong
a. Yes, most of the time
b. Yes, some of the time
c. Not very often
d. No, never
4) | have been anxious or worried for no good reason
a. No, not at all
b. Hardly ever
c. Yes, sometimes
d. Yes, very often
5) I have felt scared or panicky for no very good reason
a. Yes, quite a lot
b. Yes, sometimes
c. No, not much
d. No, not at all
6) Things have been getting on top of me
a. Yes, most of the time | haven't been able to cope at all
b. Yes, sometimes | haven’t been coping as well as usual
c. No, most of the time | have coped quite well
d. No, | have been coping as well as ever
7) | have been so unhappy that | have had difficulty sleeping
a. Yes, most of the time
b. Yes, sometimes
c. Not very often
d. No, not at all
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8) | have felt sad or miserable
a. Yes, most of the time
b. Yes, sometimes
c. Not very often
d. No, not at all
9) | have been so unhappy that | have been crying
a. Yes, most of the time
b. Yes, quite often
c. Only occasionally
d. No, never
10)The thought of hurting myself has occurred to me
Yes, quite often
Sometimes
Hardly ever
Never

apop
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Appendix L
Qualitative Questions and “Concerns”

1) Having a baby can create a number of concerns for a woman. Which of the following
have been a concern for you in the past month?

1) Finding time for myself

2) Low energy/not enough sleep/Tiredness/Fatigue

3) Relationship with Husband/Partner

4) Being a good mother

5) Finding good child care

6) Physical Pain

7) My weight/shape/appearance

8) Feeling down/sad frequently

9) Ability to concentrate

10)Relationships with friends

11) Relationships with extend family

12)Finances

13) Other (please list)

2) Of the concerns you chose above, which would you say has been your biggest concern
in the past month?

3) Please describe your body

4) How did you feel about your body before your pregnancy?

5) How did you feel about your body during your pregnancy?

6) How do you feel about your body now?

7) What types of comments have you received from people you know (i.e. your spouse,
friends or family) about your body or how you look since giving birth?
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Appendix M
Debriefing Form
Thank you very much for participating in this study.

Women who give birth face a large variety of biological changes and new demands on
themselves and their relationships. Some of these changes involve drastic short and long
term changes to their bodies. In fact, women often gain 2.2 pounds with each child (IOM
1990). In a culture that values thinness and an immediate return to prepregnancy weight,
shape and functioning, this change can have major effects on a new mothers psyche.

Although previous research has shown that postpartum women report weight and shape
concerns (i.e. Walker, 1998), as well as a relationship between weight retained a
depression (Walker, 1997), no study has included psychological or social factors when
looking at the body image of new mothers. The purpose of the current study is to
investigate the biopsychosocial predictors of body satisfaction, disordeiregl eat

behaviors and depression in new mothers during the first year of parentingng&aini
understanding of the relationship of these variables will also help cliniciankingna
interventions with postpartum women. This research will help provide a more nuanced
picture of body image in new mothers and help clinicians make better intervenitlons w
this group.

Please be certain that your responses to the questionnaires will be hetd in stri
confidentiality. Under no circumstances will this be violated.

Due to the fact that many individuals have not yet participated in this studyusteask
you not to discuss this study with anyone. This is crucial to maintaining thesstudy’
validity.

If you would like additional information on maintaining a healthy relationship vathr y
partner, please visitttp://www.apa.org/topics/If you are interested in locating a
psychologist to discuss any of the concerns that may have arisen for yeu whil
completing this questionnaire, please Misip://helping.apa.orgir call 1-800-964-
2000.

Please contact us if you have any questions or concerns about your partidgip#tis
study. We are appreciative of your time and effort in assisting us witmpgtant
study.

Sincerely,

Anne C. Welsh, M.A. Mary Ann Hoffman, Ph.D.

Doctoral Student Dept. of Counseling & Personnel Services
University of Maryland, College Park University of Maryland, Coll&gek
acavanau@umd.edu hoffmanm@umd.edu
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Appendix N

Qualitative Coding Categories

QUESTION 1: How did you feel about your body before your pregnancy?

Codes:

A)

B)

C)

D)

E)

F)

Very Satisfied with body in general. This category includes feelingfigatiwith

shape and size, feeling fit, looking good in clothing, feeling happy with body after
losing weight/exercising

Okay/Accepting of body in general. This category includes people who feel
“okay” with their body, although they might mention that they “could have
exercised more”, a body part “could be better,” they felt okay in clothingydiut
naked, or they had some “insecure days” or “little insecurities”

Dissatisfied with weight (too high). This category included people who are
dissatisfied with their bodies, with a focus on feeling overweight. The focus is on
size/weight being too big/too much. Some might mention that they always wanted
to lose weight or that they had always been heavy.

Dissatisfied with body and/or whole self. This category includes people who are
overall dissatisfied and have overall negative body image, rather thanfecspec
problem such as weight or tone (or are dissatisfied with many things, i.&tweig
AND tone). They might mention not “being happy” with their bodies, having

never “been happy,” or comparing themselves to other women

Dissatisfied with Shape/Tone. This category included people who are disdatisf
with the tone or shape of their bodies. They might report that they do not exercise
enough, that they were out of shape/wanted to be in better shape, or that they did
not have any muscle mass

Dissatisfied with weight (too low). This might be a small category, but died

women who were dissatisfied with their bodies for weighing too little or for being
too small/too thin.

QUESTION 2: How did you feel about your body during your pregnancy?

Codes:

A)

B)

C)
D)

Satisfied/Very Satisfied: No pressure for thinness. This categonydiedtiwomen
who felt pregnancy legitimized weight gain or “camouflaged” their “fElhey
reported enjoying “not worrying about being big,” being able to have a big
stomach and not worry about others seeing them as fat, it was okay to feel huge
Satisfied/Very Satisfied: Excitement about motherhood. This categorygettiu
women who were in awe of their bodies and the changes that motherhood
brought. They reported not worrying about being big because it meant they would
get to be a mom. The felt proud of their changing body and even felt beautiful.
Loved it/Satisfied. No explanation given of why happy/satisfied.

Mixed/Both Satisfied and Dissatisfied during pregnancy. This categdudes
women who liked some aspects of pregnancy and not others (i.e. some women
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E)

reported enjoying watching their stomach grow, but were unhappy withhstretc
marks) and women who were happy during one phase and not during others (i.e.
women who felt fat/dissatisfied during the first trimester, but felt happg trey
“started to show” or women who liked it first, but felt too big/luncomfortable

during the third trimester)

Dissatisfied. This category includes women who were overall dissdtigiib

their bodies throughout pregnancy. Some women reported feeling out of control, a
constant fear they would gain too much, feeling unhappy with weight gain and
stretch marks, etc.

QUESTION 3: How do you feel about your body now?

Codes:

A)

B)

C)

D)

E)

F)

Very Satisfied: Body Improved. This category includes women who like their
body now better than their pre-pregnancy body, whether it's because of awe at the
what their body did or because they feel they look better than before having the
baby

Satisfied: “Back to Normal.” This category includes women who are satisfi

with their bodies, because they feel that they have returned to their pre-pgegnanc
weight/shape/size, etc.

Satisfied, but need for improvement. This category includes women who reported
feeling satisfied/happy/okay with their bodies, but also felt that their odie
needed some sort of work (i.e. lose 10 more Ibs, tone up a bit). Some also appear
to be able to take a step back or look at their bodies philosophically- they report
that the “problem” with their bodies seems minor, given that they just had a child,
or that they are not bothered because they love being a mom.

Some dissatisfaction: Need for a specific change. Unlike the women in the
previous category, these women felt that something specific in their bodydneede
to change, and were therefore dissatisfied or unhappy with their bodies. These
women reported feeling unhappy with flabby stomachs/lack of tone/stretch
marks/extra weight (5-10Ibs)/shape change/inability to fit into clotheshet it

was a specific thing that needed to change.

Dissatisfaction: Global. These women are globally dissatisfied hih bodies.

They report feeling that they do not look the way they used too (beyond just one
thing like stretch marks or stomachs). They report feeling bigger oveziray

a bigger size, feeling like their body is completely different or theireshag

changed, they feel embarrassed or ashamed to be naked, unattractive, fat, or not
feeling their body is their own.

Dissatisfaction: Change in view of body. This category includes women who do
not see their bodies in the same way after becoming a mom, and are unhappy.
They report feeling asexual or utilitarian (because of breastfeetiegy)feel

older, more tired, not sexy, “like a mom” etc.
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QUESTION 4: What types of comments have you received from people you know (i.e.
spouse/partner, friends, family) about your body or how you look since giving birth?

Codes:

A) Positive: Look better than pre-pregnancy. Women in this category reported
receiving comments from others that they looked better than they did before
pregnancy.

B) Positive: Back to normal. Women in this category reported receiving comments
from others that it was good that they were back to their pre-pregnancy shape, that
they look good, or that “you can’t tell you had a baby”

C) Positive “for having a baby.” Women in this category reported receiving
comments from others that they looked, but always with the caveat of “for having
had a baby” or “for a mom.”

D) Positive, but “l don’t believe them.” A number of women mentioned that they
received compliments on their body, but that they did not believe them, or they
wished they could believe them. Some women in this category implied that
people were being “polite” or only saying something because they “had to.”

E) Neutral. Women in this category reported not getting comments on their
appearance, or that the comments were neither positive nor negative.

F) “Suggestions” for improvement: These women reported comments that were
often couched as being helpful, but were often about how to tone up, lose weight
or change their looks.

G) Negative. These women reported getting negative comments, being teased or
made fun of for their bodies, or being told to exercise, or lose weight
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Glossary

Biopsychosocial Model: A model or framework for understanding physical or
psychological health. This model consists of three types of predictors (beathedi
biosocial and psychosocial) that can all have direct or indirect effects on hatlth s
The three factors are conceived of as concentric circles with hedaith stdhe center;
the further out the layer, the less control we have over it. For a visual depicéion, se
Figure 1.

Biomedical Contributors: The outermost layer of the biopsychosocial model. These
contributors are biologically determined (i.e. by disease, genetigs,letlividuals have

little to no control over the biomedical variables, and they can act on healthydioect!
through biosocial or psychosocial contributors. For the purposes of the current study, the
biomedical variables were weight change, shape change and postpartum BMI.

Biosocial Contributors: The second layer of the biopsychosocial model. These
contributors have a biological base, but are also partially socially caestrdthese
variables might be somewhat amenable to change, but are not wholly flexible. Exampl
include gender, race, ability and sexual orientation.

Psychosocial Contributors: The innermost layer of the biopsychosocial model. These
contributors have a psychological or social basis, and can be behaviors, beliefssthought
or attitudes. They often act directly on health, or serve as mediators of theagetsr |

For the purposes of the current study, the psychosocial variables were iratiorab

the thin ideal, negative affect, pressure for thinness, and social support.

Internalization of the Thin Ideal: A psychological variable that includes nottbaly
extent to which an individual is aware that a thin body type is an ideal body type dut als
the extent to which she believes that it is an acceptable and attainabler Wwaitb look.

Pressure for Thinness: A social variable, that refers to the amount ofrprésstert or

overt) that one perceives from multiple sources, including family, friendsfisagrii
others, and the media.
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