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ABSTRACT 

Background: The childbearing years place socioeconomically disadvantaged African 

American women at increased risk for poor diet quality, excess weight gain, and 

cardiometabolic complications. Little is known about the attitudes, beliefs, values, and 

contextual constraints that shape these high risk mothers’ dietary and physical activity 

behaviors. 

Objective: The purpose of this study was to examine health perceptions of diet quality 

and physical activity among low-income African American women in the early 

postpartum period, and how these perceptions manifest as barriers or facilitators to 

health. Additionally, we examined how they may differ by known predictors of health, 

such as education, age, parity, and BMI. 

Methods: We conducted semi-structured, individual interviews with 20 women who 

were between 3-6 months postpartum. Mothers were approached and recruited in the 

waiting room of a university-affiliated, outpatient prenatal care clinic in Philadelphia, PA. 

Enrollment in the study was restricted to women who self-identified as African 

American, were at least 18 years old, and met the federal income guidelines to qualify for 

assistance (Medicaid, WIC). Individual interviews were audio recorded and transcribed 

verbatim, with transcripts verified by research staff. Thematic coding and content 

analysis were performed by 3 researchers using NVivo 10 software to assist with data 

management. 

Results: Barriers and facilitators of healthy eating and physical activity after childbirth 

fell into 4 major themes of mothers’ lives: 1) new structural reality in the postpartum 
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period; 2) physiologic changes after delivery; 3) correct/incorrect perceptions of healthy 

eating and activity; and 4) social determinants influencing behaviors. Mothers described 

the transition from pregnancy to the early postpartum period as having a significant 

negative impact on their eating and activity behaviors due to heightened fatigue, time 

constraints, and the monotony of daily life with a newborn. We found more than double 

the number of perceived barriers to engaging in healthy eating than facilitators with 

regard to fluctuations in food supply, cost of food, and the built environment. Mothers 

with obesity and less education were more likely to have misperceptions; these 

misperceptions additionally served as strong barriers to making healthy lifestyle choices. 

Changes in mothers’ physical symptoms and health status (e.g., developing diabetes, 

hypertension), on the other hand, facilitated healthy behaviors. 

Conclusion: This research deepens our understanding of the primary drivers of health 

behaviors among low-income African American women in the postpartum period. We 

identified barriers which limit and facilitators which support these mothers’ ability to 

engage in healthy behaviors, though there were far fewer facilitators of healthy eating and 

physical activity. Interventions designed to overcome these barriers and capitalize on 

these facilitators have the potential to improve health outcomes for this population. 
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CHAPTER 1: INTRODUCTION 

The childbearing years place ethnic minority women at increased risk for many 

undesired health outcomes, particularly for excess weight gain related to pregnancy and 

the postpartum period (Davis, Zyzanski, Olson, Strange, & Horowitz, 2009). Data 

suggest that African American women have the highest rates of postpartum weight 

retention (Gore, Brown, & West, 2003) and experience an upward trajectory of additional 

weight gain in the first year following childbirth (Walker, 2009). This can prove to be 

particularly dangerous if pregnancies are spaced close together and efforts to reverse 

prior weight increases have not been adequately addressed. For some women, this can 

lead to a compounding of poor health outcomes especially those associated with excess 

weight, including increased risk for changes in insulin resistance, hypertension and 

hyperlipidemia (Kew, et al., 2014). Additionally, risks to future pregnancies from 

maternal obesity can manifest in complications such as macrosomia, preeclampsia, and 

gestational diabetes (Villamor & Cnattingius, 2006). 

Given the scant research inclusive of ethnic minority women and that they are the 

most at risk for worsening health over the duration of their childbearing years we believe 

there is a need to address this health concern and add to the body of research that has 

previously been done. In a large postpartum weight-loss intervention Ostbye et al. (2009) 

reported, in addition to the anticipated challenges of engaging mothers at such a busy 

time in their lives, the African American mothers left the program at a higher rate, 

engaged with the intervention to a lesser degree, and experienced less weight loss than 

their white counterparts. In two separate postpartum weight-loss pilot programs aimed at 

multi-ethnic, low-income women who utilized the Women, Infant, and Children (WIC) 
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supplemental nutrition program there were no significant differences between treatment 

groups at follow-up in weight measurement (Krummel, Semmens, MacBride, & Fisher, 

2010) or metabolic markers (blood glucose), or in nutritional intake of fruits and 

vegetables (Chang, Nitzke, & Brown, 2010). In an effort to address the varied cultural 

and situational differences faced by ethnically-diverse, low-income women, Walker, et al. 

(2012) designed a postpartum weight loss program with ethnic-specific intervention 

content; however, they found no significant differences in weight outcomes between 

intervention and control groups. 

Having a culturally aware approach to encouraging women to lose weight and 

engage in healthy lifestyle behaviors requires us to listen to the women themselves; to 

hear what is important to them, and what is not, to consider the context in which they 

live, work, and play, and to create goals that will improve their health outcomes, and by 

extension improve the health of their families. 

In this study, we sought to identify the attitudes, beliefs, values, and contextual 

constraints that shape socioeconomically disadvantaged African American mothers’ 

dietary and physical activity behaviors in order to guide intervention development. We 

focused on what facilitators and barriers exist to healthy eating and activity in the early 

postpartum period and additionally examined how these perceptions differed by known 

predictors of postpartum weight change, including education age, parity, and BMI. 
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CHAPTER 2: METHODS 

Participants 

Participants were recruited from the waiting room of a university-affiliated 

prenatal care clinic in Philadelphia, Pennsylvania. The study was designed to be in two 

parts, with both a pre- and postnatal interview. Eligibility criteria included: age >18, body 

mass index (BMI) >25, Medicaid enrolled (proxy for income), and self-identified as 

African American. Results from part one of this study have been reported elsewhere 

(Reyes, Klotz, & Herring, 2013). This study reports on the postnatal follow-up interview 

with participants between 3-6 months postpartum. Of the 21 women interviewed 

prenatally, 20 were eligible for this postpartum analysis (1 participant was not included 

due to pre-term delivery). The Temple University Institutional Review Board approved 

the study protocol. 

Data Collection 

Research staff conducted individual, face-to-face, semi-structured qualitative 

interviews with participants that lasted approximately 60-90 minutes. Interviews were 

conducted in private offices near the mothers’ prenatal clinic at a time of their choosing. 

The interview guide and prompting questions about postpartum diet and physical activity 

were developed by the authors and informed by prior research in this area (Lucan, Barg, 

& Long, 2010) & (Hargreaves, Schlundt, & Buchowski, 2002). Individual interviews 

were audio recorded and transcribed verbatim, with transcripts verified by research staff. 

 At the time of each interview, participants were additionally asked to 

complete a questionnaire assessing self-reported demographics and household food 
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security, using the six-item, short form Household Food Security Module (U.S.D.A., 

updated 2012). 

Data Analysis 

An initial codebook was developed using 8 randomly selected interviews. 

Dominant themes and sub-themes emerged via an iterative process; 3 reviewers 

individually analyzed each interview to develop coding templates, which through 

discussion formed the final codebook.  Post-codebook development, the research team 

used multi-level consensus coding (Sankar & Jones, 2008) in which the coding teams of 

2 reviewers each rotated through the remaining 12  transcribed interviews, round-robin 

style, each coding the interviews independently, and then again as a pair to ensure 

consensus. All 3 reviewers met regularly to discuss the coding process and resolve any 

coding disagreements. Final thematic coding and content analysis were performed using 

NVivo 10 software to assist with data management. 

  



5 

CHAPTER 3: RESULTS 

Particpants 

Participants included 20 women who were interviewed after delivery, on average 

at 16 weeks’ postpartum, about their diet and activity behaviors. Mean age was 25 years; 

less than half obtained education beyond high school (45%), some did not complete high 

school (35%) and all (100%) identified as African American. Most mothers were not 

employed at the time of the interview (75%) and a majority reported being single mothers 

(55%). All study participants (100%) were receiving WIC benefits (Women, Infants and 

Children), a federal supplemental nutrition program for low-income pregnant women and 

their children (up to age 5). Height and weight measurements at the time of interview 

revealed that most mothers (55%) were clinically obese based on body mass index (BMI) 

calculation and the remainder (45%) were in the overweight category. Demographic 

characteristics are presented in Table 1. 

Table 1. Demographic Characteristics of the interview population 
(n=20)    n (%)                                 
Parity Primiparous   5 (25%) 

Multiparous 15 (75%) 
Marital Status Living as Married   9 (45%) 

Single 11 (55%) 
Education Some High School   7 (35%) 

High School Graduate   4 (20%) 
Some Post-High School   8 (40%) 

College Graduate    1 (5%) 
BMI Overweight   9 (45%) 

Obese 11 (55%) 
Chronic Illness                                                   
(e.g., diabetes, asthma, hypertension) 

Yes   8 (40%) 
No 12 (60%) 

Employment Not working 15 (75%) 
Part-Time   3 (15%) 
Full-Time   2 (10%) 

Food Security 
 

Food Secure 14 (70%) 
Food Insecure   6 (30%) 
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Themes 

Barriers and facilitators of healthy eating and physical activity after childbirth fell 

into 4 major themes of mothers’ lives: 1) new structural reality in the postpartum period; 

2) physiologic changes after delivery; 3) correct/incorrect perceptions of healthy eating 

and activity; and 4) social determinants influencing behaviors. A summary of themes and 

sub-themes that emerged from the interviews can be found in Table 2. 

Table 2. Summary of Themes and Sub-Themes     
Theme Sub-theme Barriers  

n 
Facilitators  

n 
New 
Structural 
Reality 

Physical  Activity  
Emotional Eating 

Demands of Motherhood 

9 
11 
12 

2 
1 
2 

Physiologic 
Changes 

Physical Symptoms 
 Healthy Mom = Healthy Baby 

Maternal Health Changes 

8 
6 
3 

7 
7 
9 

Perceptions 
about  
Healthy 
Eating and 
Activity 

Misperceptions - Physical Activity 
Misperceptions - Healthy Eating 

 Correct Perceptions - Physical Activity 
Correct Perceptions - Healthy Eating 

Perceptions of a Healthy Body  

6 
13 
2 
8 
9 

0 
0 

15 
17 
13 

Social 
Determinants 
Influencing 
Behavior 

Food Supply Fluctuations 
Cost of Food 

Built Environment and Transportation 
Tangible Support 

Emotional Support 

10 
9 

12 
13 
12 

1 
4 
6 
8 
15 

 
 

Theme 1: New Structural Reality in the Postpartum Period 

Mothers described the transition from pregnancy to the early postpartum period as 

having a significant impact on their eating and activity behaviors. Overall, participants 

reported far more barriers to health stemming from this life transition than facilitators. 
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We identified 3 sub-themes related to physical activity, emotional eating, and demands of 

motherhood, as primary elements highlighting mothers’ perceptions about their new 

structural reality postpartum. Table 3 illustrates, vis-à-vis participant quotes, some of the 

more common barriers to healthy eating and activity for these mothers with a new baby. 

Table 3. Barriers to healthy eating and activity stemming from new structural 
reality postpartum 
Physical  
Activity 

Actually I’m trying to find a program—somebody keep telling me to 
go to the YMCA. But me lacking the sleep, I never go down there. – 
T.S., 27 year old mother of five 
It like, you know, with trying to work out and things like that, you 
work yourself, you work yourself…And, I’m not, I’m not sure if I’m 
ready for that, because I know just doing motherly duties, and dealing 
with my daughter, and you know, house duties and things like that, at 
the end of the day sometimes I’m tired . – T.H., 18 year old single 
mother of one 

  

  Before I had her I would do exercise a lot, but I guess because of 
having less time and then, when I do have time it’s at night time, I’m 
too exhausted to even try and work out, plus too lazy, I guess you’d 
say. So I don’t really do exercise anymore. – K.J., 21 year old mother 
of three 

  

Emotional 
Eating 

I can be a bored eater, so now that’s why I’m trying to put healthy stuff 
in front of my face. Yeah, I used to be out all the time [working]. So 
being in the house sucks. – C.W., 26 year old single mother of two 

I have been eating more this last month. I don’t know [why]. Maybe 
comfort food. (laughter) I don't know [maybe it’s because] her dad not 
being around. – C.H., 22 year old single mother of one   

  And now I can’t stop eating. That’s because I’m not doing nothing else 
with myself. I think I’m just eating because I’m bored. – Y.T., 22 year 
old single mother of four 

Demands of 
Motherhood 

[It depends] if I can get a break to put the baby down to like go put 
something together to eat or not. So, at times…the more demanding 
she is, the less I actually do throughout the day, like, sometimes, I 
mean, even if I have to go to the bathroom it’s like I’m taking her to 
the bathroom with me and everything. So, it really depends a lot on 
how she’s acting for me on that day. – S.M., 25 year old married 
mother of two 

  Just, like, trying to take care of the baby and trying to take care of my 
oldest son, too. Like, trying to feed them both, watch the both of them 
at the same time… sometimes I be, like, so exhausted, and like, I, like 
forget to eat. Like, it’ll be 10:00 at night; I’ll be like, “Oh, I forgot. 
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Didn’t even eat today.”  – B.L., 19 year old single mother of two 
  Like I wake up hungry, but then I’ll just become so [busy], feeding her, 

and doing this with her, and doing that with her, then I’ll be like, oh 
crap, it’s six o’clock and I didn’t eat all day. – C.H., 22 year old single 
mother of one 

 

Theme 2: Physiologic Changes 

Mothers reported that changes in physical symptoms (e.g., loss of heartburn and 

nausea) and psychological motivators once baby was born (e.g., no longer with a strong 

need to be healthy for their growing babies) equally facilitated and impeded healthy 

eating and activity behaviors as they shifted from pregnancy to the postpartum period. . 

For S.M., a 25 year old mother of two, finally having relief from pregnancy symptoms 

created more of a barrier, “I don’t deal with the reflux anymore. So now when I’m eating 

I feel like, immediately after the pregnancy, I started trying to compensate for everything 

that I wasn’t able to eat during pregnancy… pizza, spaghetti, and everything like that.” 

K.G., 23 year old mother of one, similarly reported “I feel like I ate a little healthier 

during my pregnancy, like I was more cautious of just things I ate. Um, I drank more 

milk, I ate a lot of fruit and drank a lot of water.” Conversely, T.D., a 20 year old mother 

of one, reported that during her pregnancy she “was craving like hoagies a lot, 

chocolate… and wanting to eat a lot of stuff.” Whereas in the postpartum period she 

reported that she “[was able to] eat steamed vegetables, baked meat, like chicken, and 

like stay off of the starch and a lot of salty foods.”  

Mothers’ health changes that occurred during and/or after pregnancy (e.g., 

developing diabetes, hypertension) were strong facilitators of healthy eating and activity 

behaviors.  D.T., 37 year old mother of four, expressed concern after being diagnosed in 
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pregnancy with gestational diabetes, “Yeah, I worry about it [developing diabetes], not 

worry, but it’s a concern, you know? I try not to worry.” Similarly, S.M., a 25 year old 

mother of two, revealed, “After having her [the baby] they said I had postpartum 

hypertension. I didn’t have it throughout the pregnancy, but afterwards my blood pressure 

kind of spiked. So like, I’m just trying to eliminate some of the – so just trying to make, I 

guess, healthier decisions.” 

Theme 3: Perceptions About Healthy Eating and Physical Activity 

A majority of mothers expressed correct perceptions about healthy eating and 

physical activity and those perceptions largely worked as potential facilitators in their 

lives. A small but representative group of these correct health perceptions are illustrated 

in Table 4. 

Table 4. Correct perceptions of eating and activity facilitating healthy habits  

Correct perceptions 
about physical activity 

[I’m] exercising more [to be healthier]. More, like, not 
just doing it one day, just make it a routine. – T.D., a 20 
year old single mother 

  Because I also know like just a half an hour of working 
out is not going to do anything. So why I’ll just go, not 
pay attention to time, until I’m just exhausted, and that’s 
what we’ve been doing, and we’ve done good, like we can 
work out up to two hours. – C.W., a 26 year old mother of 
two 

  

  Like a walk around the block a couple times. Just put the 
baby in the stroller and just, you know, go. You know, 
everybody has their little headphones and little music, you 
know, that’s good. Even cleaning the house, that’s good 
exercise, when you move around and you’re moving 
furniture and you’re sweeping and you’re dusting and 
you’re mopping, you’re reaching, and you’re moving 
things, you know, body parts that you didn’t even, you 
know, move before or haven’t moved in a long time. 
That’s good, cleaning and exercising, you know, just 
walking. – R.S. a 32 year old single mother of two 

  

  

  
Correct perceptions 
about healthy eating 

In the beginning I was basically eating just anything, fast 
food, because I didn’t really want to cook and stuff, 
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  because I was doing a lot. But now I be basically eating 
salads and stuff, I be trying to eat healthy, get my weight 
back down. – A.S., a 23 year old mother of two 

  I caught myself cutting back on some of the starches 
because I love rice, potatoes, bread and different things 
like that. So, I’ve tried to eliminate, like the bread and the 
pastas and everything [to eat healthier]. – S.M., a 25 year 
old mother of two   

  

[Eating] like baked food, just fish and chicken, and salads, 
and fruits and vegetables... Instead of fried food and beef 
and junk food and, you know, all the sweets. – V.S., a 21 
year old mother of three 

 

Despite the encouraging number of correct perceptions about healthy eating and 

activity, mothers largely felt ambivalent about implementing many of the behaviors they 

discussed.  While most of participants were able to articulate the importance of frequent 

activity and eating more fruits and vegetables, often the same participants would report 

behaviors in their daily lives that were contradictory to this understanding of health and 

its importance.  For example, K.G. had a good understanding of the recommendations for 

adequate physical activity and told us the goal should be “at least 20 minutes at, like, at 

least 3 times a week.” But when asked if she was able to engage in that healthy behavior 

she responded, “No, I wouldn’t mind doing it but I just, don’t really have the time to fit it 

into my schedule.” When pressed about her schedule and what constraints she was 

experiencing she reported that she would “really just be laying down, watching TV or 

something.” Further along in the interview this participant did concede that she might be 

more motivated to exercise if she had a partner or friend to participate with her. 

 In addition to ambivalence to engage in these positive behaviors, we found many 

of the participants had misperceptions regarding healthy eating and physical activity, and 

in every case, these misperceptions served as barriers to making healthy lifestyle choices. 
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For example, C.J., a 24 year old mother of 3, didn’t see any health benefit to drinking an 

unsweetened beverage in lieu of the high sugar, high calorie sodas she was drinking since 

“they actually say, honestly, the diet soda and the regular soda, is no difference [for my 

health]… no difference at all, just a taste difference, but actually if you look, there’s 

really no difference in the sodas. It’s just the taste-wise.”  Similarly, moms frequently 

said they were drinking a lot of juice throughout the day, believing that as long as it was 

100% juice, it was a healthy beverage choice regardless of its high sugar content. Free 

vouchers for juice from WIC perpetuated mothers’ confusion. A.S., a 23 year old mother 

of two, reported “drinking a lot of juice, it be like regular, like a Juicy Juice. I be getting a 

lot of them on like WIC and stuff, my juice.” Misperceptions about healthy eating and 

physical activity were numerous and potentially harmful, when one mom was asked what 

it might take to be healthier, H.S., a mom of seven responded, “probably if I was 100 

pounds lighter [laughs]. But I don’t think it’s possible with just diet and exercise, I really 

don’t believe that. That’s part of the reason why I – I start my things, I stop – I just, I 

don’t see it.” 

While all participants in this analysis were overweight or obese, and nearly half 

(40%) already experienced chronic health conditions (e.g., diabetes, asthma, 

hypertension), most mothers considered their current weight/BMI category to be healthy. 

Many responses had caveats related to aesthetic concerns, postpartum belly fat in 

particular, but in general the responses could be summed up with this quote from C.J., a 

participant who at the time of interview had a BMI in the obese category, “I’m cool. Like 

I’m healthy, I feel fine, I don’t feel overweight, I don’t feel low weight. I’m actually 

cool.” The goal for ideal health was less about a particular weight, size, or BMI, but more 
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often about achieving a flatter stomach for aesthetic purposes. For example, C.F. a mom 

who had a BMI in the obese category at the time of interview, shared her only 

dissatisfaction after delivery was that she wanted to “do sit-ups, make my stomach tight 

and stuff.” In general, mothers endorsed a positive self-image even if it contradicted their 

doctor’s recommendations or public health efforts to reduce obesity rates. H.S., a 

participant who at the time of interview had a BMI in the obese category shared this 

frustration, “I stopped listening to doctors because, I… I believe that’s how they feel – 

that if you’re not a certain weight than you’re not healthy. It irritates me, you know what 

I mean? Because you really don’t know anything about me … nothing. You just know 

that I weigh this much so I can’t possibly be healthy.” When asked about healthy eating 

and physical activity behaviors, most mothers recognized a relationship between those 

behaviors and their overall health, as C.H., a participant in the overweight category, said 

“I’ll try to make health decisions like when it comes to chips, or this and that, because I 

don’t want it to be all in vain, like my working out. But, I’m not the type of person that 

counts calories, or anything, ‘cause I don’t want to be skinny.” 

Theme 4: Social Determinants Influencing Behavior 

The vast majority of mothers reported that social determinants of health, defined 

as the social, structural, and economic factors that influence health, acted predominantly 

as barriers to healthy eating and physical activity. Table 5 illustrates 4 of the 5 social 

determinants’ sub-themes discussed by participants. We found a 10:1 ratio of barriers to 

facilitators regarding fluctuations in food supply and how that impacts the women’s 

behavior. Finances and the cost of food also negatively affected health behaviors at more 

than double the rate of being facilitators to healthy living. The built environment and 
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transportation sub-theme emerged with twice as many barriers than facilitators 

influencing mothers’ eating, while the tangible support of living, shopping, and cooking 

with family and friends proved more often to serve as an impediment to healthy choices 

than the alternative. 

Table 5.  Social Determinants of Health as Barriers to Healthy Eating  

	 	 	Food Supply 
Fluctuations  

Cereal. And bread. It really be like breakfast food [that we run 
out of]. – C.F., a 21 year old mother of two 

	 	 	Well, no, this month it [food stamps] wasn’t [enough].  
– Y.T., 22 year old mother of four 

	 	 	Oh, no fruit, no it last like a week. So that runs out. [We run out 
of] a lot of breakfast food 'cause that what my brother likes to 
eat. Eggs, sausages, stuff like that.  
– K.G., a 23 year old mother of one 

	 	 	Cost of Food 
  
  
  
  

  

I’m just not really geared towards buying them [fruits and 
vegetables] when I go to the supermarket. I feel like they 
usually spoil and go to waste and everything before they’re 
consumed because it’s like everyone eats them but we don’t eat 
them enough, so they’ll be in the refrigerator just going bad. So 
when I’m at the market I don’t really want to waste money on 
that, so... And as far as preparing a new meal for the family, 
you know… I don’t really have money to waste on something 
that nobody likes. – S.M., a 25 year old mother of two 

	 	 	

	 	 	

	 	 	

	 	 	And it was like a bag of [quinoa], and it was eight bucks. And I 
was like, eight bucks for this? Oh, goodness, let me see how 
much it is in ShopRite, and it wasn’t in ShopRite. – C.W., 26 
year old mother of two 

	 	 	

	 	 	
	 	 	And you know what’s crazy, it’s because the healthier foods 

cost more. If I order a salad it’s like eleven dollars compared to 
seven dollars for some wings. – C.H., 22 year old mother of one 	 	 	

	 	 	Built Environment 
and Transportation 

We don’t drive right now, so we have a grocery store directly 
around the corner which we really don’t like going to, but for 
the convenience we go there. And when we can get a lift, then 
we go to other supermarkets. – S.M., 25 year old mother of two 

		
	 	

	 	 	
	 	 	

  
Avoiding [the corner store]? It’s a corner store on every corner.  
– V.S., a 21 year old mother of three 

	 	 	  We don’t have a car, the car just broke down. So, last month 
and this month we’re back to shopping for the whole month 
because we're dependent on somebody else [giving us a ride to 
the supermarket]. – H.S., a 31 year old mother of seven 
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Tangible Support 
from friends/Loved 
Ones 

Sunday usually consists of some kind of salad, mainly potato 
salad, because that’s what they like. Or, baked  macaroni and 
cheese, that’s a must on a Sunday.  – H.S., 31 year old mother 
of seven 

	 	 	

	 	 	If—they [household members] go food shopping they may cook 
up something, whatever’s in the freezer like pizza, a burger or 
something. – K.G., a 23 year old mother of one 	 	 	  

	 	 	

  

No. She [my mom] cooks everything, like fried, starch, you 
know, it’s different things she cooks. – T.D., a 20 year old 
mother of one 

	 	 	 

Despite these barriers to health, created solely as a result of the social and 

economic factors in their lives, the emotional support from a partner, mother, or friend to 

engage in healthy behaviors (sub-theme 5) stood out as the only instance where we found 

slightly more perceived facilitators than barriers. One participant, H.I., noted that she had 

good external support, and when asked to identify her support system she said, “Certain 

people that I work with and certain family members – but all said, you gotta be motivated 

and stick to what your plan is.” And participant Y.T. drew motivation from her 

connection with her children, “I don’t want them to be overweight. I want them to be 

normal kids, with a normal childhood, so they can play and stuff and do what they want 

to do. [So that] they don’t got to get off the slide at the amusement park because they’re 

too big.” 

Stratification by Demographic Variables 

A priori, we hypothesized that the participants’ level of education, age, parity, and 

BMI category would impact perceptions about healthy eating and activity. We did, in 

fact, find a greater proportion of health misperceptions among the mothers who were 

obese (82% vs 44% for overweight) as well as those with less education (68% vs. 21% 

for those with post-high school education). These trends confirm data from other 
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populations, that higher education and lower BMI is correlated with better objective 

measures of health (Cutler & Lleras-Muney, 2006). Contrary to our hypotheses, we did 

not find differences in perceptions stratified by age or parity in this sample.  
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CHAPTER 4: DISCUSSION 

This research deepens our understanding of the primary drivers of health 

behaviors among low-income, African American women in the postpartum period. We 

identified barriers which limit and facilitators which support these mothers’ ability to 

engage in healthy behaviors, though there were far fewer facilitators of healthy eating and 

physical activity. This knowledge is of vital importance if we hope to make an impact on 

what is an alarming assessment of poor nutrition (George, Hanss-Nuss, Milani, & 

Freeland-Graves, 2005), limited physical activity (Oken, Taveras, Popoola, Rich-

Edwards, & Gillman, 2007), and rising obesity rates (Ogden, Carroll, Kit, & Flegal, 

2012) among this defined population.  To date, efforts to shift the current trajectory have 

been only minimally successful, and we believe that an enhanced awareness of the root 

causes will lead to more successful efforts to mitigate the effects of the barriers and 

amplify the facilitators that drive health behaviors for these women. 

Our research confirms previous qualitative studies among low-income mothers. 

One qualitative study with low-income, African American and White mothers reported 

barriers expressed by the women included: perceived high cost of healthy food, greater 

abundance of fast food and junk food available than healthy alternatives, and a lack of 

support among family and friends to make healthy choices (Chang, Nitzke, Guilford, 

Adair & Hazard, 2008).  

Economics play a significant role in food choice and quality, and consumption 

patterns for low-income women, with prior studies showing that shopping on limited 

resources often leads to shopping carts carrying shelf stable foods, meats on sale, and 

filling starchy foods (Wiig & Smith, 2008). In addition, further constraints of insufficient 
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transportation and once a month food shopping when food stamp benefits are renewed  

not only encourage the purchase of high-calorie, low-nutrient foods but also contribute to 

the “hunger-obesity paradox,” a term referring to the documented relationship between 

food insecurity, poverty, and obesity (Scheier, 2005). Hypotheses abound as to the causes 

of this paradox, but they share the strong recommendation for better nutrition education 

for low-income families as a potential solution. 

Our findings show that awareness of educational level and health literacy among 

the population’s clinicians, researchers, and public health professionals may be critical 

for successfully communicating recommendations. “There is a large and persistent 

association between education and health” (Cutler & Lleras-Muney, 2006), but more so 

perhaps is the indispensable recognition of the impact made by income and access issues. 

Studies indicate that these factors may be even more important for lower-income women 

making the transition from pregnancy to the postpartum period, a time that carries 

significant changes in dietary behavior.  During the transition to motherhood, lower 

income women “are less likely to engage in more positive food choices” (Olson, 2005) 

following delivery.  Further, in this population we see a decline in the postpartum intake 

of fruits and vegetables while intake of solid fats and added sugars rise (George, et al., 

2005). In their work with postpartum women Fowles and Walker (2006) posit that “after 

childbirth, when the focus of health care episodes shifts from the mother to infant, 

women’s health promotion needs are largely ignored unless they become ill or pregnant 

again.” 

In addition to making a contribution to the current research which seeks to 

discover why this trend exists, we believe this qualitative work offers a unique and 
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important viewpoint. We are hopeful that a deeper understanding of the barriers and 

facilitators of healthy eating and physical activity among low-income, African American 

mothers can inform public health efforts by increasing relevance of the message to the 

intended audience. Given the distressing data related to deficient nutrition and rising 

obesity rates, there is an imperative for novel approaches to right the ship, approaches 

which will reflect an understanding of the socioeconomic realities for low-income, 

African American women. 

In urban bioethics we often discuss pressing public health issues within the 

framework of social justice theory. Social justice in action reflects fairness and equity of 

resources which, one could argue, is necessary for a vibrant and healthy community. 

Within this context, we are able to raise awareness of the contradictions so painfully 

apparent in many U.S. cities, Philadelphia included; why in a country of so much wealth 

is there such disparity of healthcare access? The differentiation of the urban focus from 

traditional bioethics enables us to focus on ethical concerns unique to urban dwellers. 

Blustein (2004) , “Social and economic inequalities based on race and class, so evident in 

contemporary cities, lead to racial and ethnic disparities in health status and outcome, and 

these raise serious questions about society’s commitment to equity and the fair allocation 

of health care resources.” (p. 1200) 

A multitude of studies have found correlations among health outcomes and the 

conditions in which people live. It would seem that we have enough information to 

comfortably state that social determinants of health negatively impact a subset of our 

population, while unfairly elevating the health outcomes of others; based not on 

individual factors but instead on these societally imposed conditions. The upstream 
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causes of much of what our research revealed, health misperceptions, poor diet quality, 

low physical activity, chronic health conditions, can be traced back to these societally 

imposed conditions. Consider for a moment the conditions in which many of our 

participants have grown up and now raise children:  a lack of healthy food access, a 

perpetually starved urban public education system, a struggling public health system 

constantly under threat of budget cuts, the crumbling infrastructure, the level of violence 

and safety issues, and many more barriers that play out in their lives every day.  As 

Fleischman (2001) adeptly sums up, “The observation that the socioeconomic level of 

individuals is associated with their present and future health has been documented for 

decades” (p.2). While health disparities have multi-factorial roots, and a comprehensive 

addressing of these disparities would likely require a complete overhaul of the entire 

system, our findings illustrate that poverty is one of strongest root causes and one that 

could be the first point of intervention. To be clear, we are not reducing all health 

disparities to poverty alone but we stand by our belief that certain barriers to optimal 

health would not exist in the absence of poverty. 

It is ethically imperative that we move beyond the pervasive siloed approach of 

disparities research. This is a multidimensional problem that will require an 

interdisciplinary approach for success, the field of Urban Bioethics sits at the crossroads 

of many disciplines and could serve as a hub for a direction geared toward more holistic 

disparities research. Too often we develop interventions and issue public health 

statements from etic perspectives but the implications of this study point to a crucial truth 

– that we must examine any research question or public health proposal from the 

perspective of the community members. 
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Conclusion 

Successful interventions to improve health outcomes for this population of low-

income, minority women will be dependent on understanding their health beliefs, values 

and culture which strongly influence their behaviors, and ultimately health outcomes. 

Gaining this knowledge from the mothers directly and intervening in an empathetic and 

culturally competent way is of vital importance if we hope to shift the trajectory of health 

outcomes. 
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