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Abstract

Background: Maternal functional status is important to capture in the 12 months after childbirth, as this period
marks a critical window for both mother and child. In most cases, mothers are the primary caregivers and are,
therefore, responsible for the majority of the work related to infant care tasks, such as feeding, diaper changes,
and doctor’s appointments. Additionally, the quality of mother-child interaction in the year after childbirth
affects child development. To date, postpartum functioning has exacted scarce coverage, with only one in-
strument claiming to measure the concept explicitly. This necessitated the development of the Barkin Index of
Maternal Functioning (BIMF), which was designed to measure functioning in the year after childbirth.
Methods: Three focus groups comprised of 31 new mothers were held to elicit women’s concept of functioning in
the first postpartum year. Women were asked to discuss the responsibilities associated with new motherhood as
well as the circumstances surrounding high and low functioning periods.
Results: The qualitative data produced by the focus groups were coded by emotive tone and content and
translated into item construction for the BIMF, a 20-item self-report measure of functioning intended for use in
the year after childbirth. Before implementation into the screening study, the BIMF was critiqued by a panel of
experts and cross-checked with the literature to ensure that no major contextual domains were absent. Psy-
chometric testing revealed adequate internal reliability and construct validity, and the BIMF has been im-
plemented successfully in clinical settings.
Conclusions: The high level of patient engagement and psychometric properties associated with the BIMF are
indicative of its potential to become a valuable tool for assessing maternal wellness.

Introduction

Maternal functional status is important to capture
in the 12 months after birth, as this period marks a

critical window for mother and child. In most cases, mothers
are the primary caregivers1 and are responsible for the ma-
jority of the work related to infant care tasks, such as feeding,
diaper changes, and doctor’s appointments. The emotional
aspect of mothering is equally as important to the child’s
development. In fact, the quality of mother-child interaction
in the year after birth affects infant development.2 In addition
to fostering the child’s physical and emotional health, a wo-
man must integrate infant care into her existing responsibili-
ties. Although the role of mother can be deeply satisfying, it is
also laden with challenges. As with all personal challenges, an
individual’s level of functioning can prove an asset or a hin-
drance. High levels of maternal functioning are likely to cor-
relate with positive infant development outcomes. Likewise,
impaired functioning in the postpartum period might impede

optimal infant development. Proper assessment of postpar-
tum functioning has the potential to provide valuable infor-
mation about the mother’s level of competence in the
maternal role.

In a study by Barkin et al.,3 a group of commonly used
maternal assessments that measure related constructs such as
maternal competence,4 maternal gratification,5,6 infant care
tasks,7 feelings about one’s baby,8 and subjective evaluation
of new motherhood9,10 were evaluated for their coverage of
maternal functional status. The analysis revealed that none of
the systematically selected assessments were appropriate for
measurement of functional status. Maternal adjustment
measures, such as the Postpartum Adjustment Questionnaire
(PPAQ)11 and the Maternal Adjustment and Maternal Atti-
tudes questionnaire (MAMA),12 as well as the newer, less
established instruments, did not meet inclusion criteria at the
time of assessment for the Barkin et al. study.3 However, it is
possible that these instruments also afford some coverage of
maternal functioning.
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Despite the substantial number of existing maternal as-
sessments, until recently, the Inventory of Functional Status
After Childbirth (IFSAC)13 was the only instrument designed
explicitly for the measurement of maternal functional status in
the postpartum period.14 However, Aktan stated of the IF-
SAC, ‘‘Although another tool to measure functional status
after childbirth does not exist, the use of this tool without
refinement may lead to questionable research findings.’’14 The
premise on which optimal maternal functioning is based
represents a limitation of the IFSAC. In order to achieve full
functional status, a woman must resume the majority of the
roles she possessed before giving birth. Because of the natural
reprioritizing that often occurs in the life of a new mother, a
return to full functional status (as measured by the IFSAC) can
be difficult for many women.15 Additionally, the IFSAC does
not account for women’s feelings or levels of satisfaction with
the changes in their lives since childbirth.13,15 These charac-
teristics may, in part, be a reflection of the methods used to
develop the IFSAC. Initial item development for the IFSAC
can be traced back to the Sickness Impact Profile16 and from
literature related to the postpartum experience. Maternal in-
put seems to have been solicited on a limited basis during the
item refinement process. The degree to which the input
influenced the content of the instrument is unclear.

The Barkin Index of Maternal Functioning (BIMF) was
developed as an alternative to the IFSAC in the pursuit of
measuring maternal functional status. Despite having a sim-
ilar goal, the BIMF’s development process differed from that
of the IFSAC. The BIMF is not tied to a theoretical framework,
whereas the IFSAC was based on the role adaptive function of
Roy’s Adaptation Model.17 Therefore, development of the
BIMF was not subject to any predetermined criteria but rather
was driven by the perspectives of 31 new mothers revealed
during focus group discussions. This grass-roots approach
was determined by the study team to be the most efficient
method of producing a patient-centered measure of func-
tional status. In addition to providing access to the partici-
pants’ own meanings of health and illness,18 focus groups are
an inexpensive means of both interviewing several people at
once19 and becoming familiar with the language of the study
population. Assigning this level of significance to the views of
the population experiencing the condition of interest (in this
case, functioning in the postpartum) also serves to maximize
content validity.20

The primary purpose of this article is to describe how
qualitative methods were used to develop the BIMF. Re-
searchers wishing to use qualitative data to develop health-
related measures may also use this as an example. The role of
expert input and the literature is discussed, along with a brief
reporting of reliability and validity.

Materials and Methods

Overview of focus group study plan

Planning began in November of 2007, when several logis-
tical and methodological decisions were made about the focus
group study. Through this planning process, the study team
outlined subject inclusion criteria, a recruiting strategy, and
determined that three focus groups were feasible. The most
important methodological decision made in the planning
stage was the choice of discussion questions, which were
constructed with the purpose of understanding the mothers’

conceptualizations of postpartum functioning. Details about
the content of these questions are discussed in a subsequent
section.

Recruitment

Recruitment took place from February 13, 2008, to March
26, 2008, subsequent to approval from the participating uni-
versity’s Institutional Review Board. Recruiting fliers were
posted in daycare facilities, university hospitals, and elemen-
tary schools located in a large metropolitan area in Western
Pennsylvania. Efforts to draw a diverse sample were coordi-
nated with a local university’s minority health center. Word of
mouth was a force in the recruitment process, as people would
often tell friends who had recently given birth about the study.
In order to be eligible to participate, women had to (1) have
given birth in the year before enrollment and (2) be at least 18
years of age. Once eligibility was confirmed, women chose the
focus group that best fit their schedule, constituting a one-time,
2-hour commitment. In total, 33 women enrolled and 31 par-
ticipated. Two women dropped out because of child care
constraints. Attendance was similar across the focus groups,
with 11 women participating in the first session, and 10 at-
tending each of the remaining sessions. Women were com-
pensated with gift cards to a local grocery store, which likely
contributed to the high rate of participation.

Focus group logistics

The three focus groups were logistically identical, each
being held in the evening at a local university’s conference
center in March of 2008. Dinner and parking were provided as
incentives and for the participants’ convenience. The envi-
ronment for focus groups should set the tone for an intimate,
productive discussion. Therefore, in order to promote direct
communication, the tables were arranged so that women
were facing each other.

Before the discussion, women were asked to fill out a short
anonymous demographic survey and the Center for Epide-
miologic Studies Depression Scale (CES-D).21 The demo-
graphic survey comprised 11 items, 7 of which were aimed at
characterizing the mother. These 7 variables were age, race,
ethnicity, marital status, employment status, education level,
and household income. Information about the age of the in-
fant, number of children and adults in the household, and use
of daycare services was collected in order to gauge the ma-
ternal levels of burden and support.

Opening remarks and confidentiality

The focus groups commenced with prepared dialogue from
the facilitator. The opening remarks were meant to both
comfort and inform the participants about the importance of
their contributions. The facilitator explained that the purpose
of the discussion was to better understand women’s experi-
ences in the year after birth and that this information would be
used to design a measure of maternal functioning. This ap-
proach of placing participants’ contributions in context was
successful in the Portland Men’s Study, in which focus groups
served as a resource for the development of a survey of health
behavior.19

Participants were encouraged to express their views
openly, and logistics, such as discussion length and roles of
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the facilitator and note taker, were reviewed. The facilitator
explained that the discussion would be audiotaped and
transcribed for purposes of analysis. Therefore, women were
instructed to use first names only, which were placed on name
tents in front of them to protect their confidentiality. Women
were assured that although their statements might be quoted
in the development documentation of the measure, specific
names would not be connected to the dialogue. Finally, wo-
men were given a chance to ask questions or voice concerns.
In general, the women appeared comfortable and ready to
begin the discussions.

Discussion topics

A strength of focus groups as a vehicle for data collection
lies in their semistructured nature. Whereas the participants
could venture into uncharted topical territories, the discus-
sions were guided by the research questions of interest. The
questions chosen for the focus groups and displayed in Figure
1 were selected in accordance with group process, which dic-
tates that the questions progress from easy to more demanding
as the participants became more comfortable and prone to self-
disclosure. Mothers were initially asked to discuss the
responsibilities associated with new motherhood and the
changes that occurred since birth. These questions allowed for
factual answers, even if the mother chose to reveal more in her
response. The third discussion topic: Describe what a ‘‘good
mom’’ looks like, was an attempt to access the women’s con-
ceptualization of a high-functioning mother. For the last two
questions, mothers were asked to describe the circumstances
surrounding high-functioning and low-functioning periods.
These questions about the functioning spectrum were couched
in conversational language for the benefit of the participants.

Results

Demographics of participants

Survey results indicated that most participants were mar-
ried (80.7%), non-Hispanic (96.8%), and living with at least
one other adult (93.5%). The racial composition of the sample
was white (80.6%), black (16.2%), and Asian (3.2%), which is
typical of the Pittsburgh community. The participant’s mean
age was 30.9 years (standard deviation [SD] 4.1), and the in-
fants were 6.6 months (SD 3.6) old on average. In terms of
employment status, 40% of women were working part-time,

36.7% were working full-time, and 23.3% were stay-at-home
mothers. Additionally, 46.7% of the women had a postgrad-
uate education, 41.9% had a total yearly household income in
the $70,001–$100,000 range, 58.1% were primiparous, 54.8%
were using daycare to some degree, and 26.7% had high levels
of depressive symptoms, according to the CES-D (scored �16
on the CES-D).

Participant response

In general, the discussions were robust and flowing, with
few periods of silence. The women welcomed the opportu-
nity to commiserate with other new mothers. Lack of self-
disclosure was not an issue as women discussed feelings of
inadequacy, depression, struggles with body image and
breastfeeding, pumping breast milk in the workplace, lack of
sex drive, loss of identity, lack of social support, and man-
agement of abusive instincts toward their infant. All the pre-
scribed questions were answered, and often the discussion
was led into unforeseen territory by the participants. There
was a repetition of themes across all three focus groups, which
provided evidence of the generalizability of the findings.
Many of the themes, such as the importance of self-care, were
constant across race and education level. For example, white
and black women alike felt that whereas becoming less selfish
was necessary to motherhood, tending to oneself (physically
and emotionally) was equally important. Women with dif-
ferent levels of education agreed that ‘‘managing the worry’’
associated with infant care was also a key ingredient to
functioning. The women felt that pervasive anxiety affected
both their quality of life and mother-child interaction. At the
conclusion of each focus group, the facilitator and note taker
convened separately to discuss the pertinent themes of the
discussions as well as their general impressions.

Coding of data and formulation of survey questions

The recorded conversations were transcribed and returned
to the study team in the form of text files. Codes were then
created to characterize the discussion themes. Each con-
versation piece was assigned a code based on emotive tone
and content. Statements with similar codes were gathered
together, and survey items were formed. A total of seven
codes that translated into functional areas were identified in
the qualitative analysis. Social support, management, mother-
child interaction, infant care, self-care, adjustment, and psy-
chological well-being (of mother) served as both analysis
codes and domains of maternal functioning.

Social support

As mentioned earlier, the importance of social support was
a recurrent theme throughout the discussions:

Participant: To build that confidence. . . I know my pediatrician,
she’s almost like a cheerleader.. . .She just sits there and goes
go, go, you’re doing great. And I’m like oh my god . . . I’m
doing this right. And then you need your mom or someone else
who’s gone through it . . . you need to build like this group of
people around you who all say you’re doing awesome no
matter what. . . .

This statement (and similarly themed statements) was coded as
‘‘social support’’ and lent itself to the formulation of BIMF item
9: I am getting enough encouragement from other people.

1. What responsibilities would you say are associated with being a new 
mom? 

2. Since giving birth, what areas of your life would you say have 
changed the most? This can include any area of your life. 

  PROBE: How have you felt about these changes? 

3. Now that we’ve talked a little bit about the responsibilities of being a 
new mom, I want to ask your opinion on what qualities and skills are 
necessary to being a good mom? Describe what a “good mom” looks 
like.

4. Have there been times that you have felt comfortable and confident in 
your new role? Like you were “getting the hang of it” or “functioning 
well?” Can you describe the circumstances surrounding this feeling?

5. Have there been times that you have felt like you are not functioning 
as well or are struggling with your new role? Can you describe the 
circumstances surrounding this feeling?

     Least 
Demanding

Most
Demanding

FIG. 1. Focus group questions.
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Management

The participants also discussed a substantial increase in
their overall level of responsibility:

Participant: I feel like I’m managing everything now. Like, if I
want something done, I’m the one that’s responsible for dele-
gating that . . . Well, why am I the one who knows that the baby
needs to be fed and . . . you know, and the trash needs to be
taken out?

These types of comments were coded as ‘‘management’’ and
translated into BIMF item 17: I am able to take care of my baby
and my other responsibilities.

Mother-child interaction

When asked for examples of high-functioning periods,
women often cited instances in which they were able to re-
main focused on their child exclusively:

Participant: I think for me being in a good place means that I can
appreciate those little moments where you’re just having that
happy interaction or you notice the new skill that they just
learned and you’re able to just sort of soak in that moment. . . .

This sentiment was common and was the impetus for BIMF
item 5: I am able to relax and enjoy time with my baby. This
comment was categorized as ‘‘mother-child interaction.’’

Infant care

Infant care, perhaps the most obvious responsibility of new
motherhood, was described by one of the participants:

Participant: Feeding them. Keeping them clean. Changing di-
apers. Calming temper tantrums. I have more than one, you
can tell. Basically that’s it. Doctor’s appointments.

There were many accounts of the tasks that comprise infant
care; this dialogue translated into BIMF item 12: I am taking
good care of my baby’s physical needs (feedings, changing
diapers, doctor’s appointments).

Self-care

Women in each of the three groups discussed the need to
take care of themselves in order to remain a healthy mother.
One aspect of self-care for the mothers was occasionally tak-
ing time for themselves. However, this aspect of self-care was
often accompanied by feelings of guilt:

Participant: I get such guilt about taking time . . . taking time for
myself. I think, am I in this tub too long? Do I need to get out
and go see what’s going on? When you’re in the middle of it,
it’s hard to see. And I think that’s the most important thing for
a mom is just to take care of herself.

Coded as ‘‘self-care,’’ this comment and others resembling it
served as the basis for BIMF item 11: I take a little time each
week to do something for myself.

Adjustment

Some of the women believed they became acclimated to
motherhood as time passed:

Participant 1: I feel like as you get older, as they get older, I think
it starts getting slightly easier. And I guess because they start
becoming a little bit more independent.

Statements of this genre were coded as ‘‘adjustment’’ and
contributed to the development of item 19: As time goes on, I
am getting better at taking care of my baby.

Psychological well-being

Perhaps one of the strongest themes throughout the dis-
cussions was the connection between the mother’s mental and
physical health and effective mothering.

Participant: I had a bad case of postpartum depression, and
it was all getting a little scary. I was debating about whether
to go on medication because I was breastfeeding and the
nurse practitioner said to me the most important thing this
child needs is a healthy mother. Healthy, happy mother. If
you aren’t taking care of yourself, you can’t take care of this
child.

This conversation piece was one of many that were as-
signed multiple codes because it touches on aspects of infant
care, self-care, and psychological well-being. Because of its
emotive tone (and content), it was given a primary code of
‘‘psychological well-being.’’ Each of the BIMF’s 20 items was
associated with at least one of the seven maternal functional
domains. Several of the items related to more than one do-
main. This item-domain mapping is displayed in Figure 2. It is
important to note that these are the anticipated item-domain
mappings based on information gleaned from the focus group
study. These mappings should be confirmed via a rigorous
factor analysis.

Twenty survey items, constituting the first draft of the
BIMF, were generated as a result of this qualitative data
analysis process. Each item was derived from the women’s
personal accounts of their postpartum experiences.

Expert review panel

Upon formulation of the first draft of the instrument, an
expert panel was assembled for the purposes of critiquing the
instrument. The panel included 11 professionals with exper-
tise in at least one of the following areas: survey design,
qualitative data analysis, psychiatry, women’s health, and
reproductive health. This meeting resulted in a rewording of
several survey items and a movement toward a seventh grade
reading level. Because of its composition, the panel was
mindful of the target population and aided in eliminating
complicated item wording. There was also substantial dis-
cussion about how this instrument compared with general
measures of functioning. This process provided assurance

Functional Area     BIMF Item

Self care     2, 11, 13

Infant care     12, 14 

Mother-Child Interaction   4, 5, 15

Psychological Well-being   1, 2, 3, 5, 7, 10, 11, 16, 18, 20

Social Support     6, 8, 9

Management     7, 11, 13, 14, 17, 18 

Adjustment      17, 19

FIG. 2. Barkin Index of Maternal Functioning (BIMF) item-
domain mapping.
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that the relevant domains of functioning were present in the
resulting instrument. Additionally, a 2-week time delimiter,
intended to make the instrument more viable in clinical set-
tings, was added to the instructions. No survey items were
added or removed as a result of this process.

Scoring of the BIMF

A total score is generated from summing the 20 items (after
the reverse-coding of items 16 and 18) and ranges from 0 to
120. Higher total scores are associated with greater levels of
functioning. The measure takes approximately 5–10 minutes
to complete and is shown in Figure 3.

Role of the literature

Whereas focus groups are being used more frequently as a
method for constructing health-related surveys, many exist-
ing instruments were developed using a top-down ap-
proach.20 Typically, the research literature and clinician input
determined much of the instruments’ framework and content.

The danger inherent in this approach lies in its neglect of
patient experience, which poses a threat to content validity.20

However, the research literature can serve as a valuable
benchmark for information gleaned from focus groups. The
focus group work in this article resulted in a novel way of
measuring maternal functional status, and there was some
conceptual overlap with the literature. Logsdon et al.1 define
the key components of mothering as (1) maternal-infant in-
teraction, (2) caretaking of infant, (3) providing healthcare for
the child, and (4) finding gratification in the mothering role.
Components 1 and 4 are analogous to the mother-child in-
teraction domain presented in this article, and components 2
and 3 are related to the infant care domain. Fawcett et al.
described maternal functional status as ‘‘a multidimensional
concept encompassing the mother’s readiness to assume in-
fant care responsibilities and resume self-care, household,
social and community, and occupational activities.’’13 Infant
care, self-care, and social aspects are also measured by the
BIMF, albeit via a different approach (Table 1). Specific
household and occupational activities are not addressed by

©University of Pittsburgh 2008.  All rights reserved. 

Barkin Index of Maternal Functioning 

Please circle the number that best represents how you have felt over the past two weeks.  Please try to answer each question as 
honestly as possible as your responses will help us to better understand the postpartum experience. 

Strongly                         Somewhat                     Somewhat                        Strongly    
Disagree       Disagree    Disagree     Neutral        Agree          Agree          Agree      

543210.rehtomdoogamaI.1      6

543210.detserleefI.2 6

3.  I am comfortable with the way I’ve chosen to  
     feed my baby (either bottle or breast, or both). 

      0                1                2                3                4                5               6

4.  My baby and I understand each other.       0                1                2                3                4                5               6

5.  I am able to relax and enjoy time with my baby.       0                1                2                3                4                5               6

6.  There are people in my life that I can trust to   
     care for my baby when I need a break. 

      0                1                2                3                4                5               6

7. I am comfortable allowing a trusted friend or  
     relative to care for my baby (can include baby’s  
     father or partner). 

      0                1                2                3                4                5               6

8.  I am getting enough adult interaction.       0                1                2                3                4                5               6

9.  I am getting enough encouragement from other  
     people. 

      0                1                2                3                4                5               6

10. I trust my own feelings (instincts) when it  
      comes to taking care of my baby. 

      0                1                2                3                4                5               6

11. I take a little time each week to do something  
      for myself. 

      0                1                2                3                4                5               6

12. I am taking good care of my baby’s physical  
      needs (feedings, changing diapers, doctor’s  
      appointments). 

      0                1                2                3                4                5               6

13. I am taking good care of my physical needs  
      (eating, showering, etc). 

      0                1                2                3                4                5               6

14. I make good decisions about my baby’s health  
      and well being. 

      0                1                2                3                4                5               6

15. My baby and I are getting into a routine.       0                1                2                3                4                5               6

16. I worry about how other people judge me (as a  
      mother). 

      0                1                2                3                4                5               6

17. I am able to take care of my baby and my other  
      responsibilities. 

      0                1                2                3                4                5               6

18. Anxiety or worry often interferes with my  
      mothering ability. 

      0                1                2                3                4                5               6

19. As time goes on, I am getting better at taking  
      care of my baby. 

      0                1                2                3                4                5               6

20. I am satisfied with the job I am doing as a new  
      mother. 

      0                1                2                3                4                5               6

FIG. 3. Barkin Index of Ma-
ternal Functioning. The copy-
right for the BIMF is owned
by the University of Pitts-
burgh; the BIMF may be re-
printed without charge only
for noncommercial research
and educational purposes.
You may not make changes
or modifications to the BIMF
without prior written permis-
sion from the University of
Pittsburgh. If you would like
to use this instrument for
commercial purposes or for
commercially sponsored
research, please contact the
Office of Technology
Management at the University
of Pittsburgh at 412-648-2206
for licensing information.
Questions about the
development of the BIMF
may be directed to Jennifer
L. Barkin, Ph.D. E-mail:
barkinj@gmail.com
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the BIMF. However, women are asked to rate their own level
of resource management by item 17: I am able to take care of
my baby and my other responsibilities. This focus on the
ability to achieve balance rather than execution of specific
household=occupational tasks reflects the themes of the focus
groups. Although the two definitions of maternal functional
status have similarities in terms of domain names, the cov-
erage of those domains remained distinct. Nevertheless, the
postpartum literature provided a basis of comparison for the
focus group data. In short, there were no major contextual
domains discussed in the literature that were absent from the
focus group discussions. The BIMF is the beneficiary of the
thorough study of functioning represented by the focus
groups.

Reliability and validity of BIMF

Content validity was achieved for the BIMF via the focus
groups and expert critique. In order to further develop the
BIMF’s psychometric portfolio, the BIMF was administered to
all women receiving a baseline assessment as part of the
Identification and Therapy of Postpartum Depression Study
(screening study) (R01 MH071825, K Wisner, PI) from Octo-
ber 1, 2008, to March 27, 2009. All the women had previously
scored �10 on the Edinburgh Postnatal Depression Scale
(EPDS),22 which indicated depressive symptomatology. The 6
months of data collection yielded 109 complete BIMF assess-
ments, and the psychometric analysis was based on this
sample. On average, the women in the baseline sample were
29 years old, primarily white (72.5%), and non-Hispanic
(97.3%). Infants were 6.6 weeks old, on average, at the time of
the baseline assessment. The mean BIMF total score for the 109
women was 81.4 (SD 17.1).

The Cronbach’s alpha23 for the BIMF was 0.87, indicating a
strong interitem agreement. In order to establish construct
validity, it is important to observe how the BIMF relates to
other relevant measures. Pearson correlation coefficients were

generated to examine the BIMF’s associations with the Grat-
ification Checklist (GRAT),5,6 the 17-item Hamilton Rating
Scale for Depression (HRSD-17),24 and the 12-item Short-
Form Health Survey Mental Functioning Component (SF-12
Mental).25 The GRAT, HRSD-17, and SF-12 Mental Compo-
nent capture gratification in the maternal role, depression,
and mental functioning, respectively. As hypothesized, ma-
ternal functioning (as measured by the BIMF) was positively
and significantly associated with maternal gratification
(r¼ 0.56, p< 0.0001) and mental functioning (0.39, p< 0.0001).
Also as expected, maternal functioning (BIMF) was sig-
nificantly and inversely related to depression (r¼�0.21,
p¼ 0.0326). The significance, direction, and strength (or lack
thereof) of the relationship between the BIMF and these var-
iables provide evidence of construct validity.

Discussion

The BIMF is one of two instruments designed with the
explicit purpose of measuring maternal functional status.
Currently, the most common method of assessing postpartum
health is through evaluation for depression. Although de-
pression assessment captures mood elements, such as sad-
ness, lack of enjoyment, and anxiety, it does not address
functioning in the maternal role. Ware et al. state that, ‘‘the
goal of medical care for most patients today is to obtain a more
‘effective life’ and to preserve functioning and well-being.’’25

Therefore, it is important to have appropriate tools for mea-
suring the construct.

The BIMF was developed from information garnered dur-
ing three focus group discussions, one expert review panel,
and the literature. The focus groups collectively consisted of 6
hours of conversation and were intended to collect and as-
similate women’s thoughts on functioning in new mother-
hood, which was defined as the 12 months after childbirth.
Changes in the mother’s role set since childbirth, individual
conceptualizations of a ‘‘good mother,’’ and circumstances
surrounding high-functioning and low-functioning periods
were the main research topics of interest. These three focus
groups were successful according to several key parameters.
The major research questions were covered extensively in
each of the three discussions, and there was an overwhelming
willingness to disclose personal details, which may have been
a reflection of the women’s need to share their frustrations
(and joys) with other mothers. In general, facilitators are
trained to handle groups that are less forthcoming with con-
versation and to gently encourage participation from timid
group members. These skills were rarely needed in the new
mother focus groups. Often, focus group members will speak
exclusively to the facilitator rather than communicating di-
rectly with the other participants. However, this is not ideal, as
interactions between participants provide valuable informa-
tion and are what distinguish focus groups from one-to-one
interviews.18,26,27 Again, this did not apply to the new moth-
ers, where direct communication between participants was
the standard. The attendance was also excellent, with 31 of 33
enrolled women participating. The focus groups produced
rich discussion that served as the basis for the 20-item BIMF.

Although qualitative data analysis was the primary source
for the initial item development, the BIMF was the beneficiary
of extensive expert input. Additionally, the research literature
was reviewed to ensure that no major contextual domains

Table 1. Overlap Among Barkin et al.’s Domains

of Maternal Functioning, Logsdon et al.’s Key

Components of Motherhood, and Fawcett et al.’s

Five Dimensions of Functional Status

Barkin et al.
Domains
of Maternal
Functioning

Logsdon et al.
analog

Fawcett et al.
analog

Self-care Self-care
Infant care Caretaking of infant,

Providing healthcare
for the child

Infant care

Mother-child
interaction

Maternal-infant
interaction, finding
gratification in the
maternal role

Psychological
well-being

Social support Social and
community

Management
Adjustment

Table adapted from Barkin et al.,3 Logsdon et al.,1 and Fawcett
et al.13

2244 BARKIN ET AL.



were missing from the new instrument. The focus group work
captured the major themes in the literature.

The BIMF provides an attractive alternative to the IFSAC
for measuring maternal functional status. The instrument re-
flects the new mother’s conceptualization of functioning in
motherhood and is not based on a clinical construct of the
concept. This unique approach of allowing new mothers to
define maternal functional status is also a flexible one that
allows for changes in women’s roles since giving birth. It also
measures personal satisfaction in the mothering role (item 20).
Although the BIMF includes items that gauge social support,
it does not specifically address spousal support. This was
intentional, as the BIMF is meant as a measure of functioning
for all women regardless of marital status. Social support can
be present in a woman’s life in a variety of forms, and this
instrument targets the adequacy and availability of that
support rather than its source.

The BIMF covers a broad range of functional areas (self-
care, infant care, mother-child interaction, psychological well-
being of mother, social support, management, adjustment)
that emerged as a result of the discussions. This new appli-
cation of maternal functional status is a robust construct
where the physical and mental health of the mother is es-
sential to optimal functioning. It is important to note that
despite its breadth, the BIMF does not measure any one of the
functional areas in great depth. For example, there are in-
struments dedicated exclusively to the measurement of infant
care or mother-child interaction.

A potential limitation in the design of the maternal focus
groups was their heterogeneity across race and depression
status, which are factors that might influence women’s post-
partum experience. In general, homogeneity within a focus
group promotes open discussion. Ideally, focus group plan-
ners should try to anticipate factors that could inhibit dis-
cussion. For example, HIV status (among other factors) was
considered when researchers from the Portland Men’s Study
were constructing focus groups.19 Researchers received in-
formation from key informants in the gay male community
about HIV-seropositive men. Their assertion was that these
men might feel more comfortable sharing their experiences
with other seropositive men. Initial plans for the maternal
focus groups included a finer separation of women based on
race and depression status, but these plans were thwarted by
practical and ethical concerns. In general, however, this lim-
itation did not suppress conversation in the three discussions.
In fact, some of the most vocal participants were women who
admitted to having postpartum depression. Additionally, al-
though the majority of the study population comprised edu-
cated white women (72.5% white), the themes that the BIMF
was based on were common across race and education level.

The BIMF was developed based on the experiences of a
sample in which 26.7% of participants had high depressive
symptom levels. However, the psychometric analysis was
based on a population in which all women scored �10 on the
Edinburgh Postnatal Depression Scale,22 indicating depres-
sive symptomatology. There are limitations associated with
testing in a depressed population. Certain variables, such as
maternal functioning and depression, are likely to have a re-
stricted range in a depressed population. This restriction, if
present, could affect the correlation observed between func-
tioning and depression or between functioning and other af-
fected variables. Similar to most prevalent health assessments,

which are validated in a variety of research study settings, the
BIMF’s psychometric properties should be retested. Although
the BIMF displayed good internal consistency and construct
validity, further study should include testing in a population
without established depressive symptomatology.

Data collection through the Identification and Therapy of
Postpartum Depression Study (screening study) allowed for
an initial evaluation of the BIMF’s psychometric properties. It
also provided evidence that the BIMF is appropriate for use in
clinical trials. Many instruments present significant patient
burden and do not engage the respondent. However, the
psychiatric assessors who have had the opportunity to ad-
minister the BIMF in different study settings report a high
level of patient receptivity. Of the 112 BIMFs collected via self-
report over 6 months, 109 were without missing data. One
potential reason for this impressive completion rate is that the
women related to the survey questions, a hypothesis that is
consistent with the opinions of the psychiatric assessors.

Conclusions

The BIMF represents a valuable tool for assessing post-
partum wellness. Evidence of internal reliability, content va-
lidity, and construct validity is provided, and the BIMF has
been successfully administered in clinical trial settings. The
BIMF has the potential to be particularly valuable in cases
where screening for functional status, which can be more
conceptually appealing and less stigmatizing than depression
screening, is preferred for postpartum women. Ideally,
depression and functional status should be assessed simul-
taneously in order to provide a more comprehensive charac-
terization of maternal health. Additionally, the BIMF will
afford researchers the means to study the relationship be-
tween postpartum maternal functioning and developmental
outcomes in infants and children. Future research regarding
the BIMF should include the development of a threshold that
indicates poor maternal functioning. Development of such a
threshold will promote clinical relevancy and will allow
healthcare providers to identify patients in need of intervention.
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