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Abstract

Objective—The postpartum period represents a crucial transition period in which weight gain or 

loss can affect lifetime obesity risk. This study examined the prevalence of obesity and the 

influence of childhood abuse and family conflict on postpartum weight among low-income 

Mexican-origin women. Depressive symptoms and partner support were evaluated as mediators.

Methods—At a prenatal assessment, low-income Mexican-origin women (N=322; mean age = 

27.8; SD = 6.5) reported on childhood abuse and family conflict. Weight was measured seven 

times between 6 weeks and 2 years postpartum and calculated as body mass index (BMI). 

Regression and growth models were used to estimate the impact of childhood abuse, childhood 

family conflict, partner support, and depressive symptoms on weight and weight change.

Results—Higher family conflict predicted higher weight across the first (β = .12, p = .037) and 

second (β = .16, p = .012) postpartum years. Family conflict (β = .17; p = .018) and low partner 

support (β = −.16, p = .028) also predicted increasing weight in the first year. Partner support 

partially mediated the effect of childhood abuse on weight change in the first year (p = .031). 

Depressive symptomatology mediated the effects of childhood abuse and family conflict on weight 

status in the second year (abuse: p = .005; conflict: p = .023).

Conclusions—For low-income Mexican-origin women with a history of childhood abuse or 

high family conflict, depression and low partner support may be important targets for obesity 

prevention efforts in the postpartum period.
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Childhood exposure to high conflict or abusive family environments increases the risk of 

multiple physical and psychological disorders across the lifespan (1). Among adult health 

concerns with probable early life origins, obesity deserves focused attention. Considered the 

third leading cause of preventable death in the US (2), overweight and obesity are primary 

targets of public health efforts. The health risks associated with obesity are numerous, and 

include cardiovascular disease, stroke, type 2 diabetes, respiratory problems, mental health 
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problems, and premature mortality (3). Worldwide, rates of overweight and obesity have 

increased dramatically in the past few decades (4). In the US, approximately two-thirds of 

adults are overweight and more than a third are obese (5). There are considerable health 

disparities in obesity risk. Obesity rates are elevated among ethnic minority women, with 

43.3% of Hispanic women classified as obese in 2012 compared to 36.7% of non-Hispanic 

White women (5). While overall obesity rates among women in the U.S. show signs of 

stabilizing, they have continued to increase among Mexican-American women (4). Low-

income women and those with less education are also at elevated risk of obesity (6). The 

high prevalence of obesity among Mexican-origin women (i.e., women born in Mexico or 

who trace their family ancestry to Mexico) in the U.S., especially those in low-income 

neighborhoods (7), contributes to a wide range of health disparities (8–9). It is critical to 

develop a better understanding of predictors of obesity in this population for targeted 

prevention efforts to be maximally effective.

Prior research indicates that family-related adversities in childhood, including abuse, 

conflict, violence, and general dysfunctions may significantly increase lifespan obesity risk 

(10–13). Retrospective recall of physical abuse, witnessing abuse of a family member, 

family conflict, and household dysfunction during childhood have each been associated with 

increased BMI in middle-age (13–14). Exposure to physical and sexual abuse during 

childhood was similarly associated with obesity in adulthood in the US National 

Longitudinal Study of Adolescent Health (15). Evidence from a recent meta-analysis 

suggests a stronger impact of childhood abuse on obesity risk for women than men (16). The 

literature is mixed regarding rates of childhood abuse in Mexican-American families in the 

U.S., with studies finding comparable (17), higher (18), or lower (19) rates relative to ethnic 

majority families. However low-SES and high stress environments are associated with 

greater abuse risk across ethnic groups, and observed higher rates among Hispanic children 

typically diminish after adjusting for sociodemographic risk factors (19–20). Little is known 

about the relation of childhood adversity to adult obesity in Mexican-origin women living in 

the U.S.

For women, the highest risk of major weight gain occurs during the childbearing years, and 

retention of pregnancy weight in the postpartum period is a significant risk factor for 

continuing weight gain and obesity (21–22). Although most women lose weight in the first 

six weeks after the birth, many women retain pregnancy weight or even gain weight in the 

subsequent months (21–22). Estimates of average pre-post pregnancy weight gain vary 

depending on samples and methods, but range around 1–6 lbs. (23–24). Walker (25) reported 

a median weight gain of 0.9 kg (2 lbs.; range −6.8–29.5) over pre-pregnancy weights in a 

mixed ethnic sample at 12 months postpartum. Postpartum weight gain may partially explain 

higher obesity risk in low-income Mexican-origin women. Low-income women in the U.S. 

are more likely to retain weight gained during pregnancy than higher income women (26–

27). Mexican-origin women in the US have higher birth rates than ethnic majority women 

(28) and are more than twice as likely to live in poverty (29); they are also less likely to lose 

pregnancy weight and more likely to gain weight in the first postpartum year than ethnic 

majority women (24). Given the implications for lifetime obesity risk, identifying influences 

on postpartum weight may enhance obesity prevention efforts among Mexican-origin 

women. Previous research has identified socioeconomic hardship, stress, low social support, 
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and postpartum depressive symptoms as risk factors for postpartum weight retention (21, 

25–26). Little is known about the impact of childhood adversity on postpartum weight.

There are several potential mediating pathways in the relation between childhood adversity 

and maternal weight status. Adults who were abused as children have higher risk of 

interpersonal problems, substance abuse, aggressive behavior, and affective disorders such as 

anxiety and depression (31). Particularly relevant to perinatal Mexican-origin women, the 

current study focuses on depressive symptoms and intimate relationship (partner) support as 

potential mediators in the relation between maltreatment and postpartum weight.

Childhood maltreatment is a robust risk factor for adult depression, particularly among 

women (32–33). A recent review extended this relation to the perinatal period, concluding 

that women with a history of childhood abuse had significantly elevated risk of postpartum 

depression (35). Mexican-origin and low SES women, particularly recent immigrants, are at 

substantially elevated risk for the development of postpartum depressive symptoms (36). In 

general population samples, strong associations have been found between depression and 

obesity, with a stronger association for women than for men (37–38). Postpartum depressive 

symptoms specifically have been associated with women’s weight gain and pregnancy 

weight retention in the early postpartum period (25–26, 39–40). In combination, a history of 

childhood maltreatment in low-income Mexican-origin women may further increase the 

already elevated risk of postpartum depressive symptoms, and subsequently impact 

postpartum weight and obesity risk.

Childhood family environments characterized by abuse and conflict are also associated with 

poor social functioning in adulthood. Lasting consequences for interpersonal relationships 

include low social support, feelings of isolation, lack of trust, attachment anxiety, marital 

distress, relationship aggression, and marital disruption (31–32, 41–43). Adults who 

experienced abuse or neglect in childhood report poorer adjustment (44) and less intimacy in 

their romantic relationships (45), and are less likely to maintain intimate relationships (32). 

The health benefits of supportive relationships are well-documented in the general 

population (46). For postpartum women, supportive relationships exert a protective influence 

on psychological adjustment (47–48), physical activity (49), and weight loss (50). In 

contrast, lack of social support has been cited as a barrier to postpartum weight loss in low-

income women (50). Among pregnant Latina women, partner support helps promote 

healthier dietary and exercise practices (51).

The current study evaluated predictors and mediators of postpartum weight in low-income 

Mexican-origin women living in the U.S. The goals were to 1) evaluate the relation of 

childhood adversity to maternal weight status in the first and second postpartum years, 2) 

evaluate the impact of adversity on weight change (gain or loss) in the first postpartum year, 

and 3) evaluate partner support and postpartum depressive symptoms as mediators of the 

relations of adversity to postpartum weight and weight change. As measures of adversity, we 

assessed experiences of abuse (adversity directed specifically at the child) as well as a 

broader measure of adversity captured by a high conflict family-of-origin. We hypothesized 

that more frequent abuse and higher family conflict during childhood would each predict 

higher postpartum depressive symptoms, lower partner support, higher weight and less 
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weight loss in the first postpartum year, and higher weight in the 2nd year. We further 

hypothesized that postpartum depressive symptoms and low partner support would predict 

higher weight and less weight loss, partially mediating the relations between childhood 

adversity and postpartum weight.

Methods

Participants

Pregnant Mexican-origin women (N=322; mean age = 27.8, SD = 6.5, range 18–45; 86% 

born in Mexico) were recruited from prenatal clinics in Maricopa County, Arizona that serve 

a diverse population, including low-income, uninsured, and/or undocumented immigrants. 

During prenatal care appointments, potentially eligible pregnant women were approached by 

a female, bilingual interviewer who explained the study and assessed eligibility. Eligibility 

criteria included 1) age 18 or older, 2) fluent in Spanish or English, 3) self-identification as 

Mexican or Mexican American, 4) low-income status (eligibility for Medicaid, or self-

reported family income below $25,000), 5) singleton delivery, and 6) no prenatal evidence of 

an infant health or developmental problem. Of women who were eligible, 56% agreed to a 

home visit, conducted between 26–38 weeks gestation (mean 35.4 weeks, SD = 2.8). Sample 

demographics are displayed in Table 1.

Given the intensive home visit schedule in the first 6 postpartum months, a planned 

missingness design was employed to lower participant burden while retaining statistical 

power. All women were assigned to complete the prenatal and 6 week visits, but randomly 

assigned to complete 2 of the 3 remaining home visits, thereby reducing the respondent 

burden by 1/3. Prenatal data was collected from 322 women, 312 women (97%) completed 

the 6 week visit, 205 women (95%) completed the 12 week visit, 210 women (93%) 

completed the 18 week visit, and 210 women (93%) completed the 24 week visit. For the 

lab-based visits, 6 women were excluded: 4 due to loss of custody, one following safety 

concerns, and one maternal death. Of remaining women, 266 (83%) completed the 12 month 

visit, 237 (75%) completed the 18 month visit, and 244 (77%) completed the 24 month visit.

Attrition status was not associated with childhood family conflict, childhood abuse, 

postpartum partner support, postpartum depressive symptoms, household income, marital 

status, education, or 6 week maternal weight (all p’s > .05). However, younger women were 

more likely to miss a data collection time point. An inconsistent pattern emerged in which 

maternal birth in Mexico predicted attrition at 12 months, but birth in the U.S. predicted 

attrition at 18 months and 24 months. Mothers with more children had higher attrition at 6 

months but less attrition at 12 months and 18 months. Given these results and potential 

influences on postpartum weight, statistical models adjusted for maternal age, country of 

birth, and number of children. Additionally, statistical analyses were conducted using MPlus 

7.0 (52), which uses full information maximum likelihood to manage missing data.

Procedure

The study was approved by the Internal Review Boards at Arizona State University and 

Maricopa Integrated Health Services. Data were collected between March 2010 and 
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December 2014. Participation included 5 home visits (prenatal, and 6, 12, 18, and 24 weeks 

postpartum) and 3 lab visits (12, 18, and 24 months postpartum). Informed consent was 

obtained at the prenatal home visit. Visits were scheduled between 8 AM and 5 PM. For lab 

visits, women received free transportation or $50 travel compensation. Interviews were 

conducted in Spanish (82%) or English (18%). Survey questions were read aloud and 

women were given written and graphic descriptions of item response options. Home and lab 

visits lasted approximately 2 hours, and women were compensated $75 and small gifts at the 

prenatal interview, $50 and small gifts at postpartum home visits, and $100 at the lab visits.

Measures

Childhood abuse and family conflict (assessed at prenatal visit)—Childhood 

experiences of physical (3 items; e.g., “People in your family hit you so hard that it left you 

with bruises or marks”), sexual (4 items; e.g., “Someone tried to make you do sexual things 

or watch sexual things”), and emotional (3 items; e.g., “People in your family called you 

things like ‘stupid’, ‘lazy’, or ‘ugly’”) abuse were reported with the Childhood Trauma 

Questionnaire (CTQ [53]; α = .92), a retrospective measure of experiences before the age of 

18. Items were rated from 0 (never true) to 4 (very often true) and summed; higher scores 

indicate more frequent experiences of abuse. Childhood family conflict was measured 

retrospectively with six items from the Conflict subscale of the Moos Family Environment 

Scale (54; α = .71; e.g., “Family members sometimes hit each other”, “Family members 

sometimes got so angry they threw things”); items were rated 0 (false) or 1 (true), and 

summed. Higher values reflect higher exposure to family conflict.

Partner support (assessed at six weeks postpartum)—Women completed the six-

item postpartum version of the partner support subscale of the Prenatal Expectations Scale 

for Mexican Americans (PES-MA; 55). Developed for low-acculturated Mexican-origin 

women, the PES-MA measures women’s experiences of support from their partner after the 

birth of a baby (α = .93; e.g., “Your spouse/partner helps take care of the baby”). Items were 

rated from 1 (Not at all) to 5 (Completely) and summed. Higher scores represent higher 

support.

Depressive symptoms (assessed at six weeks postpartum)—The 10-item 

Edinburgh Postnatal Depression Scale (56; α = .87) has been validated in English (56) and 

Spanish (57). Because of an error in response options on handheld cards, two items were 

treated as missing for 82 participants; multiple imputation (MPlus 7) was used to impute 

missing item-level values for these participants (58). Higher scores reflect higher depressive 

symptomatology.

Postpartum weight—Maternal height and weight were assessed by trained staff at each 

postpartum visit. Body mass index (BMI; kg/m2) was used for all analyses.

Covariates—At the prenatal visit, women reported their country of birth (Mexico: 86%; 

United States:14%), number of children (range 1–10, mean = 3, SD = 1.7), and age (range 

18–45, mean = 27.8, SD = 6.5). Because it may influence postpartum weight (61), 
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breastfeeding status (bottle-feeding: 51%; partial or exclusive breastfeeding: 49%) was 

recorded at 12 weeks postpartum.

Data Analyses

Preliminary analyses—Variable descriptives and correlations are displayed in Tables 1 

and 2. Six women reported childhood abuse more than 3 SD above the mean. When analyses 

were repeated excluding those women, model fit indices remained good and all statistically 

significant paths retained significance; therefore, all cases were retained for analyses. 

Preliminary regression analyses predicted maternal BMI at each time point from childhood 

abuse or family conflict (in separate models), adjusting for age, number of children, country 

of birth, and breastfeeding status. Preliminary growth models found a statistically significant 

mean (β = .201, SE = .032, p <.001), and variance (β = .191, SE = .03, p < .001) in the slope 

of maternal BMI in the first year; however, neither the mean (p = .56) nor the variance (p = .

27) in slopes were significant in the second year.

Primary analyses—Primary analyses were conducted separately for weight across the 

first and second postpartum years. We expected significant variability in weight gain or loss 

in the first year following childbirth, but expected more stable weights in the 2nd year, as 

was supported by preliminary analyses (above). Evaluating weight in the 2nd year separately 

also provided a view of the longer-term effect of childhood adversity on maternal weight, 

distinct from the transitional post-pregnancy period. For the first year, latent growth curve 

models estimated the weight intercept and slope, predicted by childhood abuse or conflict, 

partner support, and depressive symptoms, adjusting for maternal age, number of children, 

country of birth, and breastfeeding (see Figure 1). Analyses in the second year excluded 

women who had become pregnant again (n = 33). A latent variable, created with maternal 

BMI at 12, 18, and 24 months as indicators, was predicted from childhood abuse or conflict, 

partner support, and depressive symptoms, adjusting for maternal age, number of children, 

breastfeeding, and country of birth (see Figure 2).

Primary analyses were conducted using MPlus 7.0 and maximum likelihood estimation. 

Model fit was examined using Chi-square (χ2), cumulative fit index (CFI), root mean square 

error of approximation (RMSEA), and standard root mean square residual (SRMR), 

interpreted based on criteria outlined by Hu and Bentler (60). Mediation of the effect of 

abuse or family conflict on maternal postpartum weight by partner support or depressive 

symptoms was tested by examining the statistical significance of the indirect paths using the 

multivariate delta method (61–62).

Results

Preliminary analyses

Rates of obesity—Across the sample, BMI means ranged from 29.1–29.9 in the 2 years 

following childbirth. These means are comparable to BMI means for Mexican American 

women in other samples (e.g., 7). Analyses examined whether women met criteria for 

overweight (BMI ≥ 25.0), obese (BMI ≥ 30), or morbid obesity (BMI ≥ 40) categories at any 

of the time points. Eighty-one percent of mothers were overweight, 47.5% were obese, and 
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8.7% met criteria for morbid obesity at one or more measurement points. When only 

maternal weight in the 2nd postpartum year was considered, 76.5% were overweight, 44.9% 

were obese, and 8.5% met criteria for morbid obesity. The rates of obesity at 2 years 

postpartum in our sample parallel rates for non-pregnant Mexican American women (age 

adjusted ≥ 20 = 44.9%) reported in 2014 by Ogden et al. (5).

Predictors of postpartum weight—Childhood variables were positively correlated with 

maternal BMI at most time points (see Table 2). Although primary analyses focus on total 

exposure to abuse, results of exploratory analyses of abuse subtypes suggest that emotional 

abuse has the strongest correlations to maternal BMI at 1 year (r = .187, p = .007), 18 

months (r = .142, p = .055), and 2 years (r .164, p = .019); physical and sexual abuse were 

not significantly correlated with maternal BMI at any time point (all p’s > .18). Regression 

analyses adjusting for age, country of birth, breastfeeding, and number of children revealed 

that abuse (total scale) predicted BMI at 18 months (β = .16, p = .046) and 24 months (β = .

13, p = .051). After the same adjustments, family conflict predicted BMI at 6 weeks (β = .

45, p = .04), 24 weeks (β = .89, p = .009), 12 months (β = .60, p = .035), 18 months (β = .

64, p = .029), and 24 months (β = .59, p = .019) postpartum.

Postpartum depressive symptoms were positively correlated with BMI at all time points 

except 18 weeks. After adjusting for covariates, depressive symptoms remained a significant 

predictor of BMI at 12 weeks (β = .18, p = .033), 12 months (β = .36, p = .002), 18 months 

(β = .29, p = .019), and 24 months (β = .29, p = .004). Partner support was not significantly 

correlated with BMI at any time point.

Weight change across the first postpartum year

Childhood abuse—A model predicting the BMI intercept and slope from abuse, 

depressive symptoms, and partner support showed good fit, χ2 (32) = 56.6, p = .005, CFI = .

991, RMSEA = .049 {90%CI = .027, .069}, SRMR = .013 (see Figure 1). Higher abuse was 

associated with less partner support (p < .001) and higher depressive symptoms (p < .001). 

Depressive symptoms were positively associated with the intercept (p = .050), but not the 

slope (p = .85). Neither the total effect of abuse on the intercept (p = .27) nor the indirect 

effect through depressive symptoms (p = .062) was statistically significant. Partner support 

predicted the slope (p = .016) but not the intercept (p = .99). The total effect of abuse on the 

slope was not statistically significant (p = .18) but the indirect path through partner support 

was statistically significant (β = .049, SE=.022, p = .031).

Family conflict—Maternal BMI intercept and slope were predicted from family conflict, 

depressive symptoms, partner support, and covariates. Model fit was good, χ2 (32) = 56.5, p 
= .005, CFI = .991, RMSEA = .049 {90%CI = .027, .069}, SRMR = .013. Higher conflict 

was associated with less partner support (p = .001), higher depressive symptoms (p < .001), 

higher weight intercept (p = .037) and an increasing slope (p = .021). Partner support was a 

statistically significant predictor of the slope (p = .028), but not the intercept (p = .79). 

Depressive symptoms did not predict the intercept (p = .072) or the slope (p = .72).

The total effect of conflict on the intercept (p = .014) and the slope (p = .006) were both 

statistically significant. For display purposes, the direct effects of conflict on weight 
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intercept and slope are displayed in Figure 3, dichotomized to reflect conflict above and 

below the sample mean. The indirect effects from conflict to the intercept (p = .10) and the 

slope (p = .72) through depressive symptoms were not statistically significant. The indirect 

effect from conflict to the intercept through partner support was not significant (p = .79); the 

indirect effect to the slope through partner support neared statistical significance (β = .031, 

SE=.017, p = .065).

Weight in the second postpartum year

Childhood abuse—Analyses evaluated maternal BMI in the 2nd year after giving birth 

(see Figure 2). For childhood abuse, model fit was good, χ2 (15) = 19.9, p = .18, CFI = .995, 

RMSEA = .034 {90% CI = .00, .069}, SRMR = .014. Higher postpartum depressive 

symptoms predicted higher maternal BMI (p = .001), but partner support did not (p = .47). 

Although the total effect from abuse to BMI was not statistically significant (p = .20), the 

indirect effect from abuse to BMI through depressive symptoms was statistically significant 

(β = .066, SE=.023, p = .005).

Family conflict—For family conflict, model fit was good, χ2 (15) = 19.7, p = .18, CFI = .

995, RMSEA = .033 {90% CI = .00, .069}, SRMR = .014. Higher conflict predicted higher 

BMI (p = .012). Higher postpartum depressive symptoms also predicted higher BMI (p = .

001). Both the total effect from conflict to BMI (β = .184, SE=.06, p = .003) and the indirect 

effect from conflict to BMI through depressive symptoms (β = .038, SE=.017, p = .021) 

were statistically significant.

We also conducted ancillary analyses examining an alternative model in which abuse and 

conflict were considered in the same model. The model fit remained good for both the 1st 

and 2nd postpartum years. In the 1st year, the indirect effect of abuse on BMI slope in the 

first year via partner support was no longer statistically significance (p = .056). In the 2nd 

year, the indirect effect of abuse on BMI in the 2nd year via depressive symptoms remained 

statistically significant (p = .011) and the direct effect of conflict on BMI also remained 

statistically significant (p = .008) but the indirect effect of conflict through depressive 

symptoms was no longer statistically significant (p = .63) in these alternative models.

Discussion

Pregnancy and the birth of a child are high risk times for weight gain that persists long after 

the birth. Hispanic women are at elevated risk of obesity and related health problems, and 

identifying predictors of postpartum weight in this population is critical for targeted obesity 

programs. The current study evaluated the relation of childhood family adversity to maternal 

postpartum weight in a sample of low-income Mexican-origin women. Our results suggest 

that self-reported childhood abuse or high family conflict is associated with increasing 

weight and greater obesity risk in the postpartum period. Abuse and family conflict also 

predicted elevated postpartum depressive symptoms and lower partner support, each of 

which played a role in explaining the process by which childhood adversity influences 

obesity risk in this population.
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Self-reported abuse before the age of 18 predicted maternal BMI at 18 and 24 months after 

the birth, but was not directly associated with weight or weight change in the first 

postpartum year. Exploratory analyses suggest that emotional abuse may be a stronger 

predictor than physical or sexual abuse of BMI in the 2nd year, however these results should 

be interpreted with caution due to their exploratory nature and the low incidence of reported 

sexual abuse in this sample. Higher exposure to family conflict predicted maternal BMI at 

all time periods except for 12 and 18 weeks postpartum, and predicted an increasing BMI 

slope across the first postpartum year and higher BMI in the first and second postpartum 

years. Although abuse and conflict were significantly correlated (r = .56), exposure to 

conflict was a more consistent predictor of postpartum weight and weight gain. For women 

reporting family conflict 1 SD higher than the mean, this amounted to approximately 4 

pounds of weight gain in the first postpartum year. Items assessing family conflict reflect 

less extreme adversity than the abuse measure, and scores were more normally distributed. 

Although abuse is frequently the focus of research, these results suggest that childhood 

family adversity within a more normative range of experience may also exert a significant 

influence on adult obesity risk.

There are several pathways through which adverse childhood experiences could influence 

women’s weight and postpartum weight trajectory. The current study evaluated postpartum 

depressive symptoms and partner support as mediators. Strong evidence documents that 

women abused in childhood are more vulnerable to depression in adulthood (32–33), and 

postpartum depression has been linked to postpartum weight retention (25–26). We found 

that childhood abuse and family conflict were each associated with higher postpartum 

depressive symptoms, and depressive symptoms predicted women’s weight in the first two 

postpartum years, partially mediating the associations of childhood abuse with maternal 

weight in the second postpartum year. Depressive symptoms were not, however, associated 

with the slope of weight gain or loss in the first year. In short, depressive symptomatology 

appears to directly affect women’s weight level without affecting the trajectory of 

postpartum weight change.

Women’s reported support from their partner six weeks after childbirth was also evaluated as 

a mediator. Considerable research documents lasting interpersonal difficulties that can result 

from adverse family-of-origin relationships. Adults abused as children may lack skills to 

develop and maintain healthy relationships, or may experience a continuation of abuse in 

their intimate relationships (31–32, 41–43). Following the birth of a baby, supportive 

relationships can improve adherence to healthy diet and exercise (51); the lack of support 

may exert the opposite effect, challenging efforts to obtain or maintain a healthy weight. 

Relatively high levels of partner support were reported by women in the current study, 

consistent with cultural values of familism in low-acculturated Mexican-origin families. 

However, more frequent childhood abuse and higher family conflict were each associated 

with lower partner support, and lower partner support was associated with increasing 

postpartum weight, partially mediating the effect of childhood abuse on postpartum weight 

gain. Partner support, however, was not significantly associated with the level of maternal 

weight at any time point. In contrast to depressive symptomatology, partner support may not 

directly predict maternal weight, but may instead influence the process of weight gain/loss 

after the birth of a baby.
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The current analyses only evaluated potential mediators in the postpartum period, but 

experiences prior to pregnancy likely influence the relations of childhood abuse and family 

conflict to maternal weight, potentially forming a chain of mediators across development. In 

the short-term, children in abusive family environments are at risk of developmental delays, 

externalizing problems, and internalizing problems (31). Affective distress in childhood may 

precede and predict depression in adulthood, and may also influence weight gain in 

childhood and pre-pregnancy (63–64). Similarly, developmental delays are associated with 

problematic social relationships (65) as well as overweight and obesity (66).

There are limitations to the conclusions that can be drawn from these analyses. First, 

because pre-pregnancy and pregnancy weight measures were not available, we could not 

evaluate gestational weight gain or retention of weight gained during pregnancy. If related to 

abuse or conflict, gestational weight gain may mediate their impact on postpartum weight. 

Because most women in the study (78%) were not first-time mothers, a “true” baseline 

weight would be difficult to assess; instead, statistical analyses adjusted for maternal age and 

number of children. Second, all participants were low-income and of Mexican origin. The 

results may not generalize to higher SES women or those from other ethnic groups. Third, 

childhood abuse and family conflict were assessed by retrospective report, raising potential 

concerns about recall biases. The CTQ is a well-validated measure (67), and measurement 

error from retrospective reports has minimal impact on estimates in models of the long-term 

consequences of childhood adversity (68). A recent meta-analysis found statistically 

significant relations of childhood maltreatment to adult obesity whether abuse was assessed 

retrospectively or prospectively (16). Similarly, da Silva & da Costa Maia (69) found that 

retrospective reports of childhood adversity were stable longitudinally among obese adults, 

and were not associated with symptoms of psychopathology. Nonetheless, the study would 

be strengthened by objective or prospective measures of childhood experiences. Finally, 

although the study is longitudinal, causal conclusions assume adequate measurement of all 

possible confounding variables. There may be unmeasured confounds (e.g., genetic or 

environmental) in the relation between reported childhood experiences and postpartum 

weight status.

Despite these limitations, the current investigation provides insight into pathways through 

which abuse and family conflict during childhood can increase risk for overweight, obesity, 

and unhealthy patterns of weight change during the postpartum period. Among low-income 

Mexican-origin women, self-reported childhood abuse and family conflict were associated 

with increasing weight and greater risk of obesity in the first two postpartum years. 

Childhood abuse and conflict also predicted elevated postpartum depressive symptoms and 

lower postpartum partner support, both of which influenced obesity risk and postpartum 

weight gain and loss. Depressive symptoms and partner support may present modifiable 

targets for health promoting efforts among this high-risk population.
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Figure 1. 
Childhood abuse, family conflict, and maternal weight in the first postpartum year.

“Childhood abuse/conflict” (in separate models); standardized estimates (SE) for abuse 

shown above lines; standardized estimates (SE) for family conflict shown below lines. “wk” 

– week”; “mo.” = month. Statistically significant estimates are shown in bold font. 

Covariates (maternal age, number of children, country of birth, and breastfeeding), error 

terms, covariance between intercept and slope, and the covariance between the two 

mediators are not displayed in order to simplify presentation.
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Figure 2. 
Childhood abuse, family conflict, and maternal BMI in the second postpartum year.

“Childhood abuse/ conflict (in separate models); standardized estimates (SE) for abuse 

model shown above lines; standardized estimates (SE) for family conflict model shown 

below lines. “mo.” = months. Statistically significant estimates (p < .05) are shown in bold 

font. Covariates (maternal age, number of children, country of birth, and breastfeeding), 

error terms, and the covariance between the two mediators are not displayed in order to 

simplify presentation.
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Figure 3. 
Estimated means of postpartum BMI in the first postpartum year by childhood family 

conflict.

BMI = body mass index (kg/m2); “Low conflict” = childhood family conflict < sample 

mean; “High conflict” = childhood family conflict > sample mean. “wk” = weeks; “mo” = 

months; “yr” = year. Error bars are standard errors.
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Table 1

Sample demographics and variable descriptives

Age - Range; M (SD) 18–45; 27.8 (6.5)

Number of children - Range; M (SD) 1–10; 3 (1.7)

Country of birth – N (%)

 Mexico 277 (86%)

 United States 45 (14%)

Child birthweight (g)- Range; M (SD) 1190–4935; 3389 (464)

Education – N (%)

 0 through 8 years of school 87 (27%)

 Some high school completed 103 (32%)

 High school graduate 86 (27%)

 Some college or vocational school 26 (8%)

 College degree (BS/BA) or above 20 (6%)

Family Income - N (%)

 ≤$10,000 105 (33%)

 $10,001 – $15,000 87 (28%)

 $15,001 – $25,000 77 (25%)

 ≥$25,001 45 (14%)

 (refused = 8)

Marital status – N (%)

 Married/living with partner 249 (77%)

 Single, divorced, widowed 73 (23%)

Postpartum BMI - Range; M (SD)

 6 weeks 17.1–50.0; 29.1 (5.8)

 12 weeks 16.5–51.4; 29.4 (5.8)

 18 weeks 16.0–50.8; 29.6 (6.3)

 24 weeks 17.6–52.1; 29.9 (6.7)

 12 months 15.9–53.3; 29.6 (6.5)

 18 months 15.5–55.9; 29.6 (6.6)

 24 months 15.8–52.8; 29.1 (5.9)

Childhood abuse - Range; M (SD); % > 0 0–40; 4.8 (7.5); 54%

 Sexual abuse – Range; M (SD); % > 0 0–16; 0.91 (2.4); 20.5%

 Physical abuse - Range, M (SD); % > 0 0–12; 1.6 (2.9); 32.1%

 Emotional abuse Range, M (SD); % > 0 0–12; 2.3 (3.2); 50%

Childhood conflict - Range; M (SD) 0–6; 2.3 (1.8)

Depressive symptoms - Range; M (SD) 0–21; 4.3 (4.8)

Partner support - Range; M (SD) 6–30; 22.6 (7.2)
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