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Abstract

Background: Pregnancy and the postpartum period are a vulnerable time for the onset of
obesity, especially in primiparous (first-time) mothers. Because postpartum weight retention is a
strong independent risk factor for chronic disease, in addition to lifetime obesity with
compounded risk for maternal/fetal complications in subsequent pregnancies, a need for lifestyle
interventions promoting weight loss and health among primiparous mothers exists. Motivational
Interviewing-via-Co-Active Life Coaching (MI-via-CALC) has shown significant results relating
to evoking health behaviour change and weight loss in adults with obesity. However, no studies
have explored the utility of MI-via-CALC as an intervention in primiparous women — a
challenging population to reach due to competing demands and new responsibilities. As a
cognitive-behavioural technique delivered over the telephone, MI-via-CALC may be optimal in
this regard. The Co-Active model has been previously grounded in Self-determination Theory
(SDT), which focuses on the concept of motivation. Given the similarities between the tenets of
SDT and MI-via-CALC, and the notion that MI-via-CALC could support SDT’s basic
psychological needs (i.e., autonomy, competence, and relatedness), the use of this health
behaviour change method in an intervention study has been recommended.
Purpose: The purpose of this study was to use SDT to explore the health-related experiences of
primiparous women participating in a MI-via-CALC intervention. More specifically, the study
sought to explore how participants’ motherhood-related experiences detracted from their degree
of basic psychological need satisfaction, and how participation in the intervention could address
these challenges and support participants’ need for autonomy, competence, and relatedness.
Method: First-time mothers (> 18 years with a Body Mass Index > 25kg/m?, and a baby < 10

months old) were invited to participate in this mixed-methods uncontrolled pilot study with a



pre-post design. Women engaged in eight weekly MI-via-CALC sessions delivered via telephone
by Certified Professional Co-Active Coaches. Body composition, quality of life, and motivation
were assessed at baseline, mid-, and post-intervention. Semi-structured interviews exploring
study experiences were completed immediately following the program. Data were analyzed
using visual inspection, effect sizes, and deductive content analysis.

Findings and Results: Nine women were enrolled in and completed the study. Self-
Determination Theory’s three basic psychological needs (i.e., autonomy, competence, and
relatedness) were integrated to guide the analytical process. Detractors from autonomy centered
around motherhood specific challenges (breastfeeding; fatigue; lack of time), while supporters of
autonomy highlighted several post-intervention coaching-related outcomes (being in the present
moment; letting go of control and being flexible; owning the choice; attaching meaning to
health-related goals; aligning goals with a future self). Detractors from competence focused on
misconceptions about motherhood (foreign territory; comparisons — every baby is unique), and
supporters of competence identified coaching tools and strategies learned (new positive
perspectives on stressors; asking for help and support; reframing situations; applying coaching
strategies in life transitions; being kind to oneself). Detractors from relatedness centered around
time constraints (scheduling challenges; unpredictability of maternal responsibilities), and
supporters of relatedness focused on accountability (to one’s coach; to significant others), and
social support (other moms; family; one’s coach). Quantitative results aligned with the positive
qualitative findings, and revealed that most participants either maintained or improved their
scores on all dependent measures throughout the intervention, with a large effect being observed
for physical activity participation, a medium effect for physical quality of life, emotional quality

of life, and perceived competence, and a small effect for relative autonomy.
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Conclusion: This is the first study to examine MI-via-CALC in primiparous women - a unique
population requiring an innovative intervention due to their new life roles. Based on the findings,
MI-via-CALC could be a promising method for promoting physical and psychological health as
well as enhancing satisfaction of the three psychological needs among these women. Consistent
with previous coaching studies, participants experienced improved relationships with themselves
(e.g., greater self-acceptance, and prioritizing of oneself). While the sample size was small, the
trends for all variables were positive over time with a 100% compliance rate suggesting the
treatment is warranted and promising; exploring the impact of a longer MI-via-CALC

intervention with a larger sample size is recommended.
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“Be kind to yourself — because you’re doing fine”’: Using Self-Determination Theory to Explore
the Health-related Experiences of Primiparous Women Participating in a Motivational
Interviewing-via-Co-Active Life Coaching Intervention
Overview

According to recent data, nearly 50% of Canadian women have overweight or obesity
(Statistics Canada, 2015b): conditions which have been correlated with a plethora of negative
physical (e.g., cardiovascular disease, type two diabetes, and orthopedic complications) and
psycho-social health sequelae (e.g., emotional well-being, social relationships, and weight/shape
concerns; Centers for Disease Control and Prevention, 2016; Nigatu, Reijneveld, de Jonge, van
Rossum, & Biiltmann, 2016; van Zutven, Mond, Latner, & Rodgers, 2015; World Health
Organization, 2010). Pregnancy and the postpartum period have been identified as vulnerable
time periods for the onset of overweight and obesity, especially in first-time mothers (Biesmans,
Franck, Ceulemans, Jacquemyn, & Van Bogaert, 2013; Gore, Brown, & West, 2003; Skouteris et
al., 2012; Taveras et al., 2011; van der Pligt et al., 2013). In fact, some studies show that having
one child (as opposed to never having children) doubles the risk of major weight gain and
developing obesity over a 5-10-year period (Davis, Zyzanski, Olson, Stange, & Horwitz, 2009;
Williamson et al., 1994). Research has shown that not returning to pre-pregnancy weight by one
year postpartum predicts the incidence of deleterious health outcomes such as long-term obesity,
coronary heart disease, and diabetes up to 15 years later (Linné, Dye, Barkeling, & Rossner,
2004; Rooney & Schauberger, 2002; Rooney, Schauberger, & Mathiason, 2005; Skouteris et al.,
2012). Because postpartum weight retention is a strong independent risk factor for chronic
disease, in addition to lifetime obesity with a compounded risk for maternal and fetal

complications in subsequent pregnancies (Kac, Benicio, Velasquez-Melendez, & Valente, 2004;



Wilkinson, van der Plight, Gibbons, & Mclntyre, 2015), a need for interventions aimed at
promoting postpartum weight loss among primiparous (first-time) mothers, in particular, exists.
A significant body of research provides evidence for the positive impact that lifestyle
behaviours (e.g., physical activity, nutrition, sleeping habits, etc.) can have on promoting overall
health and well-being, including reducing morbidity, mortality, and related healthcare costs
(Catenacci & Wyatt, 2007; Cramp & Bray, 2010; Dean et al., 2014; Kac et al., 2004; Olson,
2008; Patrick & Williams, 2012; Wilkinson et al., 2015; World Health Organization, 2010). In
longitudinal, cross-sectional, and retrospective studies, one efficacious health behaviour method
used to attain long-term weight control is physical activity (Catenacci & Wyatt, 2007). Canadian
data show that the increasing prevalence of overweight and obesity in women of childbearing
age has been correlated with a decrease in physical activity rates, with only 14% of women
achieving the recommended amount (Colley et al., 2011). Not surprisingly, pregnancy and the
postpartum period have been associated with physical and psychological changes that can
promote inactivity (Symons Downs, Chasan-Taber, Evenson, Leiferman, & Yeo, 2013) despite
the fact that physical activity during this time has been shown to elicit a plethora of benefits (e.g.,
decreased risk of postpartum depression, less maternal anxiety and distress, increased positive
mood states, and weight control; Cramp & Bray, 2009). In light of the demonstrated efficacy of
utilizing physical activity for improving health outcomes including long-term weight control
(Atlantis, Barnes, & Singh, 2006; Fohr, et al., 2016; Haskell, Blair, & Hill, 2009; Klem, Wing,
McGuire, Seagle, & Hill, 1997; Ohkawara, Tanaka, Miyachi, Ishikawa-Takata, & Tabata, 2007,
Wilson, 2016; Wing & Phelan, 2005), and the propensity for postpartum weight retention and
likelihood of inactivity in the postpartum population (Gore et al., 2003), it is important to explore

avenues that could facilitate engagement.



Research has highlighted the importance of addressing both the physical and
psychosocial origins and effects of obesity (Lee & Shapiro, 2003). This is especially noteworthy
when interacting with primiparous women who experience an array of normal physical and
psychological changes as a result of pregnancy (Bloch et al., 2000; Casey et al., 2005; Gingnell
et al., 2015; Grattan, 2011; O’Hara & McCabe, 2013; Romano, Cacciatore, Giordano, & La
Rosa, 2010). Motivational Interviewing (MI; Miller & Rollnick, 2013) applied using Co-Active
life coaching (CALC; Whitworth, Kimsey-House, Kimsey-House, & Sandahl, 2007) tools
(referred to herein as MI-via-CALC) is a cognitive behavioural technique, (Irwin & Morrow,
2005; Newnham-Kanas, Morrow, & Irwin, 2010; Pearson, 2011; Whitworth et al., 2007) that
targets all aspects of an individual’s life and has shown considerable promise as an intervention
for evoking health improvements (Mantler, [rwin, Morrow, Hall, & Mandich, 2014; Newnham-
Kanas et al., 2008; Newnham-Kanas, Irwin, Morrow, & Battram, 2011b; Pearson, Irwin,
Morrow, Battram, & Melling, 2013b; Pearson, Irwin, Morrow, & Hall, 2012; van Zandvoort,
Irwin, & Morrow, 2008, 2009). Specifically, research integrating MI-via-CALC among women
with overweight and obesity has revealed significant improvements to health among participants
(e.g., reductions in waist circumference, body weight, and body mass index; enhanced self-
esteem; improved quality of life; Newnham-Kanas et al., 2008, 2011a; Pearson et al., 2012,
2013b; van Zandvoort et al., 2008, 2009), thereby emphasizing its utility as a viable individual
health behaviour change intervention.

Research has demonstrated the importance of utilizing health behaviour change
interventions that are grounded in theory (Brug, Oenema, & Ferreira, 2005; Rothman, 2004);
theories provide insights into the facilitators and barriers associated with health behaviour

change and help to inform the development, implementation, and evaluation of interventions



(Pearson, 2011). For example, theories that address motivation can be of particular interest to
researchers given their inherent link to the behaviour change process, as well as their role in
addressing the barriers and facilitators to engagement (Ryan & Deci, 2000). Self-determination
theory (SDT; Deci & Ryan, 2000, 2002; Ryan & Deci, 2000) explores this concept with a focus
on the origins and processes through which initial and sustained motivation are acquired (Ryan
& Deci, 2000). Co-Active life coaching (Whitworth et al., 2007) and SDT (Deci & Ryan, 2000)
similarly aim to facilitate behaviour change through the attainment of goals (Pearson, 2011). A
recent position paper explored CALC’s motivational underpinnings and recommended that
empirical research be conducted to elucidate further the theoretical mechanisms responsible for
health behaviour change acquired as a function of involvement in a CALC-based intervention
(Pearson, 2011). Given the aforementioned similar aims of CALC and SDT with regards to goal
setting (Pearson, 2011), and the known efficacy of MI-via-CALC for facilitating health
behaviour change (Mantler et al., 2014; Newnham-Kanas et al., 2008; Newnham-Kanas et al.,
2011b; Pearson et al., 2013b; Pearson et al., 2012; van Zandvoort et al., 2008, 2009) further
exploration of the relationship between self-determination and health behaviour change among
the postpartum population would be of benefit. Thus, the purpose of this project was to use SDT
to explore the health-related experiences of primiparous women participating in a MI-via-CALC
intervention. More specifically, the study sought to explore how participants’ motherhood-
related experiences detracted from their degree of basic psychological need satisfaction, and how
participation in the intervention could address these challenges and support participants’ need for

autonomy, competence, and relatedness.
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Background

The Postpartum Period and its Related Health Sequelae

Prior to discussing the relationships between physical activity, MI-via-CALC, SDT, and
the postpartum experience, gaining an operational understanding of this timeframe in a woman’s
life and its related health sequelae is necessary to facilitate a thorough understanding of the
complexity of this population. The postpartum period is often referred to as the fourth stage of
labour, and consists of three distinct, but continuous phases (Romano et al., 2010). The initial, or
acute phase (i.e., childbirth up to 12 hours postpartum), and the second, or sub-acute phase (i.e.,
12 hours postpartum up to six weeks postpartum) consist of the time from childbirth up to six
weeks postpartum and are periods of rapid change, both physically (e.g., relating to genitourinary
recovery, perineal discomfort, incontinence, and metabolism) and emotionally (e.g., hormonal
changes, postpartum depression; American College of Obstetricians and Gynecologists, 2002;
Romano et al., 2010). The third, delayed phase can last from six weeks postpartum up to six
(Brown, Posner, & Stewart, 1999; Romano et al., 2010) to twelve (Evenson, Mottola, Owe,
Rousham, & Brown, 2014) months after delivery, and involves gradual changes over time rather
than the acute pathology that is observed in the first six weeks following childbirth. These
gradual changes include restoration of muscle and connective tissue to the pre-pregnant state, as
well as changes to the genitourinary system (Romano et al., 2010). Typically, during the third
phase of the postpartum period, women strive to return to their pre-pregnancy weight, which can
be facilitated by engaging in health behaviours such as physical activity (Linné et al., 2004).

While postpartum women experience barriers to engaging in physical activity (e.g.,
fatigue, lack of time, mothering; Cramp & Bray, 2011; Evenson, Aytur, & Borodulin, 2009),

many postpartum women report high motivation for weight loss, which highlights the
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importance of intervening during this period in particular (Gore et al., 2003). Postpartum women
have also reported related motivators for engaging in health behaviour change including feeling
dissatisfied with body weight and having a strong desire for maintaining a healthy body
composition (Gore et al., 2003). Focusing on health behaviour change interventions during the
postpartum period (wherein weight loss could be a potential outcome) can reduce maternal
concerns about the potential negative impact of weight loss on fetal health and birth weight
during pregnancy, while giving women the opportunity to achieve improved health status (Gore
et al., 2003). Women who reduce their weight after childbirth may be able to begin subsequent
pregnancies at a healthier weight, thereby improving maternal and child health during this time
of physical and psychological transition (Berger, Peragallo-Urrutia, & Nicholson, 2014; Song,
Chae, & Kim, 2014).

Psychological health sequelae. A normal part of pregnancy and the postpartum period
involves the adaptive endocrine changes that assist women with child delivery and breastfeeding
(Grattan, 2011). Due to these hormonal changes, many women are at an increased risk for
developing postpartum depression (i.e., negative feelings such as sadness, anxiousness, and
worthlessness, that may begin during pregnancy or any time up to one-year post-childbirth;
Canadian Mental Health Association, 2016) which suggests that these adaptive changes could
affect maternal emotional processing (Bloch et al., 2000; Gingnell et al., 2015; O’Hara &
McCabe, 2013). Additionally, many postpartum women experience maternal distress (i.e.,
negative emotional states including depression, anxiety, and stress; Miller, Pallant, & Negri,
2006), which has been linked with anxiety disorders such as post-traumatic stress disorder
(Goodman, Watson, & Stubbs, 2016; Miller et al., 2006). These anxiety disorders can negatively

affect child and maternal health, as well as child development (Glasheen, Colpe, Hoffman, &
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Klein Warren, 2015). This is because mothers experiencing negative psychological or emotional
health conditions are typically less responsive to infant distress cues, may exhibit negative mood
states (e.g., sadness, anger, anxiety, etc.), have insecure attachment, and may be disengaged from
their child (Croce Nanni & Troisi, 2017; Manber et al., 2010; Santona et al., 2015). Furthermore,
the incidence of postpartum depression and psychological stress has even been shown to have a
positive relationship with reporting an increased incidence of negative physical symptoms (e.g.,
headaches; Webb et al., 2008), thereby emphasizing the need for treatment efforts.

Physical health sequelae. In terms of physical changes, many women undergo
childbirth-related symptoms and conditions up to 11 weeks after delivery, with other physical
stress lasting even longer (McGovern et al., 2007). For example, many women experience
discomfort for several weeks from: breast soreness and challenges with breastfeeding; urinary
and fecal incontinence; constipation; haemorrhoids; perineal, pelvic, and back pain; severe
headaches and migraines; and pain from cesaerean delivery or episiotomy (McGovern et al.,
2007; Woolhouse, Gartland, Perlen, Donath, & Brown, 2014). While these conditions are
typically resolved by approximately six weeks postpartum (McGovern et al., 2007), some
conditions (e.g., pain related to intercourse, caesarean scar, the perineal or pelvic area, and
urinary incontinence issues) tend to persist for longer into the postpartum period (i.e., up to 12
months after delivery; Declercq, Sakala, Corry, & Applebaum, 2007; Webb et al., 2008). In fact,
urinary incontinence during pregnancy and the postpartum period affects approximately 32% of
primiparous women (Casey et al., 2005; Romano et al., 2010). Women also experience
significant changes to their sleep patterns during the postpartum period, and express their
concern over sleep deprivation and fatigue when adapting to their responsibilities as new

mothers (Gay, Lee, & Lee, 2004). Some studies have indicated that many women experience
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“hidden morbidity” (Webb et al., 2008, p. 180) such as backaches, headaches, bowel problems,
hemorrhoids, increased incidence of minor illnesses such as colds, and fatigue during the
postpartum period. These health-related issues are of particular importance, as they can affect
maternal health and quality of life, as well as infant health and well-being by impacting new
mothers’ parenting sensitivity and engagement (e.g., by beginning infant vaccinations late, or
early breastfeeding cessation; Cheng, Fowles, & Walker, 2006; Feldman et al., 2009), as well as
maternal-child attachment (Croce Nanni & Troisi, 2017; Santona et al., 2015). While many of
these physical health conditions are typically considered transient, weight gain has been shown
to have increased risk for permanency (Olson, 2008; Webb et al., 2008). Of particular concern,
the postpartum period has been identified as a time when many women tend to retain gestational
weight, or experience excessive weight gain (Taveras et al., 2011).

Weight gain and postpartum weight retention. Childbearing is a commonly cited cause
of weight gain, with 45% of healthy, 40-50% of overweight, and 60% of women with obesity
retaining all of their gestational weight gain at six months postpartum (Olson, 2008). The Society
of Obstetricians and Gynaecologists of Canada (2016) recommends that over the course of a
pregnancy, women with a pre-pregnancy body mass index that is: less than 18.5kg/m” gain
between 12.5 to 18 kg; 18.5 to 24.9kg/m’ gain between 11.5 and 16 kg; 25 to 29.9 kg/m® gain
between 7 to 11 kg; and greater than 30 kg/m” gain at least 7 kg. While these recommendations
suggest that women should set pregnancy weight gain goals based on their pre-pregnancy body
mass index (Society of Obstetricians and Gynaecologists of Canada, 2010), it is important to
note that gestational weight gain is expected and encouraged to support maternal and fetal
nutritional needs (Chu et al., 2009). Further, while midwifery gestational weight gain guidelines

align with the Society of Obstetrics and Gynaecologists of Canada, midwives acknowledge the
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limitations of categorizing individuals based on body mass index, and that not all women within
a given body mass index category are at equal risk for adverse outcomes during pregnancy or
childbirth (Association of Ontario Midwives, 2010).

Women are typically encouraged to return to their pre-pregnancy weight by
approximately one year postpartum, as weight that is gained during pregnancy is typically
distributed centrally (i.e., around the hips) rather than peripherally (i.e., distributed throughout
the limbs), which may increase the risk of developing a chronic disease (Biesmans et al., 2013;
Gunderson, 2004; Taveras et al., 2011; Vissers et al., 2013). Central obesity, also referred to as
visceral or abdominal adiposity, has been linked to multiple health conditions such as impaired
glucose and lipid metabolism, insulin resistance, increased risk of colon and breast cancers,
increased incidence of infection, and prolonged hospital stays (Shuster, Patlas, Pinthus, &
Mourtzakis, 2012; Vissers et al., 2013). Furthermore, research has shown that the more weight
women gain during pregnancy, the more they will be affected by postpartum weight retention
(Ashley-Martin & Woolcott, 2014; Biesmans et al.). Postpartum weight retention can be defined
as having a weight difference greater than 5% of one’s pre-pregnancy weight during the
postpartum period (i.e., up to one year after childbirth; Biesmans et al., 2013; Yang, Wroth,
Parham, Strait, & Simmons, 2013). This means that a woman who had a pre-pregnancy weight
of 150 pounds would be considered to have postpartum weight retention if she weighed greater
than 157.5 pounds at the end of the postpartum period of one year after childbirth.

Multiple factors have been shown to increase postpartum weight retention; however,
gestational weight gain that falls beyond the recommendations (outlined previously) is
considered to have the greatest impact (Ashley-Martin & Woolcott, 2014; Harrison, Teede, &

Lombard, 2014; Kac et al., 2004; Lowell & Miller, 2010; van der Pligt et al., 2013). Other
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contributors toward postpartum weight retention include a shortened duration of breastfeeding
(Kac et al., 2004), decreased maternal age (i.e., 15-19 year old mothers gain the most gestational
weight; Lowell & Miller, 2010), less than eight years between menarche and the first delivery
(Gunderson, Abrams, & Selvin, 2001), a pre-pregnancy body mass index within the overweight
or obese categories (Ashley-Martin & Woolcott, 2014), ethnicity (i.e., individuals from
Indigenous backgrounds typically gain more weight than non-Indigenous individuals; Lowell &
Miller, 2010), low socioeconomic status (Lowell & Miller, 2010), age combined with marital
status (i.e., older, single women experience less social support, leading to higher weight
retention; Kac et al., 2004), no or little education (i.e., women with less than secondary education
have higher gestational weight gain; Lowell & Miller, 2010), poor nutrition status, high
depression score (Skouteris et al., 2012), and parity (Biesmans et al., 2013; Lowell & Miller,
2010; Skouteris et al., 2012).

Parity can be defined as the number of births that a woman has had, with multiple birth
pregnancies being counted as one (Nguyen & Wilcox, 2005). Parity and its association with the
development of obesity has not been consistently described in previous studies (Davis et al.,
2014). For example, some research has shown that parity is independently associated with
increased weight over time (Melzer & Schutz, 2010), meaning that the more children a woman
has had, the higher the likelihood she will develop obesity (Davis et al., 2014). Thus, multiparous
(having given birth to multiple children) women have a higher risk for developing obesity than
primiparous (having given birth to only one child) women (Davis et al., 2014). The greater
weight gains and retention observed among multiparous women could be attributed to short
inter-pregnancy intervals (i.e., having children less than 12 months apart), and weight retained

from pregnancy or gained during the postpartum period (Davis et al., 2014).



16

Conversely, evidence gathered from the 2006 Canadian Maternity Experiences Survey
indicates that primiparous women reported higher gestational weight gain than multiparous
women, ultimately leading to higher postpartum weight retention in the primiparous group, even
when controlling for other variables (Chasan-Taber et al., 2008; Chu, Callaghan, Bish, &
D’Angelo, 2009; Lan-Pidhainey, Nohr, & Rasmussen, 2013; Lowell & Miller, 2010; Kowal,
Kuk, & Tamim, 2012). This difference could be attributed to the fact that many primiparous
women enter their pregnancy at a lower body mass index than multiparous women (who are
likely to retain weight between pregnancies suggesting that multiparous women may not need to
gain as much gestational weight as primiparous women to achieve optimal outcomes; Lan-
Pidhainey et al., 2013). Although postpartum weight retention appears to vary between women
and pregnancies, increased body mass index between pregnancies is associated with increased
risk for multiple, serious maternal and neonatal outcomes during subsequent pregnancies
(Wilkinson et al., 2015). For example, excessive gestational weight gain resulting in postpartum
weight retention could put women and their children at a higher risk of obesity (Skouteris et al.,
2012; Song et al., 2014; van der Pligt et al., 2013). Furthermore, postpartum weight retention is
associated with complications for subsequent pregnancies, including gestational diabetes
mellitus, pre-eclampsia, birth defects, caesarean delivery for the second childbirth, and longer
hospital stays post-delivery, which increases the risk of maternal and infant mortality (Bogaerts
et al., 2013; Callaway, Prins, Chang, & Mclntyre, 2006; Mclntyre, Gibbons, Flenady, &
Callaway, 2012).

Examining postpartum weight retention among primiparous mothers is of particular
importance, as this period represents a time wherein a woman’s long-term weight trajectory can

be impacted. That is, by the end of the postpartum period (at approximately one-year after
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childbirth) research has shown that many women have plateaued in terms of losing their
gestational weight, and may have begun gaining more weight (Lan-Pidhainey et al., 2013). In
light of research indicating that primiparous women typically gain more gestational weight than
multiparous women of similar body mass indices, and that the postpartum period represents a
critical time for promoting ongoing health and well-being (Yang et al., 2013), it is important to
support primiparous women in returning to their pre-pregnancy health status given their
increased risk for developing postpartum weight retention (Lan-Pidhainey et al., 2013).
Health Behaviour Change Interventions

Health behaviour change interventions can be defined as programs that are designed to
affect individuals’ actions associated with their health (Cutler, 2004). These initiatives can be
implemented at the micro-level (McKenzie & Smeltzer, 2001), with the goal of encouraging
individuals who are at an increased risk of developing a condition to modify their behaviours to
reduce their risk (McKenzie & Smeltzer, 2001). For example, an individual at risk of developing
postpartum weight retention could engage in physical activity during the postpartum period to
reduce weight retention. Research has shown that personal behaviours can influence health, and
that individuals can improve their health status by engaging in health behaviour change (Ryan,
2009). This perspective ascribes to a health promotion lens, wherein health promotion is the
process of empowering individuals to take control over and improve their health (World Health
Organization, 1986). This tenet is of great significance, as it highlights the importance of
emphasizing personal responsibility for health; individuals are encouraged to learn more about
health and enhance their life skills (World Health Organization, 1986). Among the postpartum
population, health behaviour change interventions with a focus on physical activity have been

shown to be valuable for improving psychological health (Muresan-Madar & Baban, 2015),
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dietary habits (Wilkinson et al., 2015), and weight control (Althuizen, van Poppel, de Vries,
Seidell, & van Mechelen, 2011; Skouteris et al., 2012). While these interventions have been
effective at promoting health behaviours, it is also important to acknowledge that individual
health behaviour change interventions could lead to victim blaming, wherein individuals may
feel at fault for not engaging in physical activity, and ultimately resist changing their behaviours,
highlighting the need for interventions with more positive messages (Cutler, 2004). Health
behaviour change interventions have also been known to have low participant engagement,
which could be partially attributed to the challenges associated with transitioning into a new
maternal role (Glasheen, Colpe, Hoffman, & Klein Warren, 2015; Larson-Meyer, 2003; Manber
et al., 2010), and failing to address psychological determinants of health behaviours (Clark,
Skouteris, Wertheim, Paxton, & Milgrom, 2009).

Shortcomings of traditional health behaviour change interventions. One method that
has traditionally been used for increasing physical activity involves health behaviour change
interventions with a heavy reliance on education (Gaume, Gmel, Faouzi, & Daeppen, 2009;
Wiley, Irwin, & Morrow, 2012). However, this format has shown little efficacy for sustaining
health behaviour change, as it relies on advice-giving and persuasion (rather than integrating the
client in the process), thereby reducing engagement in the intervention (Silva et al., 2010;
Skouteris et al., 2012). In fact, previous research has shown that unsolicited advice-giving
(which is typically practitioner-centered) can result in increased resistance to health behaviour
change, whereas taking a more client-centered approach (i.e., striving to understand individuals
as a whole, developing a partnership between the client and practitioner, listening, exploring
concerns, etc.) can lead to higher client satisfaction and motivation for change (Cronbach's a =

0.92; Little et al., 2001; Wiley et al., 2012). Furthermore, many traditional health behaviour
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change interventions focus mainly on behaviour changes alone (Skouteris et al., 2012); however,
there is evidence indicating that the behavioural and psychological determinants should be
addressed to maintain health behaviour changes associated with healthy weight loss and
maintenance in the long term (Clark et al., 2009; Rallis, Skouteris, Wertheim, & Paxton, 2007).
For example, Silva et al. (2010) highlighted the importance of understanding the motivation
associated with initiating and maintaining physical activity. This is because motivation (i.e.,
moving oneself to act; Ryan & Deci, 2016) has been shown to play a role in physical activity
participation. Thus, it makes sense to examine both the behavioural (e.g., physical activity) and
psychological (e.g., motivation, quality of life) dimensions associated with involvement in a
health behaviour change intervention among the postpartum population.
Health Behaviour Change Interventions and Postpartum Physical Activity

Due to the prevalence of overweight and obesity in our society, health behaviour change
interventions with a focus on increasing physical activity during the postpartum period have been
implemented (Cramp & Bray, 2011). Regular (i.e., approximately 30 minutes per day on at least
five days per week) moderate to vigorous intensity physical activity (Canadian Society for
Exercise Physiology, 2011) has been identified as a key health promotion strategy following
pregnancy given its ability to reduce excessive weight gain and accelerate postpartum weight
loss through increasing energy output (Cramp & Bray, 2011; Verhoef & Love, 1992). In fact,
epidemiological studies have indicated that postpartum women who engage in higher levels of
aerobic activity are more likely to return to their pre-pregnancy body weight, and have less
incidence of postpartum weight retention than their less active peers (Larson-Meyer, 2003; Ohlin
& Rossner, 1996; Sampselle, Seng, Yeo, Killion, & Oakley, 1999). Activity has also been shown

to have long term positive effects, wherein women engaging in more aerobic physical activity
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during the postpartum period typically gain less weight than sedentary postpartum women over
the next ten years (Rooney & Schauberger, 2002; van der Pligt et al., 2013).

Engaging in postpartum physical activity has also been associated with an improved
ability for new mothers to care for themselves and their new baby due to increased aerobic
fitness, muscular strength, and improvements in overall mood and psychological well-being
(Larson-Meyer, 2003). This is an important outcome, as many women experience declines in
physical conditioning during pregnancy (Larson-Meyer, 2003). Thus, by encouraging women to
engage in physical activity shortly after childbirth, they may be better able to return to their pre-
pregnancy physical condition, and simultaneously restore musculature stressed during child
delivery (Dickinson, 1990; Larson-Meyer, 2003; Ohlin & Rossner, 1996). Lastly, engaging in
regular physical activity can promote lifelong physical activity engagement for both new mothers
and their children (Larson-Meyer, 2002; Larson-Meyer, 2003). In previous studies, parental
participation in regular physical activity was shown to influence offspring’s physical activity
level (Fogelholm, Nuutinen, Pasanen, Myohanen, & Saatela, 1999; Moore et al., 1991) and
frequency (Gottlieb & Chen, 1985), as well as physical fitness (McMurray et al., 1993). In fact,
children of active mothers have been shown to be more likely to engage in regular physical
activity compared with children of inactive mothers (Jacobi, et al., 2011; Moore et al., 1991).

Other short and long terms benefits of initiating physical activity after childbirth include
a decreased risk of postpartum depression, anxiety, and distress, as well as increased positive
mood states, quality of life, and overall perceived well-being (Claesson, Klein, Sydsjo, &
Josefsson, 2014; Cramp & Bray, 2011; Evenson et al., 2014; Gaston & Vamos, 2012; Larson-
Meyer, 2003; Nordhagen & Sundgot-Borgen, 2002). These improved psychological health

sequelae have been shown to facilitate maternal care of her infant and herself (Cramp & Bray,
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2010; Larson-Meyer, 2003). In fact, a longitudinal study found that women engaging in vigorous
intensity physical activity scored higher on postpartum psychosocial well-being and adaptation
six weeks after childbirth, and were more likely than non-exercisers to socialize and engage in
hobbies to enhance overall well-being (Sampselle et al., 1999).

Despite the apparent benefits of engaging in physical activity, research has shown that
women in the postpartum period are at high risk for physical inactivity with as many as two
thirds not meeting formal exercise recommendations (i.e., to engage in 20-30 minutes of
continuous physical activity each day, accumulating a total of 150 minutes each week; Albright,
Maddock, & Nigg, 2005; Brown, Brown, Miller, & Hansen, 2001; Evenson et al., 2014;
Sampselle et al., 1999). Canadian guidelines indicate that depending on the type of childbirth,
most types of physical activity can be resumed in the immediate postpartum period; however, if
there were complications with childbirth, it is suggested that women consult their healthcare
provider for recommendations (Davies, Wolfe, Mottola, & MacKinnon, 2003). It is important to
note that the Canadian recommendations for postpartum women are similar to the guidelines set
out for all adults between the ages of 18-64 years, which encourage individuals to accumulate
150 minutes (in bouts of at least 10 minutes) of moderate or vigorous intensity physical activity
each week (Canadian Society for Exercise Physiology, 2011). This indicates that postpartum
women can strive to return to their pregnancy and pre-pregnancy physical activity habits as soon
as they feel that they are ready, or after they have received clearance from their physician
(typically at six weeks postpartum).

As physical activity has been increasingly introduced into the postpartum period in recent
years in an effort to enhance health status and reduce postpartum weight retention, concern has

been expressed over the impact of physical activity on lactation (Mottola, 2002). Given that
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exclusive breastfeeding is encouraged for the first six months postpartum (Chalmers & Royle,
2009), and that both breastfeeding and physical activity are physiologically energy-demanding,
their compatibility has been addressed in the scientific literature (Spaaij, van Raaij, de Groot, &
Boekholt, 1994). Research has shown that postpartum physical activity does not result in an
accumulation of lactic acid in breast milk, changes in breast milk volume, or decreased infant
growth (Carey & Quinn, 2000). Due to the fact that breastfeeding and physical activity have not
been shown to negatively impact each other, it is suggested that women engage in both health
behaviours to enhance maternal and infant health status (Carey & Quinn, 2000).

Aside from concerns regarding the impact of physical activity on breastfeeding, the most
commonly cited barriers for not engaging in postpartum physical activity include being too tired,
a lack of time, and mothering-related responsibilities (Cramp & Bray, 2011; Evenson et al.,
2009). Experiencing fatigue has been identified as a prevalent concern among the postpartum
population, which is reasonable given the sleep patterns of infants and new maternal
responsibilities (i.e., feeding, changing diapers, nurturing and caring for one’s infant; Evenson et
al., 2009). One study examined perceived barriers to physical activity among mothers during the
postnatal period and found that exercise self-efficacy (i.e., confidence in one’s ability to engage
in at least 30 minutes of moderate-intensity aerobic physical activity) and barrier self-efficacy
(i.e., confidence in one’s ability to overcome barriers to engaging in physical activity) were
associated with one another, and with the amount of physical activity at each assessment time
(Cramp & Bray, 2011). The authors determined that women were more likely to engage in
physical activity when they believed in their ability to complete the exercise and to overcome

related barriers (Cramp & Bray, 2011).
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This finding aligns with research indicating that interventions focusing on improving
psychological indices such as self-efficacy typically results in better outcomes than behavioural
interventions alone, with sustained changes up to 6 to 12 months later (Butler et al., 2013; Clark,
Abrams, Niaura, Eaton, & Rossi, 1991). Similarly, in one study that explored the beliefs,
barriers, and enablers of postpartum physical activity, social support and motivation were
identified by participants as the most common enablers (Evenson et al., 2009). Given the
multitude of benefits associated with engaging in postpartum physical activity and the challenges
associated with postpartum women attaining physical activity guidelines, it is clear that there is a
need for postpartum health behaviour change interventions that address psychological health
sequelae such as motivation (Cramp & Bray, 2011; Evenson et al., 2009).

Motivational Interviewing and Co-Active Life Coaching

Motiva