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Abstract

The aim of this study is firstly to analyze the differences in postpartum self-acceptance, patterns of
beliefs (rationality) and perfectionism in women with and without changes in body weight and secondly
to identify the relationships among self-acceptance, rationality, and perfectionism on the one hand and
postpartum depression and anxiety on the other hand. The study involved 123 women, newly mothers,
aged between 20 and 46 years, M = 32.29, SD = 6.56. The instruments used were Unconditional
Self-Acceptance Questionnaire, Inventory of Ideas Il, Frost Multidimensional Perfectionism Scale,
Hamilton Depression Scale, and Inventory of State-Trait Anxiety. The results showed that the level of
rationality and self-acceptance was lower in women with higher body weight, while the level of
perfectionism was higher in same tier. At the same time, the results obtained by regression and
mediation analyzes showed that self-acceptance is negatively associated with both depression and
anxiety, rationality is also negatively associated with both depression and anxiety, and perfectionism
mediates the relationship between rationality and depression, but not the relationship between
rationality and anxiety. The conclusions of the study highlighted the women § need for support to regain
their pre-pregnancy emotional balance and well-being.
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1. Introduction
This study addresses the postpartum differences and relationships among a series of psycho-cognitive

factors involved in general health, defined as a continuum between well-being and mental disorder
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(Oltmanns & Emery, 2015).

The proposed model involves self-acceptance, the pattern of beliefs (rationality), defined from the
perspective of rational-emotional theory (Ellis, 1994) and perfectionism derived from a low level of
rationality, as expressions of the general health of a person, as well as body weight, considered in
relation to WHO standards (2017).

Numerous studies have revealed the importance of these factors in maintaining a high level of
well-being (David, Cotet, et al., 2018; Fonseca & Canavarro, 2019; Jibeen, 2017; Liu et al., 2017,
Monteiro et al., 2019; Sansinenea et al., 2020; Zhou & Xu, 2019). At the same time, we started from
the premise that weight gain caused by pregnancy and often maintained in the postpartum period is the
starting point of many of the irrational thoughts and decreased self-acceptance of women.

1.1 Maternity Associated Weight Gain

More than half of women experience marked increases in body weight during pregnancy (Siega-Riz et
al., 2004). Observational studies in the US have shown that 30-40% of women experience normal
weight gain during pregnancy, 20% have weight loss, and 40-50% have increases that exceed medically
accepted standards (Viswanathan et al., 2008). Women who experience excessive weight gain have a
lower chance of returning to their initial weight in the postpartum period and are at risk of entering a
subsequent pregnancy with an already increased body weight (Nohr et al., 2008).

In 1990, the IOM Institute of Medicine established a set of recommendations on the body mass index
during pregnancy, proposing the following categories of weight change: 12.5-18 kg for under-weight
women before pregnancy, 11.5-16 kg for women with normal weight before pregnancy, 7-11.5 kg for
overweight women before pregnancy and about 6.8 kg for obese women before pregnancy (IOM, 1990).
Excessive weight gain during pregnancy can lead to medical complications related to the birth and
health of the baby (National Research Council and Institute of Medicine, 2007). At the same time,
against the background of major emotional changes adjacent to pregnancy, weight gain can lead to a
distorted perception of body image, accompanied by negative feelings, irrational thoughts and
dysfunctional attitudes (Rucker & Cash, 1992).

The psychological implications of weight gain include depression, anxiety, negative self-image and low
self-acceptance. Body image is a mental image and at the same time an attitude that includes emotional
reactions and beliefs about one’s own body, constituting the individual’s way of evaluating his body.
Studies suggest that pregnant women show a negative emotionality towards their own body, especially
in the last trimester of pregnancy (Strang & Sullivan, 1985). In the postpartum period, the degree of
dissatisfaction with the size and shape of the body decreases, but the pressure of women to return to
their original form continues to be a source of dissatisfaction and suffering. Thus, given the pervasive
sociocultural pressures that reinforce the ideal image of a slender female body, it becomes difficult for
pregnant women to maintain a positive attitude toward their changing body.

During pregnancy and immediately after birth, women’s dissatisfaction with their bodies increases

regardless of the level of satisfaction they had before pregnancy. Studies show that women who are
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unhappy with their appearance may refuse to breastfeed (Brown, Rance, & Warren, 2015), exhibit
unhealthy eating behaviors, and adhere to dangerous weight loss diets that can endanger their lives and
that of the child (Ushama & Anna, 2011). Women with a high body weight tend to compare themselves
to thin women and avoid social contacts in fear of being judged for their appearance. Physiological
changes, psychological stress and social pressure to look good lead to increased feelings of inactivity
and depression. Also, the negative evaluation of body size in pregnant women with excessive weight
leads to decreased self-esteem and the formation of a pattern of irrational thoughts.
There are a number of theories that explain the effects of a negative body image, including the
socio-cultural model. This model identifies social pressure as a force underlying the individual’s need
to conform to standards of appearance (Cusumano & Thompson, 1997). The media, the fashion
industry and the clothing industry have direct effects on body image, which can lead to significant
distress among women. Studies show that fashion magazines and the media portray the ideal body as
having dimensions of 13-19% lower than healthy weight. These hard-to-reach standards, especially
during pregnancy, prevent women from easily accepting their own bodies (Schumann et al., 2014).
Given the fact that the present study involved women in the postpartum period, with different body
mass indices, we aim to test the differences that may occur in irrational thoughts (rationality),
self-acceptance and perfectionism depending on body weight, assuming that women with a higher
weight will have lower scores of rationality and self-acceptance and higher scores of perfectionism.
We therefore formulate the following hypotheses:

H1. Higher weight women have a lower level of rationality.

H2. Higher weight women have a lower level of self-acceptance.

H3. Higher weight women have a higher level of perfectionism.
1.2 Self-acceptance and Its Relationship to Depression and Anxiety
Self-acceptance means self-satisfaction and involves both self-understanding and conscious
observation of one’s own strengths and weaknesses (Ryff, 1989). Self-acceptance is a central feature of
mental health in Jahoda (1958), is self-actualization in Maslow (1968), is optimal functioning in Rogers
(1957), is the maturity concept of Allport (1961), but also in Ellis’s theory (1962).
Ellis (1962) launched the concept of self-acceptance starting from the assumption that people are beings
subject to errors and in order to make peace with themselves it is necessary to accept their own person,
to accept themselves as people as who they are. People are able, through innate creativity, to build an
emotional journey, which can sometimes lead to irrational behaviors. Greater flexibility can avoid
potential significant consequences on the general health and level of functionality of the individual (Ellis,
2007). True self-acceptance means embracing what you are, without judgments, conditions or exceptions
(Ellis, 1994). Morgado and colleagues (2014) argue that self-acceptance is the acceptance of all the
attributes of the individual, whether positive or negative. Thus, the importance of accepting all facets of
one’s own person is emphasized. It is not enough to embrace only the positive aspects, that is, to have a

high self-esteem. In order to integrate true self-acceptance, we must also embrace our own less desired
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or even negative aspects. In other words, let’s fully appreciate ourselves. According to Kabat-Zinn
(2005), individuals need to remember that they are worthy of appreciation, including self-esteem.

The road to a healthy self does not seem to involve only self-acceptance, but unconditional
self-acceptance. It’s relatively easy to accept when we’ve done something great, such as winning an
award or meeting a public figure. But the hallmark of unconditional self-acceptance is the acceptance
of our shortcomings and our own mistakes and defects. According to Dryden (2014), unconditional
self-acceptance is the understanding that the person “in herself” is different from his actions and
qualities. She admits that she made mistakes and that she has flaws, but she does not let these factors
define her. Women at risk for postpartum anxiety and depression, but without symptoms, have higher
levels of self-acceptance and self-compassion (Monteiro et al., 2019).

Self-acceptance is not self-esteem, as it does not refer to the feeling of being special, but of accepting
one’s own uniqueness. It involves, rather, acceptance of what is, with good and bad. Self-esteem refers
to a person’s subjective assessment of his or her value as a person (Donnellan et al., 2011; MacDonald,
2012). It is also known that self-esteem is not the expression of a person’s talent or abilities. It is also
not the way a person is evaluated by others, but the person’s perception of how it is evaluated. In
general, self-esteem is conceptualized as the feeling that someone is “good enough”. Self-acceptance
and self-respect, is opposed to excessive self-esteem and grandeur that characterize narcissistic
individuals (Ackerman et al., 2010).

There is evidence that self-acceptance is not an automatic or default state. Many individuals do not
accept themselves as they are in general, but only accept the positive parts, and for the rest they are
evasive. Research results show that it is necessary to accept both defects and failures (Chamberlain &
Haaga, 2001; David et al., 2002). And that can lead to unconditional self-esteem.

Reduced self-acceptance has been identified as the main predictor of symptoms of depression or
anxiety (Boyraz & Waits, 2015; Edmondson & MacLeod, 2015; Risch et al., 2013). Moreover, the
assumption of goals related to one’s own interests and values has been associated with the complex
process of self-acceptance, rather than the perception of progress towards these goals and values
(Sansinenea et al., 2020). Thus, one can admit the possibility of a link between self-acceptance and
patterns of ideas, as expressions of personal beliefs and thoughts. Therefore, it could be assumed that
assuming goals related to body weight, from the perspective of one’s own body attributes, can
contribute to increasing one’s own acceptance. The literature suggests a link between (irrational)
patterns of ideas and self-acceptance. Different studies have revealed the importance of self-acceptance
in maintaining or regaining mental health in clinical and non-clinical populations, in different life
contexts. Thus, unconditional self-acceptance has a protective role in the case of depressive and
anxious emotional reactions in situations of simulated public stress, followed by neutral, negative or
positive feedback in clinically healthy people (Popov et al., 2016). It was also observed that
self-acceptance positively affects the psychological well-being of students in the context of physical

activities (Lapa, 2015). And in the particular situation derived from the immigrant status, evaluated as a
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factor of discrimination at work, it was proved the importance of a high level of self-acceptance in
maintaining well-being (Fern&ndez et al., 2015).
On the other hand, self-acceptance is also involved in the recovery of individuals with clinical
conditions, through cognitive-behavioral therapy (Kivity et al., 2016). In a randomized controlled study,
positive changes were found regarding self-acceptance in the evaluation of emotion-centered therapy as
a treatment for generalized anxiety disorder (Timulak et al., 2017). Xu and his team (2016) showed
how self-acceptance significantly mediates the positive association between mindfulness and subjective
well-being. A qualitative meta-analysis combined with a systematic literature review proved that
self-acceptance is a criterion with a high effect size, relevant in recovery in eating disorders (de Vos et
al., 2017). On the other hand, relevant data have been produced that attest to a low level of
self-acceptance in women with breast cancer, which qualifies it as a direction of therapeutic
intervention (Chen et al., 2017). Research on post-traumatic stress disorder (PTSD) and chronic
childhood abuse has revealed changes in the level of self-acceptance assessed following therapeutic
interventions through mindfulness (West et al., 2017).
In general, there are data showing that a high level of self-acceptance in daily life is a protective factor
against distressing events (Chamberlain & Haaga, 2001; David et al., 2002). Empirical data suggest
that when they can learn this “empirically validated philosophy of life”, most people assimilate it. Thus,
a person who thinks in rational terms will experience feelings of pleasure and satisfaction when his
goals and desires are fulfilled and negative feelings of sadness (which is functional), not of depression
(which is dysfunctional) when are exposed to adverse events. These latest feelings will be healthy,
normal reactions to negative events, which will not prevent the person from achieving their goals
(Chamberlain & Haaga, 2001). This is a pragmatic way to approximate rational attitude in real life and
is as important as their content and achievement. Flexible, non-absolutist formulation of objectives
promotes well-being even if it cannot be achieved.
Taking into account the above, we aim to test the associations between self-acceptance and
depressive-anxiety symptoms among women who have just given birth, so we formulate the following
hypotheses:

H4. Self-acceptance is negatively associated with depression.

H5. Self-acceptance is negatively associated with anxiety.
1.3 Irrational Beliefs vs. Rationality and Their Relationship to Depression and Anxiety
Beck and Haigh (2014) defines beliefs as the generic label assigned to constructions related to
cognitive schemas that include hypotheses, expectations, fears, evaluations, and rules, influencing
memory and cognitive associations in general. Among their characteristics are the form - for example
the imperative, the object - which can be one’s own person or others, and the expression - which can
take the form of a word, for example “must” (Beck & Haigh, 2014).
Beliefs can be primary (difficult to change; related to survival or identity) or secondary (likely to be

corrected if they are wrong, through the use of reasoning and logic). Primary beliefs are characterized
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by dimensions such as accessibility, conditionality, validity, attribution or absolute character. A
derivative of faith is represented in the form of automatic thought (Beck, 1963). Beliefs can also be
characterized by their degree of bias. Biased beliefs range from adaptive to maladaptive, from
sub-clinical to clinical and from mild to extremely severe. A functional bias can become dysfunctional
as a result of a situation in which biased vulnerability beliefs are applied to a situation perceived as
similar to that vulnerability (Beck & Haigh, 2014).
The literature also contains relevant data regarding the relationship between the patterns of beliefs and
ideas and the state of mental health. Personal identity is defined by a series of psychological attributes
such as the memory of one’s own experiences as a result of which thoughts and beliefs are developed,
as persistent psychological traits (Noonan, 2005). A meta-analysis of studies addressing clinical
populations revealed significant correlation between social comparison and depression and anxiety
(McCarthy & Morina, 2020). Another study identifies cognitive biases as significant predictors of
depression, anxiety, and well-being (Smith et al., 2018). Ford and Gross (2019) highlight in a literature
review the link between beliefs about emotions and a wide range of effects in the areas of emotional
life, interpersonal and clinical connections, highlighting the promising potential of the mechanism of
regulating emotions. Another literature review discusses how the malleability of emotional beliefs (as
opposed to the rigidity of beliefs) could be associated with more flexible motivation and activation of
the emotion regulation mechanism and, implicitly, lower levels of pathological suffering. In addition, it
is argued that the application of this perspective in the clinical field can complement current
conceptualizations of major depressive disorders, social and generalized anxiety (Kneeland et al., 2016).
In essence, the subjective creation of meaning of the individual in relation to himself, others and social
situations plays a decisive role in his life, and interventions to change the meaning can have important
beneficial consequences that help individuals to prosper (Walton & Wilson, 2018).
Beliefs seem to influence the depressive-anxious experience by making it easier to deal with stressful
situations (Warren & Hale, 2020) and are a way to change and create meaning and identity in
psychosocial contexts that require changes or adjustments, as is the maternity period (Zhou & Xu,
2019). Taking into account all this, we aim to verify the existence of associations between irrational
thoughts (measured as the level of rationality) and depressive-anxious symptoms among women who
have just given birth, thus establishing the following hypotheses:

H6. Rationality is negatively associated with depression.

H7. Rationality is negatively associated with anxiety.
It should be mentioned that we used the variable rationality to the antipode with irrational ideas.
1.4 Perfectionism as a Mediator of the Relationship between the Pattern of Ideas (Rationality) and
Depression-anxiety Symptoms
In the context of the irrational thinking model that can lead to psycho-behavioral disorders, Ellis (1962,
2002) identified perfectionism as a fundamental irrational belief, the expression of the importance of

perfect performance - for example, “I must be perfect in everything | do in order to perform”. Irrational
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beliefs are considered to be self-sabotaging, due to excessive expectations about oneself, unlikely to be
met (Ellis, 1962). In general, cognitive-behavioral explanations are based on the concept that
perfectionism is derived from dysfunctional thinking patterns (Andrews et al., 2014; Beck, 1976;
Shafran et al., 2002).

Slade and Owens (1998) developed the model of the dual process of perfectionism starting from the
principles of Skinner’s (1969) consolidation theory. The model proposes explanations for both the
adaptive dimension and the maladaptive dimension of perfectionism. Thus, adaptive perfectionism is
obtained by pursuing positive results - success, which works as a positive reinforcement, while
maladaptive perfectionism is based on the function of avoiding negative consequences - failure, which
works as a negative reinforcement. According to Slade and Owens (1998), adaptive perfectionists tend
to set realistic standards, which they are satisfied with when they succeed, and therefore remain
optimistic about their future success. In contrast, maladaptive perfectionists are more likely to set
unattainable goals, which puts them in a position to almost never experience feelings of satisfaction for
the goals achieved, due to the fear of failure in the future. In other words, adaptive perfectionists are
driven by the pursuit of an ideal self, while maladaptive perfectionists are motivated by a desire to
avoid the fearful self (Slade & Owens, 1998).

Numerous studies have shown that the different dimensions of perfectionism are significantly related to
irrational cognitions (Andrews et al., 2014; Flett et al., 1991; Lo & Abbott, 2013). Thus, Flett’s (1991)
research shows significant positive correlations between irrational thinking and other-oriented
perfectionism and socially-oriented perfectionism, two of the three dimensions of perfectionism. There
are studies that have evaluated specific irrational beliefs and fears specific to perfectionism, such as
fear of failure, fear of negative evaluation, high expectations of self, and low self-worth (Ellis, 2002;
Flett et al., 1991; Hewitt & Flett, 1991). These results support the hypothesis that perfectionism derives
from the cognitive constructs of irrational thinking.

Starting from Beck’s (1976) cognitive model, which emphasizes the role of negative automatic
thoughts present in situations of emotional suffering, a number of studies have demonstrated the
association between perfectionist cognitions and emotional suffering (Flett et al., 1998, 2002, 2007).
Thus, perfectionists seem to be driven by automatic thoughts centered on perfectionist themes, such as
reaching high standards. Therefore, perfectionists with a high level of perfectionist cognition are more
likely to experience a negative effect (e.g., depression in relation to the perception of failure to meet the
expected standard or anxiety in relation to fear of failure to meet expected standards). Flett and
colleagues (2002) found positive correlations between cognitions related to perfectionism and
depression/anxiety. These results suggest that ruminating on perfection increases the likelihood of
experiencing distress, confirming that the frequency of cognitions about perfectionism is associated
with high levels of negative affectivity and deficits in cognitive self-regulation.

In conclusion, the research results suggest that a key variable associated with perfectionism is

perfectionism-oriented cognitions, although the relationships between perfectionism and automatic
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irrational thoughts still remain moderate. This leads to the assumption that the relationship between
irrational thoughts and depressive-anxious symptoms can be mediated by perfectionism, in the sense that
irrational thoughts lead to the development of perfectionism, which in turn is associated with depression
and anxiety. Therefore, we introduced in the study model the concept of perfectionism, assuming that:

H8. Perfectionism mediates the relationship between rationality and depression.

H9. Perfectionism mediates the relationship between rationality and anxiety.

2. Method

2.1 Participants and Procedure

The study involved 123 women, newly mothers, aged between 20 and 46 years, M = 32.29, SD = 6.56.
Data were collected in the first three months after birth. To obtain the sample, women were invited by
e-mail to participate in the study, through a set of questions offered via the Internet. The eligibility
criteria were the following: age over 18 years, Romanian citizenship, confirmation of the status of
mother with one or more children, the last of which is at most three months old. Out of the total number
of participants, 58 are of normal weight (47.15%), 31 are overweight (25.20%) and 34 are obese
(27.65%). Out of a total of 185 mothers contacted, only 123 provided possible quantifiable responses
(66.49%). Informed consent was obtained from all participants included in the study, as well as
agreement on the processing of personal data, which are included in the first sections of the online
guestionnaire. Participation was voluntary and no rewards were offered.

2.2 Instruments

Self-acceptance was measured with the Unconditional Self-Acceptance Questionnaire (USAQ) (David,
2007). The questionnaire includes 20 items that reflect the different aspects of this multi-faceted
concept, central to rational-emotional and behavioral theory. Scores are offered on a six-step Likert
scale where 1 - never and 6 - most of the time. The total score reflects the level of unconditional
acceptance of one’s own person. High scores indicate high unconditional self-acceptance, while low
scores indicate low unconditional self-acceptance. Possible scores range from 20 (minimum score) to
140 (maximum score). Item example: “The feeling of my worth depends largely on the result of the
comparison with other people.”

Rationality was measured (as opposed to irrational thoughts) with the Inventory of Ideas Il (David,
2007). The instrument comprises 33 items and measures 11 irrational beliefs, each expressed in three
items. Items are formulated as irrational ideas, so disagreeing with each is rational thinking. Scores are
offered on a three-step Likert scale where 1 - disagree and 3 - agree. The total score of irrationality can
vary from 33 to 99. In the present study, we will use the variable rationality (high scores) at the
opposite pole of irrationality (low scores). Examples of items: “People need love and approval from
almost everyone they consider important,” “Being a person of value means being perfectly appropriate
and competent in almost everything.”

Perfectionism was measured with the Frost Multidimensional Perfectionism Scale (FMPS) (Frost et al.,
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1990). The instrument consists of 35 items and is designed to measure several components of
perfectionism. Its emergence was a response to the need to address the major dimensions of
perfectionism. The instrument is used in both research and therapeutic practice, helping to highlight
and evaluate change in different areas of perfectionism. A number of 35 items cover six factors:
concern for mistake, personal standard, parental expectations, critical opinion of parents, insecurity
(doubt) in action, organization. In the present study, perfectionism was analyzed as a global variable.
The answers are given on a five-step Likert scale, where 1 - to a small extent and 5 - to a large extent.
Possible values are between 35 and 175 points, where the high score means high levels of
perfectionism. Examples of items: “If | make a mistake at work/school | am a loser”, “If | do not set
very high standards, | will probably end up like being nobody”.

Depression was measured with the Hamilton Depression Scale (HRSD) from the Clinical Evaluation
System, Romanian version (David, 2007). It was developed in 1960 and revised in 1967 by Max Hamilton
and is one of the first instruments created to assess the severity of depressive symptoms (Hamilton, 1967).
HRSD contains 17 items that measure the intensity of symptoms characteristic of depressive disorders,
being a good indicator of the overall intensity of depressive syndrome. Scores are offered on a five-step
Likert scale where 0 - never and 4 - most of the time. It is generally accepted that scores below 7 indicate
the absence of depression, between 7-17 mild depression, between 18-24 moderate depression and over 25
severe depression. The scale includes items for evaluating the cognitive components (example of item:
“Feelings of guilt”), behavioral but especially somatic components (example of item: “Anxiety at the
somatic level”), evaluation based on observations on the patient’s current condition, supplemented with
specific questions (some standard questions are offered for each item).

Anxiety was measured with the Inventory of State-Trait Anxiety (STAI) from the Clinical Assessment
System, the Romanian version (Spielberger, 2010), which aims to measure by self-administration the
presence and severity of current anxiety symptoms and a generalized tendency to be anxious. Both the
adult and children’s versions are available. The adult version was used in this study. The instrument
comprises two subscales. The state anxiety scale (A-state) assesses the current state of anxiety, assessing
how respondents feel “right now”, using items that measure subjective feelings of restraint, tension,
nervousness, anxiety and activation/excitation of the autonomic nervous system. Example of a
representative item “I’m tense.” The Trait Anxiety Scale (A-Trait) assesses relatively stable aspects of
“predisposition to anxiety”, including general states of calm, confidence and security. Example of a
representative item “I would like to be happy as others seem to be.” In the present study we used A-state

with 20 items. Scores are offered on a five-step Likert scale where 0 - never and 4 - most of the time.

3. Results
3.1 Descriptive Statistics
Mean scores, standard deviations, internal consistency coefficients and correlations between variables

are presented in Table 1.
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Table 1. Mean Scores, Standard Deviations, Internal Consistency Coefficients and Correlations

between Variables

M AS a Dep. Rat. Accept. Anx. Perf.
Dep. 23.10 10.05 91 1
Rat. 62.90 14.87 .96 -78" 1
Acc. 80.33 16.62 .95 -707 64" 1
Anx. 43.41 12.46 .95 677 -54" -4T" 1
Perf. 106.60  35.19 98 437 -297 -.28" 17 1

** p<.01

Dep. - Depression, Rat. - Rationality, Acc. - Self-acceptance, Anx. - Anxiety, Perf. - Perfectionism

It is observed that the participants obtained sub-average and yet relatively high scores on depression, M
= 23.10, SD = 10.05, high scores on anxiety, M = 43.41, SD = 12.46, relatively low scores on
rationality, M = 62.90, SD = 14.87, above-average scores on self-acceptance and relatively high scores
on perfectionism, M = 106.6, SD = 35.19.
3.2 Inferential Statistics

H1. Higher weight women have a lower level of rationality.

H2. Higher weight women have a lower level of self-acceptance.

H3. Higher weight women have a higher level of perfectionism.
For testing the first three hypotheses, three one-way ANOVA analyzes of variance were performed, the

criterion being the weight index quantified by 1 - normal weight, 2 - overweight and 3 - obesity.

Table 2. Mean Scores for Rationality, Self-acceptance and Perfectionism According to Body

Weight

N M SD SE LLCI ULCI

Rationality Normal weight 58 68.43 11.90 1.56 65.30 71.56
Overweight 31 61.94 14.99 2.69 56.44 67.43

Obesity 34 54.35 15.46 2.65 48.96 59.75

Total 123 62.90 14.87 1.34 60.25 65.56

Self-acceptance  Normal weight 58 87.26 10.31 1.35 84.55 89.97
Overweight 31 77.90 17.01 3.06 71.66 84.14

Obesity 34 70.74 19.74 3.39 63.85 77.62

Total 123 80.33 16.62 1.50 77.37 83.30

Perfectionism Normal weight 58 90.57 32.84 431 81.93 99.20
Overweight 31 106.94 30.15 5.41 95.88  117.99

Obesity 34 133.65 26.12 4.48 12453 142.76

Total 123 106.60 35.19 3.17 100.32 112.88
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Table 3. One-way ANOVA for Differences in Rationality, Self-acceptance and Perfectionism

Depending on Body Weight

Sum of Mean
squares df square F Sig.
Rationality Between groups 4286.97 2 2143.49 11.33 .00
Within groups 22695.86 120 189.13
Total 26982.83 122
Self-acceptance Between groups 6096.89 2 3048.44 13.25 .00
Within groups 27602.45 120 230.02
Total 33699.33 122
Perfectionism Between groups 39781.62 2 19890.81  21.45 .00
Within groups 111261.86 120 927.18
Total 151043.48 122

It is observed that there are differences for all three variables analyzed, so that for rationality, women
with normal weight record the highest scores, M = 68.43, SD = 11.90, followed by overweight women,
M = 61.94, SD = 14.99 and then by obese women, M = 54.35, SD = 15.46, the differences being
statistically significant, F(2,120) = 11.33, p < .01. For self-acceptance, women with normal weight have
the highest scores, M = 87.26, SD = 10.31, followed by overweight women, M = 77.90, SD = 17.01
and then by obese women, M = 70.74, SD = 19.74, the differences being statistically significant,
F(2,120) = 13.25, p < .01. For perfectionism, women with normal weight have the lowest scores, M =
90.57, SD = 32.84, followed by overweight women, M = 106.94, SD = 30.15 and then by obese women,
M =133.65, SD = 26.12, the differences being statistically significant, F(2,120) = 21.45, p < .01.

To accurately identify the differences between the three weight groups, the Bonferroni post-hoc test for

multiple comparisons was performed.

Table 4. The Bonferroni Post-hoc Test for Multiple Comparisons

Variable (1) Weight (J) Weight MD (I-J) SE Sig. LLCI ULCI
Rationality Normal weight Obesity 14.08° 297 .00 6.87 21.29
Self-acceptance  Normal weight Overweight 9.36" 337 .02 116 1755
Obesity 16.52" 328 .00 857 24.48
Perfectionism Normal weight Obesity -43.08° 658 .00 -59.05 -27.11
Overweight Obesity -26.71" 756 .00 -45.07 -8.35

* p<.05
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It is observed that in terms of rationality, there is a significant difference between women with normal
weight and those with obesity, MD = 14.08, CI195% (6.87, 21.29), p < .05. Regarding self-acceptance,
the significant differences are between women with normal weight and those with obesity, MD = 16.52,
CI195% (8.57,24.48), p < .05 and lower between those with normal weight and overweight, MD = 9.36 ,
CI95% (1.16,17.55), p < .05, and in terms of perfectionism, significant differences are observed
between women with normal weight and those with obesity, MD = -43.08, CI195% (- 59.05, -27.11), p
< .05 and between overweight and obese, MD = -26.71, C195% (- 45.07, -8.35), p < .05.
Taking into account these results, we can say that hypotheses H1, H2 and H3 are supported by the
analyzed data. By testing these hypotheses, the following analyzes become all the more justified
because they explain to some extent the low levels of rationality and self-acceptance among women
with high body weight, as well as the high levels of perfectionism.
Relationships between self-acceptance and depression/anxiety

H4. Self-acceptance is negatively associated with depression.

H5. Self-acceptance is negatively associated with anxiety.
To test these hypotheses, two simple linear regression analyzes were performed having self-acceptance

as predictor and alternatively, depression and anxiety as dependent variables.

Table 5. Simple Linear Regression Analysis for Self-acceptance as a Predictor of Depression

Unstandardized Standardized
Coefficients Coefficients
Model B SE B t p
1 (Constant) 57.10 3.22 17.72 .00
Self-acceptance -42 .04 -.70 -10.77 .00

a. Dependent Variable: Depression
b. R* = .49

Table 6. Simple Linear Regression Analysis for Self-acceptance as a Predictor of Anxiety

Unstandardized Standardized
Coefficients Coefficients
Model B SE § t p
1 (Constant) 71.56 4.94 14.48 .00
Self-acceptance -.35 .06 -47 -5.81 .00
a. Dependent Variable: Anxiety
b.R*=.22
28
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It is observed that self-acceptance is responsible for 49% of the variation of depression, the regression
equation being statistically significant, F(1, 121) = 116.05, p < .01. Self-acceptance is significantly and
negatively associated with depression, B =-.70, p < .01.
At the same time, self-acceptance is responsible for 22% of the anxiety variation, the regression
equation being statistically significant, F(1, 121) = 33.79, p < .01. Self-acceptance is significantly and
negatively associated with anxiety, p =-.47, p < .01
Relationships between rationality and depression/anxiety

H6. Rationality is negatively associated with depression.

H7. Rationality is negatively associated with anxiety.
To test these hypotheses, two simple linear regression analyzes were performed having rationality as

predictor and alternatively, depression and anxiety as dependent variables.

Table 7. Simple Linear Regression Analysis for Rationality as a Predictor of Depression

Unstandardized Standardized
Coefficients Coefficients
Model B SE B t p
1 (Constant) 56.33 248 22.73 .00
Rationality -.53 .04 -.78 -13.78 .00

a. Dependent Variable: Depression

b. R>= .61

Table 8. Simple Linear Regression Analysis for Rationality as a Predictor of Anxiety

Standardized

Unstandardized Coefficients Coefficients

Model B SE § t p
1 (Constant) 71.70 4.15 17.26 .00
Rationality -.45 .06 -54 -6.99 .00

a. Dependent Variable: Anxiety
b. R*=.29

It is observed that rationality is responsible for 61% of the variation of depression, the regression
equation being statistically significant, F(1, 121) = 189.82, p < .01. Rationality is significantly and
negatively associated with depression, f =-.78, p <.01.

At the same time, rationality is responsible for 29% of the anxiety variation, the regression equation
being statistically significant, F(1, 121) = 48.91, p < .01. Rationality is significantly and negatively

associated with anxiety, B = -.54, p < .01.
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H8. Perfectionism mediates the relationship between rationality and depression.
H9. Perfectionism mediates the relationship between rationality and anxiety.
To test these hypotheses, two mediation analyzes were performed having rationality as predictor,

perfectionism as a mediating variable and alternatively, depression and anxiety as dependent variables.

Table 9. Mediation Estimates for Perfectionism in the Relationship between Rationality and

Depression
Effect Label Estimate SE LLCI ULCI Z p % Mediation
Indirect axb -.04 .02 -08 -.01 -2.55 .01 8.05
Direct o -.49 .04 -.56 -41 -12.92 .00 91.95
Total c+axb -53 04  -60 -45 -13.89 .00 100.00

Table 10. Path Estimates for Perfectionism in the Relationship between Rationality and

Depression
Label Estimate SE LLCI ULCI z p
RAT — PERF a -.70 20 -1.09 -30 -3.41 <.001
PERF —  DEP b .06 .02 .03 .09 3.85 <.001
RAT — DEP c -49 .04 -.56 -41 -12.92 <.001

It is observed that perfectionism mediates the relationship between rationality and depression, although
the mediation percent is low (8.05%), mediation estimates being b = -.04, Cl 95% (-.08, -.01), Z =
-2.55, p <.05. Rationality is negatively associated with perfectionism, f§ = -.70, Cl 95% (-1.09, -.30), Z
= -3.41, p < .01, and perfectionism, in turn, is positively associated with depression,  =. 06, CI 95%
(.03, .09), Z=3.85, p <.01.

Table 11. Mediation Estimates for Perfectionism in the Relationship between Rationality and

Anxiety
Effect Label Estimate SE LLCI ULCI Z p % Mediation
Indirect axb -.00 .02 -.04 .04 -12 .90 0.54
Direct c -45 .07  -58 -.32 -6.70 .00 99.46
Total c+axb -.45 .06  -57 -.32 -7.05 .00 100.00
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It is observed that perfectionism does not mediate the relationship between rationality and anxiety.

4. Discussion

The present study aimed to analyze the differences between a number of cognitive variables depending
on the level of body weight in postpartum women, as well as the set of relationships that are established
between these variables and mental health. Self-acceptance, patterns of ideas (rationality),
perfectionism, depression and anxiety were taken into account.

First of all, the differences in terms of rationality, self-acceptance and perfectionism were analyzed
according to the body weight of the participants, noting that there are marked differences among them.
Thus, the level of rationality and self-acceptance was lower in women with higher body weight, while
the level of perfectionism was higher in same tier. These results show the extent to which body
perception affects women’s thinking and feelings in the postpartum period, when social pressure and
multiple roles intervene on their well-being.

The results obtained through regression and mediation analyzes showed that self-acceptance is
negatively associated with both depression and anxiety, rationality is also negatively associated with
both depression and anxiety, and perfectionism mediates the relationship between rationality and
depression, but not the relationship between rationality and anxiety.

Our measurements took place three months after birth, when women begin to re-find their “functions”
inside family. Beyond the priority role of mother of the baby, the role of mother of the other children
returns to the center of attention, where it exists, and also the role of wife and the role of attractive
woman. This “return” to pre-pregnancy life is accompanied by emotional feelings as strong as those
related to pregnancy. Women usually want to return to their previous physical shape, to have a slim and
harmonious body, to be liked by those around them. Against a background of weight gain, sometimes
extremely high, self-acceptance may decrease markedly, and patterns of irrational ideas can reach
alarming levels, thus leading to low rationality. All these constitute the fertile ground for the
development of depressive-anxious symptoms, with the deterioration of the woman’s well-being and of
the entire family context.

The strong association between rationality and depression/anxiety, as well as between self-acceptance
and depression/anxiety can be alarm signals that must be addressed as soon as possible so that the
mental health of women after birth will not deteriorate irreversibly.

Perfectionism, strongly fueled by the pattern of irrational thoughts, is significantly associated with
depression, but not with anxiety. The woman can consider that the right solution to solve the unhappy
situation in which she finds herself is to give up the fight, to any means to become again what she was
before. The multitude of dysfunctional thoughts she faces turns into a maladaptive perfectionism that
leads to toxic comparisons, the woman often positioning herself on the lower places of an “unattainable”

ranking of “beauty”.
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Although studies that looked at postpartum depression and anxiety looked less at the psycho-cognitive
factors associated with them, there are a limited number of studies that have yielded similar results to
ours. Thus, Wittkowski et al. (2016) showed that postpartum depression is not associated with antenatal
socio-demographic and contextual factors, but rather with women’s irrational beliefs and the
perfectionism fueled by these beliefs. Sweeney and Fingerhut (2013), in a study involving 46 pregnant
women, showed that low levels of self-acceptance, but not perfectionism, are associated with
depressive symptoms.

In the context of the present study, the low level of rationality and self-acceptance, as well as the high
level of perfectionism have as a starting point the weight level, so we can argue that body perception is
very important in tracing women’s beliefs, attitudes and behaviors and also in the manifestation of
depressive-anxious symptoms not only during pregnancy, but also postpartum.

Limitations and future research directions

The present study was attended by women, mostly from Bucharest and IIfov with a great probability of
adherence to urban culture, in which the physical appearance and social customs regarding their own
image are possibly different from those in other geographical areas of the country, in smaller cities or in
rural localities. It is an aspect that could be a direction for future research, by including a more diverse
sample from a geographical and cultural point of view.

Also, the number of participants was relatively small, leading to the assumption that increasing the
sample size could reduce the sampling error. For reasons related to the internal regulations of the
medical facilities, self-reporting questionnaires distributed online this time were used for data
collection, which makes possible the existence of a self-reporting bias. In our future studies we will
take into account another set of variables that can more accurately explain the variation of
depressive-anxious symptoms, but we will also ensure that a more rigorous data collection will be done,
possibly at different times.

Practical implications

The postpartum period represents for the woman who has just become a mother a period marked by
multiple changes and reconfigurations of her whole life. The appearance of the newly born child in the
family, the change in the rhythm of activities, the new responsibilities related to motherhood in general,
all these predispose to significant pressures. To these are often added pressures of a psycho-cognitive
nature such as thoughts and concerns about the child’s health, parental effectiveness or the resumption
of pre-pregnancy social roles. During this period, the woman wants to become attractive again, to
regain her original shape, to erase any traces left by pregnancy on her body. As long as the shape and
size of the body remain “dissatisfying” for the woman, she will be prone to manifest minor or major
mental disorders, culminating in depression and anxiety.

In the postpartum period, we recommend that women create an existential equilibrium, an optimal
balance between mother’s life and wife’s life, by trying to cover as much of the responsibilities of these

roles as possible. This is not an easy task because she often takes care of the baby, breastfeeds her and
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generally organizes the time according to the baby’s rhythm. Thus, the woman needs sustained support
from the family, and if this support is difficult to obtain, we recommend looking for it in specialized
support groups. These groups, moderated by psychologists, can come to support the new mothers to
help them resume their pre-pregnancy lifestyle. The purpose of these groups is to normalize the
seemingly dramatic situation that women believe they are going through, to diminish dysfunctional
patterns of ideas, to increase rationality and self-acceptance, and to diminish maladaptive
perfectionism.

Women must be supported to return to a normal, complete and meaningful life in order to maintain
their emotional balance and to minimize the impairment of their well-being. Motherhood must be
perceived as a goal of a woman’s existence in itself, with good and bad, with costs and benefits.
Women can be helped to learn what are the best ways to regain their pre-pregnancy forms, which is the
most appropriate diet for their lifestyle, how to combine daily responsibilities with moments strictly for
themselves (walks, mindfulness, relaxation).

At the same time, when depressive-anxious symptoms are strong, intervention programs based on
cognitive-behavioral techniques can be developed to reduce irrational patterns of ideas, to increase

self-acceptance and self-compassion and to reduce perfectionism.
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